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MENTAL HEALTH CENTERS CONSTRUCTION ACT
EXTENSION

TUESDAY, APRIL 4, 1967

Housk or REPRESENTATIVES,
SuecommrrTee oN PusrLic HeanTr AND WELFARE,
oF THE CoMMITTEE ON INTERSTATE AND FOREIGN COMMERCE,
Washington, D.C.

The subcommittee met at 10 a.m., pusuant to notice, in room 2123,
Rayburn House Office Building, Hon. John Jarman (chairman of
the subcommittee) presiding.

Mr. Jarman. The subcommittee will please be in order. The hear-
ings today are on H.R. 6431, the Mental Health Amendments of 1967,
introduced by Chairman Staggers at the request of the administra-
tion. This bill would extend the current program of grants for the
construction and initial staffing of community mental health centers:
would authorize research, training and demonstration project grants
to be made to Federal institutions; and would authorize establishment
of a contingency account for the Department of Health, Education
and Welfare.

This committee has been active in the field of mental health legis-
lation for over 20 years now, beginning with the initial legislation es-
tablishing the National Institute of Mental Health.

In 1955, this committee initiated the Mental Health Study Act of
1955 calling for the establishment of a program of research and study
of our resources, methods and practices for diagnosing, treating, car-
ing for, and rehabiltating the mentally ill.

A Joint Commission on Mental Illness and Health was established
pursuant to this legislation and the Commission made its final report
on December 30, 1960. The Commission recommended establishment
of community mental health centers to provide care for the mentally
ill close to their homes in a community setting.

The report of this Commission was studied by the executive branch
and the Congress and in 1963, President Kennedy recommended to
the Congress the enactment of legislation providing Federal match-
ing grants for construction and initial staffing of community mental
health centers. Hearings were promptly held on this legislation and
legislation was enacted in October 1963 authorizing matching grants
for construction of community mental health centers.

In 1965, President Johnson recommended the enactment of legis-
lation providing matching grants for initial staffing of community
mental health centers; and this legislation became law in 1965.

The aunthorization for matching grants for construction is due to
expire June 30 this year, and the authorization for grants for initial

1




2 MENTAL HEALTH CENTERS CONSTRUCTION ACT EXTENSION

stafling is scheduled to expire June 30, 1968; therefore, prompt action
on this legislation is required in order that orderly planning may
continue.

(The bill, FL.R. 6431, and department reports thereon, follow :)

[H.R. 6431, 90th Cong., 1st sess.]

A BILL To amend the puble health laws relating to mental health to extend, expand,
and improve them, and for other purposes

Be it enacted by the Senate and House of Representatives of the United States
of America in Congress assembled, That this Act may be cited as the “Mental
Health Amendments of 1967,

GRANTS FOR CONSBTRUCTION OF COMMUNITY MENTAL HEALTH CENTERS

Sec. 2. (a) Section 201 of the Community Mental Health Centers Act (42
U.8.C. 2681) is amended by striking out “and $65,000,000 for the fiscal yvear ending
June 30 ,1967" and inserting in lieu thereof, 865,000,000 for the fiscal year ending
June 30, 1967, $50,000,000 for the fiscal year ending June 30, 1968, and such sums
striking out “1967” and inserting in lien thereof 1972,

(b) Section 207 of such Act is amended (1) by striking out “three”,'and (2) by
striking out “1967” and inserting in lieu thereof 19727,

GRANTS FOR INITIAL BTAFFING OF COMMUNITY MENTAT HEALTH CENTERS

Seo. 3. (a) Section 221(b) of the Community Mental Health Centers Act
(42 U.8.C. 2688a (b)) is amended bp striking out *“1968” each place it appears and
inserting in lien thereof “1972".

(b) The first sentence of section 224 of sueh Aect is amended by striking out
“and $30,000,000 for the fiscal year ending June 30, 1968 and inserting in lieu
thereof “$30,000,000 for the fiscal Wear ending June 30, 1968, and such sums as
may be necessary for the next four fiseal years”. The second sentence of such
section is amended by striking out “five” and inserting in lieu thereof *mnine”.

MISCELLANEOUS AMENDMENTS RELATING TO CONSTRUCTION OF COMMUNITY
MENTAL HEALTH CENTERS

SE0. 4. (a) Section 401(e) of the Mental Refardation Facilities and Com-
munity Mental Health Centers Construction Act of 1963 (42 U.8.C. '2691) is
amended by inserting “acquisition,” after “new buildings,”.

(b) Paragraph (7) of section 204 of such Act (42 11.8.C. 2684), is amended by
inserting before the semicolon at the end thereof “and, effective July 1, 1969,
provide for enforcement of such standards with respect to projects approved by
the Secretary under this part after June 30, 1967".

PROJECT GRANTS TO FEDERAL INSTITUTIONS

Sec. 5. Effective July 1, 1968, title V of the Public Health Service Act is
amended by adding after section 506 (42 1.8.C. 224) the following new section :

“GRANTE TO FEDERAL INSTITUTIONS

“See. 507. Appropriations to the Public Health Service available for researeh,
training, or demonstration project grants pursnant to this Aet shall also be
available, on the same terms and conditions as apply to non-Federal institutions,
for grants for the same purpose to hospitals of the Service, of the Veterans'
Administration, or of the Bureau of Prisons, Department of Justice, and to
Saint Elizabeths Hospital.”

ESTABLISHMENT OF A CONTINGENCY ACCOUNT

Sec. 6. (a) Inordertofacilitate the more efficient and effective administration
of the programs of the Department of Health, Education, and Welfare, there is
hereby created in the Treasury of the United States a contingeney account which
shall be available to the Secretary of Health. Jducation, and Welfare without
fiscal year limitation for use as provided in this section.
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{b) There is anthorized to be deposited in the contingency account established
by subsection (a), to the extent authorized in annual appropriation Acts, the
amount of any general fund appropriation to the Department for a fiscal year
(beginning with appropriations for the fiscal year ending June 3, 1967) which,
at the end of the period for which such appropriation is available for obligation,
remains unobligated, but only to the extent such deposit, when added to the
sum then in the account, will not increase such acconnt to more than $50,000,000.
The amount so deposited shall be based on estimates made at the time of the
termination of availability of the appropriation, with subsequent adjustments
(to be made no later than the close of the fiscal year following the year
in which the deposit was made) being made to take account of errors in such
estimates,

(¢) The Secretary is authorized, to the extent provided in annual appropriation
Acts, to draw upon the contingency account established by subsection (a) when-
ever he determines that such action is required to fulfill his responsibilities and
that delay pending further appropriations by the Congress would be contrary
to the public inferest, but only if such withdrawal is required to carry out a
purpose which the Secretary determines is significant and only if the need
for such withdrawal could not reasonably have been anticipated at the time
the Budget was submitted to the Congress. Funds withdrawn pursuant to
such a determination may be transferred. and merged with the appropriation
or appropriations the Secretary determines to be appropriate. Each such de-
termination shall be subject to the following limitations—

(1) no. amount may be so used during any fiscal year for a purpose for
which funds were requested in the Budget for sach year but for which funds
were not appropriated for such year:

(2) no amount may be so used for any activity or purpose which is not other-
wise authorized by law

{3) the amounts so used pursuant to any such determination for any fiscal
year may not execeed $15,000,000 ; and

(4) no amount may be so used in any fiscal year for any purpose if amounts
were s0 used during both of the two preceding fiscal years for the same purpose.

(d) The Secretary shall, at least ten days prior to the use of any funds pur-
snant to each determination under this section, notify the Appropriations
Committees of the Congress of such determination: and on or before July 31,
1968, and on or before July 31 of each succeeding vear, the Secretary shall trans-
mit to the Congress a full report on operations with respect to the fund estab-
lished by subsection (a) during the fiscal year ending on the June 30 preceding
such July 31.

DEPARTMENT 0F HEALTH, EDUCATION, AND WELFARE,
Washington, D.C., April 5, 1967.
Hon. HARLEY O. STAGGERS,
Chairman, Committee on Interstate and Foreign Commerce,
House of Representatives, Washington, D.C.

DeAR M. CHAIRMAN : This letter is in response to your request of March 14,
1967, for a report on H.R. 6431, a bill “To amend the public health laws relating
to mental health to extend, expand, and improve them, and for other purposes.”

The bill, to be cited as the “Mental Health Amendments of 1967, would ex-
tend or amend the provisions of the Mental Retardation Facilities and Com-
munity Mental Health Centers Construction Act of 1963 in four respects:

{1) The authorization for grants for the construction of community mental
health centers would be extended for five additional years—through fiscal 1972.
For Fiscal 1968, $50 million would be authorized for this purpose, and for each
of the remaining four fiscal years such sums as may be necessary.

(2) The authorization for grants for initial staffing of community mental
health centers wonld be extended for four additional years—also through
fiscal 1972. For fiscal 1968, $30 million would be anthorized for this purpose
(the amount now authorized for fiscal 1968) and for each of the remaining
three fiscal years such sums as may be necessary.

(3) Section 401(e) of the Act would be amended to permit construction grant
funds to be used for the acquisition of existing buildings as well as for the con-
struction of new facilities.
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(4) Section 204 of the Act would be amended to require that—effective July
1, 1969—State plans for the construction grant program shall provide for en-
forcement of State minimum standards for the operation of such mental health
facilities.

In addition to these mental health amendments, the bill includes two other
provisions of more general applicability :

(1) Section 5 of the bill would add a new section 507 to the Public Health
Service Act which would provide continuing (and somewhat expanded) aunthority
for certain Public Health Service project grants which have heretofore been per-
mitted under provisions of annual appropriations acts. The new section would
provide that appropriations to the Public Health Service for research, training,
or demonstration project grants shall be available, on the same terms and con-
ditions as apply to non-Federal institutions, for grants for the same purpose
to hospitals of the Service, of the Veterans' Administration, or of the Bureau
of Prisons, Department of Justice, and to Saint Elizabeths Hospital.

(2) Bection 6 of the bill would establish in the Treasury of the United States
a contingency account available to the Secretary of Health, Education, and Wel-
fare to meet certain unforeseen needs relating to the program responsibilities
of the Department. No new appropriations would be authorized for this pur-
pose, since funds in the account wonld be accumulated through the transfer of
unobligated general funds appropriated to the Department in annual appropria-
tion acts. Both the accumulation of funds in the account and their expenditure
to meet contingency needs wounld be subject to certain statutory limits and condi-
tions, including a limitation to authorizations contained in annual appropriations
acts. Full reports to Congress would be required.

The provisions of H.R. 6431 embody legislative recommendations contained in
a draft bill submitted by this Department to the Congress on February 28, 1967,
to implement the mental health recommendations contained in the President’s
Message on Education and Health. We strongly recommend early enactment
of the bill.

We are advised by the Bureau of the Budget that enactment of this proposed
legislation would be in accord with the program of the President.

Sincerely,
Wirsur J. Conex, Under Recretary.

OFFICE OF THE ATTORNEY GENERAL,
Washington, D.C., April 5, 156%.
Hon. HARLEY . STAGGERS,
Chairman, Committee on Interstate and Foreign Commerce
House of Representatives,
Washington, D.C.

DEAR MR. CHAIRMAYN ; This is in response to your request for the views of the
Department of Justice on H.R. 6431, the “Menatl Health Amendments of 1967.”

The Mental Retardation Facilities and Community Mental Health Centers
Construetion Act of 1963, 77 Stat. 284, as amended, 42 1.8.C. 2661, authorizes the
Secretary of Health, Eduecation and Welfare to make grants to the States for
construction of facilities for the mentally retarded and of community mental
health centers. In addition. the Act authorizes grants for university-affiliated
facilities for the mentally retarded and initial staffing grants for community
mental health centers,

The “Mental Health Amendments of 1967” would extend the appropriation
authorization for the Community Mental Health Centers program from 1967
until 1972. Similarly, the program of staffing grants for Community Mental
Health Centers would be extended from 1968 until 1972, The definition of
“eonstruction” in section 401 of the Act (42 T.8.C. 2691) would be amended to
include acquisition of existing buildings and the Community Mental Health
Centers program would be amended to require that. after July 1, 1969, States
enforce minimum maintenance and operations standards for centers constructed
with grant funds. H.R. 6431 would also amend the Public Health Service Act,
58 Stat. 682, as amended, 42 U.8.C. 201 et seq., to make research, training and
demonstration project grants under that act available to various federal hospitals.

H.R. 6431 would establish in the Treasury a contingency account for the
Department of Health, Education and Welfare, limited to a total of £50,000,000.
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Unobligated appropriations of that Department would be deposited in the ac-
count and the Seeretary of Health, Education and Welfare would be authorized
to draw on the account whenever he determines: that such action is necessary
to fulfill his responsibilities; that delay pending further appropriations would
be contrary to the public interest; that the withdrawal is required to carry out
a significant purpose; and that the need for such withdrawal could not reason-
ably have been anticipated at the time of the Budget submission. Individual
withdrawals in excess of $15,000,000 in any one fiscal year would not be per-
mitted, and no withdrawal could be made if Congress had refused to appropriate
requested funds for the particular purpose or if withdrawals for the same pur-
pose had been made in the two preceding years. Prior notice of withdrawals
would be made to the Appropriations Committee and annual reports on the con-
tingency account would be made to Congress.

The Department of Justice recommends enactment of this legislation.

The Bureau of the Budget has advised that there is no objection to the sub-
mission of this report from the standpoint of the President’s program.

Sincerely,
RaMsEY CLARK, Attorney General.

VETERANS' ADMINISTRATION,
OFFICE OF THE ADMINISTRATOR OF VETERANS AFFAIRS,
Washington, D.C., April 6, 1967.
Hon. HARLEY (. STAGGERS,
Chairman, Committee on Interstate and Foreign Commerce,
House of Representatives, Washington, D.C.

DEAR MR, CHAIRMAN: We are pleased to furnish the following comments in
response to your request for a report by the Veterans Administration on H.R.
6431, 90th Congress,

The stated purpose of the bill is “To amend the public health laws relating to
mental health to extend, expand, and improve them, and for other purposes.”
Section 5 of the bill is of direct interest to the Veterans Administration and
our comments refer to that section.

Section 5 would amend title V of the Public Health Service Act, effective
July 1, 1968, by adding after section 506 the following new section :

“GRANTS TO FEDERAL INSTITUTIONS

“Sge, 507. Appropriations to the Public Health Service available for research,
training, or demonstration project grants pursuant fo this Aet shall also be
available, on the same terms and conditions as apply to non-Federal institutions,
for grants for the same purpose to hospitals of the Service, of the Veterans’
Administration, or of the Bureau of Prisons, Department of Justice, and to
Saint Elizabeths Hospital.”

We understand that this section was developed and proposed by the Depart-
ment of Health, Education, and Welfare to overcome a problem that became
apparent after passage of Public Law 89-239, enacted October 6, 1965. This
law authorized through the new title IX of the Public Health Service Act grants
to be made from the Public Health Service appropriations for establishment and
operation of cooperative regional medical programs designed to aid in research and
transmission of new knowledge and technology on heart disease, cancer, stroke,
and related diseases from the Nation’s medical centers to the community hos-
pitals. The grant provisions in title IX include “public . . . institutions and
agencies” but this has not been considered by the administering department as
broad enongh in this context to include Federal facilities such as VA hospitals.

It seems to us that to assure the effectiveness of the Regional Medical Program
the same treatment should be accorded to Federal hospitals in providing grants
for purposes directed to the health needs of the Nation as a whole asg is afforded
all other hospitals. The current exclusion of Federal hospitals works to the
disadvantage of both the hospitals and various regions for it prevents an im-
portant segment of the national medical eare system from fully and effectively
participating in planning the regional programs at the formative stage. This
is contrary to one of the major objectives of the Regional Medical Program,
namely, to foster unified planning and utilization of regional resources.

Under the bill the Public Health Service grants could also be made directly
to VA hospitals for research and related activities apart from the Regional Medi-
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cal Program. Generally, the VA has not been able to participate direetly in such
grants under existing laws. The Public Health Service has been making grants
to Medical Schools or Universities affiliated with the Veterans Administration
which in turn use the funds to support projects conducted by VA researchers who
are also affiliated with the school or university. Enactment of this legislation
wonld permit VA hospitals to deal directly with the Public Health Service
rather than having to rely upon the indirect arrangements now followed.

It is apparent to the Veterans Administration that cooperative efforts with
HEW in research and related programs are muntually beneficial to both. In
addition to the obvious benefits resulting from coordination and more effective
assignment of talent, the projects should receive greater recognition when sup-
ported by the prestige of both the VA and the Department of Health, Education,
and Welfare. It seems entirely proper that the Veterans Administration’s pro-
gram in the area should be assisted by Public Health Service grants since our
research and training activities make a large and continuing contribution to-
ward meeting the health needs of the Nation.

The importance of this proposal is emphasized by the recent action of the
Congress in enacting Public Law 80-785 directly concerning the medical pro-
gram of the Veterans Administration. Among other provisions, that law (38
U.8.C. 5054) authorized the Administrator to enter into agreements with medical
schools, hospitals, research centers, and professional medical personnel for the
free exchange of medieal information and techniques. It also authorized grants
to medical schools, hospitals, and research centers to support pilot programs for
effectnating the arrangement for the exchange of medieal information (38 U.8.C.
5055). Finally, this new law specifically directed that the Administrator and
the Secretary of Health, Eduecation, and Welfare “shall, to the maximum extent
practieable, coordinate programs carried out under this subchapter and programs
carried out under title IX of the Public Health Service Act.”

For the reasons stated, I strongly recommend favorable consideration of H. R.
6431 by your Committee,

We are advised by the Bureau of the Budget that there is no objection to the
presentation of this report from the standpoint of the Administration’s program.

Sincerely,
W. J. Driver, Administrator.

Mr. Jarman. We will start today’s hearing with the statements of
two of our colleagues, the Honorable Edward Patten. of New Jersey,
and the Honorable Lee Hamilton, of Indiana. Yon may proceed as
you wish, Mr. Patten.

STATEMENT OF HON. EDWARD J. PATTEN, A REPRESENTATIVE
IN CONGRESS FROM THE STATE OF NEW JERSEY

Mr. Parrex. Mr, Chairman, and members of the House Interstate
and Foreign Commerce Committee, on February 5, 1963, John F.
Kennedy became the first President to send a message on mental health
to the Congress. He pointed out the challenge : that mental illness
and retardation are “of critical size and impact.” We heeded that
challenge and passed the Mental Retardation Facilities and Commu-
nity Mental Health Centers Construetion Aect of 1963—and improved
it in 1965.

And in his message on education and health on February 28, of this
year, President Johnson noted that “more community mental health
centers are needed, and we must strengthen and expand existing serv-
ices.” This is another challenge we must meet and defeat.

There have been notable achievements under this historic program :

As of February 1, 1967, 147 community mental health centers have
received Federal grants of $54.3 million—$36.5 million in construction
grants and $17.8 million in staffing awards.

In the State of New Jersey, Newark has received a Federal garant, of
$1,504,924 for a community mental health center.
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Middlesex County, N. J., has applied for a Federal grant of $122,500
for the $350,000 Raritan Bay Community Mental Health Center in
Perth Amboy. Other areas in the State have also applied and when
I think of the valuable financial help this program will provide, it
makes me particularly proud of the Congress that passed it.

For vears it was obvious that community mental health centers
should be provided, but it took the 88th Congress and its successor—
the great 89th—to convert hope to victory—and then, accomplishment.

Federal construction grants ranging from one-third to two-thirds
are provided.

And Federal grants are provided for staffing the centers—as high as
75 percent for the first 12 months, to 30 percent for the fifth stage.

When T was mayor of Perth Amboy, county clerk of Middlesex, and
New Jersey secretary of state, I was greatly moved—and always will
be—to see so many persons suffering from mental illness and retarda-
tion and not be treated effectively, either because of insufficient facili-
ties, or obsolete and ineffective methods.

One of the most important features of the community mental health
center concept is that patients are treated close to their homes, thereby
improving their morale and spirit, for as all of us know, love is the
best “medicine” of all. In fact, I was informed that some persons who
suffer from some forms of mental illness work during the day and
are treated at night at some centers.

Yes, significant progress has been made in these fields, but. more—
much more—must be made before we can honestly say that we have
conquered mental illness and retardation.

So T strongly urge this committee to report the bill introduced by
the able and respected chairman—the Honorable Harley O. Staggers—
H.R. 6431 and continue the attack against mental illness and retarda-
tion.

By approving this bill, public health laws relating to mental health
would not only be extended (5 years for construction and 4 years for
staffing) and expanded, but improved.

One of the most important improvements, for instance, would enable
existing buildings to be acquired, instead of building only new units.
This would considerably reduce the time required to provide a center,
as well as decreasing the cost.

Another improvement would establish a contingency account with-
out’ a fiseal year limitation, increasing the efficiency and effectiveness
of the programs.

The proposal also includes other improvements.

I voted for the 1963 act with deep happiness, because I knew it would
help so many people and I voted for the 1965 amendments.

I am also looking forward to voting for the Mental Health Amend-
ments of 1967.

Let us show the afflicted, our people, and even the free world our
Nation leads, that compassion is not merely a word we speak—Dbut a
conviction we practice.

Mr. Jaraan. Arve there any questions? If not, we thank you for
your testimony, Mr. Patten.

Mr. Parrex. Thank vou for the opportunity, Mr. Chairman.

Mr. Jararan. We will hear next from Mr. Hamilton.
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STATEMENT OF HON. LEE H. HAMILTON, A REPRESENTATIVE IN
CONGRESS FROM THE STATE OF INDIANA

Mr. Hayiuron, Mr. Chairman, I am pleased to testify in su hport
of H.R. 6431 before this distinguished Sumemittﬂa on Public Health
and Welfare which in recent years has led the Congress in historic leg-
islative breakthroughs to assist in the treatment of mental disorders.

This committee is well aware of the enormous tragedy, personal and
social, brought about by mental disorders.

Mental illness afllicts about one out of every 10 persons in this coun-
try. It isoften a significant factor in eriminal behavior, delinquency,
suicides, alcoholism, narcotics addiction, divorce, and aceidents. The
overall cost of mental health has been estimated to exceed $5 billion.
The personal tragedy that attends each instance of mental illness is the
highest cost of all.

Americans spend more for chewing gum than for psychiatric re-
search to get Americans out of mental hospitals. One out of every two
hospital beds in the United States is occupied by mental patients.
State mental hospitals are often I)\'(‘.‘-I‘{‘]‘(I\\'d(‘.({. There are more people
in hospitals for mental illness than for polio, cancer, heart disease,
tuberculosis, and all other diseases combined. Not a single community
in this country provides an acceptable standard of service for mentally
ill or retarded children.

The Mental Health Centers Aect, authored by this committee, has
begun to meet the challenge of mental health in a most heartening way
by providing for mental health centers. As a result of the Mental
Health Centers Act, a trend has been initiated in the treatment of
mental illness to move away from the State hospitals and toward an
emphasis on the community-directed mental health center. In 1965
almost two in every three patients were not hospitalized. They re-
ceived either private office psychiatric care or were treated in one of the
2,000 mental health elinies in the United States.

The need for comprehensive community mental health centers is
abundantly clear. The mental health center is a multiservice facility.
It can provide easily accessible services for the early diagnosis and
treatment of mental disorders, both on an inpatient and outpatient
basis, and a resource for continued treatment for individuals returning
to their home communities following periods of extended hospitaliza-
tion. Services and training are made available to help restore a patient
to his fullest mental, physical, social, and vocational abilities. Such
mental health centers serve as a central focus for mental health serv-
ices to the total community population.

The Indiana State Department of Mental Health strongly supports
H.R. 6431, as does the Indiana State Mental Health Association.

I am persuaded that the enactment of H.R. 6431 can mean the dif-
ference between providing comprehensive care and service at the
earliest practicable date to those afilicted with mental illness, and an
indefinite delay in meeting these needs.

The State of Indiana, prompted by the Federal legislation, has now
begun to move aggressively into a comprehensive community mental
health program. By June 30, 1967, Indiana should have five approved
mental health centers, and at least three more applications are planned
tobe submitted during fiscal year, 1968. The presently approved center
projects will need help in procuring staffing funds in the future. It is
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projected that Indiana will need to build and staff approximately 20
comprehensive mental health centers in the future to begin to meet
the needs of its population.

Daily, I receive letters from Indiana’s Ninth Congressional District
which ask for advice on how to acquire mental health services for
family members. The tragic fact is that at the present time I can only
refer these people to the State hospitals where the waiting lists for ad-
mittance are discouragingly long. Public interest to provide facilities
to combat mental illness and retardation in the Ninth District is high.
Clark County Memoral Hospital has been approved for a construction
grant of $530,000, and comprehensive community mental health centers
are in the planning stages in Bedford and Columbus, Ind.

Important measures passed by the 95th Indiana General Assembly
show Indiana’s willingness to participate as a solid partner with the
Federal Government in developing community programs to meet the
needs of the mentally ill and retarded. One act provides a perma-
nently dedicated source of funds to assist communities in matching
Federal grants for the construction and operation of mental health
centers. A portion of cigarette tax revenues will provide approxi-
mately $10 million in matching funds over the next 4 years. These
funds will be available in the event that some committee find it impos-
sible to provide adequate matching funds through local tax sources.

Another measure enacted by the Indiana General Assembly broad-
ens the definition of community health centers for the mentally ill and
retarded, gives counties permission to issue bonds as well as levy a
10-cent, property tax to finance facilities, and provides that counties
may support a center in a neighboring State that serves Indiana
residents.

Indiana is beginning to meet the challenge of mental health. How-
ever, continued progress in Indiana’s efforts to control mental illness
and retardation is predicated on the continuation of Federal support.
The passage of H.R. 6431 is essential to the success of Indiana’s
program.

Mr. Jarmax. Thank you for your presentation Mr. Hamilton.

Our next witness today will be the Under Secretary of the Depart-
ment of Health, Education, and Welfare, Mr. Wilbur Cohen.

Mr. Cohen, we are pleased to welcome you and your associates
1f1ere today, and you may proceed with your statement in your own

ashion.

STATEMENT OF HON. WILBUR J. COHEN, UNDER SECRETARY,
DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE; ACCOM-
PANIED BY DR. WILLIAM H. STEWART, SURGEON GENERAL,
PUBLIC HEALTH SERVICE; DR. STANLEY F. YOLLES, DIRECTOR,
NATIONAL INSTITUTE OF MENTAL HEALTH; AND JAMES F.
KELLY, ASSISTANT SECRETARY, COMPTROLLER

Mr. Conex. Thank you, Mr. Chairman.

Accompanying me today is the Surgeon General of the Public
Health Service, Mr. William Stewart; the Director of the National
Institute of Mental Health, Dr. Stanley F. Yolles, on my right; and
the Assistant Secretary, Comptroller of the Department, Mr. James
Kelly.
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My plan this morning, Mr. Chairman, would be to read my testi-
mony, my prepared statement, and insert some materials in the record,
and then at the conclusion of that, Dr. Yolles will make a brief chart
presentation of the charts that are here which will attempt. to illumi-
nate some of the more important points. And at the conclusion of
that, of course, all of us will be available for questioning,

Mr. Jaryan. That's fine. You may proceed.

Mr. Conen. I am pleased to come before this subcommittee today to
support H.R. 6431, the Mental Health Amendments of 1967 intro-
duced by the distingnished chairman of the full committee, Mr.
Staggers.

I should like to add, Mr. Chairman, that T wholeheartedly concur
in the observation you made about the very signifieant contributions
that this committee has made in the development of mental health
legislation and mental health program over the last 20 vears. We
wouldn’t be where we are today if a great deal of other legislation had
not preceded this which came out of this committee.

H.R. 6431, recommended by President Johnson in his February 28
message on health and education in America, will carry forward land-
mark legislation recommended by this committee and enacted in 1963
and 1965.

Under this legislation the kind and quality of mental health services
available to the people of the Nation is rapidly being transformed.
The heart of the program is the concept of providing care to the
mentally ill in the communities where they live—where they will have
the support of family and friends.

That concept may seem perfectly logical and ordinary to the mem-
bers of the committee. This, in itself, is a mark of the tremendous
progress we have made in the mental health field. d

The last half century in particular has seen a revolution in our
attitudes toward the treatment of the mentally ill, and in our ability
to deal meaningfully with mental illness.

Consider how great a distance we have traveled in a remarkably
short time:

It is 113 years since Dorothea Dix succeeded in her fight to have
Congress pass a bill appropriating 10 million acres of public land for
the benefit of indigent insane, only to have President Pierce veto the
bill.

It is 59 years since Clifford Beers, graduate of Yale and a former
mental patient, really broke open the whole development in the field
by writing book entitled “The Mind Which Found Ttself.” which
really @ave spirit and substance to what has become the mental health
movement in America today.

Then, of course, the tranquilizing drugs, which greatly expanded the
number of cases which could be managed outside of hospitals, have
been available only since the early 1950's.

Today, by no means do we have guaranteed cures for mental illness.
Indeed, the history of the treatment of mental illness has been all too
full of overenthusiastic devotees of one “cure” or another. But we
do have far better means of dealing with mental illness than ever
before.
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And it is a great tribute to the Congress that it has responded to the
need to put our better knowledge to work providing services to the
mentally ill as quickly as scientific developments have made it possible.

The “better way,” that we now think is feasible, is treatment of
the individual in the community. This is what was recommended by
the Joint Commission on Mental Tllness and Health in 1961, and this
is what this committee and the Congress wrote into law in the 1963
enactment, which we now ask you to extend.

Responsibility for the care and treatment of the mentally ill has
traditionally rested with the States and their communities. I hasten
to say that this is wholly proper, and that we have no desire to sup-
plant them in this responsibility. We do seek to help the States re-
lieve themselves of what could otherwise be a crushing financial bur-
den. State and local agencies in the United States now spend. an
estimated $3 billion each year as the direct cost of meeting their re-
sponsibilities in mental health.

T might add that various statements have been made of what would
be needed if they were to do this on an adequate basis—in the neigh-
borhood of $6 billion a year, or even $7 billion a year. This gives you
an idea of the liability that States and local governments have at the
present time. The total cost of mental illness in this country is far
greater—including, T might say, $20 billion which is lost in tax funds
by individuals who are not able to work, but who might otherwise
be able to work if they were not mentally ill. In any case, all of these
are huge, intolerable costs; direet costs to State and local govern-
ments of at least $30 billion over the next decade—and a total cost to
our society of perhaps $200 billion in that period, if we continue to
have the load of mental illness that we have at the present time.

The objective of the Federal program is to stimulate and assist the
development of community facilities which we know can both reduce
the necessity for institutional care and also reduce the length of time
such care is required when it is necessary. The establishment of com-
munity facilities for the prevention and treatment of the mentally ill
will allow the States and the localities to carry out their responsibili-
ties in a more sensible and humane, and a far more economical, man-
ner—and that is the goal of this important Federal legislation.

We have only begun a very large job. In the last 11 years, the popu-
lation of State mental hospitals has been reduced by 19 percent. In
the period between December 1963 and December 1966, alone, the
population of these hospitals declined, from 504,000 to 426,000. I
think that is a point worth stressing, when we have so many social
problems that, in this area, there has been a decrease in the burden
that the States and loecalities, and Nation as a whole, have had to
bear. But many more could avoid long-term institutional treatment
if community facilities were more widely available.

We estimate that one in every 10 Americans will become mentally ill
at some time during his life. These people will require treatment:
in many cases, serious illness, and the need for hospitalization, can be
prevented if services are readily available to them in their own
communities.

Increasingly, private insurers and Government programs have
recognized the necessity to cover the costs of mental illness. And this

77-607T—87T—2
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alone will be significant, because it will provide insurance funds to
pay for the kinds of services that are being provided. The medicare
program now provides hospital insurance coverage with certain
deductibles and coinsurance for a total of 190 days of inpatient care
in a psychiatric hospital during an individual’s lifetime; and cover-
age under the voluntary, supplementary portion of more than $250 for
outpatient psychiatric services. Title XIX of the Social Security Act,
or popularly known as medicaid, also enacted in 1966, allows the
States to receive Federal matching funds for services provided to the
medically indigent elderly in mental institutions, particularly stressing
trying to get them out of the mental institutions into community-based
facilities. These legislative developments all constitute part of the
same broad changes which have taken place, and which are still
underway.

The Community Mental Health Centers Act of 1963 was enacted on
the basis of dramatic evidence developed by the Joint Commission on
Mental Health and Mental Tlliness that those suffering from mental
illness can be more appropriately, more intensively, and more success-
fully treated through local programs of mental health services using
facilities in the patient’s own neighborhood rather than through large-
scale custodial programs such as those which existed in State hospitals
in the past.

As you know, the Community Mental Health Centers Act, which
you enacted in 1963, authorizes grants to assist in the construction of
community mental health centers. It is. in general, patterned after
the Hill-Burton program. Appropirations were authorized for fiscal
years 1965, 1966, and 1967, which are to be allotted among the States
on the basis of population, financial need, and the need for community
mental health centers, with grants being made from these allotments
to cover between one-third and two-thirds of the cost of construction
of projects, depending upon the per capita income of the individual
States. Priority in making the grants is accorded to centers which will
provide comprehensive mental health services.

The amendments you enacted in 1965 authorized grants to meet
part of the initial cost of professional and technical personnel of com-
munity mental health centers. The grants may cover the costs of these
personnel for a period of slightly over 4 years, with the Federal share
of these costs declining from 75 percent for the first 15 months to 30
percent for the last year of the period. Only centers providing
essential elements of comprehensive mental health services are el igible
for these grants.

This new approach enlists community resources to meet the total
mental health needs of its people through an inclusive program of in-
patient care, outpatient care, partial hospitalization, emergency serv-
ice, and community consultation and education services, Rach com-
munity mental health center develops its own plan to provide these
services to the young and the old, the rich and the poor, the acutely ill,
and those who may be saved from severe illness by early treatment.

The community mental health center is a local program of mental
health services offering a broad spectrum of types of care to all of
the population of a geographically designated area. Tt is not neces-
sarily a single building or a type of building: the program may use
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any combination of a variety of facilities—clinics, general hospitals,
mental hospitals, remodeled space, or halfway houses.

The program of a community mental health center is designed pri-
marily to provide an adequate range of services to meet the mental
health needs of the community as a totality, irrespective of the type of
building or facilities that are provided.

To provide all the services in a center which has none of them avail-
able, the center would need about 100 professional and technical per-
sonnel. The average center, however, already has some of the services,
and needs about 50 professionals made up of psychiatrists, psycholo-
gists, social workers, nurses, rehabilitation and occupational therapists,
and such technical personnel as technicians, dieticians, laboratory
technicians, orderlies, et cetera.

At the conclusion of my testimony, Mr. Chairman, this report which
Dr. Yolles, the Director of the National Institute of Mental Health,
has made, will be appended. It gives you a full report on the program
to date, including the number of centers that have been provided with
orants, a full listing of all of those by States, and something about
the goals and the ways that we went about developing this program.
Dr. Yolles will later point out that so far to date we have funded 173
projects, 100 of them for construction, 47 for staffing, and 26 for both
construction and staffing, and we hope by the end of this fiscal year
to have funded 286. He will develop this further in his presentation.

The neighborhood community mental health centers being built and
staffed with Federal assistance under the Community Mental Health
Centers Act are providing care which will reduce both the severity
and duration of disabilities resulting from mental illness. This goal
is being achieved in communities across the Nation through an alliance
of Federal, State, and local governments, professional groups, hospi-
tals. and welfare agencies, both public and private. They are working
more closely together than ever before on the basis of two principles:
continuity of care for the patient, and partnership in responsibility
on the part of all those who can help.

A center plan is inherently local; it must be designed by the commu-
nity, which alone can assess its needs and resources. A center serving
a large section of Harlem, for example, will have space and staff for
treating narcotics addicts and special techniques for reaching disad-
vantaged people in emotional trouble. A center in western Kansas
will face a number of different problems. There the problem is geo-
oraphic accessibility of services, and establishing services on a scale
which can be supported by a small and very seattered population. In
a suburban California center, people may be able, in general, to pay
for the services they need; but in a deprived Appalachian area, they
may not. The centers may be located, as is one in Philadelphia, where
a medical school has long prepared the way; or it may be located, as
is one in Florida, where the local general hospital has never before
had a psychiatric unit.

The point is this: there is not, and we do not intend that there shall
be, a single, inflexible model for a community mental health center.
Every one of these communities needs a center of its own design and
making. This diversity makes the early success of the centers pro-
oram, in my opinion, all the more impressive.
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Indeed, diversity has been reflected in the type of applicants receiv-
ing grants for both construction and staffing support. For example,
over half of the sponsoring agencies have been private, nonprofit
groups. Also, well over one-third of the center grants have been made
to rural areas, that is, cities or towns serving 50,000 persons or less,

As of March 27, 1967, more than $54.5 million in Federal funds
had been obligated to assist the construction of 126 centers. State,
local, and private matching funds of $109 million brought the total
to $163.5 million—$17.8 million has been obligated for 73 staffing
grants under the 1965 legislation : an additional $16.5 million is avail-
able for fiscal 1967 and we anticipate the approval of another 58
staffing grants by July 1 of this year. 1In all, more than 173 com-
munities in 43 States have provided the initial enthusiasm and the
community support to establish community mental health centers
under the existing legislation.

The authority for the construction grant program expires June 30
of this year. The legislation before the subcommittee wonld extend
the construction grant program through fiscal year 1972, with an
authorization of $50 million for fiscal 1968, and such sums as Con-
gress may appropriate for sncceeding years. The authority for staffing
grants, which expires at the end of fiscal 1968, would also be extended
by HL.R. 6431. The bill would continue the staffing grant program in
its present form for an additional 4 vears, through fiscal 1972, with
the authorization remaining at $30 million for fiscal 1968, and for such
as Congress may appropriate for suceeeding vears.

The bill also makes two changes in the substantive provisions relat-
ing to mental health construction. First, it amends section 401(e)
of the act to allow the acquisition of buildings, as well as new con-
struction. This amendment would give a further measure of flexi-
bility to the program:; in many cases, the program may be able to move
forward more quickly and economically, and to provide services closer
to the people who need them, if suitable existing facilities can be
acquired, and adapted where necessary, for use as part. of a community
mental health center. New construction would not be required in
every case; this amendment would widen the possibilities for local
initiative in designing center programs, and would help assure that all
available resources will be brought into play.

Second, H.R. 6431 amends section 204 of the Act to require State
plans for construction of community mental health centers to include
provisions for enforcement of minimum standards of operation of
the centers. This means that the State must show that it has con-
sidered and adopted measures which will secure compliance with its
own standards. This could involve regular inspection, licensure or
financial restrictions. A choice of an effective approach would be
up to the State itself.

Mr. Chairman, to achieve the goal of making essential community
mental health services available to as many people in our country as
possible as soon as possible, continued Federal concern and support
is essential. Our goal is to provide these services in every part of
our Nation : but our enthusiasm is tempered with realism. Speed and
quantity alone, withont the careful development and utilization of
sound professional and administrative procedures are insufficient, and
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ultimately self-defeating. Our request for continuation of these pro-
grams and our plans for further implementation are based upon such
realizations. We mean to build a program in which numbers and
novelty will not replace soundness of purpose and design. A com-
munity mental lum.llt.]: center can only rise from firm foundations:
from systematic priorities in the allocation of resources; from con-
vincing evidence that service will in fact reach the people for whom
they are intended ; from a certainty that care will be comprehensive—
that the continuum of human needs will be met by a continuum of
responsive services.

Mr. Chairman, I am here today to ask the support of the committee
in continuing this approach, and to urge early action on H.R. 6431.
The first communities ready to establish a center program on the basis
of sound planning have sought and received Federal assistance.
Neighboring communities have been carefully laying their own plans.
The States have been helping them lay this groundwork for compre-
hensive mental health programs. Some will be ready to apply for
Federal funds next year, and I believe many more in the years which
follow. We ask that they be given the same opportunity which more
than 173 ecommunities have now had—to take Lu.':l] responsibility for
mental health care.

Amendments dealing with mental health take up the first four sec-
tions of the bill, Mr. Chairman, and I would now like to go on to
section 5 of the bill, dealing with project grants to Federal institutions.
Federal hospitals are a valuable resource for training, research, and
demonstration projects. They offer a diverse array of patients and
treatment settings.

Section 5 of H.R. 6431 authorizes research, training, and demon-
stration grants to Public Health Service hospitals, Veterans’ Admin-
istration hospitals, and to St. Elizabeths Hospital.

Actually, this merely confirms in substantive terms in the statute
a policy that has existed in a limited way through “point of order”
language since 1960.

In that year, “point of order” language made St. Elizabeths Hos-
pital eligible for research training, or demonstration grants.

In 1963, the hospitals of the Public Health Service were also made
eligible, along with the medical facilities of the Bureau of Prisons in
the Department of Justice.

The 1966 language in the appropriation act is as follows:

[Public Law 89-787]

Sec. 204. Appropriations to the Public Health Service available for research
grants pursuant to the Public Health Service Act shall also be available, on the
same terms and conditions as apply to non-Federal instifutions, for research
grants to hospitals of the Service, the Bureau of Prisons, Department of Justice
and to Saint Elizabeths Hospital.

We are now asking that this policy—which has demonstrated its
value—be made statutory and that hospitals of the Veterans’ Ad-
ministration be included among those Federal institutions eligible
for the same kinds of grants. The language makes very clear that
grants must be awarded under the same terms and conditions that
apply to non-Federal institutions.
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Our reasons for requesting this lie partly in our experience and
partly in our recognition of the research, training, and demonstration
potential offered by Federal hospitals.

Since the original “point of order” authority in 1960, a wide range of
projects has been carried on in Federal hospitals, from studies of
specific behavioral problems to experiments in new treatment methods
and drugs. The diversity of patient population and treatment condi-
tions make Federal hospitals no less valnable than non-Federal in-
stitutions for such study and research purposes.

In addition, the Federal hospitals have attracted physicians and
scientists with valuable research, training, or demonstration ideas.
They should be given the same opportunity to apply for grants that
a physician or scientist in non-Federal institutions now has.

To put it another way, this section of the bill is an invitation to the
physicians and scientists in our Federal hospitals to compete—on the
same terms with their counterparts in non-Federal institutions—for
Public Health Service research, training, and demonstration grants.

T would now like to turn to section 6 of H.R. 6431, which would
authorize the establishment of a contingency account in the Treasury,
giving the Secretary of Health, Education, and Welfare what we be-
lieve is needed flexibility to act promptly in extraordinary situations.

In an enterprise of such scope and complexity as the Department of
Health, Education, and Welfare, it is inevitable that opportunities to
accelerate the achievement of program objectives in these three areas,
as well as new problem areas will arise during the course of a fiscal
year. Asmuch as we try, these breakthroughs and emerging problems
cannot always be anticipated during the preparation of the President’s
annual budgetary plan. In certain instances, the need is met through
requesting congressional enactment of a supplemental appropria-
tion. On other oceasions, the eritical nature of the situation demands
immediate action through a realinement of already available resources.

Tet me give you some illustrations:

An emergency situation occurred in fiscal year 1964, when out-
breaks of botulism poisoning from fishery products focused public
attention on this longstanding public health problem. This incident
was the first time a significant outbreak involving commercially proc-
essed foods had occurred. Investigations disclosed a new type of
botulism of alarming severity (22 cases, 9 deaths). At the same time,
prevention of the so-called type E botulism from smoked fish and other
nationally distributed products was hampered by inadequate informa-
tion concerning such matters as sources of the organism in food prod-
uets.

You can well imagine that the Congressmen and Senators from
those districts that were affected, as well as the businessmen, were
really quite concerned about this situation, and asked us for imme-
diate action. Because of the urgency of the problem, adjustments had
to he made to provide funding for emergency research and training
activities. A total of £315,000 was allocated within existing appropria-
tions for the award of research contracts and purchase of necessary
research equipment to develop necessary control measures. The avail-
abilitv, however, of a contingency fund would have made it unnecessary
to reduce or discontinue other necessary health activities in order to
carry out the emergency activity.
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Another illustration: In Mareh 1961, a chlorine-laden barge sank
in the Mississippi River seven and a half miles below Natchez, Miss,
To avert any possibility of endangering the public health, the Presi-
dent directed the Office of Emergency Planning to initiate and coordi-
nate a broad-scale plan to insure safe removal of the barge and its
cargo. Public Health Service was asked to assume responsibility for
the public health and public information aspects of the project.

As part of this effort, the Division of Air Pollution rendered tech-
nical assistance by sending meteorological observers and chemists to
thescene. Since no funds were available from the Office of Emergency
Planning, $45,000 had to be diverted from other air pollution ac-
tivities to support this emergency effort.

At any time there may be a breakthrough in any one of a number
of targeted research and development programs in the whole field of
health, education, and welfare. This could require the immediate
availability of additional funds during the course of the fiscal year.
If an effective German measles vaccine should be at the threshold,
of development, we would certainly want to move as quickly as possible
to move into the stage where there could be wide public use.

In the past, as in 1957, when there was a serious Asian flu epidemic
in this country, the Division of Biologics Standards, National Insti-
tute of Health, worked for about 6 months assisting in the effort to get
an effective vaccine on the market. This work, costing some $50,000,
was done at the expense of the Division’s regular activities related
to the quality and safety of biological products coming within the
jurisdiction of the Public Service.

In 1961, because of frequent polio ontbreaks in local areas, large
numbers of previously unvaccinated individuals were seeking polio
vaccination. In such cases, however, it was usually too late for the
Salk vaccine to be effective in combatting the epidemic. Accord-
ingly, the Surgeon General’s Advisory Committee on Poliomyelitis
Control recommended that the Public Health Service maintain reserve
stocks of oral poliomyelitis vaccine for use during epidemics. A
supplemental appropriation of $1 million was required for the estab-
lishment of such an epidemic reserve.

We believe, particularly with the many new breakthroughs coming
to our attention, that a new approach is required to cope with situations
of this kind—an approach which affords the Secretary of Health,
Education, and Welfare greater flexibility in the administration of a
myriad of programs without at the same time infringing on the con-
stitutional responsibilities of the Congress. The mechanics of our
proposal, Mr. Chairman, are relatively simple.

A contingency account of indefinite duration would be created on
the books of the Treasury with a monetary ceiling of not to exceed
$50 million. Into this account would be deposited those amounts
provided in any general fund appropriation of the Department which
remain unused at the end of their period of availability. Prior to
withdrawing money from this contingency account to supplement. ap-
propriated funds, the Secretary would be required to make a determi-
nation that—

Such action was necessary to fulfill his responsibilities:
Delay pending further appropriations by the Congress would
be contrary to the publie interest ;
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The withdrawal was required to carry out a significant purpose;
and

The need for additional funds to purchase supplies or equip-
ment, negotiate contracts or perform similar functions could not
reasonably have been anticipated in the most recent President’s
Budget.

Numerous procedural safeguards have been incorporated to meet the
needs and the opinions of the Congress. In addition to the provisions
just mentioned, these include:

Congressional authorization of both the amount of deposits
into and withdrawals permitted from the contingency account
as part of the Department’s annual appropriation act;

A prohibition against using funds from this account to con-
duct an activity for which funds were denied by the Congress in
considering the appropriation bill for that year:

A requirement that the program to be financed must be other-
wise authorized by law:

At least 10 days’ prior notification to the Committees on Ap-
propriations of any intended use of the contingency account: and

Submission of an annual report to the Congress on the opera-
tions of the account.

Thus within carefully preseribed limits, the Secretary of Health,
Education, and Welfare wonld be able to react swiftly to important
new. findings gained from the Department’s programs to extend the
frontiers of man’s knowledge. Support for large-scale clinical trials
of a vaceine to protect pregnant women and their offspring from the
ravages of German measles, and exploration of promising new leads
in the quest for a fully implanted artificial heart are but two illus-
trations of how funds from the contingency account might conceiv-
ably be used.

Research does not represent the only area which may benefit from
this proposal, however. Of equal importance is the opportunity to
move quickly to cope with threats to the Nation’s health or safety,
broaden the dissemination of newly acquired knowledge, or deal with
the impact of natural disasters.

This, then, Mr. Chairman, is the administration flexibility and op-
erational efficiency which we seek to achieve throngh the establishment
of a contingency account under the direction of the Secretary of
Health, Education, and Welfare.

Thank youn very much for giving me the opportunity to come be-
fore you to testify on these provisions of H.R. 6431. T know of your
deep interest in mental health, and T urge that you report this hill
favorably. If vou have any questions, Dr. Stewart. Dr. Yolles, Mr.
Kelly, and T will be happy to answer them.

(The report referred to by Mr. Cohen follows:)

CoMMUNITY MENTAL HEALTH CENTERS PROGRAM STATUS REPORT
(By Director, National Institute of Mental Health, March 31, 1967)
PART I—GENERAL OVERVIEW
Twenty-one years ago, when the National Mental Health Aet was passed, only
very few workers in the field were concerned with the development of community

mntal health services. FEven to them, the goal of effective servieces near home
seemed distant and remote, barely visible on the horizon. The limited community
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mental health facilities of the day served primarily as transfer agents—between
the shattered lives and homes of citizens and the back wards of custodial in-
stitutions, Across the country, the American's attitude toward mental illness
was still heavy with centuries-old traditions of shame and fedr. :

The challenge was great and it could not be denied—a challenge embodied in
those hundreds of thousands of mentally ill Americans, whose doom was being
inexorably sealed in isolated hospitals across the country. Today, only three
years after the passage of the historic Community Mental Health Centers Aet,
we can gauge the degree of our progress: Our Government has now supported
the development of 173 community mental health centers, with funds totaling
73 million dollars to be devoted to the dual tasks of construetion and staffing.
By the end of Fiscal Year 1967 we will have supported 286 centers serving 47.2
million persons.

As of March 27, 1967 :

Grants made :
DD BT TECTLDN. OIAET & sy 5o B g g S i iy Ay e i | it
Staffing only
Construction and staffing

Total number of centers funded

Funds Obligated :
Construction:
FY 1965 ; 33.6 million or 949, of 35 million.
FY 1966: 21 million or 429 of 50 million. ' Applications pending:
approximately 28 million or 569 of 50 million.
FY 1967 : 300,000 obligated or 0.6% of 50 million.
Staffing:
FY 1966: 15.2 million or 809, of 19 million (new grants) (4 month
availability).
FY 1967 : 2.6 million or 149 of 19 million (new grants). Applica-
tions pending : 19.5 million or 102.69% of 19 million.

Funds obligated at all levels ( Federal, State, Local) $200 million. Averaging
as follows: Censtruction cost per center 1.2 million ; 1st year operating cost §776
thousand; Rate of Federal participation 509.

Currently, 28 million persons have community mental health centers available
to them, or have centers slated for construetion and/or staffing in their com-
munities.  Each eenter serves an average population grouap of 165,000,

These centers—the symbols of a new era in mental health care—serve 45
States and Territories. They have sprung from the creative collaboration of
mental health professionals, and political and civie leaders at the Federal, State
and loeal level. And, they have evolved from a solid base: a broad range of
public and private agencies—hospitals, elinics, medical schools—many of them
combining their efforts to develop a single comprehensive center,

Procedures for implementation are functioning well—as NIMH staff members
join with professionals and volunteers in States and communities acrosg the
Nation, taking those necessary technical steps that lead. ultimately, to the
construction of individual centers. State plans are being reviewed as they are
developed and submitted—a prerequisite for the formal submission of proposals
for specific eenters within the State. In this way, inventories of existing com-
munity resources and surveys of current needs are made to mesh with pro-
jected goals,

There are those who, sharing our own zeal, would have wanted us to speed
ahead at a faster pace—who wonld like to see new community mental health
centers offering services in every American community now, Today. In the
face of our country's need, they share our own impatience.

This ideal cannot be faulted, and we will not be satisfied until the entire Ameri-
ecan community is served. But our enthusiasm must be tempered with realism.
Attempts at speed without the careful development and utilization of sound
professional and administrative procedures are unrealistic ; and, quantity without
quality is self-defeating.

Ours is an innovative program—involving new concepts in architecture, in
manpower, in services—and such programs require time to build : time between
the appropriation of funds and the psychological readiness of communities and
States to act ; between the readiness to act and the development and submission
of tangible plans and proposals; and between the approval of a program and
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its actual operation. History teaches us that all new programs—if they are
to be successful—must follow a similar course of careful planning and develop-
ment.

Even more important is our insistence on quality—our conviction that there
is no substitute for excellence where the health and welfare of our citizens
are concerned. Implied here is no lack of concern for human needs, but rather
the sure knowledge that we serve these needs best if, as scientists, we adhere to
high standards. We mean to build a program in which numbers and novelty
will not replace soundness of purpose and design. A community mental health
center can only rise from firm foundations: from systematic priorities in the
allocation of resources; from convineing evidence that services will in fact reach
the people for whom they are intended; from a certainty that care will be
comprehensive—that the continuum of human needs will be met by a continuum
of responsive services.

I want to share with you our conviction that our progress cannot be gauged
solely by bricks and mortar. Those of us close to the centers construction task
are aware that this new program is far more than one of construetion alone—
that its impact cannot be measured solely in physical terms. The fact is that
we have inspired here a revolution in mental health activities across the country.

Old and unrewarding attitudes toward mental health needs are changing,
and they are being restructured in communities and States across the Nation.
No longer is mental health seen as the privilege of the few who can afford private
care—with the sickest and neediest of our fellow men shunted away in distant
hospitals, removed from the conscience and concern of the community. All
Americans—the indigent along with the wealthy, the laborer and blue collar
worker along with the professionals—are beginning to be seen as the com-
munity of effort that forms the centers program. A community mental health
center can succeed only if it is accepted by the citizens of the community in
which it is located.

Long entrenched patterns of passivity are changing. Communities have be-
come involved in planning for the mental health of their own residents—with
new services appearing at the loecal level ; and, the States—29 of which have
now passed Community Mental Health Services Acts—have begun to advance
the organization and distribution of their own mental health resources.

Patterns in the financing of mental health services have been revolutionized.
In some States Federal money is being matched with State money exclusively :
in others with State and local money ; in still others with private funds. As
recommended by the National Governors’' Conference, the NIMH—working with
the Counncil of State Governments—is encouraging the development of the broad-
est possible base for the financing of community mental health programs.

MEASURES OF PROGRESS

It is important at this point to assess the shape as well as the degree of our
efforts. We must evaluate the extent to which we are meeting the criteria of
quality we set for ourselves and for the millions of citizens who are the potential
beneficiaries of this contemparary approach.

The program requires, for example, that each community mental health center
make its services not only available, but readily accessible to all. How have
the results of our efforts matched this objective ?

It was clear from the outset that communities seeking support for mental
health programs would ultimately represent a sweeping cross section of the
total American community. Initiative has come from depressed areas and
from regions of great wealth; from one-industry towns to cities built on a broad
industrial base; from areas containing some of the strongest medical centers
in the country to those which have until now attracted few or no professionals
in the mental health field.

The image of the mental health center as serving populations concentrated
only in the metropolis is hardly valid. The developing centers are marked by
a broad regional diversity : a third are in cities of a half-million persons or more:
another third in cities of fifty to five hundred thousand: and a final third in
communities of fifty thousand residents or fewer. Mental health services will
thus reach big city dwellers, suburbanities. and rural residents alike. In fact,
nearly 150 predominantly rural connties are included in the population areas
served by centers now being formed: residents of many areas will now have
mental health professionals in their midst for the first time.
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What about the range of services provided?

On this score, too, the program requirements were clear, Each center, they
prescribed, must assure continuity of care—encompassing five basic treatment
services: inpatient services for those who may require short-term hospitaliza-
tion; partial hospitalization—during the day or over-night; out-patient treat-
ment for patients who might make appointments as they would routinely with
their family physicians; emergency services, available around the clock; and
consultation and education programs.

How have we fared?

The center programs, I am pleased to report, are evolving as they were in-
tended to—with a spectrum of services by mental health workers who seek to
equal the range of needs brought by citizens in search of help. A number of
the centers now under way sprang from agencies already providing nearly the
entire span of essential services. But the program has also given sharp rise
to many new and improved services in communities across the country :

New inpatient services will be available in 40 percent of the centers funded,
and in an additional 32 percent, they will be enlarged—either through new
physical facilities, increased staff, or both.

.Over half of the centers currently under way will provide partial hospitaliza-
tion facilities in areas where no such capacity existed before.

.New inpatient services will be available in 40 percent of the centers funded,
ters, and an additional 40 percent will improve and expand existing therapeutic
approaches used on an outpatient basis—inecluding individual and group psy-
chotherapy, family therapy, and drug treatment.

.Half of the centers will offer new emergency services, and a third more will
increase them beyond their present levels; many plan to publicize emergency
facilities widely within the community in order to assure their increased use.

Forty percent of today's centers will offer new consultative services, and
another 40 percent will broaden existing ones—reaching out to schools, churches,
court and juvenile authorities, and welfare agencies.

The community mental health centers program was a bold confrontation of the
almost universal problem of fragmentation of services—in which the interests
of professional agencies reigned supreme over the needs of the patient and his
family. The program placed the patient at its hub, and citizens and professionals
alike responded. Already, the community mental health center has served as a
model for other programs—from neighborhood centers to community delinquency
programs—in which comprehensive and continuous services must replace frag-
mented and overlapping ones.

MEETING SPECIAL NEEDS

These data do not imply a rigid uniformity among the centers. Far from it.
There is no single model, for no two American communities are alike. Each
center has its individnal characteristics—reflecting the needs and the resources
of the area it serves. The range portrays the face of America, and the ingenuity
and adaptive ability of its citizens. Some centers, for example, will reach out to
crowded metropolitan areas, while others will spread their services across thinly
populated mountains and plains. In Texas, Dallas will have a full span of mental
health services used in the city’s large general hospital. In Louisiana, in con-
trast, two agencies have devised a plan to serve the people of the bayou country
through individual clinical units ranging over four counties; and in Kansas,
two agencies have combined to provide comprehensive services to residents of a
rural area spanning over 20 counties.

PATTERNS OF FINANCING

The diversity of the center programs is further reflected in funding patterns
used across the country. In some States, Federal money is being matched with
State money exclusively; in others with State and local money ; in still others
with private funds. We are encouraging the broadest possible base for the
financing of community mental health centers, and some communities have
pioneered new funding programs among several counties or regions, and across
State lines.

As a result of the Community Mental Health Centers Program, many States
have sought to involve their communities directly in the provision of mental
health services. The most common mechanism has been a State-implemented
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Community Mental Health Services Act. Since the passage of the first such
act in New York thirteen years ago, twenty-eight States have followed snit.
These laws have provided for decentralization in the administration of com-
munity services, cost sharing by the State and localities, and the maintenance
of local choice and initiative; State funds have typically been provided on
a matching basis,

Within the last year, several States have considered and passed community
mental health services legislation, Perhaps the boldest approach to date has
been the recently developed act in Pennsylvania. The Pennsylvania act ensures
that the localities of the Commonwealth provide a wide range of mental health
services, and pledges State support of 90 percent of eligible costs.

It is a source of satisfaction for us to note that community mental health
center financing efforts have often grown from the deepest roots of the com-
munities—from the citizenry itself. The Lane County Community Menatl Health
Center in Engene, Oregon, for example, is largely the result of enmmunity spon-
sorship; seventeen county agencies are affiliated with the center, which will serve
residents in an area reaching from the Pacific Ocean fo the snmmit of the Cascade
Mountains, as well as the 12,000 students at the University of Oregon in Eugene.
In Pittsburgh, a grant from the Appalachian Regional Commission will help in
the realization of a center to serve an area of 160,000 residents— -primarily from
low-income, nrban areas. At Daytona Beach, Florida, the Volusia County
Mental Health Center is the result of a unique community drive to guarantee
adequate mental mealth services. The local Mental Health Association initiated
a campaign to raise money toward construction of the cenfer, and the largest
corporation in the country contributed the services of its public relations
department to promote the drive. Civie groups and hundreds of individuals
participated—physicians, bankers, lawyvers, housewives : one resident contributed
the income from an orange grove to the project ; the clergy sponsored a Mental
Health Sabbath. Most important, the total effort brought all the interests within
the county together for the first time in its hist ory.

Part IT—SELECTED EXAMPLES OF CENTERS

1. Extension of high quality care to new population groups~—Temple UTniver-
sity, Philadelphia, Pennsylvania :

Staffing grant
Fiscal year 1966 :
Federal share by 56 $420, 240

Total operating cost for 1st 12 months. : ————— 921,240

The Temple University Community Mental Health Center is an example of
how a University Department of Psychiatry can develop a Community Mental
Health Center which will expand services fo its surrounding population area and
provide high quality eare to a population that has = high incidence of soeial
problems and socioeconomie deprivation. This facility will serve an area in
Northeast Philadelphia.

This is predominantly a slum area with a high percentage of negroes (6G3.5%
in 1960). Tt is also an area of social decay and multiple problems, e.g.. 60
percent unemployment for youth of 15 to 21 who are not students. One-fourth
of the families are at the poverty level, i.e., less than £3.000 per annnm ineome,

The Temple University Medical Center is in the center of this area and is
readily accessible to its population. It has previously offered diagnostic serv-
ices to people in the area at an estimated level of 350 patients per year, but very
few of these patients received subsequent interviews or treatment. Fnrther-
more, the inpatient service was limited to private and teaching cases, Stimu-
lated in part by the Community Mental Health Centers Program, the Psychiatry
Department has just entered a new phase of rapid expansion.

A unique feature of the Temple Community Mental Health Center's program
which will ultimately serve to improve the delivery of mental health services
to the poor is a built-in evalnation system that is desiched to provide constant
feedback to the administration ond pesure continnity of patient eare, The
service program will provide the utilization data ; the evaluation unit will do the
follow-up studies, and the Center will draw upon the full resources of the
Medical School for survey research and sociocultural data, A variety of re-
sources will thus be brought together into a sophisticated operations research
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program that should contribute to a greater understanding of the mental health
problems of the poor,

This Center has also worked out specific arrangements for members of their
staff to share responsibility for the inpatient unit of the large State hospital
in the area, so that the Center can assist in the aftercare of patients returning
from the State hospital.

Temple University Community Mental Health Center is thus an excellent
example of how the Community Mental Health Center program has encouraged
the development of a project which will marshall personnel resources, research
capacities, and the service capabilities of a large meédical center to more effec-
tively provide high guality mental health care to the poor.

2. Interstate cooperation.—Bristol Memorial Hospital, Bristol, Tenn. :

Construction grant

FY 1965 :
Federal share (645 percent) 8576, D07
gkl oY B R S A s IS TR e, Db LT AR 888, 429

A mental health center program including essential mental health services
will serve 190,000 people from two states, Virginia and Tennessee,

The development of this project necessitated a change in the state construe-
tion plans for both States and modification of the program to suit the two state
catchment areas,

The applicant is the Bristol Memorial Hospital, a 215-bed voluntary non-
profit hospital located in Bristol, Tennessee, This project will serve two States
and three counties, two of which are in Tennessee and one in Virginia. The par-
ticipants in developing the project are this hospital and the Bristol Mental
Health Clinie in Virginia.

There is a history of excellent cooperation hetween Tennessee and Virginia
in Bristol. The state line practically divides the State Hospital property which
is located in Tennessee and the clinic property, even though adjacent, will he
physiecally located in Virginia.

3. Rural Services Coverage.—Memorial Mental Health and Mental Retarda-
tion Center, Bismarck, North Dakota

Stafling grant
Fiscal yvear 1966 :

Federal grant e —
Total operating cost for 1st 12 months

Southeast Mental Health and Retardation Service Center, Fargo, North
Dakota :

Stafling grant
Fiscal year 1966 :
Federal grant_ = —ee 914, T45
otal operabIng, ot 8L TR e e rrie el brman sy es 396, 961

St. Michael’s Hospital, Grand Forks, North Dakota :

Construction grant

Fiscal year 1965:
Federal share (59 percent).____
Project cost

Staffing grant
Fiscal year 1966 :
Federal share 885, 926
Total operating cost for 1st 12 months. fa 192,594

Among the sparsely populated States, North Dakota is showing the way to the
develonment of a vigorous and progressive community mental health program.

North Dakota has established three centers and two others will probably be
functioning within the next year. The three established centers—at Bismarck,
Fargo and Grand Forks—have received four Federal grants totaling $258.395,
to dnte, Bismarck and Fargo have each received staffing grants while Grand
Forks has received both a staffing and a construetion grant. A proposed fourth
center, at Minot, is expected to submit a staffing grant application in April 1967,
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When all four centers are operational, three-fourths of the State's population
will be within an hour’s drive of a community mental health center.

Despite its rural nature (there is no city with more than 47,000 people; 90
percent of the towns have less than 5,000 people; and the total State population
is less than 700,000)., North Dakota has not experienced undue difficulty to date
in recruiting qualified professional personnel to staff its mental health facilities.

This is attributable in part to the unusual popular support the community
mental health centers have received there. In 1965, the State passed a com-
munity mental health services act which, for the first time in North Dakota’s
history, permits the counties to levy taxes to establish and support mental health
and retardation services. Recently, four counties approved overwhelmingly a
3-mill levy to support the Grand Forks community mental health center. A
similar levy has been approved by the voters who will be served in the Minot
center.

Thus, a combination of private resources, Federal aid and vigorous citizen
action has enabled North Dakota to implement a successful and dynamic com-
munity mental health program.

4. Mental health services to children.—Bernalillo Community Mental Health
Center, Albuquerque, New Mexico :

Construction grant

Fiscal year 1965: Federal share
Fiscal year 1966: Federal share (50 percent)___ __________ 204,
e ol (oo ko SRR Rl T TR (L TN e i o ) 1, 009,

Stafling grant
Fiscal year 1966:
Federal grant $104, 115

This center proposes to provide mental health and mental retardation services
to a population of 160,000 in a designated area of Albnquerque and Bernalillo
County. Plans were formulated after an intensive community survey by the
Community Council and were enthusiastically supported loeally.

Service area includes the widest possible range of socioeconomic characteris-
tics, both sparsely settled rural and densely populated urban districts, and sub-
stantial numbers of Spanish-Americans, Negroes and Indians. The large
proportion of young people under 19 years of age creates a special need for
children and adolescent services,

Construction funds will help provide a facility which will provide full range
of comprehensive services under one roof. The staffing grant will support a core
staff to plan, develop and operate the first phase of the center program, For
children there will be an intensive day treatment program as well as outpatient
and consultation services. Specialized inpatient facilities for children (and
adolescents) also will be provided. These are in addition fo other services for
both children and adults.

5. Specialized Services for Drug Addiction, Alcoholism and Suicide Preven-
tion.—Meadowbrook Hospital—The Nassau County General Hospital, East
Meadow, New York :

Stafling Grant
Fiscal year 1966 :
Federal grant $196, 525
2, 030, 802

This is a private non-profit psychiatric center which is part of a general hos-
pital serving a catchment area of 147,854 congisting primarily of a low-middle
class population in a growing suburban community., It is developing a set of
specialized services, based on existing facilities, in the area of drug addiction
and suicide. The center will render these special services by :

1. Admitting addicts to the inpatient service.

2. Developing an intake and evaluation elinie.

3. Initiating home visits.

4. Developing a partial hospitalization program for drug addicts and
aleoholies,

5. Expanding their sunicide prevention service to a 24-hour a day answering
service.
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6. Developing an activity program utilizing voluntary county, community
and state resources.
The Federal assistance will be used to assist with operating costs of the entire
center, but with particular emphasis on the special programs for drug addiction
and suicide prevention.

6. Multiple Source Financing.—The Brookdale Hospital Center, New York
City :
Construction Grant
Fiscal year 1966 :
Federal share (3314%)
Project cost- e

Fiscal year 1966 :
Federal grant $531, 641
Total operating cost for 1st 12 months 818, 555

Support of this Community Mental Health Center was funded from several
sources. The total construction cost was $3,611,674 and the Federal share was
$1,134,000. The applicant supplied two-thirds of the total cost or $2.407,782,
of which $1,900,000 was mortgage money and $507,782 was provided directly by
the applicant.

The Federal staffing grant was $531,641. The non-Federal money was $257,619,
for a total operating cost of $811,260. The non-Federal share was from the fol-
lowing sources: patient payments $13,660, philanthrophy $31,206, prepaid pay-
ments and insurance $50,000, NYC Community Mental Health Board (State and
City) $162,663.

The Center will provide all essential services.

This project is a comprehensive community mental health center serving a
population of 130,000 of middle class white population and a larger area including
public housing projects in which Negroes, Puerto Ricans, and Cubans predominate.

PART III—STATISTICAL DESCRIPTION OF CENTERS FUNDED

To date we have funded 173 Centers: 100 Centers have received only a
construction grant, 47 Centers have received only a staffing grant, and 26 Centers
have received both a construction and a staffing grant.

The first important questions are how much these Centers cost and how they
have been financed. Data are reported as “averages” if the median and the
mean are esseitially identical. Where they differ, the number used is identified.
The average cost of new construction funded is just over one million dollars. Of
this amount, the Federal Government contributes 45 percent, the State con-
tributes 5 percent,' and local sources contribute 50 percent. Local sources of
funds include mortgages, pledges, cash and bond issues. The range of cost is
between 875,000 and over $2,000,000. About 20 percent of the comstruction
grants have been given for large projects costing over $2,000,000 to build, another
20 percent cost between one and two million, and the remaining 60 percent cost
less than $1,000,000,

The average Federal share of staffing grants funded is $280,000. By law
during the first year this amount must be matched by an amount equal to 25
percent of the total budgeted for new professional services. Matching funds
have averaged $93,000 per Center.

Data are also available on the source of operating funds for the Centers
to which staffing grants have been made. Seventy-three Centers have a mean
operating budget of $780.000 per Center. Of this money 45 percent is Federal
in origin, 27 percent comes from the State, 10 percent is from county and local
sources, 4 percent is from private philanthropy, and 14 percent is expected to
come from fee payments ineluding third party private insurance payments.

The next question of interest concerns the types of applicant institutions
that applied for Centers grants. The largest group of applicants were general
hospitals, either public or private non-profit. The second largest group were
mental health eclinics or mental health centers. Some of these applicants

1Thiz fignre 18 a median. The mean is almost 10 percent because some Centers received
over $1,500,000 each in State funds.
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were entirely new organizations, others were cooperating groups of already
existing facilities which incorporated to hecome Centers. Other types of
applicants included mental hospitals and university teaching hospitals.

Considering the applieants from another vantage peint, approximately 40
percent were public facilities or agencies, and 60 percent were private non-
profit groups of one type or another.

More than 70 percent of the Centers funded are planned as cooperative yven-
tures involving two or more agencies, each of which contributes space and per-
sonnel for elements of the Center program. Examples of such cooperating
agencies are: a non-profit general hospital providing inpatient service and a
county health department providing outpatient service; or a private mental hos-
pital providing inpatient and partial hospitalization service, while a child
guidance clinic provides consultative and outpatient services, There are even
some Centers which have as many as 5 ecooperating agencies.

Each Center has associated with it a defined population group—a cateh-
ment area. The Center has the responsibility to provide all mental health serv-
ices to the residents of the catchment area. The average number of people
in Centers eatchment areas is 165,000.

We find that 30 percent of funded Centers are in eities of 500,000 people or
more, 35 percent are in cities of 50,000 to 500,000, and 85 percent are in cities or
towns of 50,000 people or fewer. Thirty-five percent of Centers serve a rural
county.

These figures serve to demonstrate that the Federal program has been able
to assist in the development of Centers in communities of all kinds. There
are applicants from depressed areas and from wealthy areas: from one-
industry towns, and from cities with a broadly diversified industrial basges.
There are applications from some of the strongest medical centers in the
country, and from some of the areas which historically have had the most
difficulty in attracting and holding professional personnel.

The most important features of the Mental Health Center program are the
services which will be provided and the people who will provide them. New
inpatient services will be provided in 40 percent of Centers funded. Such
new services will offer milien therapy and group individual therapy as well as
the somatic therapies. In another 32 percent the applicant already provided
some inpatient service but planned to upgrade and expand this service either
by providing new physical facilities or by providing new and increased staff.

Among the applicants for construction funds, many had no inpatient beds
available to them at all, a number had over 50, and the remainder were dis-
tributed evenly between five or less and 40 or more. The number of beds
proposed in the new construction ranged from zero in a few rural centers
which planned to hospitalize patients on medical wards to over 100 in a few
of the larger centers, The average number of planned beds was 24 to serve
an average of 165,000 people. Thus the average proposed bed : population ratio
is 14.5 beds : 100,000 people,

New outpatient services will be offered by 45 percent of applicants, and an
additional 40 percent of the applicants will upgrade and expand existing
services.

Fifty-five percent of the applicants will provide new partial hospitalization
services, and an additional 15 percent of applicants will increase the size and
scope of their partial hospitalization efforts. Partial hospitalization represents
a relatively new service even for those applicants who already have some serv-
ice in operation. The development of this service represents one of the sub-
stantial contributions of the Community Mental Health Center program. Con-
sultative assistance by NIMH central and regional office personnel has proved
to be of value to applicants in helping them develop plans for this service.
Plans for partial hospitalization include services which will eare for all patients
including the very ill, Such services will provide back-up for inpatient services
to deal with the oceasional patient who needs 24-hour care for a few days at
some point in his course of treatment. Other partial hospitalization programs
will tie in more closely with inpatient services, and patients will very often
be treated first as inpatients, then as day or night patients as they travel
the road to recovery and return to the community.

New emergency services will be provided by 50% of applicants, and 30
percent of applicants will increase their emergency services beyond what is
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already available. In a few rural ceniers the emergency service will consist of
a4 general hospital emergency room with a nurse on duty and a physician on
call. In a larger town there may be an intern on duty and a psychiatrist on
call. In an urban center a psychiatric resident will be available 24 hours a
day. New personnel will be hired and further training will be provided to
personnel already available. Additionally, many centers plan to publicize their
emergency services more heavily within the community so that better use can
be made of them.,

Forty percent of applicants will offer new consultative services, and another
40 percent will upgrade and increase existing consultative services. Existing
services are for the most part informal and do not account for a large proportion
of professional time or budget. The centers are planning to develop formal con-
sultative relationships with other community agencies. Most frequently consulta-
tive relationships are with schools, churches (clergymen’s groups), court and
juvenile authorities, welfare agencies, and Aleoholics Anonymous and other
groups concerned primarily with alcoholics.

The emphasis on consultation in the Centers represents one of the important
innovations of the Community Mental Health Center program. This emphasgis
grows out of the broader NIMH philosophy regarding provision of services. We
encourage existing service resources to deal with human problems wherever pos-
sible, rather than referring people for treatment to a mental health professional.
We are committed to a public health model of provision of services. In mental
health such a model implies that treatment by professionals should be a last re-
sort, to be sought only when indigenous efforts at managing a human problem
fail. To that end we encourage the use of mental health professionals, not only
as direct treatment agents, but as consultants to those who are directly concerned
with hbuman problems.

The development of the five named essential services takes priority over the
development of other services in the Community Mental Health Center program.
For this reason many centers have concentrated their immediate efforts on de-
veloping these services, while planning to provide at a later time the five addi-
tional services characteristic of a comprehensive center. These five additional
services are diagnosis, precare and aftercare, rehabilitation, training, and re-
search and edneation. Separate diagnostic services are planned in those centers
which are sufficiently well staffed to justify a separate service. In smaller cen-
ters diagnosis is currently carried out by staff members as part of their initial
evaluation of patients within the framework of existing services.

Precare and aftercare services are also carried out within the framework of
existing ontpatient and inpatient services. In large, well-staffed centers, precare
and aftercare have been developed as separate services, as a result of efforts to
establish channels for early case referral and efforts to assure that the patient
discharged from inpatient status can maintain his optimal level of functioning in
the community.

Rehabilitative services are being developed to meet the specific needs of center
patients for ocenpational retraining. Many centers have established liaison with
State Vocational Rehabilitation Services, and rehabilitation counselors are avail-
able for consultation to centers on a part-time basis. Again, the larger more com-
prehensive centers are staffing their own full-time rehabilitative services,

Almost all the centers recognize that the center is a training resource as well
a8 @& service resource, Several States have explicitly considered this in develop-
ing their plans and have attempted to place centers close to sourees of potential
trainees. Plans for training in all mental health diseiplines are being developed.
These include psychiatrie residency and community psyehiatry training pro-
grams, psychology internship programs, social worker placement programs,
psyehiatric nurses’ training, and training for occupational therapists, activity
therapists, and various aides and other subprofessionals,

Research and evaluation services are seen by all centers as desirable.

The staffing patterns for the centers give a further perspective on the magni-
tude of the proposed effort. We report the data as full-time equivalentz ( FTE's).
rather than as numbers of personnel, since many centers make extensive use of
part-time professional staff. The average center uses between five and six psy-
chiatrists. The range is from one to 32. The average center nses between four
and five FTE psychologists, The range is from one to 29,

The average number of social workers planned for is between 11 and 13, and
the range is from one to 62. For registered nurses the projected average is

TT-60T—87 o
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between 14 and 16, and the range is from one to 80. These data serve to illus-
trate the great range of efforts. The smaller rural centers have a staffing pattern
of two or three professionals, and the larger metropolitan centers plan have well
over 150 professionals. The professionals are of course supported by non-profes-
sionals in all cases. Our data on non-professionals are less exact, but we esti-
mate that each professional is supported by approximately two non-professional
workers.
PART IV—GoALS AND PROSPECTS

The outlook, then, is a positive and promising one—reflecting substantial
progress in the Community Mental Health Center program itself, and in the
allied programs of the NIMH converging on that effort. This statement would
be incomplete, however, without an acknowledgment of the problems we must
yet face.

We must continue our efforts to fill the enormous reservoir of manpower de-
manded by the Community Mental Health Center program, without which our
highest purposes will be frustrated.

Through careful research, we must continue to pursue the kinds of creative
approaches to the treatment of the mentally ill that alone can give true meaning
to the establishment of comprehensive services.

We must encourage cloge collaboration among the many professional disei-
plines working in the interests of the Nation’s health, molding them into the
kinds of compassionate staff that best serve the patient’s interests.

We must assure that existing patterns in the financing of mental health serv-
ices are maintained and strengthened in the States and communities across the
Nation.

Despite our progress, we must be constantly aware that the Nation’s need is
still great—that nearly half a million Americans continue to reside in mental
hospitals, and that a third of our citizens are significantly impaired at some
time in their lives by symptoms of mental illness, We have made only a modest
start in meeting the mental health needs of the American people: the great bulk
of our population remains fo be served through the 2,000 centers planned by 1980.

Difficult tasks and obstacles are still clearly before us, yet I have every reason
to believe that we will succeed. This convietion arises out of the confidence and
strength we feel as partners with communities throughount the Nation. Ours is
a cooperative venture embracing various segments of society. Across the eoun-
try we have stimulated a wave of rising hopes. We shall continue in our efforts
to satisfy those hopes—and thereby advance the well-being and productivity of
our people.

APPENDIX

Centers funded by State and localily as of Mar. 1, 1967

State, city and name of center Construction Btaffing Combined
grants grants total

Alabama: ] |
Florence: Muscle 8hoals Comprehensive Mental Health |
Annex to Eliza Coffee Memorial Hospital......_..______|

I e i e e R B e e
Arizona:
FPhoenix:
8t. Luke's Hospital
Jane Wayland Child C muer Tne.
SBaint Joseph's Hospital _.___ e el ¥: 3 y
Camelback Hospital.. oS L = | 6 206, 655

Arkansas:
Little Rock:

Greater Little Rock iomprhhrmlvo Community
Mental Health Center. ... . 33,333 |... 33, 333
Do . e i e 300, 000 300, 000

Pine Blufl: Jefferson County Fumil}' Child Guidanee
Center. 103, 888 | 103, 888
Jonesboro: Jonesboro C mmmmlty ‘Mental Health Center TS K S | 862, 223
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Cenlers funded by State and localily as of Mar. 1, 1987—Continued

State, city and name of center Construetion
grants

California:
San Rafael: Marin Hospital . _
Olive View: Olive View Hosy
Burlingame: Peninsula Hospi
Los Angel Resthaven P,
: County of "
3 County) Central Center.
County) EI ( .m‘ilm Center.. .
County) West Valley Ce
Unspecified; (Sants a County) North { ounty Center

Totals for all 4 Santa Clara County centers. ... ...
San Jose: .m Jn.=i CMHC
Santa Monic MHC of 8t. John's Huhinl‘\i
Pacoima: -n||h1l State CMHC.
Los Angeles:
Central City

CMHC.

| 298,177

Sacramento: Sutter Memorial Il:l'-||:I al_

Reedley: s View Hospital__

Ventura: North Coast Regional Mental Hea

‘-ml:]mrl i: Santa Barbara Cottage Hos

u}h|~,|r. Luis Obispo Community
Centor.... .
Ikl 3

T140,0227|

nch Home_
amento: Sutter Memorisl Hospital._.__

Colorado:
ir.\ Adams County Community Mental Health |

!iuul In. Mentsl Heal 1 and Mental Reta rdation Center |
ol ..-uuir r County.__
Denver: Community Mental Health Center of Denver
Gieneral J!e-am! al. S 576, 774
inglewood: Arapa oo Mental Health Center, Tne. . X
Lakewood: JefTerson County Mental Health ¢ enter, Inc__|_____

Connecticut:
Bridgeport: Bridgeport Community Mental Health
Center,
New Haven:

Connecticut Mental Health Center_ ..

Total.

Castle: Mental Health Center of Southern New
Catle Compy 2t e T e ek e || 200, 000

Distriet of Columbia:
Howard Universi
Area C CMHC

*lorida:
Bradenton: MIC of Manatee Memorial Hospital
O .

ial Hospital Assoeciation, Ine
- “I[Ill’ Haven Hu-||IH.

't Hospital
er, Ine

tal of Bay County
Guidance Chnie, Ince
..... AR 396, 000

. al
jety Childrens “n‘-]'sl[ al.
2. 706, 708

Total

Georgin:

Athens: Community Mental Health Center of Athens 614, 062
General Hospital,

Macon: Community Mental Health Center of the Macon 430, GO0
Hospital

A v e B S L I e

1 Estimated,
2 Actual,

Stafling Combined
grants total

109, 804
341, 013
306, 679

Hli 1.I‘2“

I)r.31u

4, T63

147, 590

717, 124
fil, 504
5, 413

- . 085, 64
311, 113 311, 113

614, B2
430, D00

E IH-I 'lh
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Cenlers funded by State and locality as of Mar, 1, 1967—Continued

State, city and name of center Construction italling
granis grant

1
¢ Queens Hospital
Muui Mental Health Center

Total

Hlinois:
Chicago: Presbyterian—S8t. Luke’'s Iospital ..
Rock Island: CMHC of Rock Island r

Total. ..
Indiana: Indianapolis: Marion County General Hospital. ...
Iowa: Dubuque; St. Joseph's Mercy Hospital of Dubuque..

Kan |
Newton: Prairle View MHC. e e AL 200, 024 58, fiR8 = 2
Hays: High Plains Mental 1It alth © hnl\ Ly - ie | 100, 566 | 100, 566

okl .. L 200, 924 150, 254 360, 178
Kentucky:
Madisonville: Hopkins County—Madisonville Mental
Health Center.... = A o 223, 000 . 223, 000
Lexington:
( mu;m"lwls‘:l.\-r\ Care Center— Region 10A - it ] 3, & 134, 505
Comprehen: Care Center—Region10B____________| ____ | 8, T0: 108, 702
Paducah: Lourdes Hospital and Mental Health Center.. 518,810 | Ty 518, 810

Total A bt s 741,900 33 | 075,197

Louisiana:
Raceland: Terrebone Mental Health Center_. 285,200 |- 255, 200
New Orleans: |
Tulane University.. 496, 408
ro Infirmary Community Mental Health Conter..
De Paul Hospital. .

751,608 |

Id and Family MHC_. - 91,080 |- o a1, 0RO
ine Medical Center_ _ . i le 2 315,700 | | 315, 700

406, 78 | 406, THO

290, 931 =5 30, H31
P 249, K1
saltimore: Inner City ( MHC

540,812 |

son Hospital
ommunity Agencies ('
Fall River: MHC of Fall R
l.u\\'u-‘l i owell MHC
wchusetts MHC ¢
: Franklin County P rublic Hospital.. 219, 691

. 155,583 | 3 ’ r:{r.\__!l--i.

(ir: 1! i i ml- » Grand Rapids Child Guidance Clinie. .. 162, 720 2, 720
Battle Creek: Battle Creek Sanitarium and Benevolent
Association . . . | 400, 000
Port Hl.run_ Port Huron Tl al. 2 620
st. Joseph: St. Joseph Benton Harbor Memorial Hespital
Tlfllil —— i), 000
Hor"u s Hospital. S04, 000
Sisters ur Merey St. Lawrence Hospital
MH( - 5 700, 000

1 £ ate Hospits
Morquette: \1.;1‘-’;1_.1- te Area Community Mental Health
Center.. X A = . 0, 380

Tatalsc: e s e = S a 1, 082,
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Centers funded by State and locality as of Mar. 1, 1867 Continued

State, city and name of center Construetion

Minnesota:
\Fluuv'umhk Bt. 1l Bwedish Hospitals.__. 827, 069
8t. Cloud: St. ( !m.l Ilu~|nl.11 424, 000

Total T 5 . - et - L3649

ia: Mid-Missouri Méntal Health Center
: Maleolm Bliss Mental Health Center
\\ v-\u'rn Missouri Mental Health Center__
Foundation ..

Total.
Montana....
Nehraska.
Nevida. ..

New Hampshire: 4 )
Hanover: Mary Hitehcock Memoria! Hospital.._ ...

oy
k: Community Mental Health Center of Newark,
NJ. el e L 40, 024
New Mexicn:
Albuguerque: Vista Larga Center. ... -5 54, 62

New York:
New York:
Metropolitan Hospital CMHC_.____.
Maimonides Hospital CMHC
Brookdale Hospital Center. _
Bound View—Throgs Neck CM Hec
Rochester:
The Rochester General Hospital
Convaleseent Hospital for Children :
Woodbury: Nassau Center for Emotionally Disturbed
Children ) £ 333, 000
Enst Meadow: Meadowbrook Hospital

oW (P e SR L e et e 877,470

North Carolina:
Burling : C v - IS - 1 "l.,uHI
Cullowhe wigrn Caro ( -,I. : = i{-l :
Fayetteville: Cape Fear Valley Hospital..

Total

North Dakota:
Grand Forks: 8t, Michael's Hospital
Bismarck: \lm Inrlzu Mental Health and Mental Retarda-
tion Center -
Fargo: Southesst Mental Health snd Mental Retarda-
tion Center . e ety 5 oL LR L

g ey SR e T 8L 46, 465
Ohio:

rood Samaritan Hospital . ... .. 359, 166
mati: Child Guidance Home—Jew i'-I1 Hospital
ntral Community Mental Heslth Center 315, 0%
Zanesville EIl\kmLmr: County Mental Hes -‘1I| Center [ 162, 669
o Mount Carmel Community Mental e alth
. - 437,
fon Hospital Mental Health Center 451, 229
Akron: Portage Path Community Mental Health Center 370,713

Total e - RSB RNE 2, 608, 258
Oklahoma:
Norman: Central ‘-l —Giriffin Memorial l!n-.pll al
Oklahoma City: 8t. Anthony’s Hospital

Total e o e e SR e R + 206, 790

|
450, 865

Staffing
ants

466, i85
4

104, 115 |

85, 936
51, 249
74,745

211, 930

211,044

411, 802

|
449, 652 |

Zombined
total

301, 826
477, 580

333, Ihlll

121, 000
134, 247

1,975, 467

132, 401

51, 249

450, RS
450, 166
3 ]
363, 427
648, 722
481,
37, 713
3, 620, 060
GR0, 652
675, 790

3, 442
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Cenlers funded by State and Iomhfj as of Mar. 1, 1967—Continued

State, city and name of center (Z‘.onstruetian Staffing Combined
grants grants total

Oregon:
Eugene: Sacred Heart General Hospital 315, 786 |
Salem: Willamette Valley Comnunity Mental I[eallh

Center

e ——| 315, -lil1|

ennsylvania;
Pittsburgh:
Western Psychiatric Institute and Clinie__ al 387, 03 687, 930
8t. Francis Genernl Hmplml and Rebabilitation
Institute...._.__._. Tl = 502,473 | 502,473
Philadelphia: |
Hall Mercer Hospital Community Ment: Healtl 40,744 | 237,033 087, 677
Center |
The Nazareth Hospital. -2
Temple University Health Sciences Center ST S P 420, 240 | 20, 2
Philadelphia Psychiatrie Center_ . | 491, 650 | 401, 659
Hahnemann Medieal College and ‘Hm;llt al (includes | ‘
supplemental grant).
Sayre: Robert Packer Hospital Mental Health Center.
Stroudsburg: General Hospital of Monroe County _
Butler: \!ont-ilIlmlth(nuhlrmw Clinic of Bulter Cmmts |
Johnstown: Conemaugh Valley Memorial Hospital..__._.
Fredrickstown: Centerville Clinies, Ine

aiu) "k'i{

Totalp L E 0

Rhode Island: Newport: Newport Hospital

South Carolina:
Greenville: Greenville General Hospital System.._._ 066, 666 |__ _
Anderson: Anderson-Oconee-Pickens Mental Health Cen-
ter. — 120,000 |_.
Lhtrll'qlrmn Charlestown Area Commtmity Bervices
Center. o x e e e e A m R S B e s 245, 440
"I‘olul_._____.___._..,_..........A___________.....,_.‘___; 1, 332, 106

Bouth Dakota. ... ... \

Tennessee:
Knoxville: Mental Health Center of Knoxville. _____ | a54, 750 | _ 354, 7¢
Oak Ridge: Mental Health Center of Anderson and Roane o e 387, 547

Counties,Ine.
Bristol: Bristol Memorial Hospltal. _

TotAl. o e

Texas: |

Amarillo: Amarillo Hospital Distriet___________ IR e : 328, 480

Dallas: Presbyterian Hospital of Dalls g _ 600,000 |- .. .. 600, 000

Plainview: Hale County Hospital &ulhom}  (Plainview
Hospital)__ 268, 800 268, B0D

Houston: St. Joseph's Hospital Mental Health Center_.__ 342, 160 718, 1, 060, 886

SUL'Pash: T Paso Corlbge i 22 n i Gt e e S T 134, 248

576, 907 | 576,907

i g g R L3310, 208 | o et -1 1.&1020{

R il s e ] 1, 210, 960 1, 181, 554 2,302, 514

Utah: Provo: Central Utah Community Mental Health Cen- |
¢y R S S | 122, 044 312, 555

Vermont:
Newport: Northeast Kingdom Mental Health Service
Center_.___ | A 118, 422
Beunmmon United (mmwhng Serviee of m\nntngton |
County Inc 51, T 51, 750

170,172

West Virginia:

bw Huntington: Cabell County Compreher
e Health Center_______ | | 376, 703
*  Elkins: A[rpnlnclllnn ("nmrnumty Mental Health Center.| ... | 210, 16 210, 161

Wisconsin:
Green Bay: Brown County Hospital and Community
Mental Health Center
Milwaukee: Milwaukee (‘nuﬂt\- Mental Health Center
Services I, IT, IIL, IV, T

1, 136, 000
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Cenlers funded by State and locality as of Mar. 1, 1967—Continued

State, City and name of center Construction Staffing Combined
grants Erants total

Wyoming: Sheri : Northern Wyoming Mental Health Cen- |
S o i Sk =t

Puerto Rico
Mayaguez: Mayaguez Medican Center . ______________ y 1, 585, 260
Santurce: Caguas Community Mental Health Center i, 51, 516
Santurce: Arecibo Community Mental Health Center . 2, 13 62, 135
A e e i e e b s A e S S MR L , 539, 86 | 1, 608, 911

e P g e R S R B e

R e s

VA RS SRR L Rt R ISR S e R T U S N BT A

Mr. Conex. I would like now to permit Dr. Yolles to present the
brief chart presentation on the mental health centers program.

Dr. Youres. Mr. Chairman, I would like to start by pointing out
the status of patients in our mental hospitals around the country.

There are 289 mental hospitals in the country today. We have a
very happy situation to report, in that over the past 11 years there has
been a decreasing rate of patients resident in the mental hospitals at
the close of each year. The numbers have been coming down in the
hospitals, and this in the face of a very slowly rising rate of admis-
sions to the hospitals. (See fig. 1, below.)

PATIENTS IN STATE AND LOCAL MENTAL HOSPITALS

STATE AND LOCAL GOVERNMENT MENTAL HOSPITALS ADMISSIONS AND RESIDENT
PATIENTS-RATES PER 100,000 POPULATION

350 r T =i
|

300 | 1 =

pUtEny
Ny

250 | ! -
| RESIDENT PATIENTS

PER 100,000 POPULATION

) —
YEAR 1962 1963 1964 1965 1966 1967

Fiaure 1.
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There are more admissions per year, but in the face of increasing ad-
missions, there is still a declining rate of resident patients at the end
of the year.

Mr. Brown. Tt is 226 per 100,0007

Dr. Yorres. It isabout 226 now.

Mr. Rocers. In the hospitals?

Dr. Yorues. Yes, in State and county hospitals in the United
States.

Mr. Rocers. 226 per 100,0007?

Dr. Yorres. Yes. Hereare the actual numbers. This table (fig. 2)
is in terms of numbers, rather than rates. From 1946 to 1955—and pre-
ceding that, you will note that there was an increasing rate of patients
remaining in mental hospitals. Now this is a continuation of that
rate projected to the present time.

If that rate had continued, we would have 702,000 patients in
mental hospitals in the United States today. In 1955 a break in that
upward trend occurred, due to a number of factors. Perhaps the
principal factor involved was the introduction of the psychoactive
drugs, but there are other factors. The actual numbers of patients
remaining in hospitals at the end of 1955 started to come down.

You will note that the rate of decrease is much more rapid in the
last few years. This is the result of the introduction of inpatient
services in general hospitals, and the introduction of more community
mental health approaches. We have over 1,000 general hospitals in
the United States today that now accept mental patients who did not
accept them before. The introduction of those services has caused the
decrease in resident patients,

For this year, we are happy to report that the largest single decrease
in the 11- or 12-year period involved an average per year rate decrease

PROJECTED AND ACTUAL NUMBERS OF RESIDENT PATIENTS

END OF YEAR,IN STATE AND COUNTY MENTAL HOSPITALS -UNITED STATES -1946 ~I1966

800

[ [ ceceno

ACTUAL NUMBERS ———
PROJECTED NUMBERS muoccac

JENRE

NUMBER OF PATIENTS (IN THOUSANDS)

|
|
|
| ]
400 :
YEAR 46 47 46 49 50 5 52 53 54 55 56 57 58 59 60 61 62 63 64 65 66

FIGURE 2.
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of 4.9 percent, and a decrease between the 2 corresponding months of
December 1965 and 1966 of 7.2 percent. This is a very significant
decrease.

Mr. Rocers. What year was the turning point?

Dr. Yorres. 1955.

Mr. Rogers. Thank you.

Dr. Yorres, There 1s one other point. There has been a decrease
from the projected number of 702,000 patients to 452,000. In terms
of dollars to the State and local governments, this amounts to $4.4
billion of expenditures, both for cumulative cost of care of the patients
over these years, as well as the capital improvements, that would have
been built to take care of them. Those funds were used for other
purposes during these years, and not used for mental hospitals.

I would like now to present three examples of community mental
health centers that have been funded under this program. The first
of these is purely a construction grant, the second purely a staffing
grant, and the last is a combination of both.

This construetion grant was awarded to the Swedish-Saint Barnabas
Community Mental Health Center. (See fig. 3.) Actually the joint
applicants were the Saint Barnabas Hospital and the Swedish Hos-
pital in Minneapolis, across the street from each other. These two
hospitals joined to provide community mental health services. They
closed off the street and plan to construct the community mental
health center between them, uniting the two hospitals.

This new structure will provide to central Minneapolis, which has
a population of 200,000, all of these services which were not available
to this population before except in fragmented or partial form. They
will provide outpatient, inpatient, day and night or transitional serv-
ices, consultation and education services to schools, courts, welfare
departments, and other agencies as well.

In addition, the St. Barnabas hospital and the Swedish hospital will
provide emergency services to this total community and by contractual
arrangement with private physicians, some patients will be given out-
patient care. Further, through a backup arrangement, to be sure that
they can serve all of the people in the community when demand is
heavy, there is a backup service with the county general hospital to
provide outpatient and inpatient services.

The Federal share on this project was $828,000. The total, includ-
ing local and private financing, was $1,700,000. This project was
approved June 27, 1966, and the ground-breaking ceremony was July
10, 1966,

The second example is of a pure staffing grant. This is the Tacoma
Mental Health Center in Tacoma, Wash. (See fig. 4.) Prior to the
award of this grant, there were some five agencies delivering mental
health services within the city and counties surrounding Tacoma,
Wash. None of these provided a total service. No total service was
available to the city of Tacoma.

By joining together these five agencies to set up the Tacoma Mental
Health Center, a total program of services was (lle\'ised. This is what
Mr. Cohen referred to as a program of services with these agencies
joining together to provide total services to the city of Tacoma, with
a population of 153,000.
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Dr. Yorres. The stafling grant provided funds for the initial partial
support of professional and technical personnel for emergency serv-
ices, day and night services, inpatient services, as well as consultation
and educational services. The tot ality of services provided by the
stimulus of this grant was far greater. We have inpatient care being
rendered to this total population, as well as for children and adults by
the Western State Hospital. We have inpatient services rendered by
the St. Joseph Hospital. We have child guidance services available to
the total population.

The Department of Public Health has cooperated in providing
aftercare services, and the community mental health clinic is now pro-
viding tnlmllt m(m and education services to the community, as well
as outpat ient services.

The Federal share on this project was $78,000 to provide 75 per-
cent of the cost of initial staffing in the first year for St. Joseph Hos-
pital, and the community health center. The others have provided
their services without the aid of the Federal grant.

Mr. Rocers. Mr. Chairman, may I ask a question there for
moment.?

It is my understanding that when we passed this bill the concept
was to put it all in one building, a community mental health center;
to put all five services in one center. It appears that this is not the
way you are administering the act. I thought the intention was to
require that the services, all five services, be given in one area. T don’t
know how far it is between these ]urxp}lalk Does a person h ave fo go
across town? How do they know where to go for which service, and
so forth?

Dr. Youres. The original intention was to have a single buildinge
which would have all of the services as well as for a number of indi-
vidual services to join together to form a center. The act also calls
for agreement by contract to show that the center will render all serv-
ices to the individual,

The center itself will have a basic or eentral location in terms of a
headquarters operation where patients ean be referred. All of the
units must be easily accessible to the patient and fairly close together.
They may be in different parts of town. However, a patient who is in
an inpatient service, and the stage of his illness now suggests that he
be in outpatient service, can be moved without any redtape to the out-
patient services that are available because of this contractnal arrange-
ment between these services. He can move easily and freely, and his
records can move as well.

Mr. Rocers. If this can be arranged, then, anyone could do this
with existing facilities and there is not much need for construetion.

Dr. ‘l orLEs. Some communities have a very definite need for appro-
priate facilities in which to house these services. A good example of
this wi as in one of the counties in Florida, in your own State, where
no services at all were available in a group of counties—no mental
health services at all. The hospital had no inpatient psychiatric serv-
ices, They have asked for and are receiving a construction grant to
construct an inpatient psychiatric service. In additi ion, however, they
have joined with other agencies in other communities to pm\'ldo a
totalify of services over and above the inpatient services, which may be
the only part constructed.
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Mr. Rocgers. All right. Thank you.

Mr. Congx. Might T add—because Mr. Rogers raised quite a funda-
mental question, and that is why I dealt with it in my testimony—that
there was some discussion and perhaps some misunderstanding that
the program was sort of a brick-and-mortar program, solely. Of
course, the 1963 act authorized construction, and then the 1965 act an-
thorized the staffing grants, but I think the main thrust that we tried
to make in 1963, and that we are trying to make now, is that the compre-
hensive services ought to be available to the people. And if that takes
construction, that is desirable. If it takes staffing, that is desirable.
And if it takes both of them, of course, they would both be authorized
by the law. But I think our concept is a much more flexible one, to
adapt the center to the needs of the community.

I} a community doesn’t need construction but merely needs to
broaden the scope of its services, then the staffing money would be
available to the conmmunity without the construction money.

Mr. Rocers. I think this is fine because this would cut a lot of con-
struction money that would have to go in. I agree that this is logical
but I am not sure that this has been gotten across to communities that
are applying because I think many of them feel that all five services
must be located in one central area. So you perhaps are getting appli-
cations to build because they don’t have all of the facilities in one place
which, if it were known, many areas might come in to qualify to pro-
vide the services that we are concerned with but presently don’t think
they can because of this concept that the legislation originally held of
bringing them all in one central location. ,

I would hope that perhaps you conuld make this very clear in some
informational bulletins perhaps to the States and societies that might
be involved because I think there is a misconception in many areas
that there they just can’t qualify simply by tying some of their hospi-
tals together.

Dr. Yores. We are attempting to do that through informational
material as well as consultation through our regional offices.

Mr. Rogers. I think this could be very helpful.

Dr. Yories, The last is the Muskingum County Guidance Center, in
Zanesville, Ohio. (See fig. 5.) Here there were both a staffing and
a construction grant. Three agencies were involved, the Good Sa-
maritan Hospital, the Bethesda Hospital, and the Muskingum County
Guidance Center,

The three joined together to set in motion the construction of the
Community Health Center of Muskingum County. The staffing grant
would provide for 75 percent of the initial cost of personnel for
12 inpatient beds in the Bethesda Hospital, and 24 inpatient beds in
the Good Samaritan Hospital.

It would provide day care in the Community Mental Health Center,
outpatient services in the Community Mental Health Center, and con-
sultation and education to professionals and agencies in the community.

These three services would be housed within the new Community
Mental Health Center to be constructed and would be provided to
five counties in Ohio that have joined together for this purpose.

Dr. Yorres. The total population of these five counties is 159,800.
This third example is one of combining both grants where there was
a need for a physical structure and for staffing as well.
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This table (fig. 6) shows the status of the program and the number
of grants that have been made for the 3 years that we have authori-

zation. I emphasize the difference between grants made and centers
funded, because in some cases the center receives both types of grants;
so that the number of centers funded would be different from the
number of grants made.

The white columns indicate construction. In fiscal 1965 we were
able to fund 93 centers with 93 grants. The total is the same, since
only construction grants were authorized.

In fiscal year 1964, 54 staffing grants were made and a cumulative
total of 194 construction rrl'ml.% had been made. In fiscal year 1967
there will be a total of 131 st affing grants and 294 construction grants.

Mr. Rogers. Are those total?

Dr. Yorres. They are not additive, Mr. Rogers, because of the over-
lap. These are the numbers of centers funded. (See fig. 7.) In fis-

cal year 1965 there were 93: in fiscal year 1966, 188 centers funded;
(11111 by the close of business this year in 1967 there will be 286 centers
funded, serving a population of 47.2 million persons in the United
States.

Mr. Brown. They do overlap but they are not additive, is that
right?

Dr. Yorues. The numbers of center grants added to the number of
construction grants are not additive, because some centers receive both.

Mr. Brown. Does the 194 include part of the 93¢

Dr. Yorures. Yes, sir. The 194 is cumulative.

Mr. Browx. It is cumulative?

NUMBER OF CONSTRUCTION AND
STAFFING GRANTS UNDER PRESENT AUTHORITY

300 — 294

sy Wl
|

LEGEND
] consTRUCTION | ——

- QTAFFFNG

RS NESNE RRIVTSE |

-1965 FYy-1066  FY-1967

Ficurg 6.
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NUMBER OF CENTERS FUNDED UNDER APPROPRIATIONS

AS OF 6/30/67

LEGEND .

CENTLAS FUNDED

WITHIN YEAR || I Y = - <12
CENTERS FUNDED N [ %
PREVIOUS YEARS R

et

93

YEAR FY=-1965 FY -1966 FY-1967

POPULATION
SERVED—
IN MILLIONS 15.0 31.0 47.2

Fieure 7.

Dr. Yorues. Yes,sir,

Mr. Browx. But in 1967 do some of your 93 work themselves out ?

Dr. Yores. In construction?

Mr. Browx. Yes.

Dr. Yorres. Yes. These grants have heen awarded. This is just

cumulative total of the grants that will have been made by 1967.

Mr. Brow~. Some of your fiscal 1965 have been completed ?

Dr. Yorres. No: only one has been completed.

Mr. Brown. Is that still included ?

Dr. Yorres. We are including it in the total numbers that of orants
have been made. Tt is still included. The 93 are included in this.

Lastly, this table (fig. 8) presents the status of the authorization,
appropriations, and obligations of the program, both for construction
and for staffing. You will notice that, in 1965 and 1966, we obligated
$34.3 million of the $35 million which was appropriated.

By the close of business of this fiscal year we will have obligated
the total $50 million authorized and appropriated for construction.
At the present moment, about $22 million has been obligated, and by
the close of business this year the rest will have been funded.

For 1967 we estimate that we will obligate the total funds that are
available. 1In staffing, we obligated in the first year of the program
some $15.2 million. We could have obligated the total amount: but
the money became available in the last 4 months of the fiscal year, and
we couldn’t reach all of the applications that were in the institute.

In 1967, of the $19.1 million which has been appropriated we have
pending applications totaling 104 percent of that amount., so that we
will not be able to fund all of the applications.
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AUTHORIZATIONS, APPROPRIATIONS AND OBLIGATIONS
FOR CONSTRUCTION AND STAFFING OF COMMUNITY MENTAL HEALTH CENTERS

CONSTRUCTION

65
LEGEND [~
| ] autworizanons | =1
EXT APPROPRIATIONS

50 50 pirmasted
[ osucanons

.

IN MILLIONS OF DOLLARS

1986

STAFFING (New GRANTS)

PENDING

IN MILLIONS OF DOLLARS

| ruwen

' EXPELTID EXCESES

Fi1GUuRE 8.

Dr. Yorres, Of the 1960 funds we estimate that we will use all of
the $19.9 million which has been appropriated.

Mr. Jarman. I think it might be appropriate at this time to ask
Mr. Cohen, now that you are on that chart, for a little more informa-
tion as to funding for the future.

Of course, there is nothing new about the phrasing of the bill but
the bill does provide a stated amount and then it says:

and such sums as may be necessary for the next four fiscal years,

Could we get additional information on that, Mr. Cohen ?

Mr. Conex. Yes.

I would be glad to submit for the record, Mr. Chairman, the pro-
posed estimates that the Department has made with regard to the
future funding over that 5-year period, both for the construction and
for the staffing based upon, of course, the experience we have had up
to date.

(The information requested follows:)

Proposed estimates for future funding for construction and staffing, 1968-72

! Fiscal vear | Fiscal year | Fiscal year | Fiscal year | Fiseal year |Cumulative
1668 | 1969 | 1970 971 1972 | total

1 1 . & & o &0
Construction: Authorization_ _|£50, 000, 000 |$60, 000, 000 (370, 000, 000 (80, 000, 000 (260, 000, 000 | £350, (00, 0600
Stafling: Authorization _--| 30,000,000 | 26,000,000 | 32,000,000 36,000,000 | 38, 000, 000 2, 0040, 000

TT-607T—67T—4
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Dr. Yorres. Mr. Chairman, there is one final chart that I would like
to point out. That is the distribution of the community mental health
center grants that have been made. (See fig. 9.) The little triangles
indicate the construction grants and the circles represent the St-alﬁng
grants.

There is good distribution across the country.

Thank you.

Mr, Rocers. Have these charts been reproduced for the committee
in the testimony ?

Dr. Yorres. They will be available.

Mr. Roaers. Thank you.

Mr. Courn. That completes our formal presentation, Mr. Chairman.

Mr. Jarman, Before general questioning starts, Mr. Cohen, would
Dr. Stewart have any comment to make at this time or would you
prefer simply to answer questions?

Dr. Stewart. I think it would be better to just answer questions.

Thank you very much,

Mr. Jarman. For the subcommittee we want to thank you gentle-
men for being with us for what I think is a very good explanation of
a very important subject.

There is one question that we would like to clarify for the hearing
record : Last year, this committee passed legislation which was signec
by the President as Public Law 89-749. This legislation establishes
a State health planning agency which is to do comprehensive health
planning for the entire State.

Under the mental health legislation which the Congress passed in
1963, a State plan is required for construection of these centers and
this plan is required to be administered by a single State agency.

I wonder if you would clarify for the subcommittee the intended
relationship between the comprehensive State health planning agency
-established under Public Law 749 and the operations of a State
agency administering the mental health plan.

Mr. Conexn. I will ask the Surgeon General to reply to that, Mr.
Chairman.

Dr. Srewarr. Mr. Chairman, the intention is that the planning un-
der specific plans such as the mental health planning agency would
be complementary to comprehensive health planning. We have in
each State in the country planning which is going on toward a specific
target or health problem, or the provision of a specific set of services,
or the development of a specific set of resources, such as hospitals.

We have planning for mental health services, for mental retarda-
tion services, for the development of hospitals. Many of the States
have done planning toward the development of the number of physi-
cians in their States and the number n} nurses in their States, but no-
where do we have the information in such a way that one can relate
all the plans together as to the total development of the services in
the State and the total development of the resources in the State.

It is conceivable for a State to be planning the development of
specialized services which, when combined, will exceed the State’s
ability to produce these services because it exceeds the number of
physicians or the number of hospitals or the number of dollars avail-
able for capital or for operations, either private or public.
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The intention of the comprehensive health planning agency is to
provide a mechanism for pulling this information together so that
ihe State can have some idea of what the long-range objectives are
in the development of resources and services, what their capabilities
are, what priorities they might have, what choices there are toward
these priorities, given an assessment of their economic development,
and of the development of their trained resources and of their facilities.

I think the best way to picture the relationship is to see mental
health planning as vertical. It aims at a specific health problem
and a specific target population, and it is one of many such vertical
health planning functions being carried on simultaneously within a
State.

On the other hand, the comprehensive health planning agency has
a horizontal role, tying all the vertical plans into a single informa-
tion sharing and evaluating system, :m!l developing a plan for the
total health needs of the total population.

The real function of the comprehensive health planning agency is
to collect and then evaluate that information which shows what the
health program choices are, whether the objectives are sound, whether
they need to be changed.

In a given instance, the mental health agency may be overly am-
bitious or need some direction. This information would be available
through the comprehensive planning agencies to the State govern-
ment, to the Federal Government, to the private sector—such as
Blue Cross—or any other group.

So this is the relationship between the specific planning and the
comprehensive health planning agency.

Mr. Jararan. Thank you.

Mr. Rogers?

Mr. Roagers. Thank you, Mr. Chairman.

Mr. Secretary, it is a pleasure, of course, to see you again with
your associates here. I think the facts that have been presented on
the reduction of mental cases actually oceupying hospital beds are
impressive.

I think we are beginning to make real progress, and this is encourag-
ing, and I commend you and your associates and those from the
National Institutes of Health.

There are two or three things I am concerned with in the new
request. I notice that where we had previously, I believe, reached
a level of $65 million for construction of community mental health
centers you are now recommending a reduction of that figure in June
1968 of $15 million.

Could you give us some comment on this? Ts it that you don’t
have enough applications or are we on top of the problem enough
where we don’t need to go into this program any more?

Mr. Conen. I think that generally speaking, Mr. Chairman, and
Dr. Yolles ean amplify, what happens in a construction program
in the early years is that the program progresses a little slower
than intended as you said, there is a great deal of need for State
and local consultation. I think that our original aspirations, pro-
jected to the fourth and fifth year from the submission of our
original proposals, even somewhat above what we can carry out. 1
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would have to quite frankly admit that during the preparation of
our legislative program, when we had a number of other budget
considerations, we were also influenced by a desire not to accelerate
construction unnecessarily at a time when interest rates were higher
than normal and when there were inflationary pressures.

I would hope now, though, with the program we have presented
to you that we could modestly increase the amount of Federal funds
in this program to get back upon our original schedule.

Mr. Rocers. That resulted in this partienlar figure

Mr. Conexn. Yes.

Mr. Rocers. Then you think there are conditions that should be
considered by the committee then that might change?

Mr, Conen. Yes. I think that when you see our revision of our
request for anthorization for the next 5 years you will see that they
will turn out to be a little bit more modest than those we originally
submitted in 1963,

We all recognize that it is going to take quite some time to reach
our ultimate goal and it is desirable for us to do it in a sound way,
enlisting the full support of the communities.

I should also say one other thing: It isn’t solely a matter of Fed-
eral funds involved here. Once a center is established it is antici-
pated that the loeality will see that it is financed. That means sub-
stantial State and local money and money from individual patients
and insurance premiums. The locality has to be doubly sure that it
can support this operation in the indefinite future.

Mr. Rocers. T will agree. You have constructed 286, I believe
yvou stated. How many applications do you have on hand?

Do you have applications to warrant this additional appropria-
tion? TIs it sufficient? Is it insufficient? Could you give us faets
on that?

Perhaps you could submit it for the record.

Dr. Yorres. Yes, we can do that.

Mr. Rocers. Maybe you can comment quickly and then submit the
details.

Dr. Yorres. Our experience is to date that we have been able to
use all of the funds available to us and we would expect that this would
continue for the next year at least.

Mr. Rogers. The indications from the applications would indicate
this?

Dr. Yorres. Yes.

('The information requested follows:)

ComMunNITY MENTAL HEALTH CENTERS PROGRESS REPORT

During fiseal year 1966 a total of $32.4 million was obligated (FY 65 funds—
tawvo year availability ) representing 93 projects for the construction of community
mental health centers. Additionally, $15.2 million was obligated (FY 66) rep-
resenting 54 projects for the staffing of community mental health centers.

During fiscal year 1967 an additional 33 construction projects and 19 staffing
projects have been approved respectively obligating $20 million (FY 66 funds—
two year availability) and 2.6 million. Based upon projects anticipated to be
reviewed prior to the close of this fiscal year, June 30, 1967, another 68 con-
struetion projects representing $30 million and 58 staffing projects representing
$16.5 million will be approved.

Based upon experience to date, we anticipate receiving during fiseal year 1968,
97 construction and 104 staffing applications. These would represent about $60
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million for construction and about $30 million for stafing. With the current
request for appropriations, $50 million for construction (1967 funds—two year
availability) and $20 million for staffing, we would be able to approve approxi-
mately 83 of the requests for construetion assistance and 66 of the requests for
staffing assistance.

Mr. RoGers. The Chairman has brought out the fact that this com-
mittee does not like to use language such as “appropriate such sums as
may be necessary,” so that I think we need language and specific figures
as I think the Department knows.

Now, this cont ingency account, what precedent is there for sor!'ing
up a contingency account like this by Federal departments other than
for the President ?

Mr. Conex. 1 will ask Mr. Kelly, our Assistant Secretary, and
Comptroller of the Department to handle that.

Mr. Kerry. Mr. Rogers, there are a large number of provisions
throughout the Federal Government that either establish contingency
accounts or that establish authority to transfer funds from one appro-
priation to another.

All told, I think we have accounted for about. 36 of them.

Mr. Rocers. How many contingency funds have complete authority
other than just notifying ?

Mr. Kenry. The Department of Defense has several contingency
funds. One that T am looking at now authorizes the Secretary of De-
fense to spend an additional $200 million if he determines that such is
required in the public inferest.

There is also a Department of Defense contingency fund which au-
thorizes the Secretary of Defense to transfer research and development
funds and to augment them.

Mr. Rogers. From his contingeney fund ?

Mr. Kerry. From a separate, additional contingency fund.

Mr. Rocers. Do you suppose those are CTA funds?

Mr. Kerey. No. T don’t believe so. There is one in the Depart-
ment of Health, Edueation, and Welfare and one in the Department
of Labor that relates to the contingency of increased workload alone.

In the Social Security Administration we are authorized to augment
our funds by $25 million in the event that the workload that is re-
ceived from claimants exceeds that which the budget estimate was
based on.

Mr. Rocers. I think it might be good to submit that into evidence.

(The information requested follows:)

ExaMrLEs oF CONTINGENCY FUNDS AUTHORIZED IN FISCAL YEAR 1967
APPROPRIATION AcCTS

1. Funds Appropriated to the President—Economic Assistance : “Contingency
fund : For expenses authorized by section 451 (a) . £35,000,000."

2. Department of Defense—Contingencies, Defense: “For emergencies and
extraordinary expenses arising in the Department of Defense, to be expended
on the approval or authority of the Secretary of Defense and such expenses may
be accounted for solely on his certificate that the expenditures were necessary
for confidential military purposes: $15,000,000: Provided. That a report of dis-
bursements under this item of appropriation shall be made quarterly to the
Appropriations Committees of the Congress.”

3. Department of Labor—Bureau of Employment Security, Limitation on
Grants to States for Unemployment Compensation and Employment Service
Administration: “* * * and of which $12,000,000 shall be available only to the
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extent necessary to meet inereased costs of administration resulting from changes
in a State law or increase in the number of claims filed and claims paid or in-
creased salary costs resulting from changes in State salary compensation plans
embracing employees of the State generally over those upon which the State's
basic grant (or the allocation for the District of Columbia) was based, which
increased costs of administration cannot be provided for by normal budgetary
adjustments: * * *”

4. Department of Health, Education, and Welfare—Social Security Adminis-
tration, Limitation on Salaries and Expenses: “* * * Provided further, That
$35,000,000 of the foregoing amount shall be apportioned for use pursnant to sec-
tion 3679 of the Revised Statutes, as amended (31 U.S.C. 663), only to the extent
necessary to process workloads not anticipated in the budget estimates and to
meet mandatory increases in costs of agencies or organizations with which
agreements have been made to participate in the administration of Title XVIII of
the Social Security Aect, as amended, and after maximum absorption of such costs
within the existing limitation has been achieved.”

5. Department of Health, Education, and Welfare—Welfare Administration,
Assistance for Repatriated United States Nationals: “* * * of which $40,000
shall be apportioned for use pursuant to section 3679 of the Revised Statutes, as
amended (31 U.S.C. 66G5), ouly to the extent necessary to provide for require-
ments not anticipated in the budget estimates.”

6. Legislative Branch—Architect of the Capitol, Contingent Expenses: “To
enable the Architect of the Capitol to make surveys and studies and to meet un-
foreseen expenses in connection with activities under his care, $50,000.”

7. Legislative Branch—Library of Congress, Distribution of Catalog Cards,
Salaries and Expenses: “Provided, That $200,000 of this appropriation shall be
apportioned for use pursnant to section 2679 of the Revised Statutes, as amended
(31 U.8.C. 665), only to the extent necessary to provide for expenses (excluding
permanent personal services) for workload increases not anticipated in the
budget estimates and which cannot be provided for by normal budgetary adjust-
ments,”

8. Legislative Branch—Government Printing Office, Office of Superintendent
of Documents, Salaries and Expenses: “* * * Provided, That $200,000 of this
appropriation shall be apportioned for use pursuant to section 3679 of the Revised
Statutes, as amended (31 U.K.C. 665), with the approval of the Public Printer,
only to the extent necessary to provide for expenses (excluding permanent per-
sonal services) for workload inereases not anticipated in the budget estimates and
which eannot be provided for by normal budgetary adjustments.”

9. Funds Appropriated to the President—Emergency Fund for the President:
“For expenses necessary to enable the President, through such officers or agencies
of the Government as he may designate, and without regard to such provisions
of law regarding the expenditure of Government funds or the compensation and
employment of persons in the Government serviee as he may specify, to provide
in his discretion for emergencies affecting the mational interest, security, or
defense which may arise at home or abroad during the current fiscal year,
$1,000,000: Provided, That no part of this appropriation shall be available for
allocation to finance a funection or project for which funetion or projeet a budget
estimate of appropriation was transmitted pursuant to law during the Eighty-
ninth Congress or the first session of the Ninetieth Congress, and such appro-
priation denied after consideration thereof by the Senate or House of Representa-
tives or by the Committee on Appropriations of either body.”

10. Department of Agriculture—Agricultural Stabilization and Conservation
Service, Emergency Conservation Measures : “For emergency conservation meas-
ures, to be used for the same purposes and subject to the same conditions as
funds appropriated under this head in the Third Supplemental Appropriation
Act, 1957, to remain available until expended, $5,000,000 with which shall be
merged the unexpended balances of funds heretofore appropriated for emergency
conservation measures.”

11. Department of Agriculture—Commodity Credit Corporation, Limitation on
Administrative Expenses: “* * * Provided further, That not less than 7 per
centum of this authorization shall be placed in reserve to be apportioned pursuant
to section 3679 of the Revised Statutes, as amended, for use only in such amounts
and at such times as may become necessary to earry out program opera-
tion:: o w»

12, Department of Agriculture—Rural Blectrification Administration, General
and Special Funds, Loan Authorizations: “* * * Rural electrification program,
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$375,000,000 of which $30,000.000 shall be placed in reserve to be borrowed under
the same terms and conditions to the extent that such amount is required during
the eurrent fiscal year under the then existing conditions for expeditions and
orderly development of the rural electrification program; and rural telephone
program, $117,000,00 of which $15,000,000 shall be placed in reserve to be
borrowed under the same terms and conditions to the extent that such amount is
required during the current fiscal year under the then existing conditions for
the expeditious and orderly development of the rural telephone program.

13. Department of Agriculture—Farmers Home Administration, Direct Loan
Account: “* * * of which $25,000,000 shall be placed in reserve to he used only
to the extent required during the eurrent fiscal vear under the then existing
conditions for the expeditious and orderly conduet of the loan program.”

14. Department of Agriculture—Forest Service, Forest Protection and Utiliza-
tion: “* * * of which $5.000,000 for fighting and preventing forest fires and
81,910,000 for insect and disease control shall be apportioned for use, pursuant
to section 3679 of the Revised Statutes, as amended, to the extent necessary
under the then existing conditions: * = =»

15. Department of Defense—Military Personnel. Operation and Maintenanee,
Army: “* * * and not to exceed $3.806,000 for emergencies and extraordinary
expenses. to be expended on the approval or authority of the Secretary of the
Army, and payments may be made on his certificate of necessity for confidential
military purposes, and his determination shall be final and conclusive upon the
accomnting officers of the Government: * * *

16. Department of Defense—Operation and Maintenance, Navy: “* # # and
not to exceed $10,825.000 for emergency and extraordinary expenses, as author-
ized by section 7202 of title 10, United States Code, to be expended on the ap-
proval and authority of the Secretary and his determination shall be final and
conelusive upon the accounting officers of the Government ; * * *»

17. Department of Defense—Operation and Mainfenance, Air Foree: “* * #
and not to exceed £3.240,000 for emergencies and extraordinary expenses, to be
expended on the approval or aunthority of the Secretary of the Air Foree. and
payments may be made on hig certificate of necessity for confidential military
purposes, and his determination shall be final and conelusive upon the accounting
officers of the Government ; * * *"

18, Department of Defense—Operation and Maintenance, Defense Agencies:
“*® % * and not to exceed $3.754.000 for emergency and extraordinary expenses,
to be expended on the approval or authority of the Secretary of Defense for such
purposes as he deems appropriate, and his determination thereon shall be final
and conclugive upon the accounting officers of the Government: * * *°

19. Department of Defense—Research, Development, Test. and Evaluation,
Emergency Fund. Defense: For transfer by the Secretary of Defense, with the
approval of the Burean of the Budget, to any appropriation for military func-
tions under the Department of Defense available for research, development,
test, and evaluation, or procurement or production related thereto, fo be merged
with and to be available for the same purposes. and for the same time period.
as the appropriation to which transferred: $125,000.000 and, in addition, not
to exceed $£150.000.000, to be used upon determination by the Secretary of De-
fense that such funds can be wisely, profitably, and practically used in the in-
terest of national defense and to be derived by transfer from such appropria-
fions available to the Department of Defense for obligation during the eurrent
fiseal year as the Secretary of Defense may designate: Provided, That any ap-
propriations transferred shall not exceed 7 per centum of the appropriation
from which transferred.”

20. Department of Justice—Federal Bureau of Investigation, Salaries and
Expenses: “* * * and not to exceed £70.000 fo meet nnforeseen emergencies of
a confidential character, to be expended under the direction of the Attorney
General. and to be accounted for solely on his certificate: * * *

21. Atomic Energy Commission—Operating Expenses: “* %= * Provided. That
of such amount $100.000 may be expended for objects of a confidentinl nature
and in any such case the certificate of the Commission as to the amount of the
expenditure and that it is deemed inadvisable to specify the nature thereof
shall be deemed a sufficient voucher for the sum therein expressed to have been
expended : & * &

22, Selective Service System—Salaries and Expenses: “* * * Propided, That
during the enrrent fiscal year. the President may exempt this appropriation from
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the provisions of subsection (¢) of section 3679 of the Revised Statutes, as
amended, whenever he deems such action to be necessary in the interest of
national defense, * * *”

23. Small Business Administration—Salaries and Expenses: “* ® * Provided,
That 10 per centum of the amount authorized to be transferred from these re-
volving funds shall be apportioned for use, pursuant to section 3679 of the
Revised Statutes, as amended, only in such amounts and at such times as may
be necessary to carry out the [business and disaster loan programs].”

24, United States Information Agency—=Salaries and Expenses: “* ®* ¥ Pro-
vided further, That notwithstanding the provisions of section 3679 of the Revised
Statutes, as amended (31 U.8.C. 665), the United States Information Agency is
authorized, in making contracts for the use of international short-wave radio
stations and facilities, to agree on behalf of the United States to indemnify
the owners and operators of said radio stations and facilities from such funds
as may be hereafter appropriated for the purpose against loss or damage on
account of injury to persons or property arising from such use of =aid radio
stations and facilities: * * *»

EXAMPLES OF TRANSFER AUTHORITY AUTHORIZED IN FISCAL YEAR 1967 APPROPRIATION
ACTB

1. Atomie Fnergy Commission—General Provisions: “Not to exceed 5 per cen-
tum of appropriations made available for the eurrent fiseal year for ‘Operating
expenses’ and ‘Plant and capital equipment’ may be transferred between such
appropriations, but neither such appropriation, except as otherwise provided
herein shall be inereased by more than 5 per centum hy any such transfers, and
any such transfers shall be reported promptly to the Appropriations Committees
of the House and Senate.”

2. National Aeronanties and Space Administration—General Provisions: “Not
to exceed 5 per centum of any appropriation made available to the National
Aeronautics and Space Administration by this Act may be transferred to any
other such appropriation.”

3. Department of Defense—General Provisions: “During the current fiseal
vear, the Secretary of Defense may, if he deems it vital to the seenrity of the
United States and in the national interest to further improve the readiness of the
Armed Forces, inc¢luding the reserve components, transfer under the anthority
and terms of the Emergency Fund an additional $200.000,000 : Provided, That the
transfer authority made available under the terms of the Emergency Fund
appropriation contained in this Act is hereby broadened to meet the requirements
of this section: Provided further, That the Seeretary of Defense shall notify the
Appropriations Committees of the Congress promptly of all transfers made pur-
suant to this authority.”

4, Department of Interior—General Provisions: “Appropriations made in this
title shall be available for expenditure or transfer (within each burean or office).
with the approval of the Secretary. for the emergency reconstruction, replace-
ment, or repair of aireraft. buildings, utilities. or other facilities or equipment
damaged or destroved by fire, flood, storm. or other unavoidable canses: Pro-
vided, That no funds shall be made available under this anthority until funds
specifically made available to the Department of the Interior for emergencies
shall have been exhausted.”

“The Seeretary may authorize the expenditnre or transfer (within ench burean
or office) of any appropriation in this title, in addition to the amounts ineluded
in the budget programs of the several agencies, for the snppression or emergency
prevention of forest or range fires on or threatening lacds under jurisdietion of
the Department of the Interior: Provided, That appropriations made in this title
for fire suppression purposes shall be available for the payment of obligations
incurred during the preceding fiscal year, and for reimbursement to other Federal
agencies for destruction of vehieles, aireraft or other equipment in connection
with their nse for fire suppression purnoses, snch reimbursement to be eredited
to appropriations currently available at the time of receipt thereof.”

5. General Services Administration—General Provisions : “Not to exceed 2 per
centnm of any appropriation made available to the General Services Administra-
tion for the current fiseal year by this Aet may be transferred to any other such
appropriation, but no such appropriation shall be increased thereby more than
2 per centum: Provided., That such transfers shall apply only to operating ex-
penses, and shall not exeeed in the aggregate the amonnt of $2.000,000."
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6. Veterans Administration—General Provisions: “Not to exceed 5 per centum
of any appropriation for the current fiseal year for ‘Compensation and pensions’,
‘Readjustment benefits', and ‘Veterans insurance and indemnities’ may be trans-
ferred to any other of the mentioned appropriations, but not to exceed 10 per
centum of the appropriations so augmented.”

7. Department of Agriculture—Agricultural Research Service, Ralaries and
expenses: “* * * Provided further, That, in addition, in emergencies which
threaten the livestock or poultry industries of the country, the Secretary may
transfer from other appropriations or funds available to the agencies or eorpo-
rations of the Department such sums as he may deem necessary, to be available
only in such emergencies for the arrest and eradication of foot-and-mounth disease,
rinderpest, contagious pleuropnemmonia, or other contagious or infectious diseases
of animals, or European fowl pest and similar diseases in poultry, and for ex-
penses in accordance with the Act of February 28, 1947, as amended, and any un-
expended balances of funds transferred under this head in the next preceding
fiseal year shall be merged with such transferred amonnts; * * *”

8. Department of Agrieulture—Farmers Home Administration, Salaries and
expenses: “* * * Propided, That, in addition, not to exceed $300,000 of the funds
available for the various programs administered by this agency may be trans-
ferred to this appropriation for temporary field employment pursuant to the
second sentence of section T06(a) of the Organic Act of 1944 (5 U.8.C. 574) to
meet unusual or heavy workload increases: * # *°

9. Department of Commerce—QOcean Shipping, Research and Development :
“x % % Provided, That transfers may be made to the appropriation for the cur-
rent fiscal year for “Salaries and expenses” for administrative expenses (not to
exceed $900,000) and any such transfers shall be without regard to the limita-
tion under that appropriation on the amount available for such expenses: Pro-
vided further, That transfers may be made from this appropriation to the “Vessel
operations revolving fund” for losses resulting from expenses of experimental
ship operations,

10. Department of Defense—Research, Development, Test, and Evaluation,
Defense Agencies: “* * * Propided, That such amounts as may be determined
by the Secretary of Defense to have been made available in other appropriations
available to the Department of Defense during the current fiseal year for pro-
grams related to advanced research may be transferred to and merged with this
appropriation to be available for the same purposes and time period: Provided
further, That such amounts of this appropriation as may be determined by the
Secretary of the Defense may be transferred to earry out the purpeses of ad-
vanced research to those appropriations for military functions nnder the De-
partment of Defense which are being utilized for related programs, to be merged
with and to be available for the same time period as the appropriation to which
transferred, * * *

11. Post Office Department: “* * * Propided, That functions financed by the
appropriations available to the Post Office Department for the current fiscal year
and the amounts appropriated therefor, may be transferred, in addition to the
appropriation transfers otherwise authorized in this Act and with the approval
of the Burean of the Budget, between such appropriations to the extent neces-
sary to improve administration and operations: * * *»

1Z. General Services Administration: “* * * Provided further, That the fore-
going limits of costs may be exceeded to the extent that savings are effected in
other projects, but by not to exceed 10 per centum, * * *»

Mr. Rocers. My first reaction is negative to this. T am not im-
pressed with the fact of turning it over to the Secretary, particularly
when Congress is in session most of the year. There may be a period
of 3 or 4 months when we are not.

Supplementals are available. T just don’t see much need for con-
tingency fimds as long as we have available the Congress to act on
some specific requests.

Mr. Conmx. Could I =ay a little on that, Mr. Rogers?

Mr. Rocers. Certainly.

Mr. Conex. T know vou are a man who can be persnaded by the
facts. T would like to take a try at it.
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I think our experience, Mr. Rogers, has been, first, that such a fund
is needed during the time that Congress is not in session. Even when
Congress returns at the beginning of a calendar year to deal with
supplementals, your study will find that supplementals in many
cases—for anything except, I think, of the greatest urgency, perhaps
most largely national defense and other related problems—come on the
whole early in the spring rather than early in the year. There is a
period of time, I would say, ranging from 6 to T months, rather than
just from 2 to 3 months, in which it is almost impossible for the De-
partment to act in an emergency.

Secondly, even with regard to a request for a supplemental at a
given moment of time, our experience has been that, unless there is a
supplemental already on its way through Congress, it is exceedingly
difficult, even with the gravest type of problems we have, to get the
supplemental considered on its own merits because usually the House
or the Senate committee wants to group supplementals together, which
is a very understandable desire.

We have reluctantly come to the eonclusion that the present. proc-
ess really does make it very difficult for us to exploit any of the re-
search breakthroughs or deal with any of these emergencies very
promptly.

Mr. Carrer. Mr. Chairman, would the gentleman from Florida
yield ?

Mr. Rocers. I yield,

Mr. Carrer. Suppose at the present time we did have this break-
through on german measles and a vaccine was developed. T can see
how the Surgeon (General would want some funds immediately to
take advantage of this. Certainly, I think that a fund is necessary.

We know that otherwise we have to have a supplemental appro-
priation that will take months. By reason of this, we have, perhaps,

wndreds of deformed babies throughont the United States whose
mothers had not had the opportunity of this vaceination.

Mr. Rocers. I appreciate the comment of the gentleman. It has
been my experience certainly that, rather than having to wait on
moneys, we generally have to push to get new drugs approved and no
vaccine.

In polio it was at the instigation of this committee. We had to push
our people to get them to do anything, particularly on the safety
devices. I remember very well our hearings on the problem that we
had on getting new drugs pushed.

I would think that Congress could keep up pretty well if the break-
thronghs come about if we are alert at all to our jobs.

Mr. Kerry. Mr. Rogers, could T comment?

Mr. Rocers. Yes.

Mr. Kervy. I think that we should bring to your attention the fact
that the funds appropriated to HEW are in some ninety accounts.
This does give the Congress the opportunity to review each individual
program and determine the level of funding, but the more refined you
make the individual account the less flexibility you provide for deal-
ing with unforeseen conditions.

Mr. Rocers. Let me ask you this: T understand that you are talking
about measles, We know there is a possibility of this developing.
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What is the request of the Department on the vaceination program?
Are you coming in with a new program or are you letting it——
Dr. STEWART. Are you talking about (:mnmn measles ?

Mr. Rocers. A vaceination program is what T am talking about.

Dr. Stewarr. The Vaccination Assistance Act expires in 1968 and
we think that this ean be included in the Public Law 749 extension
act that we are talking about.

Mr. Rocers. Wait. TLet me get this clear. Are you asking for
renewal of the vaceination program or not?

Dr. Stewarr. No: we are not.

Mr. RoGers. lnu are not?

Dr. Stewarr. That is correct.

Mr. Rocers. There is a German measles problem and maybe a break-
through.

Mr. Carrer. That is a distinet disease?

Mr. Rocers. So was the vaccination program for distinet diseases
as I understand it.

Dr. Stewart. At the present time with the German measles vacecine,
of course, it is still in the research stage. We don’t know whether
there will be a breakthrough to an available vaceine.

Mr. Rocers. You don’t think we need a continuation of our vaceina-
tion program?

Dr. Stewarr. We think this can be built into the normal program
that we have in parts of Public Law 89-749.

Mr. Rocers. Then there is some flexibility there?

Dr. Stewarr. There is flexibility to the point at which vou suddenly
need to move on amn(\thnw I'f a breakthrongh on a vace ine should
occur right away, assuming that Public Law 89-749 had been imple-
mmltwl ‘the thf(“-‘h.l\(‘ ‘l]ll‘.l(h got programs going under these funds.

Ilmn flexibility is on a year- |n year basis, too.

Mr. Rocers. Don't you have the flexibility to work in any vacecine
that comes in?

As I recall, we gave the H[‘f'ut(u\ the authority to say which vac-
cine would be used or mvlmhnl in case of breakthrough. We spe-
cifically made provisions in that law for him to have that authority so
that you could completely set aside one program for a minute if there
was a great emergency come through until you could get some addi-
tional fumla

Dr. Stewarr. That is correct, Mr. Rogers, but it could be that yon
have a year in which the States have used the money under the _present
Vaccination Assistance Act for their regular measles campaign, for
example.

Mr. Rogers. That is what T am saying. Yet you are not asking to
umrnnm it.? '

Dr. Stewarr. T think that we an-nurt.lllunf_r.l}mnt flexibility within
one item of the Public Health Service budget. We are t: III\mg about
flexibility because we h.l\'P S0 many items 411:[ one can’t tell what con-
tingencies are going to arise. It may be vaccine. It may be a disaster
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on an Indian reservation. It may be a disaster on our rivers. It may
be something else.

Mr. Rogers. We have a lot of flexibility there, particularly with our
comprehensive health policy that we just passed to give lump sums to
the States.

Dr. Stewart. That money is for the States to conduet their health
programs as they set priorities on a regular basis. It does not take
care of contingencies. They would have the same difficulty of meet-
ing contingenecies that we have.

Mr. Rocers. But you also have project grants that you are con-
tinuing for these contingencies?

Dr. Stewart. No: the project grants are not for contingencies.
The project grants are for special problems that are not national in
scope, or for initiating new programs or this type of thing.

They will be used in a regular movement of the health programs
within the State.

Mr. Rocers. Let’s get back to the central point, then. What are
you going to do about your vaccination program ?

Dr. Stewarr. Well, the vaceination program has now become part
of the regular program of the States.

Mr. Rocers. It 1s still being funded through that program, isn’t it ?

Dr. Stewarr. In part.

Mr. Rocers. How are you going to fund it ?

Dr. Stewarr. That money was to fund communities or States on
a project basis if they felt they needed the assistance and it can be
either for the purchase of vaceine or they can get the vaccine from
us. It also pays for the public information campaigns that go with
such programs.

Our program has shown that you can develop vaccination programs
but the vaccination effort is being built more and more into the regular
programs of health departments and other agencies in communities
and States,

Mr. Rogers. Where is the money coming from?

Dr. Stewarr. Well, it is coming from private sources. It is com-
ing from State and local governments.

Mr. Rogers. In other words, von are saying that it is not necessary
to have Federal funds for the vaccination programs now ?

Dr. Stewart. I think it is only necessary in the future to the extent
that the State would choose to use some of the Federal funds under
the formula grants in Public Law 89-749 for vaccination programs.
There is a vaccination program going all the time and the States use
these funds for special purposes under the Vaccination Assistance
Act but. with Public Law 89-749 they ecan build this into their normal
programnm.

Mr. Rocers. You mean for comprehensive health planning ?

Dr. Stewart. It is not in the health planning. It is in the section
of the Formula grants in Public Law 89-749 which were formerly cate-
oorized into heart disease, cancer, and so on, but are now a pool of
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funds to the States for the health programs that the States think are
important ones for them to be emphasizing within the State.

Mr. Rocers. That is the theory of the comprehensive health plan-
ning as I understand it, isn’t it.?

Dr. Stewarr. It is a major portion of the Comprehensive Health
Planning and Public Services Act, yes.

Mr. Roges. It is the total grant and they apportion ?

Dr. Stewarr. That is correct.

Mr. Rocers. You are saying that vaccination program would be
under that administration ?

Dr. Stewart. The vaccination program would apply within the pro-
gram of grants in Public Law 89-749 as the State uses this money for
1ts health programs.

Mr. Rocers. What T want to know is if you are taking away any
money by not continuing the vaccination program ?

Dr. Stewart. I don't think I would use that phrase “taking away.”
The authorization for 1968 in Public Law 89-749 is $6215 million and
if the Congress appropriates this fund it is an increase over last year’s
fund.

Mr. Rocers. But you are not asking for a continuation as such of
the vaccination program ¢

Dr. Stewarr. No. The whole idea of the formula and project grants
of Public Law 89-T49 was to consolidate the various categories of
grants we had in order to give the States and communities more flexi-
bility in meeting the problems they had.

Many communities have been able to put on vaccination campaigns
without Federal assistance. Others did not need it.

It varied, depending upon the resources they had available and
the community interest they had.

Mr. Rocers. Then you are saying that if you have a breakthrough in
measles they can program it in this overall program they have if they
want to put the priority on it.

Dr. Stewarr. This is correct ; yes.

Mr. Brown. Would the gentleman yield?

Mr. Rocrrs. 1 yield.

Mr. Brown. I would like to ask how much timelag there is between
proof of a breakthrough and the implementing of it would you es-
timate under normal circumstances?

Dr. Stewart. The breakthrough for use by the general population
would mean that the vaceine had been licensed.

Mr. BrowN. And is that prior to that established medically ?

Dr. Stewart. Prior to that is a process of experimenting with the
vaceine. Then there is the trial and error testing of the vaceine, mean-
ing the trial that is given in a population group to make sure that
it works. And by the way, this 1s a contingency that comes up every
once in a while,

We may have a vaccine that has been tested on small groups and
we suddenly need larger field trials. This is the next developmental
stage. We can rarely anticipate the field trial stage. It comes very
quickly because of the nature of the experiments,
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Mr. Brown. But you have that flexibility in the fund that you can
divert from other areas; in research, for example.

Dr. Stewart. No: we do not have the ability to divert funds for
these field trials and also for the implementation of a vaccine program
after it has been licensed.

Mr. Brown. You suggested beforehand—I am not talking about
after it has been licensed.

Dr. Stewart. We have the funds with which to do the basic research
on developing the vaccine and the testing of the feasibility.

Mr. Browx~. You can switch the vaceine to some other areas in the
basic research; can you not? You have that diseretion?

Dr. Stewarr. No. We have difficulty meeting contingencies of
need for large-scale field trials of a vaceine prior to licensing.

This situation emerged in the regular measles vaceine program and
it conld have been so in the polio vaceine development although that
was financed mainly by the polio foundation. This is one type of con-
tingency that can come up—the field trials of a vaccine.

Mr. I“mm\ ~. How would you resolve that?

Dr, Stewart. The field trials on the regular measles were conducted
in A f]ln a using money abroad rather than money of our own.

Mr. Brown. This is prior now?

Dr. Stewarr. Publie Law 480.

Mr. Brown. Prior to its being proven, proven in terms of licensing ?

Dr. Stewart. Prior to being licensed. There were massive field
trials in Africa.

Mr. Brow~. You don’t know whether this vaccine is yet good
enough to be licensed ?

Dr. Stewart. This vaceine is now licensed. At that time we did
not know that it would be licensed. We were as sure as one could be
before the field trials. The field trials in this instance depended in a
sense—the contingency that had come up, depended upon the availabil-
ity of Public Law 480 fundsin A frica

Mr. Brown. That is one ¢ t:n‘rmn‘vnc y that you handled but T would
like to return to my point of where you have established through field
trials and are ready for licensing.

How much leadtime is there here? I am trying to determine
whether or not there is, in fact, time for Congress to act and it seems to
me that Congress has gotten itself involved with the doctoring of the
economy by the 7-percent investment eredit suspension.

We are doing that on a month-to-month basis apparently. We are
acting on that kind of economic rate. Can’t we move on a month-to-
month basis, to appropriate funds for any breakthrough that comes in
medicine?

Mr. Rogers made the point that it takes a certain amount of time to
establish the validity of the vaccine, the treatment, the licensing, and
Congress is available.

Then you could say, “How about a contingency appropriation ?”

Mr. KeLry. Mr. Brown, I think that we all know that Congress has
demonstrated a capability of acting almost instantly if the reqmrement
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arose for it to do so. We have seen something go through the Con-
gress in a period of 24 hours when that is required, but 1 think if you
were to take the tradition as Mr. Cohen was suggesting on the h: wndling
of supplemental appropriations, you would find that the period from
the time that there was a determination of need until funds were
available to carry out that need by a supplemental appropriation
unul | range anywhere from 7 months to 2 months. It 1s also unlikely
that you can find anything except a very extraordinary incident in
which that time lag was Il‘-m than 2 months in duration.

We had an example of delulmu-nt involving viruses as the
potential causation of cancer, in which there was a desire to exploit
the research findings. In this particular instance the Congress became
aware of the problem concurrently with our becoming aware of it,
and prior to the actual submission of a supplemental appropriation
request. the Appropriations Committee took testimony on it and put
it into our regular appropriation bill which was then under considera-
tion by the Congress.

This was pr obab ly the most rapid method by which you could handle
that particular transaction. It took about 4 months from the time
that this illustration came up until we actually had the funds available.

Now, the particular problem that you were talking about on the
development of the German measles vaccine, this work is being done
in part by the Division of Biologic Standards of the National Insti-
tutes of Health.

This is a relatively small appropriation. The exact amount of it T
don’t recall, but it is an appropriation of less than $10 million that
relates to all of the problems associated with licensing biologic prod-
uets. Scientists in the Division are the ones that have done much
of the work on the development of this vacecine.

The Division does not have any resources except this small appro-
priation; and, if you want to move this project into expensive field
trials, at some particular point you have to find some way of doing
it, because within that appropriation, although you think of the Na-
tional Institutes of Health as being an organization funded in excess
of a billion dollars, when you take this into individual pieces, and the
planned use of those pieces, and the commitments that have already
been made against them, these amounts are not large.

In this partienlar instance, the problem is associ: wted with a very
small appropriation which is within the National Institutes of ”m'llh
But there is no availability for transfer of funds between the various
accounts of the National '!n-atiinfm of Health, so that whichever
account. has the responsibility is the one that has to organize and
fund it.

Mr, I{mm N. If Mr. Rogers will be patient with me for one moment,
further, let's go back to the example of the virus causal effect in cancer.

Let me ask you if in this 4-month lag which you described you had
actually any delay in putting the program into effect as a result of
that 4-month lag time ?
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Mr. Kervy. I think that we could have gained from the availability
of the 4 months in launching the exploitation of this finding. It
turned out to be a long-range investigation that has resulted from
this finding including the development of new facilities which had
never been developed before.

Mr. Brown. But with this kind of early commitment by Congress,
in other words, this willingness to take testimony in advance of the
actual presentation of the request for funds and so forth, isn’t it true
that you can also go ahead and begin to presume your plans and fre-
quently do perhaps up to the point where you take the legal steps to
put them into effect ; in other words, sign a contract or in effect commit
yourselves?

This is what I am trying to find out. How important is it that the
cash be on hand, :mdrlzow important is it that we presume that the
Congress is going to act fast enough ?

Mr. Kervy. 1 think your point is well taken and necessarily, in
order to carry out any amount of work, you have to do some planning.

The very presentation of a budget constitutes this planning, that
you have identified the problem, how you will appronc% the problem
and what the next steps are; but by and large, this is the planning
which was done prior to being able to present the estimate and prior
to being able to present testimony with respect to it so that this loss
of time is really occurring to a marked degree after this initial pre-
liminary planning has been done.

Don’t misunderstand. You know, and I know, that we do divert
staff resources to try and get as far along as we can in moving down
the road. I thing that we have had examples in the past that indicate
the extent to which a greater degree of flexibility would have been
useful.

I think that you can foresee this problem occurring in the future
that makes this an important piece of flexibility for the Secretary.
We are not asking, however, in any sense as I see it for a blank check.

One, we are asking for the legislative committees to authorize the
use of a contingency fund. We are asking for the appropriations
committees to then implement that provision and tell us each year
that we are authorized to use it and the extent that we can use it.

We are suggesing that we give to the Congress a report 10 days in
advance of its use of our intention to use it and an annual report on
our use of the fund.

Mr. Jarmax, The Chair hates to interrupt, because this is an im-

ortant and, perhaps, maybe a controversial part of the bill before us,
Eut I might point out that we do hope to finish with this part of the

hearing by 12 o’clock this morning, since we have a full agenda of
witnesses for tomorrow. If that deadline can be kept in mind with
several other members of the committee yet to ask questions, the Chair
would appreciate it.

Perhaps this matter can be developed more completely from the
Secretary and Mr. Kelly, and others, in the materials which vou sub-
mit to the committee, y

T7-80T—67—5
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Mr. Kerry. We would be glad to submit data on the time lag in-
volved in receiving supplemental appropriations.
(The information follows:)

Chronological history of Department of Health, Education, and Welfare supplemental
appropriations, fiscal years 196267

[In thousands of dollars]

Approprintion Act . I Date requested Date
enacte { enacted

Supplemental Appropriation Act, §1,125, 222 . ] : Sept. 30, 1961
1962,
Department of Health, Educa- 253, 579 | July 13; 1961 (H. Doe. &
tion, and Weilfare items. 1l (H. Doe. 217); Aug. 1
(H. Doe. 224); Sept. 18, 1061
(8. Doe. 51).
2d Supplemental Appropriation Act, e
1062,
Denartment. of Health, Educa- i, 526 | Feb. 7, 1862 (H. Doc. 333); Apr. 3
1, and Welfare items. 1962 (8. Doe. 83)
Bupplemental Appropriation Act, 467, 230 S — N i hE
1963,
Department of Health, Fduca- 216,753 | Aue. 13, 1962 (H. Doe. .fa}-tl:Sem._ 28,
tion, and Weilare items. 1062 (8. Doe ; I - Doe. 514 re- |
stbmitt Fab. 7, 1063 (H. |
Doe.61); Feb. 11, I'mhll Doec. 63). |
Supplemental appropriations, De- | 280, 688 T = feb. 10, 1064
partment of Health, Eduecation,
and Wellare, 1964,
Department of Health, Educa- 280,258 | Nov. 21, 1963 (H, Doc. 174): Jan.
tion, and Welfare items. 21, 1964 (H. Doc. 203).
Deficiency Appropriation Act, 1964__ _ , oo4, 687 ... ks e _ 9, 1964
Department of Health, Educa- 160, 350 | Jan. 21, 1964 (H. ]"Ha(!, '.![}:s.; May 25,
tion, and Welfare items. 1965 (8. Doc. 77).
Bupplemental Appropristion Aect, 117,196 |. st e ot, 7, 1004
1965 |

l]{!l]:lflllll’]it of Health, Ednea- 69, 750 | July 20, 1964 (H, Doc. 318): Aug. 14,
tion, and Welfare items. 1964 (L. Doc. 342)

2d Supplemental Appropriation Act, 2,227, 564 . . 30, 1965

1945
Department of Health, Educa- 446,374 | Mar. 2, 1065 (H, Doe. 98): Mar, 15,
tion, and Wellare items. 1965 (H. Doc, 110); Mar. 15, 1965
(H. Doe. 111); Mar, 16, 1965 (H.
Doe, 119),
Departments of Labor, and Health, . 223, 182 - ienieaa.| Bept, 23, 1068
Education, and Wellaore Supple |
mental Appropriation Act, 1966 |
Department of Health, Edueca- | , 066, 655 | Apr. 10, 1065 (H. Doc. 147); Apr. 22, |
tion, and Welfare items. 1965 (H. Doc. 148); June 24, 1965 |
(H. Doe. 220). |
Supplemental  Appropriation  Act, 4, 741, 045
1666
Department of Health, Eduoca- 577, 821 \HJ" ""- I'lm IIE
tion, and Welfare items B! (F

r.'| n’n:
| Oet, 18, 1965 (8.
Second Bupplemental Appropriation 2,788, 143 May 13, 1966

rt of Health, Educa- 908,070 | Feb. 14, 1966 (H. Doc. 380); Feb. 21,
tion, and Welfare items. 1066 (H. Doc. 383); Mar. 8, 1966 |
(H. Doe. 405).
Supplemental  Appropriation Aet, [ i . 27,1966
1§

Department of Health, Educa- 2,177,179 | Jan. 24, 1966 (H. Doe, 335):
tion, and Wolfare items. 1 (H. Doe, 508); Oct.,
5 June 24, 19
. 6); st 17, 1966 (S,

Mr. Jararan. Mr. Rogers?

Mr. Rocers. Ihave no questions.

Mr. Jarman, Mr. Nelsen ?

My, Nersen. Thank you, Mr. Chairman,
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Recently, I received a letter from Dr. Vail, of Minnesota, dealing
with the question of flexibility in the program and here is what he
said:

I would bring you up to date on some of the problems we are having in imple-
menting the Federal provisions at the state level, at least here in Minnesota.

The simplest way to do this, it seems to me, is to send you copies of the letters
that I have written to Senator McCarthy and Representative Rogers, together
with the stock answer received from the Department of Health, Education,
and Welfare.

There is nothing to add to this point. I think our quarrel is not with the
theory of the Federal concept of community mental health centers, but with
the administratives practice, especially the requirement to prepare cumbersome
plans for mental health centers in addition to the regular mental health plan
which we write each year in order to qualify.

Generally, I would have to say that I favor the categorization of the welcom-
ing of the correction of one comprehensive plan to the state of mental health
programs that would require one plan for the entirety of the state mental
health program.

I recall a meeting at the White House a couple of years ago in which
it was the declared intention of HEW to move in the direction of
giving the State more flexibility in the use of the funds. In some of
these community health centers the facilities are there, and the staffing
problem is more important than the bricks and mortar. In other cases
the opposite is true.

I wonder if you wish to comment on this particular complaint ?

Mr. Conen. Yes. Let me make a brief statement and then T will
ask Dr. Yolles to talk abont it.

I also received a letter from Dr. Vail and I suppose I gave him what
he refers to as a “stock answer.” But I do wish to say that at the time
I received his letter, T immediately communicated with Dr. Yolles,
who is in charge of this program, to study the points that Dr. Vail
made,

I established, at least to my own satisfaction, though perhaps not
to Dr. Vail’s, that we were trying to do two things that make it very
difficult to carry out what Dr. Vail had proposed.

On the one hand, it is the professed objective both of the President
and the Department, to give the States and the localities a greater
degree of discretion in the use of Federal funds. But at the same time
both the substantive committee—(this committee)—and the Appro-
priations Committee hold us responsible for making an account of our
stewardship in terms of what the money was appropriated for. Many
of the so-called provisions and restrictions or requirements in the
submittal of information, particularly those of which Dr. Vail has
sometimes been critical are an attempt to be able to supply the sub-
stantive committee and the Appropriations Committee with all the in-
formation that they think is necessary to assure that Federal funds
have been spent for the purpose for which they were appropriated.
That requires us to collect a good deal of information to assure our-
selves that the money has not been misspent, that is, misspent in the
sense of not having been directed toward the primary purpose for
which Congress appropriated the money.

I do think that there is a basis for giving the States more flexibility
in programs once the program has been started. You will recall, for
example, that we came in here 4 or 5 years ago requesting that the
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States be given greater flexibility in the Hill-Burton program for
modernization.

The committee very seriously restricted our ability to give the States
that flexibility because they said, “We want to see this primary ob-
jective retained.” T would say, Mr. Nelsen, that while the objective
15 sound, I think that also our administrators feel that we must be very
carefully responsive to the congressional will. We want to be sure
that we can account for the money in térms of the authorization that
Congress has given us.

Perhaps Dr. Yolles would like to amplify on that in terms of Dr.
Vail’s points.

Dr. Yorres. I would like to comment briefly, Mr. Nelsen.

I might say that I have commented on this point before regarding
Dr. Vail. Dr. Vail’s principal concern is with the “minutiae” as he
calls them, of the State plan which must be submitted.

There are certain requirements in Public Law 88-164 which T con-
sider to be very wise provisions of the Congress.

Before one sets up a program, especially in a field like mental health
where there is such a tremendous need for services throughout the
United States, the State must take into account which of its own areas
have the greatest need. It needs to divide the State into areas which
set forth the relative need for services.

It must also provide in the State plan an inventory of resources
and services that presently exist so t}lat these can be built into and
not be duplicated by the new service to be rendered. It is this type
of requirement which is in the law that Dr. Vail objects to.

Perhaps my last point is not entirely germane. However, it is that
Dr. Vail has been the most outspoken objector to this requirement for
providing such information and yet he was the first to submit a State
plan in excellent form. \

Mr. Neusew. I ap})reciate the problem you face and might also

mention that obviously, you are moving in the direction of attempting
to provide for greater flexibility which T think is the direction in
which all of us would like to move.

At the same time, T understand your concern. Gefting to section
401(e) of the bill, this, of course, will also provide for the mental re-
tardation centers; would it not?

Dr. Yorres. Section 401(e) provides for altering the definition of
the term of construction to allow for the acquisition of existing build-
ings,

Mr. Nersex. Yes. Getting back to my problem of mental retarda-
tion day care centers and training centers, this has been an obvious
area where attention is needed.

Out in my district we have under the poverty program one day
care center and staffing is a tremendous problem. We have another
one, using the little school building that T have talked about so many
times, now under operation largely through voluntary subseription.

As far as acquisition of buildings is concerned, this seems to be the
lesser of the problems. We find many hospital buildings that are
vacated because they need new and larger facilities.

We find many school buildings vacated, very good centers with
playgrounds and what-have-you. Looking to the future, is there a
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possibility that we may be able to move not in the area of spending
money on acquisition but more with the idea that we can give some
help to staffing? Certainly there is a very, very erying need in many
of our communities.

I hvl'un other legislation may touch on that.

Dr. Stewarr. Yes, Mr. Nelsen, there is legislation before the Con-
gress 'I'm consideration of the staffing of the me ntal retardation cen-
ters, modeled very much like the initial staffing in the mental health
centers.

In the amendment of section 401 (e) by inserting the word “aequi-
sition” after “new buildings,” it would applv to both the mental re-
tardation and the mental health legislation.

Mr. Nersex. Now, in your statement, on page 9, vou say that H.R.
6431 “would continue the staffing grant program in its present form
for an additional 4 years.”

In this staffing grant program you presently have, would money
be available to a day care center, a mental retardation day care center?

Dr. Stewarr. Noj this money is for the staffing of the comprehen-
sive mental health centers. There is other legislation before the Con-
gress which proposes the staffing of mental retardation centers.

Mr. Nersen. Thank you. X

And the money that was spent on the Tacoma and Minneapolis
centers was not in bricks and mortar but more altogether in staffing,
almost altogether in staffing ?

Dr. Youres. A good part of it.

Mr. Newsen. Thank you.

T have no more questions, Mr. Chairman.

Mr. Jarymawn. The chairman of our full committee is with us this
morning and I would like at this time to call on the chairman.

Mr. Staceers. Thank you, Mr, Chairman. T would like to ask Mr.
Cohen just one or two questions because I don’t want to take up the
time of the committee.

What is the National Institute of Mental Health doing to improve
the care available to patients in the existing State mental hospitals?

Dr. Yorres. Mr. Staggers, as you may recall, at the hmo that the so-
called new national mental health program was devised in 1963 as a
complement to the Community Mental Health Centers Act, we made
funds available for demonstrations of improved care and treatment
of the mentally ill in hospitals.

This was a grant program available to all institutions for the men-
tally ill and mentally retarded in the United States. Each could
app]v on a r:ompontmn basis for a grant of $100,000 each year for a
period of 10 years to improve care and treatment.

These grants have resulted in some of the most interesting and con-
structive tvpm of treatment programs and have aided in the release
of many thousands of patients from mental hospitals. This is an
interim program until the community mental health centers can take
over the burden of the treatment of the mentally ill.

Mr. Staceers. Are there any of the States that do not have an ap-
proved plan for community health centers?

Dr. Youres. At the present time there is only one State that does not
have an approved plan but we expect that before the fiscal year is
out that that plan will have been approved.
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We are in consultation with the State and they are making modifica-
tions of the plan which will make it approvable.

Mr. Sraccers. You expect to have that one?

Dr. Yorrres, Yes, we do. _

Mr. Staceers. That is all, Mr. Chairman. Thank you.

Mr. Jararan. Dr. Carter.

Mr. Cawter. Certainly, I was impressed by the statement, Mr. Cohen,
and also by the impressive charts. About the contingency fund, I
would like to know if you have available statistics concerning deform-
ities and still-born children resulting from German measles each year.

Do you have that at hand ?

Dr. Stewarr. Mr. Carter, I don’t have it at hand, but I can get
this data for you if you wish it.

(The information requested follows :)

It is conservatively estimated that the 1964—65 German measles epidemic re-
sulted in upwards of 30,000 abnormal pregnancies. In addition to thousands of
fetal and newborn deaths, some 20,000 infants were born crippled with such
defects as cataracts, deafness, mental retardation, and heart disease. Assuming
that a vaccine had been ready for use or for testing in 1964, many of these deaths
and abnormalities would have been prevented.

Mr. Carrer. T think that would be quite interesting since it is ad-
mitted that a delay of from 3 to 7 months takes place in securing an
appropriation for vaccination in such cases and we could easily take
that proportionate part of a year and estimate the number of deaths
and deformities which would result from the lag in an appropriation
which could be prevented by your contingency fund.

That is all T have to say.

Thank you very kindly.

Mr. Jarman. Mr. Brown?

Mr. Brow~. Mr. Cohen, I wonder if I could ask a couple of ques-
tions to verify some figures.

New members of the committee have to be educated in the use of
figures which the rest of the committee may feel very familiar with but
I personally am not.

The $20 billion a year cost, would you work that up for me a bit?

Mr. Counen. Yes, the estimate of the $20 billion in the economic cost
is composed of estimates giving the loss of output due to individuals
who have to withdraw from the labor market, or from their other oc-
cupations, the loss of tax revenue that is involved in their not work-
ing, and in the additional cost for treatment and prevention.

As I said, the treatment and prevention cost is in the neighborhood
of $4 billion a year at the present time. The estimated loss in tax
revenues for people who can’t work is about $314 billion. The re-
mainder largely 1s due to the loss in the output because of inability
to work or conduct their regular occupations.

Mr. Brow~. And this is based on how many mentally ill people?

Mr. Conex. This is an annual cost based upon the estimated inei-
dence of mental illness at the present time.

Mr. Browx. Or those who are mentally ill and not hospitalized.

Mr. Conex. Yes, including the hospital costs which, of course, are
the largest costs. Of the $1 billion, about $214 billion is inpatient
hospital care, and roughly about $1 billion is outpatient care.




MENTAL HEALTH CENTERS CONSTRUCTION ACT EXTENSION 65

Mr. Brow~. If I understood the figures presented on the charts,
there are 702,000 persons in mental hospitals at present.

Mr. Conex. No: that would have been the number; 700,000 would
have been the number if the projections from years prior to 1955 re-
mained correct.

Mr. Brow~. Would have been. Are you using those figures?

Mr. Conen. No; I am using the 1966 figures of the people who were
actually, first, hospitalized ; second, had a spell of mental illness that
required outpatient care; and third, had to withdraw from the labor
market because they had a period of mental illness.

Mr. Browx. 452,0007

Mr. Comex. Well, 452,000 is the total that were in a State or local
mental hospital. That does not include the people who have out-
patient care, or who were treated by the psychiatrist in his office.

Mr. Brow~. May I have those figures?

Mr. Comex. Would you like the detailed figures?

Mr. Brown. 1 would like to get those.

Mr. Conex. T will be glad to get that information for you and supply
it for the record, yes.

Mr. Browx. T would appreciate that.

(The information requested follows:)

The number of patients resident in State and county mental hospitals at the
end of December 1966 was 426,300,

The estimated number of patients receiving outpatient psychiatrie services in
1966 was 1,885,000. This includes patients under eare in outpatient psychiatric
clinies as well as those receiving private psychiatrie care,

Mr. Brow~. May I ask one other question in connection with the
decline in these figures of people in mental hospitals. The problem
of narcotics generally in the Nation—has this had an appreciable effect
on these figures, or do you estimate that it may have an appreciable
effect, and is it included in these ficures here?

Dr. Yorres. A small percentage, Mr. Brown, of that number would
be accounted for by narcotics addiction. By and large, addicts are
not hospitalized in State or county hospitals. There are a total, it is
estimated, of about 60,000 in the United States at the present time.

That is an estimate by the Federal Bureau of Narcotics.

Mr. Brown. Do you have any figures to pick out of this number,
those whose mental incapacity may be the result of narcotics use?

Dr. Youres. It. would be rather diffieult to do, Mr. Brown. We
can give you figures on narcotic addiction and losses due to narcotic
addition but to relate that to an inhospital population would be rather
difficult.

Mr. BrowN. In other words, I am trying to determine whether they
have people in this ficure who are in the hospital because of the use
of narcotics or hallucinogenic drugs?

Dr. Yorres. Relatively few,

Mr. Brow~. You have no exact figure?

Dr. Yorues. No exact figure.

Mr. Carter. I notice that there has been a decrease in the number
of inpatients of institutions from 702,000 to 452,000. That, of course,
is due to more than one thing, is it not? '

Dr. Yortes. Yes, sir.©

Mr. Carrer. New drug therapy for mentally i1l patients as well as
new methods of treatment and establishment of centers.

Thank you, sir.
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Mr. Browx. And it is due also to the fact that some people are being
returned home as part of this therapy more quickly.

Dr. Yorres. In part, yes, and also due to the availability of com-
munity facilities to treat them in the community with a more inten-
sive sort of treatment.

Mr. Brown. T have no further questions, Mr. Chairman.

Mr. Jararan. Mr. Secretary, you referred on page 13 of your state-
ment to the botulism problem out of which an emergency situation
arose in fiscal year 1964. I would only comment that this subcom-
mittee played an active part in that problem with correspondence with
the Food and Drug Administration and with the Public Health Serv-
ice and it might be well to include without objection at this point in
the hearing the correspondence that the subcommittee had with those
agencies,

(Correspondence referred to follows:)

Housrk oF REPRESENTATIVES,
CoMMITTEE ON INTERSTATE AND ForEIGN COMMERCE,
Washington, D.C,, November 26, 1963,
Hox, GEOrRGE P. LARRICK,
Commissioner, Food and Drug Administration, Department of Health, Education
and Welfare, Washington, D.C,

DeAr CoMMISS10NER LARRIOK : I have become concerned lately, as I know you
have also, over the recent outbreaks of botulism poisoning in the United States,
arising first out of certain fish products, and more recently out of imported
canned liver paste.

I understand that technological studies are being made to develop practices
for long-range application to prevent botulism. I would appreciate it if you
would send us a report on the current status of these studies.

Sincerely yours,
KENNETH A. ROBERTS,
Chairman, Subcommittee on Public Health and Safety.

DEPARTMENT OoF HEALTH, EDUCATION, AND WELFARE,
Foop AND DRUG ADMINISTRATION,

Washington, D.C., December 10, 1963.
Hon. KENNETH A. ROBERTS,

House of Representatives,
Washington, D.C.

DeaAr Mr. RoperTs : We have your letter of November 26 referring to the recent
outbreaks of botulism. You are entirely correct in your understanding that this
is a matter of deep concern to us and we have been anxious to do everything
possible to acquire the necessary facts which will lead to the prevention of further
outbreaks.

The problem, as we see it, breaks down into three parts at the present time
and we are enclosing three summaries which discuss the problems in brief and
outline the steps which are being taken to try to solve these problems.

If we can supply further information please let us know.

Sincerely yours,
JOHN L. HARVEY,

Deputy Commissioner.
[Attachment 1]

Tyre E Borurism FroMm Smoxep Fism

DecEMeer 9, 1963,
Three outbreaks of type B botulism have been traced to smoked fish products
in the past three years. An outbreak of three cases (two fatal) in Minneapolis,
Minnesota in September 1960 was traced to a vacuum packed plastic bag of
smoked ciscoes packed by a Wisconsin firm. An outbreak in the Tennessee-
Alabama area in September-October 1963 resulting in 14 cases of type B
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botulism, with at least five fatalities, was traced to one shipment of 175 lbs. of
vacuum-packed smoked chubs shipped by a Michigan firm to a grocery chain
warehouse in Nashville, Tennessee in late September. This shipment was
unrefrigerted for a period of four or five days before receipt at the warehouse,
The third outbreak involved the death of a man and wife in Kalamazoo, Michigan
in early October, 1963 from eating part of a three to five pound smoked whitefish
purchased during a weekend trip in upper Michigan. The source of the fish could
not be determined but it is believed to have been a whole, smoked fish, not packed
under vacunm,

The prior history of the package of smoked ciscoes implicated in the Minne-
apolis outbreak could not be determined. Toxin could not be demonstrated in
other packages of smoked ciscoes from the same firm and bacteriological tests
of some 600 fish from this and another manufacturer failed to reveal C. botulinum
type B. This was the first known outbreak of type E botulism from domestic
commercial fishery products.

Further studies and investigations earried out at that time included—

1. Inoculation studies in smoked ciscoes to determine the role of vacuunm
packing in growth and toxin formation by C. botulinum type E under various
storage conditions.

2. An inspection survey of 13 fish smoking establishments producing
smoked fish by the “hot smoking” process in various parts of the country to
determine temperatures, times, and control procedures used.

8. A study or representative samples of bulk-packed and vacuum-packed
smoked fish for differences in composition (moisture and salt) which would
influence growth of the organism.

In brief, these investigations showed that €. botulinum type E can develop
toxin in smoked fish exposed to air as well as under anaerobic conditions in
vacuum packages without obvious signs of spoilage; that vacuum packing sup-
presses surface molds and spoilage organisms, greatly extending the shelf-life of
the product; that smoking times and temperatures are not subject to measure-
ment and control in commercial operations, the process being an “art” rather
than a science: that the composition of bulk and vacuum packed products are
essentially the same, though subject to considerable variations.

It was concluded that further studies on the problem were necessary and
should include—

1. The occurrence or incidence of type E spores in fresh water lakes
(Great Lakes).

2. The occurrence of these spores in commercial smoked fish products
and in fish-smoking plants.

3. A determination of the number of spores necessary to initiate toxin
production under various time and temperature conditions,

4. A determination of processing requirements and moisture and salt
levels in smoked fish necessary to destroy the organism or inhibit its de-
velopment.

Laboratory studies on €. botulinum type E continued through 1961. When
it became apparent in early 1962 that our manpower, facility limitations and
logistics problems would not permit all the proposed research to be undertaken
by existing FDA staff, it was decided to proceed through research contracts at
suitable universities. Negotiations were initiated with representatives of the
Universities of Wisconsin and Washington in July 1962. A final contract with
the University of Wisconsin was signed in June 1963, although laboratory re-
search on methods was initiated there at an earlier date in anticipation of ac-
ceptance of the contract. Work is in progress and preliminary reports have
been received on the occurrence of €. botulinum in fresh fish from the Great
Lakes area. The University of Washington was unable to complete contract
proposals because of personnel, facility, and space limitations.

The actions taken by the Food and Drug Administration as a result of the re-
cent outbreaks from smoked fish are essentinlly covered by the enclosed press
release of October 25 and enclosed “Report of FDA Advisory Committee on
Botulism Hazard” and statement of “Facts Underlying FDA Recommendations.”
Following discussions with members of the smoked fish industry and a National
Fisheries Institute Committee the enclosed additional press releases of October
29 and 30 were issued.

The National Fisheries Institute set up a special committee which has ad-
vised us of plans being developed for a substantial amount of investigatory work
from the botulism standpoint dealing with the handling and processing of fish.
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Each of the 18 FDA Districts is collecting representative samples of smoked
fish products produced in its geographical area. These include representative
samples of imported smoked fish products previously distributed in their area
and are sampling all current entries of imported smoked fish,

Eight field laboratories are engaged in examination of these samples for the
presence of C. botulinum type B. Because of our limited facilities, this repre-
sents the maximum number of field laboratories that are equipped to handle this
work.

The field Districts are currently making inspection of all manufacturers ship-
ping smoked fish products in interstate commerce (except Alaskan firms which
are being covered by local officials), and in addition, they are inspecting selected
manufacturers who ship only in intrastate commerce. During these inspections,
they are determining the source of raw material, general sanitary conditions,
detailed manufacturing processes, type of equipment being used, and quality
controls exercised.

In addition to the extensive work in progress in FDA laboratories, the follow-
ing steps are being taken :

1. To provide additional financial support under the University of Wisconsin
contract to expedite the survey of type E contamination in the Great Lakes
area and to enlist the cooperation of the Burean of Commercial Fisheries, De-
partment of Interior, in support of sampling operations in that area.

2. Contract negotiations are in progress with Oregon State University to un-
dertake an ecological survey of C. botulinum type B in marine fish and environ-
ment, and in smoking establishments in the Pacific Northwest.

3. To cooperate and coordinate FDA investigations and research with similar
programs contemplated by the Bureau of Commercial Fisheries of the Depart-
ment of the Interior, the Public Health Service and industry groups.

[Attachment 2]
Tyere B Borurisy From CANNED Tuxa Fisum

DecEMBER 9, 1963.

The emergency measures taken by the Food and Drug Administ ration, State
and local officials to remove the offending tuna fish from the market and con-
sumer's shelves as a public health measure are well known and will not be
repeated here. Some 85,000 cases of tuna fish returned to or remaining in the
warehouse of the packer (Washington Packing Corporation, San Francisco, Cali-
fornia) have been dest royed under the supervision of California State anthorities.

In the follow-up investigation of the 1962 Detroit outbreak, FDA inspectors
examined 650,000 individual cases of the California firm's tuna fish in shipments
distributed throughout the counfry. Nearly 3.300 cans or 0.5 of these cans
were classed as abnormal, a large proportion of which consisted of defective
closures of the can lids applied at the cannery. Among such defective cansg 22
were found to contain €. botulinum and many additional eans were contaming ted
with non-toxic microorganisms, By contrast, abnormal cans were rare in the
shipments of other tuna packers and no evidence of significant contamination
was found.

C. botulinum type B was isolated from four locations in the Californin plant
on the equipment used for handling the filled and sealed eans fallowing heat
processing. Since the processes applied were adequate to destroy €. botulinum
it is clear that the product in defective containers heeame con aminated after
this heat processing,

We are most concerned with measures to prevent a recurrence of this episode,
Among snch measnres are—

1. Efforts are continuing to determine the basic reason for the defective
can closures in the California plant since it s still not elear whether this
resulted from malfunction of can closing machines, faults in ean structure
or other factors.

2. Baeteriologieal studies have been condueted in other tuna eanneries to
detect possible sources of contamination with €. botulinum. Findings have
been negative,

3. Ultimately, the safety of canned goods depends upon the exercise of
strict control of can sealing and processing operations on a continning basis,
This is essentially a commercial necessity to avoid health hazards and losses
through spoilage. We have sought advice from outside experts in the
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canning area, and we are programming increased inspection activities to
check on the adequacy of controls exercised by canneries.

4. We are also examining potential problems which may arise in con-
nection with new ean making techniques and materials, from damage result-
ing from high speed ean handling equipment, and from sanitation problems
which may ocenr with improperly designed equipment.

The National Canners Association has pursued investigations in this area to be
sure that its technical recommendations to all canners are the best available.

[Attachment 3]
CrosTRIDIUM Borurninusm B 18 CANNED Liver PAsTE

DECEMBER 9, 1063,

In late October, the Commissioner of Food and Drugs was advised by the
Canadian Food and Drug Officials that canned liver paste packed by a firm in
Montreal, Canada, had been responsible for the death of one person, the illness
of another, and the suspicion that the product was responsible for the illness
of several others, Examination by the Canadian authorities revealed O.
totulinum type B in the remaining portions of the sandwich consumed by the
deeeased and in an unopened can obtained from the market.

Two shipments had been made to the United States, one to a firm in the New
York City area and the other to a firm in New Jersey. Of the first shipment,
most of the distribution had been made in New York City, but a few cans
had been shipped to areas covered by six of our Food and Drug Districts.
Publicity by the New York City Health Department in all local news media
together with immediate investigation by the FDA resulted in recovery of the
redistributed lots.

The second shipment was found to be largely intact with destination of the
remaining portions known to the firm who advised all consignees by telegram
and by letter of the circumstances. This prompt action resulted in recovery
of the major portion of the outstanding lots.

Examination of samples by FDA revealed a number of cans to be visibly
abnormal and contents to be obviously spoiled and contaminated by miero-
organisms ; however, no €. botulinum was recovered,

Since this is a meat and food produet, it was under the jurisdiction of the Meat
Inspection Division of the U.S. Department of Agriculture at the time of entry
into the United States. We promptly supplied that agency all of the facts
available. We have no information to indicate that any spoilage was detected
by them on examination at the time of entry. Informal information received
by the Canadian anthorities indicates that the manufacturer may not have been
subjecting the product to sufficient processing temperatures to insure destruc-
tion of €. botulinum and of spoilage microorganisms.

We and the Department of Agriculture are continuing to try to get additional
information abont this incident.

House oF REPRESENTATIVES,
CoMMITTEE ON INTERSTATE AND ForeIGN COMMERCE,
Washington, D.C., December 11, 1963.
Hon. Jou~ L., HARVEY,
Assistant Commissioner,
Food and Drug Administration,
Washington, D.C.

Dear ComMIsstoNEr HARVEY : Thank vou for your letter of December 10, 1963
together with enclosures replying fo my letter of November 26 relating to recent
onthreaks of botulism, and ontlining the steps which are being taken to meet
the problems arising out of these operations.

Wonld vou please let me know if at the present time there is any action that
the Congress conld take which micht aid in the s=olution of these problems,
insofar as concerns programs administered by the Food and Drug Administra-
tion. T am also writing to the Surgeon General coneerning this subject.

Sineerely yours,
Kex~ETH A. ROBERTS,
Chairman, Subcommittee on Pulliec Health and Safety.
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE,
Foop AXD DRUG ADMINISTRATION,
Washington, D.C., December 24, 1963.
Hon, KENNETH A. ROBERTS,
House of Representatives,
Washington, D.C.

DeAr Mz, Roperts : We have your letter of December 11, 1963, concerning pos-
sible action by the Congress to help solve the problems relating to the recent
outbreaks of botulism.

We appreciate your interest in this matter and thank you for your offer to
help meet the serious problems created by the contamination of fish with
botulinus B organisms. It may well be that Congress can take action which will
aid in solving this problem. We are not, however, in position at this time to
make any specific recommendations for Congressional action. We believe we
shounld continue our current investigations to develop mere information before
reaching any decision about the adequacy of the present statute.

If we can supply further information or otherwise be of assistance in this
connection, please let us know.

Sincerely yours,
Joux L. HArvVEY,
Deputy Commissioner.

HousE OF REPRESENTATIVES,
COMMITTEE ON INTERSTATE AND FOREIGN COMMERCE,
Washington, D.C"., December 11, 1963.
Dr. LurHER L, TERRY,
The Surgeon General,
Public Health Service,
Washington, D.C.

Dear Dr. TErRrY : T have become concerned recently over recent outhreaks of
botulism in the United States, and have been in touch with the Food and Drug
Administration concerning measures which they are taking leading to the pre-
vention of further outbreaks.

Would you please let me know what the Public Health Service is doing in the
field of botulism, specifically with reference to insuring adequate supplies of
necessary antitoxins in the United States.

Sincerely yours,
EeNRETH A. ROBERTS.
Ohairman, Subcommittee on Public Health and Safety.

DePARTMENT OF HEALTH, EDUCATION, AND WELFARE,
Punric HeautH SERVICE.
Washington, D.C., January 2, 196}.
Hox. KENNETH A. ROBERTS,
Ohairman, Subcommittee on Public Health and Bafety, Committee on Inter-
state and Foreign Commerce, House of Representatives, Washington, D.C.

DeAR MR. CHATRMAN : This is in reply of your letter of December 11, 1963. The
Public Health Service shares your concern over the recent ontbreaks of botulism
in the United States and has taken concrete steps to fulfill its responsibility in
the control of botulism.

The Communicable Disease Center in Atlanta has recently purchased supplies
of hotulism antitoxin that can be used for the treatment of Type E botlulism.
This material is currently being tested for potency and when these tests are con-
pleted, the State Health Departments and all hospitals will be notified that this
material is avaliable at any hour by calling the Communicable Disease Center.
Negotiations are being conducted with producers of botulism antitoxin to in-
crease the available supplies. Unfortunately, the production time approaches
two years. The material now available at the Communicable Disease Center
will act, however, as an emergency stopgap supply.

In addition to the procurement of antitoxin, the Public Health Service is in-
creasing its activities in consultation, research and fraining. Courses in
diagnosis and detection of botulism are scheduled at the Communicable Disease
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Center and the Robert A. Taft Sanitary Engineering Center. In Conjunction
with the latter course, a seminar on botulism will be held in Cincinnati.

I hope this answers your questions, but if I can be of any further assistance,
please feel free to call on me.

Sincerely yours,
LuraERr L. TERRY,
Surgeon General.

Mr, Jarmax. Mr. Rogers.

Mr. Rogers. Mr. Chairman, I notice from the tables for measles
that you have made considerable progress with the vaceination pro-
gram against measles, Dr. Stewart.

Dr. Stewarr. Yes, sir.

Mr. Rocers. From 1963 to 1964, when you almost hit 32,000 cases,
you are now down to 2,000?

Dr. Stewarr. That is correct. This year we are having our measles
eradication eampaign which the President announced and we are
having great success and hope to reach our goal of eradication.

Mr. Rocers. T notice that where you have a vaceine for, I presume,
the regular measles as distingnished from german measles, that there
are more of the common ecases than there are of the german measles?

Dr. Stewarr. Well, there have always been more of the regular
measles than the german.

Mr, Rogers. I mean, even with the vaccine.

Dr. Stewarr. There is no vaccine for german measles.

Mr. Rocrrs. But we have it for the common measles?

Dr. Stewarr. That is correct.

Mr. Rogers. Yet with the vaceine program we still have more of
those than of the german measles?

Dr. Stewarr. It is more common than the german measles. Regu-
lar measles is a universal disease. Everybody has it. German mea-
sles is a less common disease. It occurs across a period of time.

Mr. Rogers. I understand that. The point T am making is that
here we have a vaccine and we have had quite a number take the vac-
cine, I presume?

Dr. Stewart. This is correct.

Mr. Rocers. Or we wouldn’t have made such progress since 1963.

Mr. Carrer. Mr. Chairman, will the gentleman yield?

Mr. Rogers. Yes.

Mr. Carrer. That was only made available in 1966 publicly so that
we could hardly expect immediate eradication. T want to assure the
gentleman that according to the best authorities I know of it will be
eradicated within the next year.

Dr. Stewart. Mr. Rogers, if this occurs it will be the first time in
the history of man that we have eradicated a disease in a 2-year or
3-year period.

Mr. Rogers. How long has the vaceine been available?

Dr. Stewart. About 3 years.

Mr. Rogers. So this is most encouraging ?

Dr. Stewart, now I would think that you would keep us advised
just as you did in these ot.he.r‘ vaccines so that the Congress could
appropriate whatever money is necessary for the german measles.
1 assume that could be done?

Dr. Stewarr. Yes.
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Mr. Rocers. Would the Department give us sufficient time to know ?

Dr. Stewagrt. Yes, if we have the time ourselves.

Mr. Rocrrs. As soon as you have indications of a breakthrough, you
would let us know?

Dr. Stewarr. Yes.

Mr. Rocers. You would have to come to get money for trial tests,
anyway ¢

Dr. Stewarr. Correct.

Mr. Rocers. Thank you.

Let me ask one or two other questions. Who determines the contri-
butions to be made by the State or the local interest in building a com-
munity mental health center?

Dr. Yorres. It is done by the applicant himself. The applicant for
construction grants will apply to the State for approval before the
application can be submitted to the Federal Government.

Mr. Rocers. I don’t know if you got the thrust of my question. In
some States I understand they may require a 50-percent. contribution
by the local interest to get a matching amount. Some other States
may have 66-percent Federal grant and only 3314 local.

Who makes the determination that varies this from State to State?

Dr. Yorres. The Federal mateching or the Federal percentage is
actually determined by the Federal Government in terms of the rela-
tive need of the State.

Mr. Rogers, are you talking about the total Federal percentage
applicable?

Mr. Rocers. In each State. For instance, in Florida, T understand
you can get. more than 50-percent contribution for projects within the
State of Florida.

Dr. Yorues. That is the Federal percentage.

Mr. Rocers. Whereas in another State they may get 66 percent
within that State. Who determines that figure?

Mr. Conen. That is determined by the Secretary, based on figures
from the Department of Commerce. That is a mathematical deter-
mination.

The relationship of the States per capita income to the national per
capita income is derived from the Department of Commerce figures
and promulgated by the Secretary according to these Department of
Commerce figures.

Mr. Roeers. I thought we, under the law, had given him some addi-
tional authority.

Mr. Conen. Once that is determined, then a State has an option be-
tween taking that uniform rate, whatever it is, and applying that
same percentage to all projects or having a variable rate for various
projects.

That is a determination that is made according to the statute by the
State agency.

Mr. Rogers. So the State actually determines how they will par-
ticipate whether it will be on an overall figure for all of their projects
or whether it will vary.

Mr. Conrn. They have a choice to make after the actual rate for
the State is determined by the Federal Government. They may
choose to make the rate uniform on all projects. or they might ereate
a variable rate for different projects.
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Mr. Rocers. That would be the maximum you mean ?

Mr. Conen. That would be the rate. Then the State may defer-
mine if it wants as an alternative a variable that comes out to ap-
proximate that total rate.

Mr. Rogers. Now, is it generally an advantage to have a set rate
or a variable rate. What has been the experience?

Dr. Yorres. The pattern has varied, Mr. Rogers, with the various
States. In some cases where there is a great need in some parts of
the States where there is an inability to mateh Federal funds for the
construction of projects it would be to the advantage of the State to
have variable matching funds.

I'n other cases, the State makes the determination that it would be
to the State’s advantage to have a uniform rate.

Mr. Conen. Actually, Mr. Rogers, this goes back to the Hill-Burton
Act, becanse this same formula and alternative is in the Hill-Burton
law. The economic and the statistical data would probably suggest
that the better way would be to allow each political subdivision to
have a Federal matching percentage based upon its fiscal ability. 1In
any big State, and I am sure in your State, there is a tremendous
variation from urban to rural and big eities to small cities. Because
we don’t have that data for every county or metropolitan area, Con-
oress established a percentage formula of 1 percent for the States but
then gave the States the alternative fo meet their own kind of situation.

Mr. Rocers. Let me ask you this: In section 507 grants to Federal
institutions you say this has been done by a point of order appropriate
Innenage?

Mr Comex. Up until now, yes.

Mr. Rogers. Why is the Department of Justice as such put in?

Mr. Connxn. Because of the Bureau of Prisons.

Mr. Rocers. You have the Bureau of Prisons listed ?

You say Bureau of Prisons and then you say Department of Justice
and to St. Elizabeths Hospital and the Veterans’ Administration.

I can understand the Veterans’ Administration but why the Depart-
ment of Justice as such?

Dr. Stewarr. T think, Mr. Rogers, that is the way it is written.
Tt means the Bureau of Prisons of the Department of Justice.

Mr. Rogers. So you have no objection to changing that?

Dr. Stewart. No.

Mr. Rogers. Thank youn, Doctor.

Thank you, Mr. Chairman.

Mr. JarmaN. Mr. Brown?

Mr. Browx. T have no questions.

Mr. Jarman. Thank you gentlemen for a very able presentation
this morning.

The subcommittee will stand adjourned until 10 o’clock tomorrow.

(Whereupon, at 12 :10 p.m. the hearing was recessed to reconvene at
10 a.m., Wednesday, April 5,1967.)
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WEDNESDAY, APRIL 5, 1967

House oF REPRESENTATIVES,
SvscomyrrreEe oNn PusrLic HEavte axp WELFARE,
or THE CoMMITTEE ON INTERSTATE AND FoREIGN COMMERCE,
Washington, D.C.

The subcommittee met at 10 a.m., pursuant to recess, in room 2123,
Rayburn House Office Building, Hon. John Jarman (chairman of the
subcommittee) presiding.

Mr. Jarman. The subcommittee will come to order. We will con-
tinue the hearings on H.R. 6431. I think the only comment that the
Chair would make at the beginning of the hearings this morning is,
that we do have seven witnesses. We do intend to try to finish the
hearings this morning. So that, I hope that both witnesses and mem-
bers of the subcommittee will take note of that time limitation that
we have.

Our first witness this morning is Mr. Bert Seidman, director of
Social Security Department, AFL~CIO.

STATEMENT OF BERT SEIDMAN, DIRECTOR, SOCIAL SECURITY
DEPARTMENT, AFL-CIO; ACCOMPANIED BY RICHARD E. SHOE-
MAKER, ASSISTANT DIRECTOR, SOCIAL SECURITY DEPARTMENT

Mr. Semman. Thank you, Mr. Chairman.

My name is Bert Seidman. I am director of the Social Security
Department of the AFL-CIO, and I am very pleased to have the
opportunity to testify here this morning on behalf of the AFL-CIO
on the amendments to the Community Mental Health Centers Act,
H.R. 6431. With me is Mr. Richard K. Shoemaker, who is assistant
director of the AFL-CIO Social Security Department.

We appear here this morning in SU]tgport of the amendments pro-
posed by the distinguished chairman of the full committee, Congress-
man Staggers, in H.R. 6431, which extends authorization to continue
Federal financial support for the construction and staffing of com-
munity mental health centers. HL.R. 6431 also includes autﬁority for
erant recipients to use funds for the acquisition of existing build-
ings rather than just the expansion, remodeling, and alteration of such
structures. We also sup{mrt. the amendments which would authorize

roject grants to Federa institutions and the provision for the estab-
Eshmenf of a contingency account to meet unforeseen needs.

Mr. Chairman, the AFL~CIO appeared in 1963 in support of the
Community Mental Health Centers Act (Public Law 88-164) and

75
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again in 1965 in support of the Community Mental Health Centers
Amendments to provide funds for the initial staffing of mental health
centers. We appear again today because of our continuing interest in
this vital and exciting program. The people of the Nation are indeed
indebted to the late President Kennedy for his imaginative recom-
mendations which formed the basis for the mental health program,
the extension of which this committee now has under consideration.

Mental health is indeed America’s number one health problem. One
out of every 12 Americans is now being hospitalized for mental illness
at some time during his life. By providing early diagnosis and early
treatment on an out-patient basis throngh the Community Mental
Health Centers, this frightful toll can be substantially reduced. About
one-half of the hospital beds in this country are used in treatment of
the mentally ill. Through early diagnosis and treatment, many people
who would otherwise require hospitalization can be kept on their
feet, on their jobs, and in their families and in their communities.

Available evidence indicates early diagnosis and treatment on an
out-patient basis can greatly reduce hospitalization for mental illness.
The experience of the Massachusetts Mental Health Center, one of our
older out-patient programs, is an example. In 1940, only 700 of the
3,171 patients were admitted as out-patients before the emphasis was
placed on out-patient treatment. In 1961, this ratio was reversed:
only 700 of 3,700 patients needed hospitalization and only 40 of the
700 had to be committed to State mental institutions.

We, in the AFL-CIO, have a very direct interest in this program.
Up until the passage of this legislation, workers suffering from mental
illness have very rarely received any kind of treatment—good, bad,
or indifferent. This has been true, because the overwhelming bulk of
our mentally ill have simply been institutionalized, many of them in
city and State hospitals where they received mainly custodial care
rather than a program of active therapy. Out-patient services have
generally been limited to the upper and upper-middle income groups
which could afford treatment on a face-to-face basis with a private
psychiatrist or psychoanalyst.

This situation is currently changing, and new therapeutic techniques
such as drug therapy, group and family therapy, role playing, work
therapy, and so forth, show great promise of providing effective treat-
ment. for more people at reasonable cost. Our experience with mental
health programs that have been negotiated by some of our affiliates
clearly 1llustrates the need to make provision for out-patient facilities.
Negotiating money to pay for treatment is not enongh. The treatment
2 member may elect to purchase may not be appropriate or may be
prohibitively expensive, sunch as face-to-face therapy by a private
psychologist. We wish, therefore, to emphasize that the initial contact
the person needing treatment should make should be with the com-
munity mental health center where his condition can be diagnosed and
a course of treatment outlined from among a wide range of therapeutic
procedures.

Such a program is that of the Retail Clerks in T.os Angeles, where
psychiatric care is rendered at several centers which are open day
and night. The union’s welfare fund contracts for the service on a
prepaid basis and the membership is encouraged to use the plan
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through the union’s official journal and through their educational
programs.

The Retail Clerks mental health program is built upon four basie
principles: (1) immediate service (no waiting lists) ; (2) continuity
of care; (3) flexibility of treatment approaches and methods; (4)
comprehensiveness of care. Face-to-face therapy is provided when
deemed appropriate, but by stressing early treatment the more expen-
sive therapeutic methods have been minimized. The important thing
is that such a full range of services can only be made available through
a unified clinical and administrative program. This comprehensive
mental health program is financed by a 2 cents per hour employer con-
tribution to the health and welfare fund and by a $2 per-visit fee.

The great promise of the Community Mental Health Centers Act,
in our opinion, is that it will enable our affiliates to bargain with
employers for similar programs wherever there is a mental health
center which could provide the necessary services.

The Community Mental Health Centers Act, as amended, holds
great promise for the future, but the program is only in its infanecy.
As of March 1967, grants totaling about $66 million had been made
to approximately 160 mental health centers in 46 jurisdictions to serve
a population of some 27 million. H.R. 6431 extends through fiscal
1972 authorization for facilities and staffing of the community health
centers. For fiscal year 1968, $50 million is authorized for facilities
as compared to $65 million for 1967. The authorization for staffing
is $30 million. We believe both amounts should be increased. We
should accelerate the program toward the goal of having as many
mental health centers as are necessary in order that every person in
the United States could have access to a mental health center by 1975.

Thank you, Mr. Chairman.

Mr. Jarmaxn. Thank you very much, Mr. Seidman.

At the end of your statement vou indicate that you think amounts
in the bill should be increased. Of course, in the bill there is an open-
end provision setting out “and such sums as may be necessary for the
next 4 fiscal years.” The committee will be interested in any conerete
and definite recommendations that might be made to it as to what the
ficures should be, because there is certainly thinking on the committee
that the amounts should be pinpointed in detail rather than leaving
it as an open-end provision. ¥

So that any evidence that yon might care to furnish us on what you
think the authorization should be would be considered by the com-
mittee.

Mr. Semaran. Mr. Chairman, of course, we are not in a position to
give you a pinpointed figure as to what this might be.

Mr. Jarmax. I might say that T didn’t have in mind necessarily
that you do so this morning: but if you have evidence to submit on
that, submit it to the committee.

Mr. Sgmaax. I could be very brief in stating what our recom-
mendation would be. Our feeling is, that the original goal of 2,000
mental health centers throughout the country is one which should be
reached by 1975, and we think therefore that the amount which is set
forth in this bill for 1968 is inadequate. We have no recommenda-
tion as to the precise additional amount, but we think it should be
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substantially greater not only in fiscal year 1968, but even more so in
the years ahead. Because we think that the tooling up phase of this
program will have been completed by that time, and that the NECESSATY
preparations and construction of centers can go forward more rapidly
in the ensuing years.

Mr. Jarman. Thank you very much.

Mr. Satterfield.

Mr. Sarrerriein. No questions, Mr. Chairman.

Mr. Jarman. Mr. Springer.

Mr. Serincer. No questions.

Mr. Jaryman. Dr. Carter.

Mr. Carrer. No questions.

Mzr. JarmaN. Thank you very much for contributing to the hearing.

Our next witness this morning is Dr. Jack Ewalt, of the American
Psychiatric Association; accompanied by Mr. Mike Gorman, of the
National Committee A gainst Mental Tlness.

I would like to comment that Mr. Gorman is a longtime friend,
dating back to Oklahoma days when he was active in newspaper work
and did a very comprehensive study of mental illness in our part of
the country.

STATEMENT OF DR. JACK EWALT, AMERICAN PSYCHIATRIC ASSO-
CIATION; ACCOMPANIED BY MIKE GORMAN, EXECUTIVE DIREC-
TOR, NATIONAL COMMITTEE AGAINST MENTAL ILT.NESS

Mr. Goraax. I thank the Chairman.

Dr. Ewarr. It is an honor, sir, to appear before the committee in
support of H.R. 6431. T have a prepared statement which I shall
not read. I will try to talk very briefly, at least for a psychiatrist, and
try to answer any questions.

Mr. Jarman, Dr. Ewalt, I also would like to mention the fact that
you have served very efficiently as staff director for the Joint Commis-
sion on Mental Illness and Health.

Dr. Ewarr. Thank you.

Currently we have less than 200 of these mental health centers under
construction across the country. If we are to give adequate service
of a minimal sort to our 200 million citizens by 1975, we will have
to have about 2,000 of these. It takes time and effort to plan these
things and raise the local funds which represent about $3 for every
Federal dollar expended. It takes time to make the plans that will
meet the Federal criteria. The program should accelerate so that by
1970 we will be able to have about 500 of these centers and then
double that number in the following 5 years, if we can get adequate
support. '

In the past years, we have made a great deal of progress. We have
the Joint Commission Study, which was authorized under the Eisen-
hower administration and completed under the Kennedy administra-
tion. We have the Kennedy Mental Health Plan, and the States
have made a lot of plans.

We have made much progress in the ways we treat patients. Yonu
have heard a lot about milien therapy, the importance oFthe surround-
ings to patients; about the flexibility of care—not making them stay
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all day or night if they only need part of the day or night to be cared
for; the use of group therapy and the use of other professionals as well
as psychiatrists.

I will just list one or two highlights. I think it is significant that
now more patients are admittecgl to general hospitals than to all other
hospitals combined. The number of mental patients admitted each
year increases, but the number discharged also increases. So that over
the last 10 years we have reduced the population of these hospitals
by about 20 percent by the application n} these new methods. That is
a very significant figure, because if the hospitals had continued to
grow at the rate they had before, rather than decreasing in population,
figuring the construction costs of $20,000 a bed, it would have been
$414 billion spent on brick and mortar that we are not spending today.

Mr. Seidman mentioned the Massachusetts Mental Health Center
where I make my living. Last year in this hospital (where we ad-
mit about 900 a year to the hospital and between 4,000 and 5,000
a year to the clinic, and take the very acute, difficult patients as they
come off the street) we certainly didn’t “cure” everybody, but we only
sent on for long-term hospitalization 1.7 percent of the patients we
admitted. We were proud in years past that we have only committed
20 percent. of our patients. So we have made a lot of progress in how
to do our jobs better, and I don’t think there is anything we do that
could not be replicated by any well-staffed and well-run mental health
center anywhere in the country.

A the end of June 1966 there were 93 centers in 43 States underway.
We had spent most of the money made available. I think there are
125 centers under construction. We can’t possibly go forward if we
don’t have authorization for the extension of these programs.

Mind you, the expansion will have to accelerate as the years go on,
and we are not magicians, but with expansion I think we can very
shortly cut down on the number of people cared for. And these people,
of course, in some percentage, will become productive citizens and
taxpayers rather than consumers of services.

I think at this time I would like to again emphasize that the money
that we get from the Federal Government is really pump-priming
money and it is essential. So far 1 Federal dollar has mobilized about
3 private dollars, and not all of this money has come from the States.
Mr. Gorman has the figures, but I think about 40 percent of the match-
ing funds comes from non-Government or private sources.

This is, indeed, a very important piece of legislation for the public
welfare. T think I will stop at this point. T have submitted the writ-
ten statement, and I will be prepared to answer questions.

Mr. Gorman might want to say something.

Mr. Gorman. Mr. Chairman, I thank you for that gracious intro-
duection. Mr. Springer, Mr. Satterfield, and Dr. Carter, after listening
to yesterday’s testimony by the administration on H.R. 6431, intro-
duced by Mr. Staggers and others, T have decided to testify in an
attempt to bring to this committee some sense of urgency concerning
the legislation before it.

I want to address myself to your question about the moneys where
the administration is vague about “such sums as may be required over
the next 4 years.” T have some fairly precise ideas. T serve currently
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as a member of the National Mental Health Advisory Council, This
is the second time I have been appointed to that job. I don’t know
why. I was originally recommended by President Kennedy, and then
by President Johnson. I would like to bring to this committee, if T
may, our idea of the financial needs and potential of this program.

Now I speak from a background, if I may say so, of 22 years, going
back to the sovereign State of Oklahoma when you and I were young—
and you look young now, and I feel old, Mr. Jarman. I testified before
this very distinguished committee as a newspaper reporter, in 1946,
before Percy Priest on behalf of the legislation which created the
National Institute of Mental Health:

1. The administration bill proposes $50 million for construction of
mental health centers in the coming year and “such sums as may be
necessary during the following 4 years.” When asked for the actual
sum necessary to implement. the program during the subsequent 4
years, the administration witnesses promised to supply figures to the
commiftee at a later date. Under Secretary Cohen so testified yester-
day. Iknow the reason for this. I have been in Washington 17 years,
so that T have a suspicion that the Bureau of the Budget has put a
clamp on these figures, and T understand the restraints under which
Myr. Cohen had to testify yesterday and I sympathize. T am delighted
that T don’t have the same restraints.

Mr. Chairman, T don’t see any point in coming before this distin-
guished committee with a 5-year bill which includes figures for only
the first year. T submit that this is not being fully frank with the
members of this committee, who want the fullest information. I am
again not criticizing the administration, but I think, sir, I am stating a
fact. '

Let me recite a brief history of this legislation which you of course
know, but I can recapitulate. "All of you were members of the commit-
tee going back to 1963, when we first passed the legislation, except
the gentleman from Kentucky.

In 1963 President Kennedy proposed a 5-year program for construc-
tion of mental health centers costing a total of $330 million. The
funds were to be allotted as follows: $35 million in the first vear: 50
million in the second year: $65 million in the third year: $80 million
in the fourth year: and $100 million in the last vear. These are the
exact figures which he recommended. The Senate in 1963 passed a bill
authorizing $230 million for centers construction, eliminating the fifth
yearof the program.

A few months later, the House passed a bill for 3 years eliminating
both the fourth and fifth yvears. The final bill provided only $150
million over a 3-year period for construction of centers. I am not
going into the staffing, because it is too complicated. T use construe-
tion as an example—$35 million for the first year, $50 million the
second year, and $65 million the third year. These were the authorized
figures under the 1963 legislation.

In actual fact, however, we have not even achieved the €150 million
level. Forexample, although the Congress had authorized $65 million
for the third year (fiscal 1967), the eurrent year which we are now in,
the administration asked for only $50 million and that is all we ot.
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In the renewal legislation, the first year requests $50 million as against
the $80 million passed for that same year by the Senate in 1963. In
other words, I am comparing the appropriations with our aspirations.
Dr. Ewalt was the medical director of the Joint Commission on Mental
IlIness which proposed this program. I was a member, and these were
our goals at that time. T don’t know what is happening at the Burean
of the Budget, but I do know that the contemplated cuts in this program
will emasenlate it to the point where we will come nowhere near Presi-
dent Kennedy’s announced goal of 2,000 centers by 1975.

I heard mention yesterday of this 2,000-center figure. I heard men-
tion of it this morning, and T think that this committee deserves frank-
ness from me and from every witness. We will not come anywhere
near 1,000 centers if we drop the program back to $50 million and then
“such sums as may be required over the next 4 years.” I am a member
of the Mental Health Council. Iam privy to some internal figures that
maybe I should not reveal, but I am going to, because my Irish glandu-
lar system is going to exceed my caution and wisdom. I will say that
at the present time we have only 125 centers under construction, and
this is not a result of a lack of State and local interest. I will come in
aminute to the fact that it is a lack of Federal money.

As Dr. Ewalt pointed out, and as was pointed out yesterday, State
and local money is outmatching the Federal money $3 to $1, and
40 percent of this money is coming from the private sector. Peo-
ple are ringing doorbells, holding barn dances, doing everything in
the world legal or otherwise to match the Federal money. And in most
of the States, the States are not putting up a nickel. ~TIn the State of
Florida, Mr. Rogers, there are eight grants at the present time. There
is not 1 cent of State money. Matching moneys have all been raised by
localities, including one in Dade County, the only one in Dade County,
the Variety Hospital. The other seven are construction grants. It is
most. impressive to me that the good people in Winter Haven, in Day-
tona Beach, in Panama City, in Pensacola, and elsewhere, have raised
this money themselves to outmatch the Federal money.

I think there is no justification for saying there is a lack of interest,
but there is some suspicion that the Federal Government is not meeting
its obligation promises. T hear this, becanse T travel around the coun-
try and I was in some 26 or 28 States with my carpetbags last year.
That is the thrust of our testimony when asked by the chairman about
the fizure.

I am not the only one who is worried about the relatively slow pace
of the centers program due to inadequate Federal funding. Toward
the end of 1965 the National Governors’ Conference unanimously
passed a resolution requesting the Council of State Governments to
convene a conference of State and county officials to find out why the
mental health center program was lageing and what could be done
to speed it up. At a 3-day conference held in Chicago in December
1965 the delegates passed the following resolution :

I would like, if T may, to introduce into the hearings the text of the
resolution and quote one or two paragraphs in this resolution which
indicate what the problem is:

“Of the total annual mental health expenditures of 2 billion in this
country”—which they used in 1965—%only $115 million, less than 4
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percent, is available for ongoing local community mental health serv-
1ces. The share of the Federal Government in this funding is less than
10 percent.” This was a 1965 figure in the first year of the actual pro-
gram we are talking about today, so that the figure would be higher
today. But I think what the Governors and the county commissioners
said at the Chicago meeting was very important,

I am trying to get away from the idea that this is all “Big Daddy,”
that the big Federal im]mtus “Santa Claus” is slipping the money.
“Santa Claus” is actually quite a cheapskate in this program. He

is supplying less than 10 percent of the ongoing funds for this. I
would like to introduce the full text of this resolution for inclusion at
this point.

Mr. Jarmaxn. Yes.

(The resolution referred to follows:)

ResoLUTION UNANIMOUSLY ADOPTED BY NATIONAL GOVERNORS' CONFERENCE ON
CoMMUNITY MENTAL HEALTH, DECEMBER 15, 1965, CHICAGO, ILL.

This national conference on community mental health programs was called as
a result of a resolution unanimously passed by the National Governors’ Conference
in July, 1965, calling for a thorough “review and eritical evalnation of the experi-
ence of states under the various kinds of community mental health services acts
and other methods of financing community mental health services, and for
thorough consideration of the future role of each level of government in multiple-
source financing of community mental health programs.”

It is well recognized by this conference that in order to meet the pressing
responsibilities and burdens in improving the mental health of this Nation there
is eritieal need for an expansion of community mental health programs and of
means to finance them, at all levels of government.

Of the total annual mental health expenditure of $2 billion in this country
only $£115,000,000, less than 4 per cent—is available for on-going loeal community
mental health services. The share of the Federal Government in this funding is
less than 10 per cent.

In order for the States and communities to make full use of the 1963 and 1965
Federal legislation, they must complete their plans and provide additional funds.
To accomplish this, the enactment of new and expanded community mental health
services acts which provide for State-local matching of funds is necessary.

But they cannot do the job alone—their limited tax base prevents many States
and loealities from responding to citizen demand for these services.

It is therefore imperative that the Federal Government, which receives the
largest share of the tax dollar from our people, provide critically needed addi-
tional seed money for these programs.

It is the consensus of the conference that the national goal of 2000 new com-
munity mental health centers to be established by 1975 as envisioned by the
landmark 1963 and 1965 Federal legislation will not be realized without expanded
Federal, State and local support.

Mr. Gorman. As a member of the National Advisory Mental
Health Council which passes upon all policies and grants of the
NIMH, I am privileged to see a great deal of documentation on com-
munity mental health center projections. I want to get to the heart
of the matter. Late last year, I reviewed a document which indicated
that the administration would recommend $475 million for centers
construction, just talking about construction, during the next b years—
$560 million for the first year; $95 million for the second year, and $110
million for each of the next 3 years. However, in listening to the
administration witnesses yesterday, I gathered—and this is the under-
statement of the year—that these estimates have been chopped down
considerably.
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2. According to the administration witnesses, by the end of the third
year of this program they will have financed the construction of less
than 200 community mental health centers. This is what Mr. Cohen
said yesterday and what Dr. Yolles said yesterday., While this is a
good beginning, it is a far ery from the goals of those of us who
served on the Joint Commission on Mental Iliness and Health from
1955 to 1961 and who participated in the drafting of the historic Ken-
nedy legislation. We envisioned a broad network of centers bringing
intensive psychiatric care to hundreds of communities, urban and
rural, rich and poor, which were willing and eager to join in building
and staffing these centers.

We did not view this program as just one for Los Angeles or New
York City or Chicago. I)I‘hi.f:, was for all the people.

Mr. Chairman, I heard little in yesteday’s formal testimony about
the needs of the individual mental patients. How long must they
wait, for intensive treatment while the Bureau of the Budget does its
stretchout work? Does the Bureau of the Budget ever take their
needs into consideration when it demands further and further stretch-
outs of the program?

Let me be specific. For the last 22 years I have toured the wards of
State mental hospitals. They have improved considerably in recent
years, but there are still thousands upon thousands of patients con-
fined in them who have been there 30, 40, and even 50 years, and this
is true today. In fact, I read a report just the other day from a 5,000-
bed hospital in Alabama which estimates that one in every four young
patients hospitalized today, and I quote from this report which we
received at the advisory council, “can anticipate being permanently
hospitalized for the next 50 years of their lives.” If that was my son,
my daughter, my wife, my mother or father, would I want a Bureau
of the Budget stretchout? No, thank you, sir.

I saw another survey from the State of Washington, that patients
who had remained in the hospital more than 1 year, because 1 year
is kind of the magic figure, and if youn can get them out in 1 year you
can have a high 80-percent discharge figure. If they are in more than
1 year, it begins to get tougher and rougher. Patients in the Wash-
ington hospital system who had been there more than 1 year in 1956
remained an average of 12 years and 4 months. In 1965, they re-
mained an average of 11 years and 9 months. In other words, the
hard core of patients, many of whom we are still not reaching today.

I read a report from another hospital, considered one of the finest in
the United States—Camarillo Hospital in California—I consider it
one of the four or five best, in whic{: it was noted that only 4 percent
of the patients in that hospital in 1965 received either individual or
group psychotherapy. Yes, they got pills from the attendants and
they sat in rocking chairs watching television, but there were not
enough doctors for individualized therapy. That’s their own report,
not mine.

Yes, T worry about these people and T worry even more about 2 mil-
lion Americans who sought psychiatric treatment but were turned
away because of lack of personnel or facilities last year. Where did
these 2 million people go who were sick enough to want to be helped ?
They were knocking on doors, but there was no room at the inn.
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How do I tell these people about a Burean of the Budget stretchout ?
I don’t know how to tell them. Will they really understand?

I worry about children, because I have a few myself. The American
Psychiatric Association estimates that there are about 4 million chil-
dren who are in need of some kind of psychiatric help because of
emotional difficulties. Of this number, anywhere from a half million
to a million children are so seriously disturbed that they require im-
mediate psychiatric treatment. y

Very few of these children are getting the treatment which they
need. More than 300,000 children were seen in mental health out-
patient clinics last year—in most cases the “treatment” consisted of
a single diagnostic interview followed by the admission that there
were no facilities in the particular area for prolonged treatment.
And I have heard it hundreds and hundreds of times, and parents
are told that there are no facilities for long-term treatment. How
about the other 3,700,000 children who seek treatment? I am just
talking about people. Maybe people are out of style, but T am kind
of partial to people. T think they are still in style and worth pre-
serving,

I worry about 18,000 children who are still confined this very day
in State mental institutions. T may be in the minority, but T don’t
think one child should be in a State mental institution. T have said
this for 22 years and every time T walk through a ward and see a child
in a ward with erownups, I say, “There, but for the grace of God,
would be my child,” and it worries me to this day.

Mr. Chairman, T have lived through the era of the snakepits and
no one is more pleased with the fact that we are improving our State
hospitals and that through increased personnel and drugs we have
succeeded in reducing our State mental hospital population by more
than 100,000 over the past decade. T am very happy about it. but it
is nowhere near President Kennedy's goal. “He said that by 1963
we should reduce our population from 500,000 to 250,000, but our
present census is 450,000, not 250,000.

However, I would remind the committee of this fact. The State
mental institution is no longer the primary source of psychiatrie
treatment. It is very important, but not the primary resource.
Twenty years ago, State institutions handled three out of every four
mental patients; in 1965, they cared for only one in every five
persons.

There is undeniable evidence that the American people are demand-
ing that the mentally ill be treated in the community in the same way
in which the psysically ill are. When asked what we want for the
mentally ill, T put it simply: We want equal time with the physically
ill. That isall we want, equal time.

The average per capita expenditure for the mentally ill in a State
hospital is $7 a day for all care. The average cost. in the meneral hos-
pital is $47.19. Ts there that much difference between 2 phvsically il
and mentally ill patient? T wonld refer that question to the dis-
tineuished doetor from Kentucky. The American Medical Associa-
tion says that mental illness is America’s most pressing and complex
problem. Tf it is. why in something or other don’t we spend an equal
amount. of money on these people. when there are 6 million people in
this country who are being treated for mental illness?
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We cannot build this network of mental health centers on the
cheap.

I don’t want to delude you. We cannot do it with 1-year estimates
and “such sums as may be required over the next 4 years.”

This was the trouble with the State mental hospital. We never had
plans for it. When I was a reporter back in the forties when Mr.
Jarman served in the State legislature and was so helpful to us in that
program, they never had a long-range plan.

The total per diem cost then in Oklahoma and in Chattahoochee,
that garden spot, Mr. Rogers, in Florida, was less than $1 a day. They
were just trying to survive and keep their heads above water with
thousands of patients and skeleton staffs.

Itisa ]ift'leﬂmtter today.

Mr. Chairman, may I say this: T believe with all my heart that if
we are to meet the promises we made to the American people in 1963,
when we asked 30,000 citizens to cover this country and plan for a new
era for the mentally ill and they did and they surveyed the State hos-

itals and they interviewed people and developed the plans and every
State has submitted a plan and 30,000 citizens were involved in it, we
must renew this legislation for at least 5 years at a cost in the neighbor-
hood of $500 million.

That to me is a minimum figure. We are operating now at a level
of $50 million a year and we have built less than 200 centers.

We have to at least double that. I am being conservative. T realize
that there is a war going on.

I read the newspapers, too, but so do the American people. T saw
in the Washington Post on Monday of this week, and I don’t know if
the members of the committee saw this, the Harris survey which polled
the American people on our domestic programs.

I always hear stories about how the American people want a big
space program and want to spend $30 billion to get us to the moon but
nobody asks the people.

Lou Harris asked them and the answer was this: They wanted a lot
of domestic programs cut, including aid to cities and I don’t disagree or
agree with this.

This is not my province, but the Harris survey of Monday said that
they wanted to cut back aid to cities, eut back aid to welfare and
relief programs and cut back the space program and so on but the
three most popular programs which they wanted to increase are all
within the purview of this committee; air pollution, water pollution,
and running No. 3, mental health clinics or centers.

If you want to go to the people and see what they think about it T
think that a poll is very eloquent indication of it. Now, I conclude
with this statement. This is no luxury item we are talking about.
This is no matter of rifles and ruffles as the distingnished House
minority leader puts it.

Since when is the mental health of any human being a “ruffle” which
we can dispense with at will in wartime or in peacetime. We are talk-
ing about what the American Medical Association has described as our
most pressing and complex problem and I say finally that T hope
to God that all of us here in this room, both members of this committee
and all of us here, have the wisdom to act in commensurate fashion.
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Thank you very much.
(Dr. Ewalt’s prepared statement follows:)

STATEMENT BY JAcK R, Ewarr, M.D., PAsT PRESIDENT, AMERICAN PSYCHIATRIO
ASSOCIATION, PRESENTED ON BEHALF OF THE AMERICAN PSYCHIATRIC ASSOCIATION

Mr. Chairman and mmbers of the committee, I am honored to appear once
again before a distinguished committee of the Congress on behalf of the Amer-
iean Psychiatric Association to urge legislation which, if passed, will mark an-
other milestone in the nation's struggle against the mental illnesses.

The issue confronting us here today is simply stated. Before the end of this
fiscal year upwards of 200 community mental health centers will be under de-
velopment throughout our country as the result of the Community Mental Health
Centers Act. Our national goal is to achieve 500 of these centers by 1970 and
2000 by 1975 in the service of some 200 million Americans. Thus, we have run
well in the first few miles of the marathon that started with President Kennedy's
wholly new approach to mental illness and mental retardation, an approach that
would bring the mentally ill out of the large public mental hospitals back into
the main stream of medicine in their own communities. But the final goal is
not yet in sight and the hardest miles are ahead. Are we going to drop out
or forge ahead? That is the issue,

Speaking for our Association and its 15,000 physician members who specialize
in the treatment of the mentally ill, T wonld leave no doubt in your mind that
the extension of the community mental health center eonstruction and staffing
program is of absolutely critical importance at this stage in the history of the
mentally ill in our country. In all conscience, no other course is open to us.
Let me explain why I think so, for we are not dealing here with a mere matter
of erecting some new buildings. It is rather a matter of whether we are to fol-
low through on a wholly new concept of how we shall relate to the mentally ill
and how we may nurture a mentally healthier nation.

It is an exhilarating observation that we as a people have made more progress
against the mental illnesses in the past twenty years than in all the millenia
that went before. Nor is it difficult to demonstrate that it has been the federal
government, responding to the will of the people, that has provided the foundation
stones for that progress. One thinks back on the tremendous advances in psy-
chiatric care generated by the Veterans Administration after World War IL
There was the passage of the National Mental Health Act in 1946, In 1955, dur-
ing President Eisenhower's Administration, Congress approved the Mental Health
Study Act which led to the work of the Joint Commission on Mental Illness and
Health. Later the stirring report of that Commission (Action for Mental
Health) led directly to President Kennedy's special mental health message to the
Congress in 1963. Then you appropriated funds to help the states make long-
range plans for participating in a new national mental health program and con-
currently offered to share with the states the expense of constructing and staffing
comprehensive community health centers. More recently, the Congress made
provision for extending mental health care to the elderly mentally ill in the
Medicare legislation.

What has happened as a result of this stimulatory leadership at the federal
level? If we were to state it in a sentence we might simply say that we have
found out that most of the mentally ill can be treated in the community, pro-
viding that the community will supply an adequate range of comprehensive sery-
ices for them. But we discovered this in a kind of helter-skelter way.

There were the new drugs, for example, that came our way in the 1950s. It
was the first time that psychiatrists ever had some really good pills just like
other doctors. These pills would cheer the depressed and calm the manics. With
them we could treat many highly disturbed patients in our offices without
resorting to long-term hospitalization.

At the same time we experimented successfully with new forms of psycho-
logical therapies both in hospital settings and in private practice, such as milien
therapy, group therapy, and family therapy. The idea was to get away from
always treating a single patient at a time for the better part of an honr and,
whenever possible and effective, deal with several patients at once in a group.

Partienlarly significant in the 1950s was the development of the day and night
hospital idea, or part-time hospitalization. It has long since been demonstrated
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that many patients can hold a job while they are treated at night, or that they
can be treated during the day and return to their homes at night.

Most heartening of all, however, was the growth of short-term psychiatrie care
in community general hospitals. It is a striking fact that about 500 community
general hospitals in our country now have psychiatric departments which admit
and treat about 400,000 patients a year, about twice as many as are admitted to
public mental hospitals. Many other general hospitals without separate depart-
ments also treat many mental patients, and it is probably safe to say that a half-
million patients all told are treated yearly in these commumity hospitals, More-
over, a very substantial percentage of these patients have the greater part of
their bills paid by some form of health insurance.

All of these developments, combined, are responsible for the fact that our
public mental hospital population has declined by about 20 percent over the past
decade—and this in the face of a growing population and rising admission rate.

Concurrently with these auspicious changes came a gradual modification of
publie attitudes towards the mentally ill by way of an acceptance of their afflie-
tions and support of a realistic national program to help them. Had we ex-
pounded the community mental health center idea twenty years ago, our words
would have fallen on deaf ears. Kven our brethren in other fields of medicine
would not have listened. But now it is different.

Another gratifying by-product of this broad movement to bring the mentally
ill back into the community and into the medical mainstream has been its effect
in quickening the interest of mompsychiatrist physicians in joining the bhattle
against the mental illnesses. Tt is a striking fact that about 15,000 general prac-
titioners or family physicians, in the past ten years, have been motivated to take
postgraduate courses in psychiatry to enhance their understanding of the pa-
tients they see in everyday practice. Indeed, many of them have gone on to
specialize in psychiatry. This never could have happened twenty years ago
when psychiatry was so largely isolated in public mental hospitals. Psychiatry
had to get back into the community where the action is. And, incidentally, every
medieal school in the nation today sees to it that all of its stndents acquire
basic training in psychiatry.

As for general public attitudes about the mentally ill, there can be no doubt
about citizen receptivity to the wholly new approach. I have just recently read
the manuscript, soon to be published, of a scholarly survey of public attitudes
among adult residents of New York City.* The survey was conducted by
Columbia University in cooperation with the New York City Community Mental
Health Board. The investigators found that the public was much more opti-
mistic about the treatability of mental illness than formerly. Seven out of
ten adults said that they would be willing to have former mental patients as
co-workers or neighbors. Nine out of ten think that government should be
spending more for mental health services, and there is widespread support for
community services, especially emergency services, Interestingly, however,
three out of five adults in New York City conld not name & hospital that accepted
mental patients and three-quarters could not name a clinic where they could
zo for prompt service, This suggests again how far we have to go in extending
community services and edueating the public as to their availability.

Moreover, this same twenty-yvear period has witnessed a quickened interest
in psychiatric consultation from industry, the clergy, the courts, schools and
colleges, social agencies and all of the others who have a special role in dealing
with the troubled people of our times.

Also, twenty-seven states have enacted community mental health gervices
acts to facilitate the development of comprehensive services at the local level.

To sum it all up, let nus suppose that twenty years ago someone dear to us had
developed a mental illness? What recourse did we have? If we were rich and
the illness not too serious, we could look for help from the private psychiatrist
or the private hospital. If the illness were severe and we were of modest to poor
means, we were almost forced to turn to the public mental hospital, and with
the sickening thought that it might well prove to be the end of the road for our
loved one.

Now it is different. If we are affluent we can still purchase the very best
in psychiatric care. But millions more of us can obtain a comparable quality

*The Public Tmage of Mental Health Services, Jack Blinson, Ph. D., Elena Padilla,
Ph. D., anﬂm-.\{urvin B. Parkins, M.D., Mental Health Materials Center, New York City,
May 1967, 300 pp.
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of care in general hospitals, and increasingly in day and night hospitals, out-
patient eclinics, half way houses, rehabilitation facilities, nursing homes, and
the like. We can do this beeause more and more of these facilities are becoming
available and more and more of the cost of such care is borne by third-party
payments,

What I have been talking about, of course, is the community mental health
center idea and how if evolved, bit by bit, over the years. If we do not appreciate
that the community mental health center is not so much a building as an organi-
zation of services, then we cannot truly grasp the import of extending the con-
struction and stafling legislation. Hence I have tried to place the whole develop-
ment in its historical context,

As you know, to qualify for federal assistance every center project must
incorporate five essential services—an inpatient service, an outpatient service,
part-time hospitalization, emergency service, and consultation service, and these
services should be geared to accommodate from 75,000 to 200,000 persons. None
of these services represent new ideas, as I have sought to demonstrate. What
is new about the community center idea is the pulling together of these ele-
ments into a manageable, coordinated continuum of services in a particular com-
munity or segment of a community. If it makes no sense for a patient with
pneumonia to be seen by a dozen different doctors and treated in several dif-
ferent facilities, neither does it make any sense for a mental patient to he shunted
from a social agency to a eclinic to a hospital to another social agency, ad in-
finitum, seeing different professionals and filling out fresh forms at every stop
along the way. The principle of the center operation is that by drawing to-
gether the five essential services into a single administrative unit any patient
eligible for treatment in any part of it will be eligible for treatment in any other
part of it.

Very rarely would a community need to construct a mental health center with
all of the essential services from the ground up. It is the stated position of
our Association, for example, that wherever possible the inpatient component
of a center should be provided by the community general hospital. On the other
hand, a new building might be needed to house the other four essential services,
or any part of them. In a word, the important consideration is not to duplicate
existing services but to fill in the gaps and harness all together in a coordinated
system to meet individual needs within the same system. For example, in the
West Philadelphia area there are six major hospitals and a host of social and
community agencies all of whom must share responsibility in providing com-
prehensive services for that area. If they were to plan independently, the
result would be chaos. In 1965, however, they got together in a joint planning
effort under the aegis of the University of Pennsylvania and formed what they
call the West Philadelphia Mental Health Consortinm. This Consortinm has
Just recently submitted a staffing grant applieation which proposes to use all of
these facilities in providing the five essential services for the area.

I hope I have helped to make it clear why the extension of this legislation
comes at such a critical time in our history. We are Just getting started.
Millions of Americans remain outside of the wholly new approach. The states
have had less than two years to develop their plans, submit their applications for
assistance, and get their new centers under way. It is of no small significance
that as of the end of the first fiscal year (June 30, 1966) 93 center projects in
43 states and Puerto Rico had been funded through this program. Ninety-
three percent of the construction monies and 80 percent of the staffing funds
had been obligated, Has any other bold new program launched by the Congress
ever been seized upon more avidly? I doubt it. But the people on the firing
line in your state and mine have scarecly had time to eatch their breath. We
cannot yet, in all fairnes, select out a single center any where and say, in
confidence, “this is the way to do it.” One does not achieve massive social change
in a trice, But we can point with pride to the enormous progress I have high-
lighted and the promise of quickening our efforts to further the purposes of the
community mental health center,

In closing I am reminded of Mr. Winston Churchill’s comment after the British
had defeated General Rommel in North Africa to the effect that one could not
speak of it as the end, or even as the beginning of the end, but it was, he said,
perhaps the end of the beginning. I hope, gentlemen, that you will approach this
legislation in Mr. Churchill's spirit and that you will pass this legislation with
the same degree of unanimity that you approved the original propositions which
it will now extend.
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Mr. Jarman. Thank you both for a very good presentation and for
advocacy of what you see as the problem here. The problem certainly
is before us as a Nation. I think we can take heart in the comment in
Dr. Ewalt’s statement that developments so far are responsible for the
fact that the population of our mental institutions has declined by
about 20 percent over the past decade and this has been done in the
face of a growing population and growing admission rates.

Mr. Rogers?

Mr. Rocers. Thank you, Mr. Chairman.

That was a very impressive statement. I have read Dr. Ewalt’s
statement. I think your testimony is very helpful in pointing up
problems that do exist. We were told by the Department, I believe,
that there were some 286 centers,

Mr. Goryman. That was the anticipated figure by June 1967.

Mr. Rogers. T thonght these were committed.

Mr. Gorman. No; I am on the council and we just had a meeting.

Mr. Rogers. Those were not correct.

Mr. Goryax. If you check the record, I think the Department said
that this 286 was their projected figure by June 30 of this year. That
is in Mr. Cohen’s testimony. They would hope to staff and construct
that amount. The present number is 173.

Mr. Rocess. I thought just for construction alone it was 286.

Mr. Gorman. That is not correct. I am sure of that because we
just had a meeting onit.

Mr. Rocers. Now, I understand that about the time we passed this
legislation it was anticipated or projected that the requirement for beds
for mental patients had that trend continued would be up to some
700,000,

Mr. Goraran. That is correet, sir.

Mr. Rogers. But that since that time it has come down to some
400,000.

Mr. Goraaxn. 452,000,

Mr. Rocers. Whoare actually in beds in mental hospitals. Has that
relieved the problem of the construction program at all?

Mr. Gormax. If T might say this, sir, or wonld Dr. Ewalt comment
first ?

Dr. Ewarr. I think it has relieved the problem of creating custodial
or long-term chronic disease construction. I think it does not cut
down on the number of active treatment community mental health
center types of programs we need. These are not so much beds. There
are beds in them but the other thing needed is all kinds of services for
dav care, rehabilitation treatment, educational programs and things
of this sort so that State appropriations for construction of chronie
disease beds has undoubtedly been decreased.

1 some places they are tearing down buildings; others are relieving
crowded institutions by creating buildings, but in terms of the center
grants since they are to be away from these big centralized institutions
and all out through the community particularly the smaller towns
and cities, it has not decreased that and T think the program is pro-
jected of needing 2,000 of these by the time the population reaches
200 million is still an accurate projection.

Mr. Rogers. You feel that that 1s a correct figure?

Dr. Ewarr. Yes, I do.
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Mr. Rocers. Then you were quoting from the State hospitals as to
this reduction in beds, not. from local communities.

Dr. Ewarr., I wouldn’t think so. These 2,000 mental health centers
if they had an average of 50 beds apiece, which I don’t think they will
because some will have 200 and some 25, will be no more beds than that,
but they will be quite different in their distribution.

Mr. Gorman. Conld T make one comment, Mr. Rogers? I think
the thing that I pointed out in my testimony, that 20 years ago the
State mental hospital was really the only resource and the fact that
today four out of five people seek treatment elsewhere is a great tribute
to the State hospitals because the fact that they are discharging two or
three times the number of people means that the people go to the
community resources.

But factually 2 million Americans last year sought and were unable
to find treatment in the community; not enough clinics, not enongh
psychiatrists, this is the answer. We have more clients than we are
able to handle.

Mr. Rogers. T believe you said that 10 percent only of the ongoing
program was a contribution of the Federal Government.

Mr. Gormax. In 1965, sir.

Mr. Roaers. That ratio doesn’t necessarily follow in this particular
program, does it?

Mr. Goraan. No, sir. This was a total of all kinds of expenditures
for community mental health services.

Mr. Rocers. I notice that the amount of contribution of Federal
funds in the construction program varies from State to State. What
is your feeling about that?

Mr. Goruman. T feel that it is really based as you know, Mr. Rogers,
in the record of the 1963 and 1965 hearings, upon the Hill-Burton
formula; roughly that you allow for low per capita income so that
the poorer States are asked for only $1 of matching for $2 in Federal
matching and New York State gets $1 in Federal matching for $2 in
New York State matching.

This is the theory. I don’t know that I have either the wisdom or
lack of caution to comment on it. I think we will have to see how it
works out. The Hill-Burton formula is kind of sacrosanct. We
always use it in connection with construction programs.

I am glad the States have the option within the State not to take
the flat formula. They have done this in Florida, used a variable
formula. I don’t know. I know people in Delaware who are very
unhappy because they get only $1 in Federal money for every $2 ex-
pended, I think, because the Du Pont Co. is there.

Mr. Rocers. What is your viewpoint on the manpower problem as
to psychiatrists aids? What is our lack of needed personnel, would
you estimate, now as to psychiatrists and for technical people to help
them ?

Dr. Ewarr. Well, there certainly is a shortage. When you try to
give an exact figure it depends on how they use them. I think we have
to move forward on two fronts. I believe we are making progress
on both.

First, in the actual expansion of training facilities and this has
been done. For example, the schools are now producing about 2,000
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psychiatrists a year. We are importing quite a number also and now
we question whether the brain drain is a good thing but it is a good
thing for us.

Also, the psychologists group has expanded, the social workers,
nurses, and so forth, so that we are producing more manpower but I
think even more important we are Lun'ning more about how to use
the manpower so that sometimes in my own place, for example, we
have one program where the psychiatrists rarely see patients at all.

They spend their time in consultation working with social workers,
indigenous community mental health workers, recreational, rehabili-
tation, and other paramedical personnel.

They spend time answering their questions, consulting about prob-
lems that have come up: so that we are learning to use our trained
manpower much more effectively than we did before.

Mr. Rocers. Could you give us for the record any study that has
been made or any projection as to needs of manpower?

Mr. Gorman. They have been made. The National Institute of
Mental Health just made a study in November 1965 and we can supply
it for the committee.

It is n very optimistic projection.

Mr. Rocers. What is the basic finding of that study ?

Mr. Gormaw. It is that under Federal and other programs we have
added more than 100,000 mental health personnel in the last 15 years
but the only problem is we have built a better mousetrap. More peo-
ple are seeking the treatment than ever before so that we have to keep
running to catch up with everybody.

That is the problem. We have increased enormously.

Mr, Rocers. I wonder about not necessarily the inerease but what
is the lack of personnel presently? What isthe problem ?

Mr. Gorymax. It still depends on from what viewpoint. If you
take the center one fellow says he needs 10 psychiatrists and the other
says he can get along with four.

Mr. Rocers. Surely the psychiatric study made some recommenda-
tion.

Dr. Ewart. There is such a figure. We can send it to you.

(The information requested follows:)

MassACHUSETTS MENTAL HEALTH CENTER,
DEPARTMENT OF MENTAL HEALTH,
Boston, Mass., April 6, 1967.
Representative PArL ROGERS,
Congress of the United States,
Washington, D.C.

DEAR REPRESENTATIVE RoGeERrs: At our hearing you asked a number of excel-
lent guestions and also asked for additional information. 1 will try and fur-
nish this. If I have overlooked something you wanted or if something else
ocenrs to you, would you have one of your staff contact me by letter or phone
and I will try and find it for you.

You will recall yon were particularly interested in what role the American
Psychiatric Association was playing in stimulating interest in teaching and
providing leadership for sub-professional persons who might be recruited to
work in the mental health field. This type of activity runs in about three
groups: (1) Volunteers, that is persons who are otherwise emyployed or are
honsewives who give some time each day a week to the care of mentally ill
persons. The American Psychiatrie Association has worked with this group
for a long time and has a standing committee on volunteers. We have also
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worked closely with the National Association for Mental Health who have felt
that the program for volunteers is one of their major operations. I am en-
closing a book. You will note that while the conference was sponsored by the
Massachusetts Association for Mental Health a lot of the participation was by
psychiatrists and other socalled mental health professionals, and with a good
representation from the laity. This was and should continue to be a very
important activity, I won’t go into the detail here, but the mere fact that people
will take time from their busy lives to work with mental health problems does
a great deal for the morale of the professionals as well as for the patients.,

The second large category consists of the sub-professionals who work in our
hospitals. These are the socalled aides, attendants, ete. who work with the
nurses, the occupational therapists, the rehabilitation group, the social workers,
psychologists, etc. The basic purpose is to expand and extend the effectiveness
of the trained personnel in psychiatry.

The American Psychiatric Association has a Commission on Allied Service
Personnel, headed by Philip B. Reed, a psychiatrist in private practice in In-
dianapolis. The purpose of this group is to provide leadership for the sub-
professional personnel, helping them with funds for further training, further
recognition as important allies in the treatment and rehabilitation of patients,
ete. The American Psychiatrie Association publishes a special little magazine
for them called Staff. This is distributed free to state hospitals and other
mental health institutions and is directly aimed at improving the morale
through recognition and training of this very important group. This latter
group actually provides the bulk of care of patients in the large state hospitals,
and we are most concerned that they earry over and function in the new mental
health centers, particularly as workers in the community. The National In-
stitute of Mental Health has helped a great deal with the further improvement
of the technieal skills of this group by making hospital improvement grants and
in-service training grants to most of the large state hospitals and some of the
smaller mental health centers such as the Massachusett Mental Health Center,

The third group overlap somewhat with the preceding one. T separated it out
because the preceding group always works under the direction of professional
persons. Some of us have thought for some time that in some categories of
activity sub-professional persons, properly trained in specific and perhaps rather
narrow areas of function, can work with a minimum of supervision. Experi-
ments with using attendants or aides as group therapy leaders, experiments
with using people from the community as community leaders, community as-
sistants and community counselors have proven effective in many areas in-
cluding Massachusetts, some areas in Florida, and in a large delinquenecy pro-
gram in New York City.

Dr. Henry Brosin, Professor of Psychiatry at the University of Pittsbureh,
who will become President of the American Psychiatric Association at its May
meeting, is very much interested in developing new knowledge and a new ecate-
gory of persons known as mental health workers. It is hoped that some of
the above group of aides and other non-trained persons might, throngh the co-
operation of junior colleges or other similar educational institutions. receive
some more formal type of training that would enable them to function even
more effectively than the rather naturally occurring skills that some of these
people have. 'We need to know a good deal more about this than we do now.
Experience here shows that if these persons are to be effective they must have
access to a skilled psychiatrist or at least to a social worker or psychologist
with whom they ean consult, diseuss some of their troublesome problems, ete,

It is my belief and, with your encouragement I will continue to push for it,
that the American Psychiatric Association program will probably embark on a
rather extensive program in this area.

If I have overlooked some of the points you had in mind wonld you please
let me know as it will be my pleasure to communicate with you further.

Sincerely,
Jack R. Bwart, M.D.,
Superintendent,

Dr. Ewarr. The problem is not in staffing these new mental health
centers. The problem is still in staffing the old ongoing chronic di-
seases or long-term hospitals that are perhaps not as desirable. Wher-
ever they have created these new center programs the people have heen




MENTAL HEALTH CENTERS CONSTRUCTION ACT EXTENSION 93

interested and they have been able to recrnit people somewhat to the
dertiment of these other institutions.

Mr. Rocers. Let me ask you one other question : Have there been any
major breakthroughs in the treatment of mental health that your
association is encouraging use of ?

Dr. Ewavr. Certainly the major breakthrough has been the develop-
ment of these drugs, the tranquilizing drugs, the antidepressant drugs.
We are just now beginning to realize that there is another drug and it
is so cheap it is a commodity and not really a drug, lithium, nsed in
the manic-depressive diseases and apparently quite specific, and it may
even be used asa prophylactic or preventive.

It is lithium carbonate. You remember some of the old health
resorts used to have lithia water. Some people drank too much and it
killed them and it was taken off the market. Tt is used, people tell
me, for putting the polish on fine china but in proper doses and with
proper laboratory control of the level it is a very effective drug in
manic-depressive diseases and even more spectacular in that disorder
than the tranquilizers have been in schizophrenia.

Mr. Rocers. Did the tranquilizer knowledge come out of the Na-
tional Institutes of HMealth

Dr. Ewarr. I think the testing and learning more about how to use
them did. The first use of the drug itself came from our colleagues
in Europe. Whether that was on one of our foreign grants or not
I don’t know.

Mr. Goraax. We developed several of the antidepressants here in
America.

Mr. Rocers. In the Institutes?

Mr. Goryax. Institute grantees, yes.

Dr. Ewarr. The first tranquilizers were not as effective as some of
the newer ones, all of which were developed by the industry here,
some under grants,

Mr. Gorman. We have the finest screening for drugs in the world.
We put them through a very fast and rapid sereening.

Mr. Rocers. Your figures that you suggest to this committee would
be what?

Mr. Gorman. My curbstone figures arve ronghly that we double the
program so that would mean $500 million over the next 5 years,

I saw original figures last fall which indicated that we would reach
that level. I understand the budgetary process sometimes better than
I understand my own checkbook and I know what happened between
November and this month.
~ But I honestly feel, and I think the commissioners from the various
States who are here today will testify to the fact that if we keep it at
this low level, the $50 million a year or something like that, because my
understanding is that the administration fieure which will be sub-
mitted—and I want to be careful again but I can’t be, my personality
is against me—will run about $60 million in the next fiscal year and
about $70 million in the next year.

I think the “haves” will get it all. The ones ready with the applica-
tions and the ones who are experts in grantsmanship will get it, but
the poor guy in the rural area who has to work up the application is
going to wait. Feis not going to get it because he does not have enongh
carbon paper.
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Mr. Rogers. Thank you, Mr. Chairman.

Mr. Jaraman. Mr. Carter.

Mr. Carter. Thank you, Mr. Chairman.

Thank you, gentlemen, for your excellent presentation. Certainly,
I appreciate the dedication that you have to this great problem that
faces all of us, mental health.

Of course, I further agree with you that not only should we pay
adequate attention to mental health, but also air pollution and water
pollution, which are great problems to us at this time.

I think regardless of the war we must pay attention to our internal
problems. This problem should be solved, war or no, or it might some
time affect our internal security.

Another thing, any home may well be involved. Young children as
you say are often involved. T have seen this many times. It is heart-
rending to see a youngster of 14 talking incoherently and it is ex-
tremely gratifying to see these minds find themselves. I think you
have a wonderful program and I certainly want to do my part.

Dr. Ewarr. Thank you.

Mr. Goraan. Thank you, Dr. Carter.

Mr. Jaraan. Mr, Satterfield ?

Mr. SatrerFrerp. Thank you, Mr, Chairman.

Dr. Ewalt, T haven’t had a chance to study your statement as I
certainly will because T am sure that it will be important and inter-
esting if for no other reason than your experience in this area.

Was I correct in interpreting that you treated 9,000 patients in your
center last year?

Dr. Ewavr. It would be just under 6,000, T believe, sir.

Mr. Sarrerrierp. The reason T make this point is that T think it
might be interesting to this committee and to the record if we might
have from you a breakdown of your pattern of staffing during this
period of time. T don’t know whether you have it at hand now or if
you can submit it.

Dr. Ewarr. T can tell you but it isn’t a fair one. Our institution
has three functions and the budget and staffing for the research efforts
and the training efforts—it is an integral part of Harvard Medical
School—equal that for patient service. I have 70 young doctors in
training there in psychiatric residencies plus four under a special
program of private funds from Asia to try and introduce methods
there.

It takes a vast number of senior doctors to supervise their work if
we are to keep them out of trouble. Harvard Medical School has a
very intensive educational program. I have the figures right in my
head but T think to say that this is what you would need, say, out in
western Massachusetts at Pittsfield is not correct.

I will give you them. I have 70 residents. I have 35 senior psy-
chiatrists that are full-time and 35 that work from a half day to a day
a week. I will even go further. If you came to our place you would
find that our medical program is good and the place is filthy.

I have 22 psychoanalysts and 19 janitors so that our medieal pro-
gram is better than our housekeeping. The Massachusetts Legisla-
ture will give me doctors and Harvard will give me doctors hut no-
body will hire a porter for me. I figured this out once and I could
send the figures of what I could run the place on if I didn’t have a




MENTAL HEALTH CENTERS CONSTRUCTION ACT EXTENSION 95

teaching or training thing and I think I could handle the thing on
about 20 psychiatrists and that many psychologists and 60 social
workers but I will send you those figures.

Mr. Sarrerrierp. If it is not too much trouble.

Dr. Ewarr, Itisno trouble at all.

Mr. Sarrerrrern. Thank you, sir.

(Information requested follows:)

MaAssACHUSETTS MENTAL Hearta CENTER,
DEPARTMENT OF MENTAL HEALTH,
Baoston, Mass., April 7, 1967.
Rep. DAvID SATTERFIELD,
Congress of the United States,
Washington, D.C.

DEAR REPRESENTATIVE SATTERFIELD: You asked about the number of staff I
would estimate it would take to run a community mental health center for
about 100.000 people. I believe the estimate usnally kicked around is for about
ten psychiatrists and appropriate numbers of other supporting personnel. I have
played around with these figures some for our own hospital as I testified. Our
experience requires a little free estimation because we have been serving the
entire state but not on a giving service to everyone's basis. Further, because
we have large numbers of persons here, including myself, who do a fair amonnt
of one-to-one or individual psychotherapy or psychoanalysis, we use up more
manpower than may be required in many of the community mental health centers.
Also, most of my time for example is spent either in teaching or supervising
research projects. By these maneuvers, having warned you that these figures
are educated guesses at best, T will proceed.

Our hospital on any day has about 200 to 220 in-patients, about 125 of whom
are on a 24 hour care basis and the remainder on a day or night basis. There
is a considerable shifting of patients between the above categories as they im-
prove or have temporary relapses. Each patient is seen briefly every day by his
physician and has from one fo three prolonged interviews or psychotherapy each
week. The out-patient department and the emergency service see about 5,000
different persons a year. The hospital admits approximately 900 persons per
year. The number of persons coming to the out-patient department means little
as the work load depends on the number of patient visits. If one person comes
ten times, he uses up more manpower than five persons who come once each.
Therefore, most clinies count their case load in terms of “patient visits”, that
is, each time a person comes to see his doctor he is counted as one. Thus
one patient who comes twice a week for a vear might aecount for a hundred
patient visits in a year, and another person who comes only three times and
then needs no further eare would only count as three. ete. Our clinie runs
about 47,000 patients visits per year. Again I would emphasize that our patients
all have some type of individual therapy as well as some type of group therapy.
Becanse we are a teaching and research institution, this type of approach may
be more intensive than is needed—I think we just don’t know for sure.

My estimate as figured out on man hours, with appropriate time for vaeca-
tions, ete,, is that it wonld require about 25 full time people to man the clinies if
they did nothing but care for patients. It would take about 15 to man the house
or hospital if they did nothing but take care of patients.

These figures are for our present operation. The best estimate T can make
at this time for the demands on us from our catchment area is that about 65
percent of the above hours and patient days will be nsed up by patients from
our catchment area which has 225,000 people in it. Thus as we operate I could
get by with approximately 10 in the hospital and 16 or so in the clinic for 225.000
people. If we divided this again by half for a catchment area of 100,000 we
would then come out with about 13 psyehiatrists necessary to operate such a
center, that is, psychiatrists or persons working under a psychiatrist doing essen-
tially what they do. Some institutions would operate with a smaller number
of psychiatrists and a larger number of social workers or clinical psychologists.
Because we are a medical center we tend to use more of the medical personnel and
less of the social workers or psychologists. In an ordinary center, however, I
would assume they would have approximately two to three social workers for
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each psychiatrist, and at least half the number of clinical psychologists, If the
psychiatrists in that region were in short supply, a great deal of the work that
the psychiatrist does can be done by properly trained social workers, psychologists
or nurses, under the supervision of the psychiatrist, Therefore, the numbers
might be changed around proportionately.

I have made no estimate of the number of nurses because this would vary
tremendously, depending on the proportion of in-patient and out-patient activ-
ities carried on, and how much the nurses made home visits,

Again let me emphasize that these are educated guesses at best. T think one
will find that the number of persons required in centers in different parts of the
country may vary substantially, and one major variant will be the kind of treat-
ment the people there want: that is, do they want predominantly medications
and group supportive therapy, or do they want long-term intensive therapy, ete.
It will also vary with the amount of use made of psychiatrie aides, new categories
of mental health workers, etc. However, as far as I can tell the above figures
will do for a start.

Sincerely,
Jack R. EwaArr, M.D.,
Superintendent.
Mr. Rocers. Would the gentleman yield ?

Mr. Sarrereierp. 1 yield.

Mr. Rocers. What would you say is the population area that you
serve?

Dr. Ewarr. As of the first of April or March 28, our new mental
health plan went into effect and I was given a so-called catchment area
and it has 225,000 people in it.

I was given this area because of our relatively large staff and the
faot that this hospital was set up to serve the whole State as a teaching
and research hospital and the buildings and facilities and staff are
there and so we will continue to do this.

Now, it is eur estimate that our admission rate to the hospital will
be about 300 a year from our catchment area, leaving us roughly 600 a
vear whom we will continue to serve from less well-sponsored areas of
the States.

The elinic breakdown I don’t have yet. Tt is hard to count individ-
uals in the clinic.  'We run about 47,000 clinic visits a year.

This is a guess and let the record plainly show that it is a gness.
Probably there are not more than about 20,000 visits a year: that is
the person coming to see the doctor or the social worker from our par-
ticular catchment area.

Mr. Rocers. T wonder about this: When the mental health center
was projected it was about 100,000 up to 200,000, 20 psychiatrists and a
little over.

Dr. Ewavr. That was the fioure 1 gave him off the top of my head.
We have 200 beds.

Mr. Goryman. He is modest. He has the oldest center in the country
and does more business than any patient center.

Mr. Sarrerererp. Mr. Gorman, T have just one question to direct
to you. In answer to one of Mr. Rogers’ questions, you indicated that
we should accelerate more rapidly than you think has been indicated,
maybe to the extent of doubling what you think has been indicated.

I am sure that this suggestion will get due consideration and T would
be interested in knowing whether or not you feel that we have enough
properly trained personnel to permit that kind of acceleration.

In other words, are there sufficient personnel to justify acceleration
of the kind you suggest ?
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Mr. Goryan, I am delighted, sir, that you asked me that question
because in the 5 years I have served on the advisory council the basic
problem has been how you get the manpower.

We have it in the State hospitals. As Dr. Ewalt correctly points
out, it is awfully tough to get them to work in State hospitals. More
than 45 percent of the doctors in the State hospitals are foreign-born
physicians, in Florida quite a few Cubans and in New York State more
than 50 percent are foreign born.

We don’t seem to be able to attract the young American doctor
except in the new hospitals.

Let me say that in 1945 there were 3,000 psychiatrists. Today, there
are 18,000, It has become a very strong specialty. Last year more
postgraduate courses were offered in psychiatry than in any other
single specialty. We have come from a very small band into a very
broad specialty. The same is true with psychiatric nurses, social
workers, and others.

I have been to see a few of these centers under the stafling grants.
It seems to me that there are millions of people who lead empty lives,
unproductive lives, housewives who are getting tired of playing bridge
or being beaten at canasta, who would like to work in a center as a
mental health worker.

I think the hand-to-hand relationship, the help one gives to a child
who is disturbed indicates that you don’t have to have five degrees on
the wall. T have seen this in the foster grandparents program.

I have seen mothers working on the wards with children. T have
heard doctors say, “This is the most effective person we have in the
entire hospital.”

We haven’t begun to tap the manpower.

I think it has been proven in VISTA, foster grandparents, and
other programs that we can use these people effectively. They are the
first meaningful contact some of these kids have ever had with an-
other person. T talked to one of these foster grandparents who had
a stroke, who sat at home for 4 years. IHe said he was useless, retired
from business, had a barber come in and shave him, wouldn’t go out,
and so on.

Now he goes to Children’s Hospital every day. I said, “Why do
vou do that, sir?’ Ie said, “*Mr. Gorman, there are six children who
depend on me getting there every day so I get up and shave myself
and get there every morning at 9 o’clock.”

He doesn’t have any degrees. He is a successful businessman. Now
he shaves himself. The barber has less work.

Mr. SarrerFienp. That is all the questions T have.

Mr. Jaryran. Thank you, gentlemen, for your contribution.

Mr. Rocers. May T ask just one question before you leave ?

I, too, have observed this foster grandparent program in the men-
tally retarded program in Florida. It is very successful. Some of
the children never expressed themselves and are beginning to now.

They say it has been very successful. T wonder if your association
has gone into this problem to the extent that yvou could recommend
the use of people in psychiatric centers. I think there is going to have
to be some knowledge and some leadership and guidance given before
they would bring in people like this to use them. I think there is a
hesitancy.
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Mr. Gorman. Exactly.

Dr. Ewarr. I agree with you, sir, but there has been a lot of work
done in this. I believe our fellow association, the National Associa-
tion for Mental Health, has really taken the leadership as a lay
organization, working with lay people.

Our association has certainly helped. If you would like, T will send
you a book on volunteers in mental hospitals which my good wife
edited for the Massachusetts Association for Mental Health and which
prescribes programs around the country.

You hear a lot about the Harvard College kids getting into trouble
but you don’t hear about the several hundred under the program work-
ing 1n hospitals giving aid to psychiatrists and we are even using high
school youngsters.

We have taken some leadership but mostly it goes in cooperation
with the Association for Mental Health.

Mr. Rocers. T was hoping you would give consideration to having
your association actually put forth a plan of this type to get this
mformation out.

Mr. Gorman, We have, Mr. Rogers.

Mr. Rocers. The psychiatric association, itself ?

Mr. Gormax. The National Institute of mental Health is directly
concerned with manpower. We spend $100,000,000 a year on training
programs which you give us through appropriations.

We have called conferences for what we call the middle level mental
health worker. Our best source is the junior colleges. We have
found a number of junior colleges that will train the 2-year workers.

The Southern Regional Education Board has done a terrific job.
Dr. McPheeters, who used to be the mental health director in Ken-
tucky, is now the Associate Director for Mental Health. I am sup-
posed to attend a conference on what helpers you can use, whether you
can train them in junior college, in Atlanta next week.

Mr. Rogers. T think that is excellent. T think there is going to have
to be more recognition by the doctors themselves to get acceptance.

Mr. Gorman. Weare bringing them into the conferences ?

Mr. Rogers. Of these nonprofessional people.

Mr. Gormaw. It isa big problem.

Dr. Ewarr. T would agree with you, sir. The thing, however, is
that it is being done, not perhaps as much as it should be, and it is
growing.

Mr. Rocers. Shouldn’t you have a committee go into this problem?

Dr. Ewavr. By seeming to pause, I am trying to think. The
American Psychiatric Association, I think, has 70 committees and I
am not sure whether we have one on this particular problem.

We have one on working with physicians and working with the
volunteers., T will look into this,

Mr. Rocers. T would be very anxious to follow up on this.

As you say, I think the use of the elderly people, perhaps in this
{11‘{);:f':ilm with short courses through the junior colleges would be
1elpful.

Dr. Ewarr. The thing one has to be careful in the professional
business is staying out of the other fellow’s backyard. If the Na-
tional Association for Mental Health has a big program, we would
tend to help and work with it.
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Mr. Rocrrs. T am not suggesting that you work at counter purposes
but simply to have some leadership that they can follow. I think it
has to have some professional acceptance before it will go anywhere.

Mr. Gorman. But many of the psychiatrists are attending these
conferences,

Mr. Rogers. T would hope that this would be followed.

Dr. Ewarr. I will let you know, sir.

Mr. Jaryan, Mr. Kuykendall.

Mr. Kuykexparn, Thank you, Mr. Chairman, for your courtesy.
I am not a member of the subcommittee but I have a few questions
to direct to Mr. Gorman.

[ am going to ask for some statistics which I would like to have
sent to me. N

Dr. Carter, my colleague from Kentucky, suggested that the family
situation for the mentally ill children is important and T think this is
something that we all recognize that a factor is the social situation
at home.

However, if you have a correlation between the economic status
of the families who produce mentally ill children and the social status
correlation, I would like to have it.

The social disturbance from home certainly applies to everyone.

Mr. Gormax. Before turning it over to Dr. Ewalt, in the Redlich-
Hollingshead study, the highest percentage of schizophrenics comes
from the lowest educational and income groups.

Mr. Kuykexparnr. May I have a copy of your studies?

Mr. Gorman. Yes,sir.

(The information requested follows:)

MassacHUSETTS MENTAL HEALTH CENTER,
DEPARTMENT OF MENTAL HEALTH,
Boston, Mass., April 6, 1967.
Hon, DAy KUYKENDALL,
Congress of the United States,
Washington, D.C.

DEAR REPRESENTATIVE KUYKENDALL: At the April 5 hearings on community
mental health centers, the Redlich-Hollingshead Study was mentioned by Mr.
Gorman. I remembered some more recent ones, In 1964 there was a conference
on delinqueney at the Menninger Foundation in Topeka, subsidized by the
Maurice Falk Medical Fund. The results have recently been published by Gib-
bons and Ahrenfeldt, two Britishers, in Tavistock Publications, 1966, page 201.
While this conference attempted to cover too much in too short a time, it did
tend to bring out the fact that, in spite of the many variables, delinquency,
mental disease, ete. in children and adults was associated with poor education
and poor socio-economiec status—this irrespective of the general economic level
of the community in which the person lived—Ii.e. the poor in the rich countries
and the poor n the poor countries were both worse off than the well-to-do in
either country. Another one also occurs in Tavistock Publications, 1966, page
208 called Troublesome Children by D. H. Stott. This is a very elaborate study
of children, mostly Scottish. While he is attempting to show that these prob-
lems are due to what he ealls primary neuroticism, which one gathers he thinks
is genetie, the book contains a large amount of data to show that most people
wonld feel that it was associated in his cases with poor socio-economic status
and the stress which goes with poverty and the very striet Scottish homes in the
cases of some of the children.

The most scientific study is by Harold Skeels. Twenty some years ago he
participated in a research program in which twenty-three children were studied
in a home for the retarded. It was a typical under-privileged, snakepit type
home. They divide them into two groups but some were lost 2o they ended up
with fen in the control series and eleven in the experimental series. Briefly, the




100 MENTAL HEALTH CENTERS CONSTRUCTION ACT EXTENSION

control series were left in the home. The experimental series were removed
into a new school where there was a great deal more stimulation in terms of
attention, experience in training, learning, ete. Over the first three or four
years there was a rapid increase in the 1.Q. and performance level of the ex-
perimental group, while the control group remained unchanged—in fact. the
experimental group improved so much that they were all placed in adoptive
or foster homes where they received a lot of love and attention in these specially
selected homes. Some twenty odd years later the experimental group members
are without exception achieving at an average level. Most are working, many
have completed their education and most are married. The members of the
control group on the other hand were all in institutions of one sort or another,
and had been throughout the experimental period except for one who died of
some infection. While this is not directly related to socio-economic factors, it
is the most earefully done series to show the effect of the kinds of environment
that go with better socio-economie circumstances in homes, ete,
Sincerely,
Jack R. Ewart, M.D.,
Superintendent,

Mr. Jaryan. Thank you very much, Mr. Gorman and Dr. Ewalt.
We here on the committee appreciate very much your fine testimony
this morning.

Mr. Goryan. Thank you, Mr. Chairman.

Dr. Ewarur. Thank you.

Mr. Jarxan. Our next witness is Mr. George J. Otlowski of the
National Association of Counties.

STATEMENT OF GEORGE J. OTLOWSKI, REPRESENTING THE
NATIONAL ASSOCIATION OF COUNTIES

Mr. Orowskr. Mr. Chairman and members of the committee, T was
extremely impressed as an elected county official by the testimony that
just preceded mine. I think that the members of this committee were
undoubtedly impressed as I was.

Frankly, the problem as presented by these two gentlemen was not
only dramatized here this morning, but I think pinpointed in the fact
that we are going to have to get more and more community involve-
ment in this whole program aside from the professional direction and
cuidance,

We are going to have to involve all people in the community, the
older people, the younger people, on a voluntary basis, on a nonprofes-
sional basis, under the proper gnidance and supervision of the profes-
sional people if we are going to be able to cope with this gigantic
problem that confronts us.

[ would like to point out that I am an elected county official of
Middlesex County and T am representing the National Association of
Counties, and, of course, the national association is supporting H.R.
6431 which extends Public Laws 88-164 and 89-105, providing Fed-
eral assistance for the construction and initial operation of community
mental health programs is well-known by the Congress and the Federal
administrative agencies.

We have long supported, in principle and in fact, treatment of the
mentally ill close to their homes.

The recent flowering of the “community” treatment concept is an
exciting innovation to some. But it has been a reality with county
government in the United States for many years. So, Mr. Chairman,
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it is an understatement for us to say we “support” a concept which
we in the counties virtually initiated in this country.

For example, 2 years before the enactment of Public Law 83-164 in
1963, the county governments were operating 392 community mental
health treatment clinics—or “centers”—in 36 States.

[t is true that these 392 county facilities did not provide “compre-
hensive” treatment services. The were principally “out-patient”
clinics. But they were in the community and part of the community,
and we welcomed—in 1963—the chance to upgrade them into “compre-
hensive treatment centers” by adding “in-patient” and other essential
services.

The Congress gave us that chance with Public Laws 88-164 and 89~
105. However, even before Public Law 88-164, the counties in some
States were operating comprehensive mental health treatment pro-
grams, including in-patient care.

In my own State of New Jersey, six counties have been operating
comprehensive treatment mental hospitals since the beginning of the
century.

Let me say this about my own State, one of the greatly gratifying
things that should be of interest to the committee: the States and the
counties are vitally interested in this program, they are spending the
money, they are willing to spend the money, they know the money
has to be spent in this area.

For example, at this very moment, the New Jersey Assembly, the
lower house, unanimonsly passed a bill, and the Governor has indi-
cated that he is going to sign it, which would provide $715 million for
contributions for construction, $714 million unanimously passed by
the lower house without one dissenting vote.

I think this is the kind of indication that you want that indicates
that States and counties want to spend this kind of money.

These hospitals today have a resident population of 6,500 patients.
This means that county government in my State of New Jersey op-
erates community mental health treatment programs larger than the
mental hospital programs of 30 States.

In the State of Wisconsin, since 1881, the counties have operated
their own loeal mental hospitals. Today in Wisconsin there are 35
county mental hospitals, serving 71 counties and covering 84 percent
of the State’s population.

In Towa, the connties run 84 after-care facilities for aged ex-mental
patients, and at present there are almost 3,000 patients in the Towa
county facilities. Also, in Iowa, the counties pay full cost of treat-
ment of county residents who are committed to Towa State mental
hospitals.

Here, I think, that you can see that counties, and T am going to
show more specifically, are becoming more engaged in this problem,
more and more willing to pay the moneys that have to be spent here
and, as has been indicated by the testimony that was given by my
distinguished predecessors, frankly, the Federal Government has not
been spending the kind of money that it should be spending in this
area and the time has arrived now for a real partnership between the
Federal Government, the States, and county governments in this area
of mental health.
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Thus, we see a clear record of interest on the part of the American
county government in the treatment of the mentally ill in, or close
to, their own communities. This is important, so very important,
in their own communities. There is a big difference between a men-
tally ill person going to a State institution and going to his neighbor-
hood community center the moment there is an indication of mental
illness because he doesn’t go to a State institution 9 times out of 10
until he is committed, until the mental illness is so progressive that,
as the testimony indicated, after that it is a matter of years before
he comes back to the community.

I would just like to point out this to the committee: T have been in
this business for 12 years. I have had the good fortune to serve
as chairman of the welfare committee in my county for 12 years and
I distinctly remember when I first came on the board in my county
and I started to advocate mental health clinics.

Most of my colleagues on the board 12 years ago thought T was talk-
ing about some kind of proposed retreat for retired politicians. They
had no concept of what the mental clinics would serve in the county.

The amazing thing after 12 years in my county, which has 600,000
urban and suburban people, is that today the mental health elinies in
that county vary in their concept of diagnosis and treatment for chil-
dren and adults including additional alcoholic treatment centers, nar-
cotic treatment clinics, crises intervention clinies, after-care clinics,
and companion houses.

In 12 years, this has been accomplished in my county. The fantas-
tic change that has taken place is not only amazing but pleasing, and
here again is an example where Federal, State and county govern-
ments can form an effective partnership in the expansion of this kind
of a program, and here again, we are talking about this bill that we are
testifying about today because this is the beginning of that partner-

ship.

'Fhis is the beginning of getting into the home, getting into the
neighborhood, reaching out into the families. The great tragedy, Mr.
Chairman, and members of the committee, with these clinics that we
have established in my own community, is the wail and ery of the peo-
ple who are on the waiting lists and cannot be treated. ~That is the
great tragedy, when you sit there as an elected official and you have
great big lists of people who are breaking the doors down to get into
the clinics and you cannot take them because the clinics are not suffi-
ciently comprehensive or sufficient in number to take care of the great
needs that exist.

In 1963 and 1965 the National Association of Counties came before
this committee in support of the proposed community mental health
construction and stafling legislation.

In 1963 the administration proposal called for a 5-year program of
$330 million starting on a T5-percent matching basis. The proposal
was cut by 2 years and $180 million, with the matching formula
reduced.

Now, we come back with 3 years of good, practical experience behind
us and we ask for an extension of the program to get it moving at a
pace originally envisioned. ] '

Thirty-one county mental health centers are now underway. At
this point, Mr. Chairman, I ask that a list of the 31 county projects
be made a part of the hearing record. T am going to submit that.
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Mr. Jaraan. Mr. Otlowski, how many States are those?

Mr. Orrowskr. They represent six or seven States, Mr. Chairman.
They include such States as Florida, California, Kentucky, and so on.

Mr. JARMAN. Very well, without objection, at this point in our hear-
ing record we will include those statistics.

(The information referred to follows:)

CouNTY-OPERATED MENTAL HEALTH FACILITIES RECEIVING GRANTS TOo DATE
(Submitted by the National Association of Counties)

Olive View Hospital, Olive View, Calif £701, 627
County of Santa Barbara Mental Health Services, Santa Barbara,

Calif 108, 915
Santa Clara County Community Mental Health Center, San Jose,

Calif 378, 853
Panama City Memorial Hospital, Panama City, Fla 269, 750
Mental Health Center of Manatee Memorial Hospital, Bradenton,

Fla 331, 500
Escambia County Guidance Clinie, Ine., Pensacola, Fla 185, 900
Community Mental Health Center, Athens General Hospital, Athens,

Ga 614, 962
Marion County General Hospital, Indianapolis, Ind 545, 163
Hopkins County-Madisonville Hospital Corp., Madisonville, Ky 223, 090
Prince Georges General Hospital, Cheverly, Md 200, 931
Vista Larga Center, Albuquerque, N. Mex o4, 622
Cape Fear Valley Hospital, Fayetteville, N.C 815, 220
Alamance County Mental Health Center, Burlington, N.C___________ 126, 000
Muskingum County Hospital, Zanesville, Ohio 162, 669
General Hospital of Monroe County, Stroudsburg, Pa 93, 170
Mental Health Guidance Clinie of Butler County, Butler, Pa 211, 464
Anderson-0'Conee-Pickens Mental Health Center, Anderson, S.C____ 120, 000
Whatcom County Outpatient Olinic and Psychiatric Day Center, Bel-

lingham, Wash 171, 873
King County Hospital-Harbor View Center, Seattle, Wash 017, 049
Brown County Hospital and Community Mental Health Center, Green

Bay, Wis__ 664, 800
Adams County Comprehensive Community Mental Health Center,

Adams City, Colo = 94, 763
San Luis Obispo County Mental Health Center, San Luis Obispo,

Calif W= 112,118
Franklin County Public Hospital, Greenfield, Mass________________ 319, 691
Mental Health and Mental Retardation Center of Boulder County,

Boulder, Colo._._ s 147, 591
Mental Health Center of Anderson and Roane County, Ine., Oakridge,

Tenn i, 387, b47

Total 10, 902, 532

Mr. Orrowskr. In the next 5 years we would expect that, if this
bill is enacted, the counties will develop 200 more mental health centers.

As President Johnson said in his 1965 health message, “Few com-
munities have the funds to support adequate programs, particularly
during the first years.” The key word here is “adequate.”

In order to develop adequate; that is, comprehensive, community
mental health programs, the counties need financing help from State
and Federal Governments.

In the 31 projects now underway we have demonstrated the intention
of the counties. The Federal-State-county cooperative financing pro-
gram is a demonstrable success,
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I think that no more telling tribute could be paid to the devotion of
most, county officials to the care, close to the home, of the mentally ill
than a recent statement by a Minnesota county commissioner,

This commissioner said : “*Our board would sooner reduce its county
highway program than to eancel out our participation in our regional
mental health center.”

This, I think, Mr. Chairman, is the spirit of all U.S. county officials.
They see this as a workable program of high priority for their
constituents.

We not only ask you for its renewal: frankly, I would like to be
humble enough at this point to say that we beg you to extend this pro-
gram because county government to bring this kind of treatment into
the neighborhood, to bring this kind of treatment into the home, does
not have the financial resources to do it alone and they will never have
them to do it alone,

We have to have the sirong arm, the strong resources, of the Federal
Government into the partnership that we are calling not only the Fed-
eral Government but the State, and in these 12 years that 1 talked to
you about this in my own ecounty when the mentally ill patient went
to the State hospital in most cases he saw an imaginary sign on the gate
that read “Abandon All Hope, All Ye That Enter”—but in his home,
in his neighborhood, in his community, there is the hope, there is the
friendship of his neighbors, there is the possibility of the total com-
munity involvement, there is the possibility of better professional
involvement who shy away from the snakepits at the present time and
who are waiting for decent community neighborhood facilities.

Congress, and particularly this committee, can open this door wider
for the American people to get their treatment on a neighborhood
level and almost on a home level with the kind of program that is
envisioned here,

Gentlemen, I want to thank you for giving me this opportunity to
testify.

Mr. Jaraan. We appreciate your being with us and the contribution
you have made to this hearing.

Are there any questions?

Mr. Rogers?

Mr. Rogers. Thank you, Mr. Chairman.

I would like to thank you for your testimony and for being here,
and also for the initiative your area has taken. What is your problem
with staffing? Do you have any staffing problem ?

Mr. Orrowskr. Well, let me give you an example in our own county.
With our clinics we haven’t had a problem of staffing, and T like {o
believe it is because of the fact that we pay well.

I like to believe that our quarters are pleasant and T also like to
believe that our professional people have a feeling of accomplishment,
and for that reason, of course, we don’t have the problem of staffing,
but in addition to that we have done something else that was indicated
by my predecessors who testified and that is the fact that we are now
beginning to engage in the community nonprofessional people.

As T indicated in my testimony, we have the companion house that
provides after-care people where nonprofessional people are engaged
in helping these people.
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Congressman, I would just like to say this, and it was so amply
brought out this morning : That in many cases what is needed is the
immediate warmth and the immediate sympathy.

Mr. Rogers. I understand that. I don’t want to take too much time
of the committee,

Perhaps you would like to submit it for the record.

Mr. Orvowski. We haven't had a problem with staffing.

Mr. Rogers. This is in your connty where you pay for all the care?

Mr. Orrowskr. We pay for all the care. The State provides 50
percent of our operating budgets.

Mr. Rocers. You anticipate using this program for staffing?

Mr. Orrowskr, T am glad you asked that question, Congressman,
We have two applications in at the present time. We are hoping that
one will be approved by April 30.

Mr. Rocers. Isthis within your county ?

Mr. Orrowskr. Yes, the two are within our county. One is for
what we call the Raritan Bay area. The other is for the Rutgers
University area.

Mr. Rocers. They have these county facilities?

Mr. Orcowskr. Right.

Mr. Rocers. What is the average time for the inpatient treatment
at your hospital? T understand you have a resident population there
of 6.5007

Mr. Orrowskr. As a matter of fact, our county now is closely work-
ing with the State in our State hospital for which our county pays.

Mr. Rocers. I am not thinking of the State hospital. T was think-
ing of your county mental health population. You may want to
furnish this for the record.

Mr. Orcowskr. I would say on the average a year and one-half.

Mr. Rogers. For inpatients admitted ?

Mr. Orrowskr. No, for outpatients. We do not have any inpatient
facilities in our county because the inpatient facilities are provided
by the State for which the county pays the State.

Mr. Rogers. I misunderstood your statement on page 2 where you
say six counties have been operating comprehensive treatment mental
hospitals and these have a resident population of 6,500. That is the
statement.

Mr. Oreowskr. You are talking about the entire statement. In
Bergen County and the other counties, we have these counties fur-
nishing inpatient care and the average stay there, 40 percent of the
stay there is 30 days as inpatient.

Mr. Rogers. Thank you. I appreciate your testimony.

Mpyr. Jarman. Are there any other questions?

Thank you so much, Mr. Otlowski.

Mr. Orrowskr. Mr, Chairman, may I present this to the committee?
This is the national association’s county platform.,

My, Jarman. Thank you, Mr. Otlowski for taking the time to be
with us this morning.

My, Orrowskr. Thank you, Mr. Chairman.

(A series of articles on the psychotic child, from the Perth Amboy
Evening News, and a letter from Dr. Samuel Breslow endorsing same,
submitted by Mr. Otlowski, may be found in the committee files.)

Mr. Jaraan. Our next witnesses I am pleased to say are two prom-
inent people from the State of Oklahoma, Dr. Albert Glass, director
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of the Department of Mental Health of the State of Oklahoma, ae-
companied by Dr. Hayden Donohue, director of the mental health
center in Norman, Okla.

In fairness to Mr. Kuykendall, I should add that they are accom-
panied by Dr. Nat T. Winston, the mental health commissioner of
Tennessee. )

Dr. Grass. May I also introduce Harry Schnibbe, the executive di-
rector of the National Association of Mental Health Program Direc-
tors, which group we represent here.

STATEMENT OF DR. ALBERT GLASS, DIRECTOR, DEPARTMENT OF
MENTAL HEALTH, OKLAHOMA ; ACCOMPANIED BY DR. HAYDEN
DONOHUE, DIRECTOR, MENTAL HEALTH CENTER, NORMAN,
OKLA.; DR. NAT T. WINSTON, MENTAL HEALTH COMMISSIONER,
STATE OF TENNESSEE; AND HARRY SCHNIBBE, EXECUTIVE
DIRECTOR, NATIONAL ASSOCIATION OF STATE MENTAL HEALTH
PROGRAM DIRECTORS

Dr. Grass. As you may be aware the National Association of State
Mental Health Program Directors is comprised of those directors who
direct the programs for the mentally ill in the 50 States and the
several territories.

As administrators for the vast majority of the mental health services
in this country, we have a vital concern in these proposed mental
health amendments of 1967 and our association unanimously urges
its passage.

We have also here the messages from Governors and directors of
mental health of some 24 States, including the States of Massachu-
setts, North Carolina, Illinois, Wisconsin, Kansas, Kentucky, Arizona,
Arkansas, South Carolina, Connecticut, Delaware, Ohio, Vermont,
Utah, New York, Washington, West Virginia, North Dakota, Penn-
sylvania, Louisiana, Missouri, Indiana, Texas, and Iowa, which I
would like to submit to the committee.

Mr. Jaraan. They will be received.

Mr. Rogers. You have no requests from Florida ?

Dr. Grass. Weare awaiting it.

Mr. Rocers. T would be interested to know if Florida responds.

Dr. Grass. We are getting them in this morning and they are being
added to the list. We expect a communication from the State of
Florida.

Mr. Seringer. May I ask, have you heard from Illinois?

Dr. Grass. Yes, Governor Kerner.

(The material referred to follows:)

STATE oF ILLINOIS,
OFFICE OF THE GOVERNOR,
Springfield, Il., April 3, 1967,
The Honorable HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Committee,
House of Representatives,
Washington, D.C.

DEAR CONGRESSMAN STAGGERS: On Thursday, March 4, 1963, T appeared before
the Interstate and Foreign Commerce Commiftee, then meeting to consider H.R.
2985, and testified on behalf of the bill with the hope that it would allow our states
to embark on a program which would make community-based Mental Health
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services available to all citizens. At that time, I deseribed the direction taken
by the State of Illinois and the Illinois legislature which authorized the creation
of Zone Centers throughout the State. Seven centers, at that time, were
planned and programmed. Since that time, two centers in the Chicago area have
begun operating. Also centers in Rockford, Decatur and Champaign have ini-
tiated programs of a comprehensive mental health nature. The remaining cen
ters in Peoria and Springfield will be completed by mid-summer of this year,

The purpose of these centers is to provide intensive short-term care in an en-
vironment designed to keep the patient in his own community., These centers
which, in terms of geographiec eatchment area, i.e., the numbers of population
which they serve, are larger than those proposed under the Federal Construction
Act. In part, this was because our planning for these centers was initiated in
1961, two years before the passage of the community Mental Health Centers Act
and, in part, because of our program of decentralizing the Department of Mental
Health in order for the regionalization of planning and services to bhe specific
to the needs of the communities which they serve. The community Mental Health
Centers program, therefore, is being used to set up a sub-network of community
Mental Health Centers serving more discreet populations and regions as sub-
zones which then relate to the zone center program in Illinois, In essence
we are building a zone center complex in which state hospitals. ontpatient elinies
and community mental health centers are related in a network of services serv-
ing the population of relatively large geographie regions and sub-regions, provid-
ing a continuum of care and comprehensive services. This requires the highly-
integrated planning and organization between those agencies responsible for
human services—that is, the Department of Public Health, the Youth Commis-
sion, the Division of Voecational Rehabilitation, the Public Aid Department
the Division for Crippled Children, the Universities, and, of course, the Depart-
ment of Mental Health, All these agencies have regional offices in the same
zone cities where the Zone Centers have been constructed.

In Illinois, we have sought an enlightened approach to a partnership for plan-
ning and service. We welcome federal monies coming into onr state, matched
by state efforts and local community efforts. To achieve this partnership several
progressive steps have been taken since my last appearance. Federal money for
construction of Mental Health centers is not used by the Department of Mental
Health, but rather is directed to local communities seeking to build resources
necessary for providing services and reaching out in a service linkage to our new
state facilities. In this legislative session, we have proposed an enabling act
which would allow the state to implement the efforts of the Federal govern-
ment by subsidizing local programs up to 30 per cent to match the 39 per cent
provided by the Federal Mental Health Centers Construction Act. In 1963, a
law was enacted in Illinois permitting local government units to tax them-
selves for mental health services subject to referendum. Eight such referenda
have passed, and eight were to be voted on at the general election April 4. There-
fore, you can see we are striving to truly effect a partnership between the Fed-
eral government, State government and local communities, The state sees its
charge in this partnership for planning and service as stepping in only where
communities are unwilling or unable to provide the resources and the services
for their citizens.

We have reviewed, favorably, the budget proposals of the Department of
Mental Health for this coming bienninum to provide the expansion of those pro-
grams which we have initiated for comprehensive mental health services at the
community level. Programs for the prevention and treatment of mental illness
and retardation have expanded rapidly and have changed in concept during this
decade. Today, we admit more persons to our programs than ever before in a
greater number of facilities throughout the state. Through improved diagnostic
and treatment methods we return a higher percentage of these persons to their
homes and jobs in a shorter period of time. Our resident population in institu-
tions for the mentally ill decreased 19 per cent from 31,912 patients on June 30,
1965, to 25,809 on December 31, 1966, and we are continuing to improve staffing
at these institutions and zone centers to make them modern and effective treat-
ment facilities. In all of our zone centers a substantial amount of community
organization work has been completed. This work will be inereased and in-
tensified during the next biennium, and this has been a priority item budget
request of all of our zone centers. Government must place as much emphasis
on providing resources for the treatment and prevention of mental illness and
retardation as it does on communicable diseases and physieal impairments,

T7-607T—67—R
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The Department's program is, therefore, to encourage communities to provide
adequate front-line resources for the prevention, early diagnosis and treatment
of mental illness and retardation. To this effect, we have requested a budget
of $414,174,039, excluding reappropriations, for the coming biennium. This rep-
resents an increase of some 120 million dollars from General Revenue Funds over
the last biennial appropriation,

I, therefore, request your support for the Mental Health Amendment of 1967
under H.R. 6431 which extends the construction and staffing of community Mental
Health Centers under Public Law 88-164 and Public Law 80-105. If we are to
diminish the serious, crippling effects of mental illness and retardation, and
to increase the social competence and potential of our ¢itizens, it will be through
the efforts of these bills, providing service at the local level in conjunction with
state efforts, In our ever-changing society, it will be those services provided
by our staffs and our communities in the centers of populations where people
live, trade, and congregate that will make the significant impact on our ever-
changing, ever-exploding society. Society, because of its size, because of its
gross potential, because of the very nature of its technologieal explosion, creates
a multitnde of problems and stresses on its citizens. These stresses must be
dealt with through treatment, prevention and rehabilitation. These services
must be added to onr growth as a nation and as a society which cares for its own
on its own home front,

Thank you.

Sincerely,
Or10 KERNER, Governor.

STATE oF NoRTH CAROLINA,
GOVERNOR'S OFFICE,
Raleigh, N.C., April 4, 1967.
The Honorable HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Committee, House of Representa-
tives, Washington, D.C.

DEAR CONGRESSMAN STAGGERS : Adoption of 8. 1132 (HLR. 6431) will enable
North Carolina to continue implementation of its long-range plan to establish
community-based services for the mentally ill and retarded.

Since the Facilities Construction Act (Public Law 88-164) was adopted in
1963, North Carolina has made considerable progress toward that objective.
Under this act, Federal funds have been committed for construction of four
comprehensive community mental health centers. Two of these will be in the
eastern section of our state, one is in the Piedmont and one will be in the
western section of our state, The latter is designed as a combination mental
health-mental retardation facility to be housed in the same structure,

A number of other communities are in various phases of developing their
plans for a comprehensive center. We estimate now that fifteen additional com-
prehensive community mental health centers ean be established during the next
biennium, provided funds are available.

Currently our recommended state budget, now before the Legislature and ex-
pected to pass, appropriate state funds sufficient to provide the state matching
portion for construction of the fifteen new centers. Many of the communities
already have their portion set aside.

The state simply could not support its own and the Federal share of this
program. We are already putting about all we can afford into support of our
mental health program. Currently, North Carolina is spending forty million
dollars a year on its mental health program. For the next two years I have
recommended an increase of 22.8 percent per year in mental health appropria-
tions, the largest single portion of which will go to community mental health
centers. 1 point this out to emphasize that we in North Carolina are not ah-
dicating our financial responsibilities and shifting them to the Federal Govern-
ment,

Our mental health program in North Carolina is in a very critical transitional
period. We are making a concerted effort to build up our community pro-
grams with the resulting need for increased budgetary support, while still
arrying the same responsibilities for maintaining a high standard of eare in
our state hospitals which currently receive over 12,000 admissions each year,
Until we work through this period to the point that community programs are
numerous enough to enable significant numbers of patients to be treated at home
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instead of entering our state hospitals, continued Federal support for community
mental health development is essential if we are to continue to move forward.

Many of our communities in North Carolina are just now moving into the
final phases of the rather long and involved process of community organization
through which an application for construction funds is developed. This has been
a time-consuming process in North Carolina for two reasons. First, it has in-
volved bringing together multi-county groups for joint planning and negotiation.
Secondly, because we decided to tie in our comprehensive community mental
health centers with general hospitals, our center construction plans have had
to be phased into the long-range plans (under Hill-Burton) for hospital develop-
ment. In some cases it is possible to do this quickly but in many others it may
involve a period of several years.

Let me emphasize that the process of community development and involvement
which has come about as plans for a community mental health center take shape
las been very healthy and stimulating for our state. The people of our com-
munities have responded to this challenge by working together to a degree that
has been inspiring. So, while North Carolina has used only a portion of the
Federal construction funds originally allocated to us, there has been no lack of
interest or work by our people. And now many of our communities are ready
to move forward. The funds simply must be made available so that the plans
and hopes for a comprehensive community menfal health center may become a
reality.

Equally as important as the “bricks and mortar” part of this Act is Section 3
of 8. 1132 which extends the staffing grant program (P.L. 89-105) through fiscal
1072. This is absolutely essential in order to help the new community mental
health centers bear the initial burden of employing the new personnel which
their effective operation requires. Recruiting and hiring of professional mental
health personnel cannot be done quickly. They are in great demand and in
scarce supply. While we are committed in North C rolina to meeting the man-
power shortage through expanded training programs and opportunities, it again
takes a period of several years before these training programs can begin to bridge
the gap.

Our long-range mental health plan in North Carolina envisions the eventual
establishment of thirty-two comprehensive community mental health centers.
Each of these is going to require a full staff of qualified personnel. I can think
of no more productive and creative way for Federal tax dollars to be used than
in helping these communities meet some of the initial financial strain of acquir-
ing the staff needed to carry out our responsibilities toward the mentally ill and
retarded.

May I sincerely urge your favorable consideration of 8. 1132 which will do so
much to help our state through this very crucial period in its mental health
program development.

Sincerely,
Dax Moore, Governor.

STATE OF NORTH DAKOTA,
ExECUTIVE OFFICE,
Bismarck, N. Dak., April 3, 1967,
The Honorable HARLEY O. STAGGERS,
Chairman, Committee on Interstate and Foreign Commerce,
House Office Building, Washngton, D.C.

DEAR CONGRESSMAN STAGGERS: It is my understanding that hearings will be
held soon on extension of the Community Mental Health Centers Construction
and Staffing Acts and the grants authorizations as provided for in H.R. 6431 and
a companion bill 8§ 1132, This is to inform you that I strongly support this
proposed legislation.

North Dakota has been able to provide care, near their home, for many patients
suffering from mental illness through two new Centers, located in Grand Forks
and Bismarck, during the last several months. Two other Centers, located at
Fargo and Minot, will open within the near future. These four centers eventu-
ally will provide care for patients for approximately 60% of our state's
population.

This marked progress could not have been accomplished without the assistance
from federal funding through the Community Mental Health Centers Acts. In
addition, construction funds have been made available for the St. Michael's
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Hospital in Grand Forks and for the Neuropsychiatric Institute at St. Lukes
Hospital in Fargo.

I believe that a continuation of this program, as embodied in H.R. 6431 and
S. 1132, will be of great benefit to North Dakota and to all other states in the
nation in meeting the mental health needs of our citizens, 1 respectfully re-
quest your Committee’s favorable consideration., I appreciate this opportunity
Lo submit my views,

Sincerely,
WrirLriam L. Guy, Governor.

STATE OF WASHINGTON,
Olympia, Wash., April 1967,
Hon, HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Comm ittee,
House of Representatives, Washington, D.C.:

As Governor of the State of Washington I want to convey to you my whole-
hearted support of H.R. 6431 entitled the “Mental Health Amendments of 1967.”
I have observed closely the salutary effects of the original federal laws provid-
ing financial support for the construction and staffing of community mental
health centers. 1 think it is fair to say that the concepts embodied in those
laws, and the opportunities they have made possible, have stimulated degrees of
interest, enthusiasm and support at all levels which would have been long de-
layed, if forthcoming at all, in the absence of a national posture and national
leadership.

While our state and its several communities have moved a great deal, it would
be unfortunate, indeed disastrous, if federal support were to be withdrawn at this
time. Community mental health programs are quite costly. As a result they
require the assurance of substantial amounts of public funds from state and
loeal sources to supplement those from the federal government., Beeause ours is
4 biennial legislature, only now have we reached the point where these monies
might be made available. With combined federal, state and local funding, I
expect to see considerable progress in the years just ahead. To the extent that
any part of this funding is diminished, we may expect a set back in our programs.
We are not yet ready to carry the entire program alone.

DANIEL J. EVANS, Governor.

STATE OF VERMONT,
EXECUTIVE DEPARTMENT,
Montpelier, Vi., March 31, 1967,
The Honorable HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Commi tiee,
House of Representatives, Washington, D.C.

DEAR MR. SraceErs : I understand that your committee will hear testimony on
April 4th and 5th on H.R. 6431, a proposal to extend authorization for construe-
tion and staffing of community mental health centers, I urge you and the members
of your committee to support the utilization of this beneficial program.

The Mental Retardation Facilities and Community Mental Health Centers Act
of 1963 has had direct and indirect effects on many facets of mental health pro-
grams in Vermont. It has stimulated program development which would other-
wise have been difficult if not impossible,

The northeastern part of our state, a sparsely populated and economically
undeveloped area, has been the recipient of both econstruction and staffing grants
to develop a comprehensive community mental health program, the scope of
which would have been unimaginable and unrealizable without the provisions
and funds available through this federal legislation. This has been brought abont
by citizen interest within the area and by the stimulation of professional imagi-
nation which the act has made possible.

Under the terms of Public Law 88-164 the Bennington area has received a
grant for construction of additional facilities to their existing elinie building
which is presently being strained beyond its capacities. These funds will not
only enable an expansion but will strengthen the program and bring it even
more closely into the orbit of comprehensive mental health services to meet the
needs of the people in this area.
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Under another title of the same act, our state operated training school for the
retarded in Brandon has received a grant for construction of a pre-placement cot-
tage for boys and men which will aid the transition from the institution to the
community. We expect that this too will have a major effect on the total
program for mentally retarded persons in Vermont.

I know there are many areas throughout the United States which will reap
benefits equal or similar to those which we are beginning to see in Vermont
and I urge your favorable consideration of the legislation to continue necessary
aid to ease a major health problem throughout all of our states.

Sincerely,
Parme H. Horr, Governor.

STATE oF Towa,
Division or MENTAL HEALTH,
Des Maoines, Towa, March 31, 1967.
Hon. HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Committce,
Washington, D.C.

Dear Sir: I sincerely hope that Federal legislation, H,R, 6431, continues to
support the Community Mental Health Centers program. Also, that the pro-
posal to extend for five years authorization for construoction and stafling of Com-
munity Mental Health Centers will be approved.

Rincerely,
J. 0. CRoMwELL, M.D.,
Director, Division of Mental Health.

STATE OF DELAWARE,
DEPARTMENT oF MENTAL HEALTH,
Wilmington, Del., March 31, 1967.
Hon, HARLEY O, STAGGERS,
Chairman, Interstate and Foreign Commerce Committee,
House Office Building, Washington, D.C.

DEAR CONGRESSMAN STAGGERS : As Commissioner of Mental Health for the State
of Delaware and representing the Board of Trustees of that Department, I
endorse H.R, 6431 which will extend for five years the financial support required
for the construction and staffing of Community Mental Health Centers.

Those of us who are engaged in the day-to-day and long-range development of
programs for patients are convineed that Community Mental Health Centers are
essential if we are to achieve our primary purpose of providing rapid and effec-
tive treatment for that substantial percentage of our population which suffers
from mental illness.

Recently, I was asked to supply two basie reasons for my position favoring the
support of the Community Mental Health Center plan as envisioned in the present
legislation.

[ replied that, first, Federal assistance is needed because under present tax
structures there are not sufficient funds for local and State governments to pro-
vide the services that are needed in a Community Mental Health Center,

And, second, the Community Mental Health Center plan makes it possible to
treat the patient close to his home and close also to all of the resources he will
need for rehabilitation,

There are, of course, many other reasons. Our Delaware State Mental Health
Plan includes as a major development for the future the establishment of these
centers to cover the entire State,

It is likely that some members of this honorable Committee, as well as others
attending the hearing, have seen the new documentary picture, “Bold New Ap-
proach,” which was premiered in the New Senate Office Building on March 21
under the sponsorship of Senator Lister Hill. This picture daramtically por-
trays the advantages of the Community Mental Health Center. The ability of
the facility depicted to receive and begin immediate treatment for the two patients
is most striking.

A succession of Congresses has shown strong interest in the problems involved
in mental therapy in the onrushing 20th Century. What is proposed in House
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Resolution 6431 is far-sighted and is in keeping with creative legislation of recent
vears in this field.

The bill extends the construetion program through 1972, a wise move, since it
gives planners in the States a chance to look ahead and plan carefully. It ex-
tends the stafing program, a basic requirement because competent staffing is the
heart of modern treatment programs. This legislation would also permit recipi-
ents to use funds for the acquisition of existing buildings—and for the remodel-
ing or alteration of existing buildings. It further requires that State mental
health plans must include enforcement of adequate community center standards.

This bill, if enacted into law, will assist in the improved treatment of many
thousands of men and women suffering from mental illness. It will mean that
they will be able to return to their families more swiftly and with more assurance
that their rehabilitation will be suecessful,

Thank you for permitting me to take this much of your time,

Sincerely,
DANIEL LIEBERMAN, M.D.,
Commissioner,

STATE OF INDIANA,
DEPARTMENT OF MENTAL HEALTH,
I'ndianapolis, Ind., March 31, 1967.
The Honorable HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Committee,
House of Representatives,
Washington, D.C.

DEeEAR CONGRESSMAN STAGGERS : I am writing to express the State of Indiana'’s
support for H.R. 6431 which extends federal programs for the construction and
staffing of community mental health centers.

Indiana’s Plan for Development of Comprehensive Mental Health Services,
developed by the Indiana Mental Health Planning Commission, strongly recom-
mended the continuation of federal programs for both construction and initial
stafling. In point of fact, the Commission’s recommendations and subsequent
legislation were predicated on continuation of federal support. It was the initial
federal legislation, first for planning, then for construetion, and finally for initial
staffing that inspired the State of Indiana to move strongly into the community
mental health progam.

Important measares passed by the 95th Indiana General Assembly show the
state’s willingness to participate with the Federal Government and County Gov-
ernments in the development of desperately needed community programs for the
mentally ill and retarded. One measure replenishes the state’s matching fund
for construction and operation of commnunity centers to the extent of approxi-
mately $10,000,000 over the next four years, the money to come from a portion of
cigarette tax revenues. Another act broadens the definition of community cen-
ters for the mentally ill and retarded, gives counties permission to issue bonds
as well as levy a 10 cent property tax to finance facilities, and says that coun-
ties may support a center in a neighboring state that serves Indiana residents.

Indiana has traly put into practice the philosophy expressed in the late Presi-
dent Kennedy’s mental health address to the Congress in which he called for a
sharing of the responsibility and cost among the three major subdivizsions of gov-
ernment—Federal, State and Loecal Governments, Every region in the state is
actively planning for community mental health services. Our state hospitals are
rapidly readjusting their treatment programs to become an integral part of
these expanding community programs. By June 30, 1967, Indiana shonld have
five approved mental health centers.

At least three more applications will be submitted during the 1968 fiscal year.
It would be disastrous fo the mental health program in Indiana if federal sup-
port was to stop with the end of the present authorization which is June 30,
1967,

The Indiana Mental Health Planning Commission and all interested agencies,
organizations and individuals join with me in requesting approval of all sec-
tions of HR 6431.

Sincerely yours,
J. R. Gamerrr, M.D.,
Acting Mental Health Commissioner.
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STATE oF KANSAS,
STATE DEPARTMENT OF S0CIAL WELFARE,
Topeka, Kana., April 3, 1967,
The Honorable HARLEY STAGGERS,
U.S. Representative, Chairman, Interstate and Foreign Commerce Committee,
House of Representatives, Washington, D.C.

DEAR CONGRESSMAN STAGGERS : Please let us express our earnest endorsement
of H.R. (431, which would extend for five years the authorization for construe-
tion and staffing of Community Mental Health Centers.

Our experience with the current legislation has been quite encouraging he-
canse it has stimulated in a number of ways improvements in the mental health
program. First, it has arounsed interest in adequate, thorough, and timely
treatment of mentally ill patients wherever they need treatment, Secondly, it
has stimulated interest in preventive measures and brought out some effective
social action in areas closely related to mental health., Third, it has improved
morale of mental health workers and encouraged them to make more effective
use of facilities already present in the community.

We are especially eager to see the extension made not only because two centers
have been established, but because others are potentially in the planning stages.
Four communities at least are making efforts to provide the local matching
funds and to educate the elements of the community to the needs for the service.
With the extension of the bill we can foresee the development of comprehen-
sive services in four or five areas within the near future that would fulfill a
great need on the part of a very large number of people.

Thus, both becanse of the effective help this bill has given our state in the past
three years and the effective help we foresee in the near future, we wounld like
to add our request that your committee consider the bill favorably.

Very truly yours,
R. A. Harves, MD.,
Director, Division of Institutional Management
and Community Mental Health Services.

THE COMMONWEALTH OF MASSACHUSETTS,
DEPARTMENT OF MENTAL HEALTH,
Boston, Mass., March 31, 196%.
Congressman HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Commitice, House of Representa-
tives, Washington, D.C,

DeEAR CONGRESSMAN STAGGERS: As Commissioner of Mental Health in the
Commonwealth of Massachusetts I would like to put myself on record as strongly
supporting H.R, 6431,

Sincerely yours,
Harzy C. Soroymon, M.D..
Conunissioner,

STATE oF VERMONT,
DEPARTMENT OF MENTAL HEALTH,
Montpelicr, Vi., March 31, 1967.
The Honorable HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Committee,
House of Representatives, Washington, D.C.

DEAR Mg, STAGGERS : T understand that the Honse Interstate and Foreign Com-
merce Committee will convene on April 4th and 5th for the purpose of considering
extension of the community mental health centers construction act and the pro-
vision for aiding in the cost of staffing such centers,

Thig act has made possible major strengthening and improvement of compre-
hensive community mental health programs in many states. In Vermont in one
of our less economically developed areas which is sparcely populated. the federal
aid for both construction and aid in the cost of staffing have provided part of the
cost of development of such a program and has stimulated both in professional
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people and the entire community to take effective action in development of a
unigue mental health program.

I know there are many other such programs throughout the United States in
early development stages which will be significantly impaired if this act is not
continued, I urge the support of your committee in making a favorable report
for extension of the community mental health center construction and staffing act.

Cordially,
JoNATHAN P. A, LEoroLp, M.D.,
Commissioner,

TrHE STATE oF WISCONSIN,
STATE DEPARTMENT OF PURLIC WELFARE,
DivisioN oF MENTAL HYGIENE,
Madison, Wis., April 3, 1967,
The Honorable HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Commitice,
House of Representatives, Washington, D.C,

DeAr CoNGRESSMAN STAGGERS: It is my understanding that your Committee
will be considering H.R. 6431 concerning the extension of anthorization for con-
struetion and stafling of community mental health centers.

Although there have been some problems in the implementation of this program,
it is my opinion that it is a most valuable one and an essential one to extend.

In Wisconsin, local communities have long had considerable financial respon-
sibility in the development of mental health services. We have a great deal of
investment in the continuation of the development of such services. The state
agencies of Wisconsin having responsibility in this matter are working aggres-
sively to assist communities to use the provisions of this legislation, and it is our
opinion this program will develop very soundly during the next five years and
will result in mental health services being available to people in their local
communnities on a much more uniform basis.

Sincerely,
L. J. GANSER, M.D.,
Director, Division of Mental Hygiene.

Utar STATE HOSPITAL,
Provo, Utah, March 31, 1967.

Congressman HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Committee,
House of Representatives, Washington, D.C.

DEAR CONGRESSMAN STAGGERS: It is my understanding that hearings will be
held Tuesday and Wednesday, April 4th and 5th, by the House Interstate and
Foreign Commerce Committee, on the Administration’s proposal to extend for
five years authorization for construction and staffing of Community Mental
Health Centers ( H.R. 6431).

Many states, particularly in the intermountain region, have difficulties in
having enough time to plan and to finance Comprehensive Centers. The State
of Utah has had particular difficulties in this area. At the present time we do
have one Comprehensive Mental Health Center in operation and this was accom-
plished only through the staffing and construction grant. Further development
of any Comprehensive Mental Health Centers or mental retardation centers
within the State of Utah will be contingent upon an extension of the legislation.

I strongly support and urge that the House Interstate and Foreign Commerce
Committee recommend the Administration’s proposal to extend for five years
authorization for construction and staffing of Comprehensive Mental Health
Centers.

Sincerely,
GornoN 8, Jounsox, M.D.,
Superintendent Utah State Hospital, and Member, National Association of
State Mental Health Program Directors.
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[Telegram )

Congressman HARLEY (). STAGGERS,
Chairman, Interstate and Foreign Commerce Commitlee,
Houwse of Representatives, Washington, D.C.:

Urge favorable consideration of Administration’s proposal to extend for five
vears authorization for construction and staffing of community mental health
centers (H.R. 6431). Much planning and essential community organization
presently underway in West Virginia with involvement of major communities
throughout the state. However, it is vital that authorization be extended for
orderly planning and phasing of projects over a five year period in line with
existing state and community resources. Community mental health services and
facilities considered only feasible approach to meeting burgeoning problem in
the state and in the nation.

Hurerr C. SMITH,
Governor of West Virginia.

—_—

[Telegram]
ALBANTY, N.X., April 6, 1967,
The Honorable HARLEY O. STAGGERS,
Chairman, House Interstate and Foreign Commerce Committee,
House Office Building, Washington, D.C.

The provisions of P.L. 88-164 and P.L. 89-105 have been important factors in
assisting the State department of mental hygiene and local governments in the
construction and staffing of mental health centers throughout New York State.
According to the State mental health plan, 112 more community mental health
centers are needed. Only 16 of these are in the construction planning phase,
An even greater disparity exists in regard to mental retardation facilities. It
is urgent that Federal assistance be continued so that these present needs for
facilities can become future realities.

I strongly urge enactment by Congress of H.R. 6431, Mental Health Amendments
of 1967, so that the Federal Government ean continue in cooperation with the
States and local governments to assure all residents the best in mental health
services,

NELSON A. ROCKEFELLER, Governor.

—_—

[Telegram]
HARTFORD, CONN., April }, 1967.
Congressman HARLEY STAGGERS,
Chairman, Interstate and Foreign Comerce Committee,
House of Representatives, Washington, D.C.

Urge favorable consideration by your committee of H.R. 6431 proposing to ex-
tend for five years authorization for construction and staffing of community mental
health centers. This program is one of the most useful ever sponsored by the
Federal Government to aid and stimulate the most forward looking programs for
are, treatment and rehabilitation of the mentally ill. In Connecticut the pro-
gram already has been of great value in one mental health center now operating
in the city of New Haven and in the development of a second planned for the
city of Bridgeport. Continnation of the program will provide encouragement
and support for further development of plans on which rest the hopes of thousands
of citizens,

Jorx DEMPSEY, Governor.

[Telegram]
ToPEKA, KANS., April 7, 1967.

HoNORABLE HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Commi tiee,
House of Representatives,
Washington, D.O,

I urge favorable consideration of H.R. 6431, which would extend the anthoriza-
tion for construction and staffing of community mental health centers. The
present legislation has stimulated interest in the communities throughout the
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State in preventive measures and has encouraged mental health workers to make
better use of facilities already present in the community, With extension of
this bill Kansas can look forward to additional comprehensive mental health
services in at least four or five communities.
RogerT DOCKING,
Grovernor of Kansas.

[Telegram]

TALLAHASSEE, F'LA., April 6, 1967,
Hox, HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Commitlee,
Rayburn Office Building,
House of Representatives,
Washington, D.C.

The future of mental health treatment programs in Florida is contained in
House bill 6431 which your committee conducted hearings on April 4, 1967.
We have many porgrams awaiting additional Federal funds in this area and it
would be a serious setback to Florida's mental health program if bill was not
reported favorably and passed by the House of Representatives. I urge you to
steer the measure to a successful conelusion.

Sincerely,
Cravoe R. Kmg, Jr.,
Governor of Florida.

[Telegram ]

Corumsra, 8.C., April 4, 1967.
CONGRESSMAN HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Commiltee,
House of Representatives,
Washington, D.C,

South Carolina now has a number of comprehensive community health cen-
ters in the initial planning stage, therefore urges extension of the authorization
for construction and staffing these centers as proposed in H.R. 6431,

Roperr B, MONAIR,
Governor.

[Telegram]

Lirtie Rock, ArK., March 3, 1967.
CONGRESSMAN HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Commitiee.,
House of Representatives,
Washington, D.C,

Hope yon and your eommittee ean see fit to continue community mental health
center program for next five years.
GEORGE W. JacksoN, M.D.,
Superintendent.

[Telegram ]
Corunmpus, OH10, April 13, 1967,

BUREAU OF PLANNING AND GRANTS
Attn: Dr. Wayne Chesso

On behalf of Governor James A. Rhodes T want to convey Ohio’s support of
HLR. 6431. Federal aid to construct and staff mental health centers vital incen-
tive to communities to improve services for mentally ill. Detailed letter of Ohio
position to follow,

MARTIN A. JANIS,
Director, Ohio Dept. of Mental Hygiene and Correction.
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[Telegram]
ALBANY, N.X., April 6, 1967.
The Honorable HARLEY (). STAGGERS,
Chairman, Commitice on Interstate and Foreign Commerce, House of Repre-
sentatives, Washington, D.C.

1L, 88-164 and P.L. 89-105 have led to greatly accelerated growth of com-
munity mental health and mental retardation services in New York State. A
relatively small amount of Federal money (815 M.) has led to applications for
facilities with a total value of 55 million. Moreover these acts and the guide-
lines and regulations developed therefrom have directly assisted New York State
in implementing the kind of broad range programs with continuity and respon-
sibility which will provide definitive services for the mentally ill and retarded
in the communities where they reside. The construction now planned will pro-
vide for only 16 mental health centers of a total of 112 needed according to State
plan. Even a greater disparity exists in the field of retardation centers and the
public has become keenly aware of the unmet needs. We have letters of intent
for 21 additional mental health centers and 6 mental retardation facilities at
a total cost of $76 M. Unless this legislation is extended as proposed in H.R.
G431 we fear loss of momentum in this great program.

Arax D. Mmrer, M.D.,
Commissioner,
New York State Dept. of Mental Hygiene,

[Telegram]

CHATTAHOOCHEE, FLA., April 6, T967.
Hon. HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Committee,
House of Representatives, Washington, D. O,

The Florida Division of Mental Health is extremely interested in the prosposal
to extend the present program of construction and staffing of community mental
health centers, H.R., 6431. Under the present program Florida has made ex-
cellent progress by having nine projects approved for constrnetion of community
mental health centers. There are a number of other projects pending approval
that will qualify should this program be extended. The staffing provision of the
program is extremely important to these community mental health centers which
will allow them to develop their program on a more comprehensive basis at a
more rapid rate. Considerable State funds are presently involved in the staffing
of the existing mental health elinies which will include future clinies under this
program. Favorable consideration of HR, 6431 by your committee will be ap-
preciated.

W. D. Rocers, M.D.,
Dircetor,
Division of Mental Health.

[Telegram]
OryMrIA, WasH., March 3, 1967.
The Honorable HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Committee,
House of Representatives,
Washington, D.C.:

I would like to express my very strong support of H.R. 6431 (Mental Health
Amendments of 1967). I believe this bill to be vital to the continued develop-
ment of community mental health services in the State of Washington. At the
present time enthusinsm is high among those responsible for planning at the
community level. Within the past two years these individuals have invested
enormous amounts of time and energy in the task of laying a foundation for local
mental health programs. The withdrawal of Federal funds at this time would
constitute a serious blow to this concern and morale which, as you well know,
has been =0 long in coming.

Here in Washington there are several communities which are, quite literally,
on the brink of submitting applications for Federal construction or staffing
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monies. For example, the St. Luke's Hospital in Spokane wishes to include a
psychiatrie in-patient unit in its new construction program; the community
mental health service of South King County has sent us a preliminary draft of
a mental health center staffing grant; and there are many others. Our citizens
have responded well to the challenges posed by the original Federal legislation.
They gained acceptance for community based services in a State where the
care of the mentally ill traditionally has been a State responsibility ; they have
developed reasonable and feasible plans even in the face of severe manpower
shortages; they have, through the legislature, begun to make increasing amounts
of public funds available to pay for local mental health services. This latter
is all the more remarkable when one realizes that up until now Washington has
invested only about 7 cents per capita per year in community mental health
programs.

If Federal support is curtailed at this time, much of this effort will have been
for nothing. Again, therefore, let me convey my support of H.R. 6431.

Wiiriam R. ConTE, M.D.,
Department of Institutions.

[Telegram ]
PHOENIX, AR1z., April §, 1967,
Hon. HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Commitlee,
House of Representatives,
Washington, D.C.:

It is of utmost importance the community mental health centers program be
extended, particularly as it will be the less affluent portions of the State—those
most in need of help—who will now be attempting to develop services.

Community acceptance of this program as evidenced by the rapid development
of centers, plus the continuing need makes it most urgent that H.R. 6431 be sup-
ported and passed. We strongly request your support of this measure.

RAY Lewis, M.D.,
Director,
Division of Mental Health,

[Telegram ]

HARRISBURG, PENN., March 31, 1967.
Hon. HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Commi ttee,
House of Representatives,
Washington, D.C.:

I strongly support H.R. 6431, which extends the grant programs for construc-
tion and initial staffing of community mental health centers. I urge also in-
creased funds for the construction program, since Pennsylvania program is ham-
pered by low allocation. Strongly recommend that staffing grants be made
through the States instead of directly to the community.

Max ROSENN,
Secretary of Public Welfare,
Commoniwealth of Pennsylvania,

[Telegram ]

FraxkgrorT, KY., April 3, 1967.
Congressman HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Committee,
House of Representatives,
Washington, D.C.

I am taking the liberty of forwarding to you the position advocated by the
Kentucky Department of Mental Health with respect to the extension of the
community mental health center program. I sincerely urge and hope that you
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support such an extension to a State with economie and professional problems
such as ours, this program has been an absolute lifesaver. Through the
stimulation provided by P.L. 88-164 and P.L. 89-105 we have touched off a real
revolution in the provision of mental health services in this State. Without it,
there is serionus doubt that any substantial progress in community mental health
would have been obtained. We are now in a position of moving forward, which
can either be greatly assisted by the continuation of the program, or seriously
retarded by its abrupt termination.

A bond issue which provided only 1.2 millions of dollars for assistance to
communities for construction has rewarded us with a Federal share utiliza-
tion (either projected or certified) of 100 percent in mental retardation thru
1965 and 100 percent in mental health thru 1966. Four construction projects
in mental retardation and four in mental health have been approved at the State
level, and of these three have already received Federal approval; the others
are now being reviewed.

In addition, thru provisions of P.L. 89-105, we have been able to obtain full
utilization of our 1966 monies and have pending an additional ten staffing grants
which hopefully will obtain any unused monies from other States to the extent
of about 1.2 millions in Federal assistance,

These programs have stimulated community interest and community cordina-
tion of planning beyond our fondest hopes. We have been able to initiate pro-
grams which have recruited people into the State of Kentucky and which we
presume will continue to operate,

Plans to insure continuation of the programs once initiated is essential in
this program as Federal funds are withdrawn. However, continuation of the
initial Federal stafling assistance is needed if the remaining regions in Kentucky
are to ge started. I am sorely afraid that these nine other regions of the State
will find the cupboard bare, if there is not a continuation of this remarkable
program.

This State and others like it, withont the benefit of large metropolitan popula-
tions and strong State tax bases, have found the initial assistance given by these
programs to be invaluable; I again urge that the Congress continue to assist
us in provision of a totally new concept in the care of the mentally ill and the
mentally retarded. In order not to belabor this, may I say that this department
stands ready to forward to you any specific details which you might care to
have relative to our development,

0.8, text will be sent to you in letter form.

DALE Farasee, M.D., Commissioner.

[Telegram ]
JEFFERSON CI1TY, Mo,
April §, 1967.
Congressman HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Committee,
House of Representatives,
Washington, D.C.:

Have learned that your committee is holding hearings on H.R. 6431, to extend
authorization of staffing and construection of community mental health centers.
This is to advise that we in Missouri wholeheartedly endorse this step and urge
support by your committee,

The reasons for continuation are: (1) many States did not have sufficient time
to develop administrative staff and procedures to implement fully P.L. 88-164
and P.L. 89-105; (2) community representatives have required considerable
time to organize and raise funds in order to apply for Federal matching monies
to build centers; (3) as centers are developed there is an impetus to other com-
munities to build mental health centers, thus an extension would make it
possible to construct and staff additional facilities; (4) some States are without
mental health service acts and thus have no financial resources to match with
local funds to build and staff centers.

GeORGE A. ULETT, M.D.,
Director,
Missouri Division of Mental Diseases.
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[Telegram ]
AuvstiN, TEx,, April 12, 1967.
Congressman HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Committee,
House of Representatives,
Washington, D.C,:

The Texas Department of Mental Health and Mental Retardation of the State
of Texas is vitally interested in passage of H.R. 6431 which would extend for
five years authorization for construction and staffing of community mental health
centers. Texas has recently undertaken a comprehensive community mental
health centers program and the financial assistance afforded by this measure
would be of inestimable value.

Jorx Kixross-WricaT, M.D.,
Commissioner.

[Telegram ]

Barox Rouce, LA, March 31, 1967.
Congressman HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Committee,
House of Representatives,
Washington, D.C.:

I heartily endorse the bill, H.R. 6431, extending for five years the existing
programs for construction and staffing of community mental health centers.
Louisiana has 14 projects scheduled for construction, however, Federal funds
will only permit 7 centers to be built. In addition the 1967 Lonisiana State plan
recommends the construction of 15 new centers and additions to 6 existing
centers.

Wiroiaum P. Appisox, M.ID.,
Louisiana Commissioner of Mental Heallh,

[Telegram]
Corvamnia, 8.C., April 3, 1967.
Congressman HARLEY STAGGERS,
Chairman, Interstate and Foreign Commerce Commitice,
House of Representatives, Washington, D.C,

Extension of the Community Mental Health Center programs, as proposed in
ILR. 6431 and 8. 1132, would be most weleome in South Carolina, This State's
comprehensive mental health plan leans heavily on the community center con-
cept. Three applications for construction grants have been approved and two
others are being processed, along with one staffing grant application from a sixth
area which will submit a construction application later. It appears that virtu-
ally all, if not all, of this State’s construction grant allocations will be used. All
matching funds are being supplied by local communities, giving evidence of grass-
roots support,

ive other area mental health boards have expressed inferest in expanding
clinies into comprehensive centers but cannot meet current program deadlines,
Two other clinies just getting underway would be prospeets for centers later, as
would one other area not now having a elinie.

If the program is terminated as scheduled, less than half of the need will have
been met in South Carolina and the neediest areas, by and large, will be the ones
left untouched.

Extension of the staffing grants is most important. The original deadlines for
staffing applications were too cloge to the construction grant deadlines, so that
many centers being constructed under current authorizations will not be com-
pleted in time to obtain a staffing grant. If construction grant legislation is ex-
tended, the need to extend the staffing grants will be even more imperative since
many communities will not project centers without initial stafling aid.

WitLiam 8. Harn, M.D.,
South Carolina Commissioner of Mental Health.

Dr. Grass., Our first witness will be Dr. Winston.
Dr. Winston. I am Dr. Winston and I will briefly go over my writ-
ten statement.
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Governor Ellington was invited to be with us this morning and
could not because the legislature was in session but he has asked me to
express his regrets, and let me say as commissioner of mental health
that he has given overwhelming support for our program and has
given us the highest increase in our budget, hopefully which will be
approved at any time, in the history of our department.

What I have done in my statement is to briefly outline the three
revolutions that I have seen occurring in psvehiatry, the first being
the advent of Dr. Freud, the second revolution which is the tranquil-
izer in 1954, and third the comprehensive mental health center and 1
really see this as the most significant of all and I would like to confine
my verbal testimony to my exper ience as the superintendent of Mocea-
sin Bend Hospital, a small State hospital which opened 2 years prior
to the comprehensive centers but which was run similar to the centers
and just briefly outline our experience there because I think it is rela-
tive to the stafling questions which have been asked.

Mr. Jararax. I think it would be appropriate to say that the Chair
has announced that we will try to finish the hearing by 12 o’clock.
Apparently we cannot do so. So, our intent is, in fairness to the wit-
nesses who have come to the hearing, some from outside the Washing-
ton area, to ask for permission to sit this afternoon at 2 o’clock to con-
clude the hearing if we don’t finish this morning.

Dr. WinstoN. Moccasin Bend Hospital, as I say, opened in 1961
actually. The results that we had there with this type of program
similar to the comprehensive center we feel are almost mirac ulous.
We cut the average first stay from 6 months to 5 weeks in the first
yvear of operation.

We started new programs that were not capable of being started
previously because of the small comprehensive concept that we en-
visioned and that is now in operation elsewhere, too.

We did this, I might add, with only one other psychiatrist serving
an area of some 600,000 people. Let me make the remark that we !I"]\
heavily—in fact, solely, I should say—on the aid staff and the use of
tranquilizers and not one patient there received the sort of treatment
that I as a psychiatrist was trained to give; that is, the 1-to-1 psycho-
therapy relationship.

Yet we got these patients out, we kept them out and they are con-
tinuing to ¢ give what I think is a real testimony to the value of how
these ((Jlll['ll(‘lll‘l]'-‘i\{‘ centers can work without necessarily the staffing
pattern that we have been accustomed to in the past and wonld like to
have but cannot apparently have in light of short staff.

Let me read my concluding paragr: aph.

The impact of the comprehensive community mental health centers
making treatment available to any aggregate pnpnlahon of 75,000 or
more is indeed staggering.

It is my firm, sincere |udgment that the farsighted thinking on the
part of the National Institute of Mental Health in instituting this
program will be by far and away the most significant of all of the
three revolutions.

Although it will in no way eliminate mental illness any more than
general hospitals eliminate physical illness, it will alleviate much of
the suffering, the agony, and the dospmnlent\ to which only those
who have had mental illness can testify.




122 MENTAL HEALTH CENTERS CONSTRUCTION ACT EXTENSION

I urge this committee to consider not only the extension of the
present program but a large expansion of it.
( Dr. Winston’s prepared statement follows:)

STATEMENT OF Dr. Nar T, Wixstoxn, Ji., CoMMISSIONER OF MENTAL HEALTH,
STATE OF TENNESSEE

I am Dr. Nat T. Winston, Jr., Commissioner of Mental Health for the State
of Tennessee. Governor Buford Ellington of our State was invited to participate
at this committee hearing, but becausze of pressing legislative matters currently
under consideration in the General Assembly of Tennessee, he is unable to come.
He has asked me to express regret that he could not be here and may I say as
commissioner of mental health, that his interest in our problems and in our
overall program has been overwhelmingly positive. He has asked the current
legislature for a greater increase in our budget than anytime in the history of
the department and has given his wholehearted endorsement and support to our
program.

I shall make my remarks quite brief in urging you to consider the extension
of the Community Mental Health Centers Construction and Staffing Act (H.R.
G431). In my judgment, there have been three revolutions in psychiatry. The
lirst occurred around the turn of the century with the advent of the theories of
the development of mental illness first advanced by Dr. Sigmund Freund, the
father of modern day psychiatry. The original postulates of Dr. Freud have
been altered somewhat, but his most significant contribution was his pointed
observation that there were causal factors in childhood resulting in adult dis-
turbed behavior, This meant that no longer could we complacently sit back and
place patients in “insane asylums” and wash our hands of the matter. We
would now have to look for methods of treaiment of a definitive nature,

The second reveolution ocenrred In 1954 with the advent of the first true tran-
quilizer. Although we had methods of physical treatment prior to 1954 and al-
though we had drugs which would produce sedation, we had no drugs which
would produce tranguilization without crippling side effects. These miraculous
drugs do not cure in the strict sense of the word, but merely control symptoms
thus altering many age-old concepts we have had about the mentally ill. They
have, for example, permitted new ideas in design and architecture for mental
hospitals. They have completely modified and changed our programs for the
mentally ill by permitting a freedom and versatility of programs never before
possible, They have led in my opinion directly to the third revolution.

This revolution came about because of you, the legislative body of the United
States, Youn appointed in 1955, a five year study group to look at the problems
of the mentally ill. The famous “action” report released by this group in 1961
held as its primary recommendation that the mentally ill, if he was to receive
the best chance for recovery and to remain well, must be treated at home in
small intensive treatment units just as we treat physical illness in our many
local general hospitals. The report held that it was just as absurd to congregate
patients in large regional mental hospitals as it was to send the average case of
pneunmonia or appendicitis to the university hospital 200 miles away.

In backing up this recommendation, you then passed in 1963 the Comprehensive
Community Mental Health Centers Aect, which in my way of thinking has revolu-
tionized our entire approach. It has placed the mentally ill back where they
belong—in the community. It has done much already to reduce the stigma and
the fallacious thinking of individuals about mental illness.

It was my privilege to have opened, as the first superintendent, the Moceasin
Bend Psyehiatric Hospital in Chattanooga in 1960, This small, intensive treat-
ment unit is operated much as the comprehensive centers are being operated
following 1963. Here we had the chance to see what new ideas coupled with
tranquilizers could do for the patient who was treated right at home in his
own environment. The results were almost miraculons. We cut the average
length of stay for a first admission acute case in the State of Tennessee down
from six months to five weeks in our first year of operation. We started new
programs never before conceived of in mental institutions such as 24-hour around
the clock visiting, sending patients home who were still presenting symptoms for
weekend visits, but who with the confidence that they wonld not be separated
from their families returned readily and improved more rapidly. We utilized
every recreational facility of the eity of Chattanooga itself in our recreational
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program and we did away with many of the traditional practices of searching,
keeping doors locked, ete. We utilized many community agencies and brought
volunteers into the institution thus keeping the institution and the community
closely associated. This program as well as others have demonstrated beyond
any doubt that keeping the patient at home does make a significant difference in
how he responds to the definitive treatment offered him and even more im-
portantly, how well he stays at home.

The impact of the comprehensive community mental health centers making
treatment available to any aggregate population of 75,000 or more is indeed
staggering, It is my firm, sincere judgment that the far sighted thinking on
the part of the National Institute of Mental Health in instituting this program
will be by far and away the most significant of all of the three revolutions. Al-
though it will in no way eliminate mental illness any more than general hospitals
eliminate physical illness, it will alleviate much of the suffering, the agony, and
the despondency to which only those who have had mental illness can testify.

Ladies and gentlemen, as a professional person with the responsibility of caring
for the mentally ill of a State, I would urge you to consider at all costs not only
the extension of the present program, but a large expansion of it. To do less
would be more than foolhardy and would potentially endanger the lives and the
emotional health of every one of us here.

Dr. Grass. 1 would like to follow with my statement. I have a
prepared statement. I will not read it beeause I feel that Dr. Donohue
lias a story to tell and does not have a prepared statement.

I should like to summarize my remarks by pointing out that you
have heard of the decade of effort to obtain this ¢ nmmumt) program,
going from the studies that Dr. Ewalt had in the Joint Commission
on Mental Illness and Health and you know about Public Law 88-164
which launched the community mental health center program.

It not only launched a construetion program but a whole new way
of doing this, not new techniques, but a new operation, how to use
people, how to treat people as outpatients, how to treat them in
alternatives to hospitalization.

So that the program launched not just construe tion but a new way
of handling the problem. Now it is almost as if the military medic al
services, and I am an old military psychiatrist, confined their opera-
tions only to base hospitals and didn’t have followup field service to
support troops in the field.

This is what the new program did. Necessarily it took time to get
started. It had to be written. It had to be understood.

Enthusiasm had to be stimulated and we have gone through the first
3 years of this. Now we are moving. We have a momentum going.
There are only 128 construction grants and 72 staffing grants as of
April 1.

Now, many of these are complementary. Our one grant which Dr.
Donohue will tallk about is both staffing and construction. If we at
this time fail to renew this program we have broken faith with every-
thing that we have tried to do in stimulating it.

For example, this would stop a whole dec ade of progress. We are
on our way now. We are getting more and more interest. More and
more people are ('\];lmmw this idea and understanding it. I don’t
know how much time I spent in Oklahoma explaining what a com-
munity health center was.

It was always mixed up with a clinic. The substance and spirit of
this law strongly indicates that a mntmumg program was contem-
plated, not only President Kennedy’s 2,000 centers.

77-607—67——9
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For example, there is the insistence that the State plan shall provide
for adequate community mental health centers for all of the people in
the State—not a few of them—and it shall set. forth a program for con-
struction of seven community mental health centers based on a state-
wide inventory and I am quoting from the law.

It should be evident that if we don’t fully renew the center pro-
oram, we will be diseriminating against those regions and communities
in which approved applications have not yet been completed or are on
their way. Often this delay is due to a shortage of mental health
people in this community and often those communities need the mental
health care the most.

For example, failure to review this legislation would do the follow-
ing in Oklahoma: we have three grants, two approved, one in the
process. Those three grants will use up most of the money available
under the present 3-year program.

Yet, when completed they will supply services to less than a fourth
of the population, to 600,000 which is less than one-fourth of our
population.

This is what T mean. Yet, this excellent beginning has stimulated
Muskogee, has stimulated Ardmore and other places to get going on
this project. If we fail to renew it we block all of the efforts that
we have done all these 3 years.

With that, I would like to turn this over, unless you have questions
at this time, to Dr. Donohue, who will show you what a center looks
like, at least from planning and somewhat from an operational stage.

(Prepared statement of Dr. Glass follows:)

STATEMENT OF ALBERT J. GLASS, M.D., Direcror DEPARTMENT OF MENTAL HEALTH,
STATE OF OKLAHOMA

Mr. Chairman, I am Dr. Albert Glasg, Director of the Oklahoma State Depart-
ment of Mental Health and a member of the Board of the National Association
of State Mental Health Program Directors. I represent these Directors of the
state programs for the mentally ill in the 50 states and several territories.

As administrators for the vast majority of metnal health services in the United
States, the State Mental Health Directors have a vital conecern in the proposed
Mental Health Amendments of 1967 and unanimously urge its passage. This
act will make possible a continuation of the nationwide movement to improve
and inerease the availability of treatment resources for mental disorders, which
was launched in 1963,

PROPOSED AMENDMENTS

1. Renewal of the Centers Program for an additional 5 years.

(2) Extends the community mental health construction program through
Fiseal 1972, Authorizes $50 million for Fiseal 1968 and such sums as
necessary for Fiscal 1969-1972.

() Permits construction grant recipients to use the funds for acquisition
of existing buildings instead of only new construction, remodeling, alteration,
expansion, ete.

(e¢) Provides for enforcement after 1969, in state plans, of maintenance
and operation standards,

. Renewal of Staffing Program.

Extends funding of staffing program for community mential health centers
through fiscal 1972; also provides authority to continue making grants
through fiscal 1976 to centers already receiving grants.

3. Contingency Fund.

Establishes “contingency fund” for the Secretary of H.E.W. Seécretary
would have control of £50 million of expiring unobligated funds out of
various HEW grant programs. Has no direct bearing on mental health
eenters program.
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BACKGROUND

In order to appreciate the importance and need for the proposed Mental
Health Amendments Act of 1967 it is necesary to review the origin and present
status of the Community Mental Health Centers program.

Over a decade ago the Joint Commission on Mental Illness and Health was
established by Congress to study and make recommendations on this most
common and most disabling health problem of the nation. As a result of the
Commission’s findings and report in 1961 and the rising awareness of the in-
creasing dimensions of mental disorder by many prominent lay and professional
citizens, PI, 88-164, the “Mental Retardation Facilities and Community Mental
Health Centers Construction Act of 1963" was enacted by the 88th Congress.

In essence, this Act anthorized funds to begin the construction of community
based facilities for the mentally ill and the mentally retarded. It should be
recognized that, at this time and even today, the majority of mental disorders
were either neglected or because of the absence of an alternative to hospitaliza-
tion are referred to state mental hospitals, many of whom were located at some
distance from the community. This lack of local mental health facilities is in
sharp contrast to surgical, medical, and other non-psychiatric medical services
which were present mainly in or near the community. In effect it is as if mili-
tary medical services were provided mainly in base hospitals with little or no
facilities to follow and render prompt medical support to troops living and
fighting in the field.

While the 1963 act seemingly only provided for the construction of commnunity
mental health facilities, in aectuality it introduced new concepts and programs
for the management and treatment of mental disorders. Since new method-
ology and concepts require considerable time for understanding and acceptance
and because of the scarcity of mental health personmnel similar to the general
shortage of health personnel, initially, implementation of the Community Mental
Health Centers Construction Act proceeded slowly. But with time and effort
there came more and more awareness and increasing appreciation of the “Cen-
ters” concept. This program was given considerable impetus in 1965 by passage
of the Amendments of Public Law 88-164 which authorized financial assistance
toward meeting the cost of technical and professional personnel serving com-
munity mental health centers during the first 51 months of their operation.
With this assurance of staffing support more community and public agencies
moved to explore ways and means of establishing centers and submit feasible
applications for their operation and construction.

In the several years of its operation, PL 88-164 has encountered inevitable
problems in its regulations and administration which have been or are being
resolved. For example, initially regulations and attitudes due to the anxiety
and effort to stimulate “center” applications unwittingly fostered the impression
of a rivalry between community mental health centers and state mental hospi-
tals. It seemed that a dicotomy was being established between these two
systems of mental health care. Indeed it was “rumored” that community mental
health centers would do away with state mental hospitals. However, with time
and experience it has become clearly and widely evident that comprehensive
mental health care requires the integration of services between community cen-
ters and state mental hospitals. Further, that Community Mental Health
Centers, must be supported by facilities of state mental hospitals, else cases
requiring prolonged care will absorb the energies of the Center and prevent its
function as a flexible facility which can promptly respond to local problems and
needs, It has become recognized that state mental hospitals ean and should
provide community mental health services either alone or in concert with local
community agencies for citizens residing in its environs. This more flexible
use of state mental hospitals is of particlar pertinence in view of the shortages
of the mental health professional manpower which are even more searce in rural
areas where many state mental hospitals are located.

The overall events and experiences of the past several years has produced
increasing implementation of the Community Mental Health Centers Act until
at this time (1 April 1967) 121 construction grants have been made along with
73 staffing grants.

RENEWAL OF THE CENTERS AND STAFFING PROGRAM

1. Failure to renew the Centers and Staffing program at this time would be
disastrous to a decade of progress that has been made in community psychiatry.
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It should be recognized throughout the country that there are many applica-
tions in various stages of preparation. The withdrawal of federal support at
this time would make it virtually impossible to reestablish such favorable
climate and interest in providing services for the mentally ill.

2. The substance and spirit of PL 88-1064 strongly indicates that a continu-
ing program was contemplated. For example, there is the insistance that the
state plan “shall provide for adequate community mental health centers for people
residing in the state” and shall “set forth a program for the construction of com-
munity mental health centers (A) which is based on a state-wide inventory
of existing facilities and survey of needs.”

3. It should be evident that the non-renewal of the Centers program would be
discriminatory for those regions or communities in which approved applica-
tions for community mental health centers have not been completed. Often
such a delay is due to the shortage of mental health professional manpower
which frequently ocenrs in communities where there are the greatest needs
for “Centers.” In effect, only certain communities would enjoy federal support
for their mental health programs, whereas other areas of need would be
denied.

4. An example of what would occur in the event of failure to renew the
“Centers” program can be envisioned in Oklahoma. In Oklahoma, three ap-
proved or current applications for Community Mental Health Centers Con-
struction will absorb most of the federal funds made available to the state
under PL 88-164. However, these three centers will serve less than 14 of the
state’s popnlation. But this excellent beginning has stimulated other com-
munities who are now exploring ways and means of making application for
community mental health centers. A denial of the “Centers” program at this
time would not only eliminate planning, but also any future efforts to establish
community psychiatry.

In summary, the state directors of mental health programs who are in daily
and intimate contact with the mental health problems of the country strongly
urge pasage of the Mental Health Amendments of 1967. Failure to enaet this
legislation will impede a decade of progress in establishing improved and
maodern mental health care.

Mr. Jaraan. Doctor, I think it would be well if you go ahead with
your part of the presentation and then perhaps there will be some
questions.

Dr. Doxonue. This is a community mental health center. These
are the essential services that are offered. As you may know, a com-
munity mental health center includes outpatient, inpatient, partial
hospitalization emergencies, consultation and education services.
These are the required. These are the ones that are recommended and
in addition, diagnostic precare and aftercare, rehabilitative, research
evaluation, and training.

These are the services that we have in the center which we will show
you that we have now in actual operation. We began operation a
month ago. We have both a staffing and construction grant and at
this time I want to show the reason for the need for this.

Somebody asked a while ago about the number of patients. This
yellow line shows the admission rate into the central State hospital
in Norman, Okla., which serves a million population in density.
24 counties in central Oklahoma, but reflects what happens not only
in Oklahoma but in most other States.

In 1953 and 1954 as Congressman Jarman is well aware, we were
admitting about 1,000 patients. We were kind of in the snakepit area
in 6 or so years after Mike Gorman but we started coming up and
as you can see this is the way it is all over. Our number of patients
in the hospitals is dropping down but this has only decreased the
overcrowded and other things because if we had not decreased the
census look at that admission rate which is now going up.
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We started with 1,000 admissions a year and are now over 4,000.
Personnelwise, in order to take care of these custodial patients we
were using 880 some employees on a 48-hour workweek and now we
have a 17-percent increase but they are professional people who came
in to do this job.

Incidentally, we are estimating that the center now that we are
operating is going to serve one section of this area which has 256,000
people in it. We estimate that out of that 256,000 that we will admit
the same as we admitted out of this million. Why? Because we
are there where these people can come and get this treatment and get
it when they need it immediately.

The don’t have to drive 40 or 50 or 100 miles.

This is a cross-section of the proposed new mental health center.
The plans are up here now and I was talking to the National Institute
of Mental Health yesterday and we are ready to break dirt. This
shows the whole new philosophy, not the old type mental hospital
building.

This has all the latest things. This is, of course, showing the new
type. These cupolas, for instance, are towers so that the patients know
immediately where they are located in relation to these buildings.

If you notice, they are built in pairs and we will show you why.

This is the in-patient division. Notice that instead of having the
great mammoth wards that you have in the mental hospitals through-
out the country these are based on 16-patient units.

There are two patients to a room with a bath instead of having 40
or 50 sharing one bath if you were that lucky. When I went into Okla-
homa we had 100 and maybe more to one bathroom. This has the
facilities for emergency care and treatment. It has the lounge in
here if you will notice.

There are no great massive areas. Incidentally, working with the
National Institute of Mental Health, this is a 6-foot corridor instead
of 8, which saved millions of dollars for the Government and us be-
cause we were able to design these things differently.

This has wall-to-wall carpeting to keep the sound levels down, and
give you a softness in relation to your patients. It has a fireplace. It
doesn’t cost much more but it gives you a warmth and feeling for these
people.

This is the new idea, a little privacy in their own little section for
every 16 patients and a visiting room. In the old days in the mental
hospitals the last thing they wanted was visiting.

Now here it is very important because we are doing family therapy.
We are treating the whole family. So we want the visitors in.

We have 24-hour-a-day services in the offices. In the old days of
mental hospitals tliere were no offices.

This is the gymnasium in which we ean do psychodrama. These are
musie listening areas. This ean be used as an auditorinm but it is
actually a gymnasium. You move the chairs and you have a gym-
nasium. '

Here is the lounge where people can go. There is a fireplace here
again. This is, as you can see, a place where patients can rest as in a
lounge in a hospital. Tt has a warmth, and incidentally, there are no
shadows in here. This is all top lighted with skylights and fluorescent
lighting so that there are no shadows to frighten the patient.
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This is what is called a day hospital, This big room here is for
patient government. Incidentally, in order to economize and make
the maximum use of these things, as you say, that gymnasium could
be made into an auditorium.

This is the patient government room and here you pull this down
and you have two group-therapy rooms. Each doctor and social
worker has an office. The occupational therapists—all these people
provide treatment and therefore must have facilities to provide it.

This is the occupational therapy area which we use in the day
hospital as an ongoing therapy during the daytime. These patients
come in at 9:30 in the morning and go home at about 4:30 in the
afternoon. We don’t keep them at night. They are back with their
families where they belong in the evening and this helps us with the
therapy.

In here is the kitchen. Here is the hairdressing facility for these

atients becanse if they are here all day the girls can’t get their hair
ixed so we have facilities for it and also this is good therapy in the
case of women.

Here is the out-patient area. These are the wonderful new things
that we have. These are all treatment rooms, treatment for the patient.

Here is the group therapy room using group therapy so we can
treat eight patients where we used to treat one. Not only are the
doctors doing group therapy but under the supervision of our doctors
and psychiatrists the OT’s are doing it.

In the Army during the war we developed the mental health worker.
Here are our two mental health workers and we are trying to work
out a situation where they can go out on calls—actually house-to-
house calls in case of emergency like suicides and things—so that we
get. right on the situation immediately.

Notice here that we have gotten away from any long corridors
getting away from this look of a hospital when the outpatient comes
in here and knows that there are people in this area.

The banks have done this. They have come out from behind their
grills and we ought to. This has television caremas with videotapes
so that we can train people. This hospital is built jointly in connec-
tion with the Central State Hospital at Norman which is affiliated with
the University of Oklahoma School of Medicine.

I met with 15 of the professors from the University of Oklahoma
because we are going to work with the different types of people; the
gerontologist and so forth, and they can come out of their ivory
towers,

We took 40 of the honor students at the University of Oklahoma.
Twenty of them stayed to the second year. Eight of them changed
their courses and are going into the behavioral sciences.

They work together directly with patients.

Here is aftercare. This group doesn’t go out and diagnose or
work with an individual patient. They work with the judges and
school systems and things like that so that this is a whole new day,
a whole new area.

When T was in Arkansas in 1948, we had a clean up of their state
hospital system and revised it and when I was in Texas in 1950 we
were crying for this type of thing to be put in somewhere into the
community, between the community and the hospital.




MENTAL HEALTH CENTERS CONSTRUCTION ACT EXTENSION 129

This building will start immediately. Itsplanshave been approved,
as I said. It is a whole new area.

This last one shows the arrangement of these. This is the out-
patient and the after-care. This is the day hospital here, That is
occupational therapy.

Here is the recreational therapy,the lounge, and this is the emergency
and in-patient service.

These things, as I said, were colored because they show the patient
where he is. This is an ampitheatre. It is warm in Oklahoma a lot
of the year so that we can have band concerts. This is a band shell
inthere. Thisisa wholenew %)hilosophy.

Incidentally, this is built about a half mile away on some ground
that the hospital owns in proximity to the University of Oklahoma and
to our hospital, the idea being that we can train people in this technique.

So these are our plans and what we are going to do. On the back
you can see the actual picture.

What have we done? Let me give you an example of the first
month’s operation. Normally, we would admit into our hospital from
this district about 84 people. In the first month we have already
admitted 128. Of these, 55 of them have gone into our out-patient
division.

We have 28 out of the hospital and we have 23 remaining but these
were ones that cumulated. We estimate that only about 10 percent of
these that will come in will go into the state hospital.

Speaking about personnel as we were asked: Within the first month
I have been able to put together a staff of 50 composed of two psychia-
trists, two residents in psychiatry, young psychiatrists in training, one
psychologist and we now have another one since I left.

We have 6 social workers, 3 registered nurses, 1 vocational counsellor,
9 occupational therapists, 3 recreational therapists, and 21 psychiatric
aides.

In addition to this we have a training person and the other admin-
istrative people like personnel clerks and others needed for backup
services.

So that we now have within one month 51 people working. The
question was asked what would it take to staff one of these. We }JI‘O-
pose to handle the 4,000 admissions that we estimate will come in here
amlvpmlm'z.ﬁy will be nearer Dr. Ewalt’s 6,000 eventually.

We estimate that that would take 8 psychiatrists, 6 residents in
psychiatry, 4 psychologists, 2 psychological interns, 11 social workers
and we are affiliated with the University of Oklahoma so that we would
have about 10 student social workers, 16 registered nurses, and we are
a training center for nurses so that we would have about 10 student
nurses there, too.

We would have 2 vocational counsellors, 3 occupational therapists, 3
recreational therapists, 32 psychiatric aides, and in addition to that we
would have the usual supportive services in administration.

We would actually have 146 people working, 87 professional and
technical and 146 gross as against the 51 we now have.

The question was asked a while ago, what the States and the com-
munities are doing. We presented the legislature our budget. Pre-
dominantly because this 1s going to be Oklahoma’s teaching center

and we hope here to train the cadres that will go out and supply the
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professional personnel because the lay people are fine but this is a
serious illness and somebody has to supervise them to make sure we
are not going off on the wrong thing. _

The budget presented was that the Federal Government the first
year on the 75 percent match would give us $32,790 but the State
would have to put up $678,974. Under our grant, we get $382,000
the next two, $92,000 the next, and $202,000 the next, and down
to $44.000,

As that goes down the community and State share will have to go up.
So these are the things that I thought you might be interested in. This
is a going concern. I have been commissioner or assistant commis-
sioner as the chairman is well aware in three States, in Arkansas,
Texas, and Oklahoma.

Since 1948, T have been trying to see whether we couldn’t get this
thing going. Now that we have gotten it going, I think that it would
be catastrophie to decrease in any way. In fact, I think it must be
accelerated upward in order to meet the needs of these people.

Mr. Chairman, in Oklahoma we have them backed up now. We
have done the footwork. We have gone out now and convineed people
that this is the answer and people believe us and T am sure it is.

Now we can’t say, “No, you can only have them over here and
not over there. You can have one at Norman, Oklahoma. We will
cover the lower third of Oklahoma County, Cleveland and MeClain,
but you can’t have one in Osage County,” and, incidentally, on that
one we hope to take in a county in Kansas.

Soyou can’t stopnow. Weare in it too far.

Thank you.

Mr. JarmaN. Thank you gentlemen for an excellent presentation.

Doctor Donohue what did you indicate as the target date for com-
pletion of your center?

Dr. Doxonve. We are estimating 11 months for construction. Ap-
proximately a year from now we will have the opening. We didn’t
wait on this. We went ahead and took some of our State hospital
area, dedicated it to this and broke it away from the State hospital and
set up in business.

We could have done it downtown, but we had the buildings and the
facilities and everything right there so that we just started there.

Mr. Jarman. Do T understand that with the progress you have al-
ready made on the staffing problem that you anticipate no real diffi-
culty in fully staffing ?

Dr. Doxonue. Tt is not going to be a real gung ho thing. Tt is
going to take a little time but we will do it. We are out 1 month
and we are this far along. T don't see that it is going to be an ex-
tremely difficult thing.

We are having some difficulty getting residents in training because
this calls for six residents in training even though we are getting
more residents to go into training in psychiatry in this country they
are just hard to come by but other than that T don’t look for orave
problems.

People are interested in going into these. Mr. Chairman.

Mr. Jarman. As T understood your testimony, you now have nearly
one-third of your staff selected ? %, 3 3
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Dr. Dononve. That is right.

Mr. Jarman. Mr, Rogers?

Mr. Roaers. Thank you, Mr. Chairman. I have been impressed
by the testimony here. "What is the cost of this facility ?

Dr. Doxonuve. Of the actual facility? When we get it all con-
structed 1t is going to cost approximately $900,000 as our estimates
are now.

Mr. Rocers. And what would be the Federal contribution ?

Dr. Doxonve. The Federal contribution in that is $531,000.

Dr. Grass. The figure on Federal proportion in Oklahoma is 59
percent.

Mr. Rocers. All one figure?

Dr. Grass. Yes.

Mr. Rocers. In establishing the facility, are you, in effect, raiding
any other facility?

Dr. Doxonve. We are taking some out of the mental hospital
moving over there but we can afford to do this because we are going to
be h md]uwthdt portion of their patients.

Mr. Rocers. So that you don’t feel that it is a case of pulling
people out of another facility where they would leave a vacancy that
they have to fill? They don’t have to replace those personnel ?

Dr. Doxonue. We wouldn’t dare do that because T happen to have
them both under my control and if I did that, I would be in trouble
on the other side.

[ am watching that closely but we are getting them from the out-
side, Mr. Chairman, and Mr. Rogers.

I think this is going to be a “lot easier to staff than the State hos-
pitals. l’mplv like to work there and these are going to be “in the
community.”

Mr. Rocers. This is what I wondered about, some of these pro-
grams, for instance, some of the veterans lma]nt.lla I think their
pay scale may not match some of the suggested pay scales in this
program and this may vary from State to State. I wonder what the
impact will be, for instance, on the veterans hospital with their psy-
chiatric program.

Dr. Doxonuve. I pay more than they do and I can’t raid them right
now because they have a lot of hidden benefits that we don’t have in
the state services. They have retirement programs and things so that
you have to add this altogether.

Then, Mr. Rogers, 1 think there is another thing. This psychia-
trist and other personnel who like to work in Federal and State, they
pretty well stay in their own categories.

In the State service we move around much more than they do in the
Federal.

Mr. Rocers. Are your services paid for?

Dr. Dononve. If we can collect. I think this is a wonderful thing.
We have never in the State of Oklahoma ever forced anybody. If
they could under the law, I have to collect it and this would be the
same here.

Mr. Rocers. Let me ask you this question, and I may want to branch
out to others, too. As to the theory, of course, of separating even here
the Institute of Mental Health into a separate "bureau and now talking




132 MENTAL HEALTH CENTERS CONSTRUCTION ACT EXTENSION

about building mental health facilities separate and apart from regu-
lar hospital overall care, is this a good trend over the long run, or don’t
you think eventually we are going to have to put all of the physical
as well as mental care in the overall approach?

Dr. Grass. What do you mean by long run? Do yon meéan a time
frame of 1980 or something like this?

We do know that the facilities for the physical care are now located
and pretty well set. We do know that a number of these general hos-
pitals will elaborate community mental health centers as part of their
activities and this is indeed going on now, as you know.

However, the problem is mental health can’t wait for this. We
need to get centers in now. It may well be that in time they may
locate, but I want to point out that you don’t have to have them actu-
ally together.

‘ou can have an umbrella of services in the same area and all you
need to do is have a free passage of patients. The word here is con-
tinuity of care, just as we have in the center. You don’t have to have
all phases of the center under one roof.

You can have the outpatient clinic in one place and the inpatient
five miles away, so that we are not concerned with putting them alto-
gether now.

Mr. Rocers. What I want to know is this: From what I have ob-
served, there seems to be a tendency to make a direct separation of the
treatment of mental problems from physical problems.

I just wonder if some efforts should be given to tie the two together,
but I would think that some of the physical patients have mental
problems along with their physical difficulties because of the physical
problem they have.

This doesn’t seem to be the approach there and I was wondering if
our philosophy is right here. Perhaps this program in itself is throw-
ing us away from bringing comprehensive health care to the com-
munity.

Dr. Winsron. May 1 comment ?

Mr. Rocers. Yes.

Dr. Winsron. Of the three approved in Tennessee, two are in con-
nection with general hospitals.

Mr. Rocers. Do you think this probably is the approach that we
should take, to require this program to be put in with general
hospitals? j

Dr. Winston. Of course, some general hospitals do not have the
space and cannot expand.

Mr. Rogers. You are going to build a mental health center. If you
are building for them is it advisable to build them with the general
hospitals or 1sn’t it% '

Dr. Winston. It is not inadvisable. T think it is optional.

Mr. Rocers. Which is more advisable from your experience?

Dr. Wixston. Again, T don’t have any experience because we
haven’t had any of these built yet. T think there would be test imony
to both sides. T think keeping it in the medical stream is healthy,
but in other ways it is erippling, too.

Mr. Rocers. You said your stafling needs for a population of 75,000
has shown that you don’t have to follow the old pattern that we had
previously.
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Has this been expanded? Is this being brought to the attention
of people in this ﬁel({ ¢

Dr. Winsron, This is the case.

Mr. Rocers. Has your experience been brought to the attention of
people?

Dr. Winsrton. Well, it was in Reader’s Digest, I don’t know if you
call that necessarily brought to the attention of everyone. ‘What I
say by traditional patterning is that we don’t have this in most state
hospitals because we don’t have the staffs available and it wasn’t out
of choice that we had the patterning.

It was out of the necessity. When we opened the new hospital, I
had only one other psychiatrist that I (:{mlvﬁ employ, but this did not
keep us from getting the patients out through the selection of tran-
quilizers, et cetera, and the aids who had the feel for people.

Mr. Roeers. I am talking about the psychiatric society, the mental
health association.

Dr. WinstoN. Yes, sir. This is not the unique experience by any
means.

Dr. Grass. Mr. Rogers, there is no traditional pattern. Iveryone is
experimenting and moving with various kinds of mental health work-
ers, social workers, using their scarce psychiatrists much more in a
supervisory relationship than in a one-to-one relationship.

When you say, “Is there a trend in this direction”, that is the trend
entirely in the direction.

Myr. Rocers, The reason I asked the question is when the testimony
was presented to us when we passed the bill, it was that they envisioned
a center of 8 psychiatrists, or it was 10, for 100,000 population.

Now, Dr. Winston tells me it was 75,000 and he treats the popula-
tion in the area with two. This is quite a change from basic thinking
even just a few years ago.

Dr. Grass. 1 don’t think it was thinking. I think these were
guesstimates.

Mr. Rocers. I would think guesstimates are based on what they felt

was necessary. I hope they wouldn’t tell us they need 10 psychiatrists
for every mental health center and it is going to cost a tremendous
sums of money to provide the staffing down to 35 unless it was
needed.

I heard of these new ideas coming up but I don’t know that they
are being actually acted upon by people here in trying to encourage
a new approach or think 1t is easier to say, “I get more money if I
say I need 10, although that may not be what I need.”

Dr. Doxonrue. We went over this with the National Institute of
Mental Health and discussed it at length, The American Psychiatric
Association is extremely interested in this and we have the Journal
on Hospitals and Community Psychiatry which produces articles
constantly on this as do the programs of the American Psychiatric
Association but also the people in the National Institute of Mental
Health whom I have dealt with. We have worked to come up with
new answers and one thing would be what is your caseload, where are
you, where are you located.

For instance, this will affect your staffing patterns, too, whether
you have a lot of poverty and a low educational area, distances into
your hospital, the type of structures you have, how many psycholo-
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gists, social workers, and others you have to throw into the fray, but
I don’t know that there is any real set standard.

At least the National Institute of Mental Health didn’t present me
with one. They wanted me to prove that I could treat the number of
patients that I estimated with what I was asking for the money
for.

Mr. Rogers I presume there would be a minimum?

Dr. Doxonue. Yes, sir, I think there would be a minimum but I
would think this would vary with your proposed caseload and the type
of things you could handle.

We are going to take all comers in Oklahoma so that it is going to
be different than if you didn’t take alcoholics or psychotics or this or
that.

We are going to use our hospitals and the National Institute of
Mental Health %ms encouraged that we use our hospitals and as back
up services so that these centers don’t get filled up.

We are 12 to 16 days on our inpatient stay. If we would extend
that and keep the patients there longer, we will fill these up like they
have done in other countries so that we wouldn’t be able to operate,

It is according to what your back up is going to be: are you going
to use full-time psychiatrists and psychologists or have part-time
coming in?

There are many factors that will affect your staffing pattern.

Mr. Rocers. I was thinking of the minimum required and presented
to us in the testimony on this whole subject. The figures given which
I won’t go into on page 101 of our hearings were 10 psychiatrists for
a population of 100,000, 8 psychologists, 8 social workers, 19 nurses
and so forth.

Dr. Doxonve. They didn’t stick me with that minimum anyway,
because T couldn’t have found that many and I don't think T needed
that many now.

Mr. Rogers. But this is the point T wanted to develop, that unless
we do go into a new approach rather than a set minimum——

Dr. Doxonrue. Mr. Rogers. the National Institute of Mental Health
in my dealing with the people and T have seen a lot of them because
they have been real interested and we were one of the first off the
ground, have been very considerate in going over in detail what we
are going to be and have never held me to anything.

I think they have made me prove that T was going to realist ically
handle these things. T think they are doing a good job.

Mr. Rocers. What amount of money do vou think we should au-
thorize to be appropriated for the continuation of this program?

Dr. Doxonte. T am not at that level of operation any more but we
will have to accelerate it. T know you are going to have to accelerate
it because you are going to keep adding to it.

All us guys in business are already in business and then you are going
to have to accelerate these new ones coming in.

Dr. Grass. Tt is the considered opinion of the National Association
involved in this and which has most knowledge about the plans that
there needs to be an increase because more centers are coming aboard
and we would support the statements that are made that it may well
be doubled as to the present 1968 amount of money.
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Mr. Rogers. Should the Hill-Burton law require a psychiatric unit
in every hospital ¢ A

Dr. Grass. I think that one of the problems of Hill-Burton is this:
For example, let’s say there is a 25-bed hospital in a certain area that
needs one. 1f you require them to have a psychiatric unit they may
not be able to operate it so you are already requiring something that
is functionless to them.

So one would hate to have this legislation restrictive on particularly
small hospitals,

Mr. Rocers. It might not in a 2i-bed hospital.

Dr. Grass. You would have to have a larger hospital.

Dr. Winsron. I think this new program does away with this.

Mr. Rogers. To have psychiatric from the hospital ?

Dr. Winsron. From 1963 on. The community mental health center
does away with this need for a new Hill-Burton facility, let’s say, is
my feeling.

Dr. Grass. The hospital by merging in a number of the services
of the community can become the inpatient facility but these negotia-
tions should be left to the community to do. There may be several
hospitals that would want to do it, one a Catholic and one a commu-
nity hospital and so forth, so that I don’t believe that we should take
every hospital and say, “You must do thus and so.”

I think we wouldn’t be wise if one hospital wants to specialize in a
lot of surgery and someone else does something else. T think it would
be unwise to insist that they build a certain number of beds and work
to operate a certain number of beds,

Mr. Rocers. You don’t think the problem is such that general hos-
pitals of a reasonable size should have psychiatric beds or treatment ?

Dr. Grass, 1 think they should be encouraged to and a lot are doing
it spontaneously.

Mr. Rocers. Why should it not be required ?

Dr. Grass. When you require something you have to lay a yardstick
against circumstances which we absolutely don’t know.  There may
be three hospitals in an area. One of them has a good psychiatric
service which all the psychiatrists logically use. That doesn’t mean
the one a block away should have the same thing.

Mr. Roaers. Suppose there is no hospital that has the good psychi-
atric department.

Dr. Grass. Then we will have to plan which areas.

Mr. Rocers. Is this duplicating our program to say we have to build
community health centers when 1t can be incorporated in the hospitals
which are going to be built and must be built?

Dr. Grass. There are hospitals which are going to be renovated.
There are a number of areas. For example, you are talking about
inpatient services but to our minds the inpatient service is the smallest
element.

Mr. Rocers. T will agree. This may be so but I am saying should
that be incorporated. It may not be the largest. It may not need but
25 beds. I don’t know. i

Dr. Grass. True, but it may not be the appropriate place to have it.

Mr. Rocers. Should we just completely disregard the mental health
problem in building community hospitals ?
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Dr. Grass. On the contrary, T don’t think we should disregard it
but now community hospitals are entering, as you know, into this
program very heavily so we are not disregarding them,

We are inviting them. For example, St. Anthony’s Hospital in
Oklahoma City has an approved mental health center and are enter-
ing into it voluntarily. That doesn’t mean that Mercy Hospital three
blocks away has to do it.

Dr. Doxonuve. There ought to be some private beds in addition to
the community part.

Mr. Jaraman. Mr. Brown.

Mr. Brow~. If yon can properly separate treatment of mental ill-
ness in community hospitals into prevention which means outpatient
care and treatment which means inpaitent care and then, incarceration,
definite assignment of a mentally i\]] patient to a hospital becanse there
is no hope of treatment, what kind of breakdown do you get on that
basis, percentage-wise? Where is your need greatest ?

Dr. Grass. Let’s say this: We can’t agree with your definition be-
cause we have treatment as outpatient and treatment as inpatient and
day care, but nevertheless, I understand what you mean that if you
consider those cases that require prolonged care, institutional care. if
you are talking about psychiatric patients and get away from the
physically disabled the older patient who needs a supervised living
enviroment like a nursing home, if we exclude those and talk about
physically able but menatlly ill patients who have to be kept in an
institution for a prolonged period, we don’t feel it is more than 1
to 2 percent of admissions.

Experience indicates that 1 to 2 percent of admissions would
reach such severity as to be kept for that long.

Mr. Browx. Let me pursue this question just a step further. There
is in erime control and prevention a trend away from incarceration
and into treatment so to speak, the social approach and now perhaps
a trend into prevention.

We are doing this in welfare to some extent. Is there a Federal
involvment here in the prevention of mental illness that we are over-
looking and merely spending all our funds on treatment?

Dr. Doxonuve. No, all your poverty programs—I was on the dis-
cussion of Ozarkia today which crosses some of our area and these
things are being well considered. If you are going into the prevention
of mental illness you get into a real complicated area, getting into
poverty, education, pre-school.

Mr. Browx. Alcoholism, drugs.

Dr. Doxonve. You are getting into a cross structure of family re-
lationships, sociological relationships in families and many things
which under the present programs are ongoing. :

T don’t know whether there are letters for them but in general the
poverty programs, the Appalachia-Ozarkia type things where we are
really going into the redevelopment of our cities and things like this,
these in the final analysis wonld be preventive programs in the mental
health field.

You get into the outpatient and actual care and treatment to prevent
the individnal from getting sicker. Yes, we are doing that. Tn the
Oklahoma Medical Association, for instance, to show you the inferest in
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this in the State of Oklahoma, we have had two conferences in which
the medical association financed a conference to bring in the people who
were interested and we had 1,000 come in who work in these various
areas in Oklahoma who came in because there is this much interest.

We had one for doctors and had over 200 doctors. There is a marked
interest and the American Psychiatric Association working with an-
other grant is training physicians to understand more about, psychiatry.

We have Thursday afternoon programs on those because when I
went, through medical school it was a hit and a lick. So we are shift-
ing this wholething. You see, there are actually 7 levels in the mental
health field. You start down here with 42 percent according to the
Joint Commission Report of people going to ministers before they go
anywhere.

So, you start with the minister, the police officer, the schoolteacher,
and another layer of counsellors, court counsellors and public health
nurses and the layer of general physicians who see these people alone
and mental hygienic clinics and advisory clinics.

Then you have psychiatrists and then here comes this new mental
health center and then you have the State hospital. We have a com-
pendium of service already structured. I agree we need to train the
people.

For instance, in Oklahoma now we have a school for police officers.
The police officers from Oklahoma City come and spend 2 days work-
ing and taking courses in the state hospital, in this area and we also
have 14 hours of courses in psychology for them and things like that.

The other day I was talking to them about subsequently having these
guys in these cars that make rounds——

Dr. Grass. T would like to pursue your question. That part of the
community mental health center that deals with preventions, the con-
sultation and education, is one of the essential services.

Now, the actual prevention is really indistinguishable from what
_.f_"u:)m3 on with all the other programs under welfare and poverty and so
forth. '

The consultation and education arm of the center meets with those
people, police, judges, welfare workers, and others to bring the con-
tribution of the mental health center to them.

Mr. Brown. Thank you.

Mr. Jarman. Thank you again, gentlemen, for being with us and
for your testimony.

A roll call is in progress so that we will ask for permission to sit
again at 1:30 here in this room to conclude the hearing.

The Committee will stand in recess until 1:30 p.m.

(Whereupon, at 12:40 p.m. the hearing recessed to reconvene at
1:30 p.m. the same day.)

AFTER RECESS

(The subcommittee reconvened at 1:30 p.m., Hon. John Jarman,
chairman of the subcommittee, presiding.?

Mr, Jarman. The subcommittee will please come to order.

The House is in session, but. we have secured permission to continue
hearings during general debate on the bills on the floor of the House
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now. Members of our subcommittee are detained on the floor but will
be joining us shortly after the hearings, so we will continue with the
next witness, Mr. Sandford F. Brandt of the National Association of
Mental Health.

Mr. Brandt, we are pleased to have you join us.

STATEMENT OF SANDFORD F. BRANDT, MEMBER OF THE NA-
TIONAL ASSOCIATION FOR MENTAL HEALTH; ACCOMPANIED BY
MICHAEL FREELUND, ASSOCIATE DIRECTOR OF THE NATIONAL
ASSOCIATION FOR MENTAL HEALTH, NEW YORK CITY

Mr. Braxvr. Thank you, Mr. Chairman.

I am accompanied by Mr. Michael Freelund, associate director of
the National Association for Mental Health, New York City.

Mr. Chairman, I am Sandford F. Brandt, and I reside in Norris,
Tennessee. 1 am appearing today in behalf of the National Asso-
ciation for Mental Health. I serve on the legislative and public policy
council of NAMH, and I am also first vice president and legislative
chairman of the Tennesse Mental Health Association.

In the past, I have served as board member and finance chairman
of a community mental health center. I greatly appreciate the opor-
tunity of presenting our views before this subcommittee. I have a
prepared statement here for the record and I will read parts of it and
skip parts.

The National Association for Mental Health is a volunteer, non-
rofit organization with one million members and associated volunteers
in 800 chapters throughout the United States. We speak for the more
than one and a half million patients in mental hospitals, and for the
uncounted other millions being treated as outpatients.

Mr. Chairman, it is our hope that by appearing here today we can,
in some measure, alleviate the misery and suffering of the 1 in 10
of us, some 19 million in all, who at one time or another in our lives
fall prey to mental illness. I do not have to describe to this committee
the magnitude of the mental health problem in this country.

I would, however, like to submit for the record, if the committee is
agreeable, this fact sheet prepared by the National Association for
Mental Health which more fully describes the problem.

Mr. Jarman. It will be inserted.

Mr. Branvr. Thank you.

(The material referred to follows:)

Facrs ApouT MENTAL TLLNESS
(National Association for Mental Health)
THE EXTENT OF MENTAL ILLNESS

At least 1 person in every 10—19.000,000 in all—has some form of mental or
emotional illness (from mild to severe) that needs psychiatric treatment.

There are more people in hospitals with mental illness, at any one time, than
with all other diseases combined, including eancer, heart disease, tuberculosis and
every other killing and crippling disease.

Mental illness is recognized by doctors to be an important factor in many
physical illnesses, even heart disease and tuberculosis. At least 509% of all
the millions of medical and surgical cases treated by private doctors and hosiptals
have a mental illness complication.
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HOW MANY ENTER AND LEAVE MENTAL HOSPITALS ?

The latest figures show that over 1,500,000 persons are on the books of public
and private mental hospitals, psychiatric services of general hospitals, and
Veterans Administration psychiatric facilities. (This includes patients in hospi-
tals at the beginning of the year, plus those admitted during the year.)

One any one of the year about 760,000 persons are under the psychiatric care
of these hospitals, including about 150,000 who are not actually in the hospital
but are on “trial visit” or a similar form of supervision.

Currently about 800,000 perosns are admitted during the year to public and
private mental hospitals and the psychiatriq services of general hospitals. Of
these, nearly 300,000 have already been hospitalized one or more times.

WHAT ARE CHANCES OF LEAVING A MENTAL HOSPITAL?

With good care and treatment, at least 7 out of 10 patients admitted to a
mental hospital can leave partially or totally recovered.

Data from a number of states show that about 759 of those admitted for the
first time leave the hospital within the first year.

In the case of the most prevalent mental crippler, schizophrenia, the chances of
release within a year for newly admitted patients have jumped from about 20%
to about 809% in the last 40 years. The higher rate occurs, however, only when
proper treatment is promptly administered.

In the case of two other serious mental illnesses, involutional psychosis and
manie depressive psychosis, the chances of recovery or improvement are about
65% and T5%, respectively.

In the past, readmission rates have been as high as 35% of the patients dis-
charged within a year. Recent research has shown that this figure can be reduced
to about 109% with continuing and thorough rehabilitation service, including
medical, social and vocational after-care.

MENTAL ILLNESS AMONG CHILDREN AND YOUNG ADULTS

Mental illness occurs at all ages, including childhood. It is estimated that
there are more than half a million mentally ill children in the United States
classified as psychotic or borderline cases. Most of these children are suffering
from the psychiatric disorder known as childhood schizophrenia.

Only a very small percentage of the total arve receiving any kind of psychiatrie
treatment.

The latest annual figures show that 24,438 children and young adults were ad-
mitted to public mental hospitals for the first hospitalization for serious mental
disorder. Of these, 3,247 were under 15, and 21,191 were between 15 and 24,

On any given day in that year there were 27,686 children and young adults with
serious mental disorders in our public mental hospitals, Of these, 4547 were
under 15 and 23,139 were between 15 and 24.

In private mental hospitals, first admissions of children and young adults
totaled 4,636, of which 243 were children under 12 and 4,393 were between 12 and
21 years of age.

Conservatively estimated, an additional 300,000 children under 18 are served
in psychiatrie clinics each year, for less severe mental disorders,

During a one-week period. psychiatrists in private practice saw about 44,604)
children (under 12) and adolescents (12-17 years). This figure represents
about 249 of all patients (207.400) seen by psychiatrists in private practice.

CLINIC FACILITIES IN THE COMMUNITY

Last year there were about 2,000 public and private outpatient clinies in the
United States. Many of these are part-time, and most of them have long wait-
ing lists,

An estimated one million children and adults are served in these clinics.

Almost half of these clinies are in the northeastern states, principally in urban
areas,

The best-informed mental health professionals estimate that a full-time clinie
is needed for every 50,000 people. This would mean 3,880, or twice as many as
now exist.

T7-607
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MENTAL HOSPITAL FACILITIES

There are 497 mental hospitals in the United States. They include 244 state
hospitals, 45 county hospitals, 41 Veterans Administration neuropsychiatrie
hospitals, two other Federal hospitals, and 165 private psychiatrie hospitals.

Approximately 495 community general hospitals, or about 1 out of every 11,
have separate units for treating psychiatric patients. About the same number
more admit psychiatric patients to their regular medical facilities.

CARE AND TREATMENT OF MENTAL HOSPITAL PATIENTS

The great majority of patients in state mental hospitals receive only custodial
care. Only a small percentage receive intensive psychiatric  treatment, even
though research has demonstrated that some patients who have been in the hos-
pital as long as 5, 10 or 20 years do recover when they receive intensive treat-
ment. The reason for this situation is that few state hospital systems have the
necessary funds to provide adequate staff and equipment for intensive treat-
ment. A key index of this inadequey is the amount which the hospital spends
per day for the maintenance of each patient, (Maintenance covers the salary
of all personnel, treatment supplies, plus equipment, food, elothing, and over-
head.) Latest figures show that the average daily expenditure for maintenance
in public mental hospitals is $6.74 per patient. One state spends as little as
$3.18. By contrast, short-term general hospitals spend more than $44 per pa-
tient per day, private psychiatrie hospitals, $33, and VA psychiatric services,
more than $16 per patient per day.

PEYCHIATRISTS ! THEIR NUMBER AND DISTRIBUTION

In 1965 the number of practicing psychiatrists totaled about 14,650, providing
approximately 721,000 man-hours of work activit ¥ per week. However, only
60% of work activity was devoted to direct services to patients, with the remain-
ing time spent in consultation, teaching, administration, and research,

In a recent comprehensive government survey of psychiatrists, in which 88%
reported information about themselves, only 9% reported that their major spe-
cialty is child psychiatry.

More than half of the nation’s psychiatrists are located in five states: 21% in
New York, 13% in California, 6% each in Pennsylvania and Massachusetts, and
5% in Illinois ; 13% reside in areas which represent 359 of the population. One
state has as few as 11 psychiatrists.

COST OF MENTAL ILLNESS

About 2 billion dollars is spent annually for the treatment of mental illness in
state, county, Federal and private mental hospitals and in psychiatric units of
community general hospitals,

Annual expenditures for community mental health programs (including out-
patient clinics) total $112,122.419.

COST OF MENTAL ILLNESS TO INDUSTRY

Business authorities conservatively estimate that the annual loss to industry
directly related to emotional disorders is staggering, amounting to many billions
of dollars each year,

Mr. Branor. The record shows the need for comprehensive mental
health services, and I think the fact that the need has been translated
into demand for services speaks to the effectiveness of the program
which the Congress inaugurated in 1963, which was expanded to in-
clude staffing grants in 1965 when the vote in the House was 389 to
nothing, and which you are now considering for extension.

The great demand for funds under this program continues. We
anticipate that funds presently available will fall far short of the
amounts ultimately required.
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NAMH knows that hundreds of communities are now planning new
community mental health centers in contemplation of Federal support
being available for their construction and/or staffing.

In my own State of Tennessee, Governor Ellington has asked the
legislature to appropriate an additional $700,000 during the coming
biennium to e.nu}ﬂe the Tennessee Department of Mental Health to
help finance the operation of six comprehensive centers.

This amount is in addition to the State’s contribution to existing
community mental health ¢linics and also is over and above local funds
which, in Tennessee, constitute more than half the operating funds of
the community clinics. The total Tennessee budget for State finan-
cial assistance to local clinics—just operations; not construction—will
more than double during the 3 years ending June 30, 1969.

We have in Tennessee 17 community elinics, and eight of them are
planning on going comprehensives, three have already been approved
for construction grants, three are in the pipeline, and two in the
planning stage.

In Indiana, to cite another example, to date only one comprehensive
center has qualified for construction funds under the Federal program.
FEleven more centers are in the planning stage. We are informed by
the Indiana Mental Health Association, a Division of the National
Association, that the State of Indiana has programed $961,000 for
comprehensive center construction this year, $1,370.000 in 1968, and
anotlher million in 1969—all with the anticipation that equal amounts
of Federal matching funds will be available.

We also had a leter from the director of the Indiana Association
the other day pointing out that the Indiana General Assembly in
order to guarantee the implementation of the Federal program has
just created a permanent dedicated source of funds to assist the com-
munities in matching the Federal grants. This is a quarter of a cent
of cigarette tax which will produce $3.37 million in the current. bien-
nium increasing to half a cent in the biennium in 1969 producing
in the order of $6.7 million. That tax will be dedicated to community
centers.

It should perhaps be made plain at this point that when we speak
of a comprehensive community mental health center we do not neces-
sarily mean a completely new building, built solely for the purpose
of housing the essential services.

A most important feature of this program is its flexibility. The
“center” concept does not require the housing of all the elements of
service under one roof. On the contrary, so long as they are under
a single administration, the various components may be separately
housed.

We are informed that in only 5 percent of the centers for which
construteion grants have been awm'({ed have the applicants requested
funds for a single building to house all the services. The other 95
sercent are taking advantage of the opportunity to achieve compre-
!:ensi\‘e community mental health services by requesting Federal
grants to supplement existing services which are separately housed.

If you wi%l pardon again the reference to my home State, the two
centers I know most about are Oak Ridge and Knoxville. The Knox-
ville comprehensive center is being built on land adjoining the Uni-
versity of Tennessee Hospital in Knoxville. The land was con-
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tributed by the university. The Oak Ridge Center is on land adjoin-
ing the Medical Arts Building and the hospital operated by the
Methodist Chureh,

Mr. Jarman. You plan six such centers?

Mr. Braxpr. We have three for which construction grants have
been approved and three for which we hope to get the grants and two
which are in the planning stage.

Mr. Jarman. Eight?

Mr. Branor. Eight altogether, yves. The present State budeget is
contemplating only six, so somebody is going to have to serounge
around for more money.

We have 17 local clinies and of those 17 eight of them are going
comprehensive.

Mr. Chairman, our State and local governments are earnestly and
conscientiously trying to do their part. Some are well along and
others are just now beginning to set up the ways and means for ac-
complishing this program. This is understandable when one considers
the wide diversity among the States in population spread, finances,
geography, and level of development of mental health services. The
following examples will illustrate these points.

In Rhode Island a recommendation that the per capita ceiling on
State aid for community mental health clinies be raised from 50 cents
to $1.50 was made by the Governor's Council on Mental Health in its
annual report to the Governor and State legislature.

A Rhode Island law enacted in 1962 places two limits on State aid
for these programs. State grants cannot exceed 50 percent of total
expenditures for allowed items and they cannot exceed a per capita
of 50 cents in the population of the area served by a program.

Until recently, the council said—

The 50 cents per capita sharing limit has been considered adequate to encour-
age communities to equally share the cost in providing loeal mental health pro-
grams. While some communities have not taken full advantage of matching the
State's 50 cents per capita, other communities have enthusiastically responded.

Overmatching by some local communities currently exists, in one community
by as much as twice the amount received from the State.

The couneil said that the 50-cent limitation is no longer adequate
and a substantial boost is needed to encourage the continued growth of
the community health programs in Rhode Tsland.

The Illinois Association for Mental Health, a division of the Na-
tional Association for Mental Health, informs us that Illinois has
only just begun to avail itself of the Federal assistance which is erucial
to the extension of mental health care throughout the State. TIllinois
has received only two construction grants and no staffing grants to
date although, according to that State’s plan for comprehensive men-
tal health services, Illinois has been subdivided into 75 planning
units each of which could reasonably be expected to maintain a com-
munity mental health center. We are informed by our Illinois divi-
sion that:

Illinois is just beginning to “tool up” to take advantage of these Federal funds.
It took some time to educate communities as to the availability of Federal assist-
ance and the requirements for eligibility. We have passed permissive legisla-
tion in Illinois which allows local governmental units to levy a one mill tax for
mental health purposes. Eight counties and one village have successfully passed
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this referendum and all, no doubt, are contemplating requests for Federal as-
sistance now that they have a base for a source for matching funds. Three
other referenda are scheduled for the month of April.

The State of Colorado has developed in recent years a statewide
mental health program of real promise. Their State plan for an ex-
tension of comprehensive mental health services to all regions of Col-
orado has been formally approved. To date, Federal grants to aid in
the construction and stafling of community mental health centers have
been made to such populous areas as Denver, Boulder, Adams, Arapa-
hoe and Jefferson Counties.

The Colorado Association for Mental Health, our affiliate, wrote
us recently as follows:

Our concern is for the less populous and less financially able regions of the
State, where restrictions on the development of facilities imposed by scant
budgets and problems of geography make it unlikely that plans for mental health
centers can mature into reality without continued Federal assistance,

For example, the first of the new centers in terms of priorvity is planned to
serve Western Slope eitizens from a site in Grand Junetion. Without matching
Federal funding it is doubtful that State and loeal resources can build and
staff that center, On the other hand, with Federal aid for construction and
initial staffing specific components of the Western Slope center and for other
similar centers, their operation can be financed jointly until the expanding
economy and population of Colorado make it possible to fund their operation
from State and local revenues,

The foregoing are examples of progress that has been made to
date—and progress anticipated in the future—under this farsighted
program. It 1s important, I think, to consider some of the factors
that have had the opposite effect, factors which have held us back,
factors which explain why many communities are just now getting
underway even though the program has been in effect for several years.

To begin with, no community will be given a construction grant or a
staffing grant until it has proved to the satisfaction of NIMH that it
can and will find the matching funds. This, of course, is essential.
In some States, the State mental health authority, is able to help. In
others, the centers are sponsored by county or municipal governments.
In still others, non-governmental sources of funding predominate.

In my own State, the mix of State, county, city, commnunity chest,
patient fee, and private subseription sources of non-Federal funds
varies from community to community. The broader the funding base,
the longer it takes to round up the funds.

I would like to give as an example the Oak Ridge (Tenn.) Com-
prehensive Center’s funding plan. This is their application for con-
struetion grant and it is 100 pages long and has been approved.

During the second year of operat ion, they expect a total operating
budget of $478,000 of which Federal funds will amount to $142,000,
State funds are $148,000, and county and muniecipal are $40,000. The
Center will serve a five-county area. Two county courts and the city
of Oak Ridge have agreed to put up some money : there are three coun-
ties which probably will not be able to contribute mueh. United Funds
are 871,500 and patient fees are $124,000. Oak Ridge is very fortu-
nate in that they have a fairly affluent population to draw on for
ratient fees. Then there is a balance of $5,000, for a total budget
m the second year of $478,000.

So my point is the money comes from a variety of places and it takes
time to line it up. Think how long it would take to get the governing
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bodies of five rural counties to agree to put up $10,000 each toward the
construction of a center. Yet I know a group of dedicated volunteers
who have done just that.

I just learned from Dr. Winston, our State mental health com-
missioner, this morning in this hearing that not only have they agreed
to put up the $10,000 “each but the entire $50,000 is in the bank and
drawing interest waiting for the Federal money.

Tt has taken them more than 2 years. They are now working
on their application. They can’t possibly get it approved by the June

30 deadline. My point is simply this: lining up local matching funds,
whether you have got to get them ont of your State legislature, your
city couneil, your United Fund, or wherever, takes a long time.

Furthermore, there is just plain inertia to be overcome. It is one
thing to promote a comprehensive center in a community that already
has a mental health outpatient clinic or a State hospital or general
hospital with a psychiatric wing and a core of mental health profes-
sionalsin the area.

It is something else to go into virgin territory, such as in parts of
Appalachia, where the closest contact they have with a mental health
program of any kind is a remote State hospital, known to the com-
munity only by its outdated but prevailing popular reputation as a
place where they lock up crazy people and you never see them again.

It is one thing to sell a comprehensive center in a community with
a live-wire mental health chapter, with informed and dedicated volun-
teers who can and will take the time to do the spadework. It is some-
thing else to stir the people up where there is not even a local chapter
of the mental health association.

Popular acceptance of local responsibility for ministering to the
mentally ill takes a long, hard, persistent educational program.

The National Association for Mental Health knows, Ilmwm'm', from

its affiliated associations that more and more the people of this coun-
try want and are willing to support th]a};mg"l am.

Now, a witness who preceded me this morning cited the Harris
Poll taken just the other day, 2 days ago, in which 47 percent of the
people asked by the poll favored v\pundm«r Federal aid to set up
mental health clinies.

Mr. Chairman, may I insert this newspaper article in the record on
the Harris Poll?

Mr. Jararax. Yes

Mr. Branor. Thank you.

(The information referred to follows:)

[From the New York Post, Apr. 8, 1067]
HARRIS oN THE GREAT SoCIETY : MosT STt WANT Praxs Keer
(By Louis Harris)

Publie sentiment for cutting back President Johnson's Great Society programs
has risen in the past year, but a majority of Americans still want to maintain
or expand domestic programs despite the cost of waging war in Vietnam.

In-depth probing of the views of a carefully drawn cross-section of the adult
population reveals a highly selective mood about which programs should be
expanded, kept or cut back. The results reveal a new priority of domestic

issnes,
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PUBLIC MANDATE ON DOMESTIC PROGRAMS

Erpand

Program to curb air pollution

Program to curb water pollution

Aid to set up mental health clinics

Federal scholarships to needy college students

Federal aid to education

Medicare for the aged

Keep as is
Federal housing for low-income families
The Head-Start program
Federal aid in building highways
The war on poverty

Want cut back

Aid for welfare and relief payments

Aid to cities

Aid to provide for adequate commuter trains

The space program

Subsidy payments for farmers

The cutback list includes some new and some old sacred cows. The old New
Deal standbys of aid for welfare and relief and subsidy payments to farmers
have lost much of their luster. The new programs of aid to cities and commuter
transportation simply do not yet command majority support. And the space
program support appears to be fading.

In place of these areas the people lay heavy stress on resource and environ-
ment conservation (curbing air and water pollution), education (federal aid and
an expanded college scholarship program) and health (more Medicare and
mental health elinies).

In each of the six expansion areas the college-educated and higher-income
people are far more in favor of expanding federal commitments than lower
income, less-well-educated people.

A year ago and in the latest Harris Survey, cross-sections of the public were
asked:

“In general, because of Vietnam, do youw think President Johnson should or
should not reduce the size of his programs at home, such as education, poverty
and health?

GREAT SOCIETY PROGRAM AT HOME

[In percent]

Don't reduce. ...

Notsure.._.....

The eross-section of people in 1,600 homes was asked:

“Besides providing for the military security of the country, the federal gov-
ernment conducts a number of programs in many different arcas. For each,
tell me if you think it should be expanded, kept as is or cut back.”

In the following table, the key to the groupings of the areas is the relation-
ship between the number wanting to expand or to cut back the program,

In analyzing this table the reader should keep in mind the direction of em-
phasis on the part of the public. In the case of air pollution there are over five
times as many people who want to expand as want to cut back.

By the same token on the space program over three times as many people
want to cut back spending on space as want to inerease it. In contrast in the
case of the Head Start program almost as many people want to eut it back as
want to expand it, leaving the weight of opinion behind keeping the program as
it is.
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SPECIFIC DOMESTIC PROGRAMS

[In percent]

Ko?p | Cut back | Not sure

Expand:
Program to curb air pollution
Program to curb water pollution._ __
Aid to set up mental health clinies. . LA
Federal scholarships for m-edy wllege students. ..
Federal aid to eduecation... - 2
Medicare for the aged

Keep as is:
Federal housing for low-income families._ .
The Headstart program =5
Federal aid in highws; huildmz
The war on poverty.. P

Cut back:
Aid for welfare and relief payments_...__.
Aid to cities. - .
Aid to provide for wiequuto ‘commuter trains_..____.
‘The space program._..__ e
Subsidy payments for R e

Mr. Branor. To allow the comprehensive community mental health
grants program to die out \\'11]1 the existing authorization would be to
(ll‘ll\ its benefits, in many cases, to those communities which need it
most, those where it takes Hw longest to get started and where they
have the farthest to go.

In one sense, it would reward those places which were already so

far along that they could take advantage of the Federal funds w ith but
a little extra effort, and would ]ll?ll‘lll!{’! those which need help the
most.

We strongly favor, as we have previously testified, this system which
places on the local citizens the burden of initiating the program and,
once the Federal support has been phased out, the ultimate responsibil-
ity for keeping it going. The grassroots approach always takes long-
er. But the resultsare worth it.

The National Association for Mental Health urges this committee
to favorably report H.R. 643

Thank you.

(Mr. Brandt’s prepared statement follows:)

STATEMENT OF SANDFORD F. BRANDT FOR THE NATIONAL ASSOCIATION FOR MENTAL
HEALTH

I am Sandford F. Brandt, and I reside in Norris, Tenn. T am appearing today
in behalf of the National Association for Mental Health. 1 serve on the legisla-
tive and publie policy counecil of NAMH, and I am also first vice president and
legislative chairman of the Tennessee Mental Health Association. In the past,
I have served as board member and finanee chairman of a community health
center, I greatly appreciate the opportunity of presenting our views before this
Subcommittee.

The National Association for Mental Health is a volunteer, non-profit orga-
nization with one million members and associated volunteers in 800 chapters
throughout the United States. We speak for the more than one and a half mil-
lion patients in mental hospitals, and for the uncounted other millions being
treated as ontpatients,

Mr. Chairman, it is our hope that by appearing here today we can, in some
measure, alleviate the misery and suffering of the 1 in 10 of us who at one time
or another in our lives fall prey to mental illness. I do not have to describe
fo this Committee the magnitude of the mental health problem in this country.
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I would, however, like to submit for the record this fact sheet prepared by the
National Association for Mental Health which more fully deseribes the problem.

The record shows the need for comprehensive mental health services. and 1
think the fact that the need has been translated into demand for services speaks
to the effectiveness of the program which the Congresss inaugurated in 1963,
and which you are now considering for extension.

The great demand for funds under this program continues. We anticipate
that funds presently available will fall far short of the amounts ultimately
required.

NAMH knows that hundreds of communities are now planning new community
mental health centers in contemplation of federal support being available for
their construction and/or staffing.

In may own state of Tennessee, Governor Ellington has asked the legislature to
appropriate an additional $700,000 during the coming biennium to enable the
Tennessee Department of Mental Health to help finance the operation of six com-
prehensive centers. This amount is in addition to the State's contribution to
existing community mental health elinics and also is over and above loeal funds
which, in Tennessee, constitute more than balf the operating funds of the com-
munity clinies. The total Tennessee budget for state financial assistance to
local elinies—just operations; not construction—will more than double during
the three years ending June 30, 1969,

In Indiana, to cite another example, to date only one comprehensive center has
qualified for construction funds under the Federal program. Eleven more cen-
ters are in the planning stage. We are informed that the State of Indiana has
programmed $961,000 for comprehensive center construction this year, $1,370.000
in 1968, and another million in 1969—all with the anticipation that equal amounts
of Federal matching funds will be available.

It should perhaps be made plain at this point that when we speak of com-
prehensive community mental health center we do not necessarily mean a com-
pletely new building, built solely for the purpose of housing the essential
services,

A most important feature of this program is its flexibility. The “‘center”
concept does not require the housing of all the elements of service under one
roof. On the contrary, so long as they are under a single administration, the
varions components may be separately housed. We are informed that in only
5 percent of the centers for which construction grants have been awarded have
the applicants requested funds for a single building to house all the services. The
other 95 percent are taking advantage of the opportunity to achieve comprehen-
sive community mental health services by requesting Federal grants to supple-
ment existing services which are separately housed.

Mr. Chairman, our state and local governments are earnestly and conscien-
tionsly trying to do their part. Some are well along and others are just now
beginning to set up the ways and means for accomplishing this. This is under-
standable when one considers the wide diversity among the states in popula-
tion spread, finances, geography, and level of development of mental health
services. The following examples will illustrate these points.

In Rhode Island a recommendation that the per capita ceiling on state aid
for community mental health clinics be raised from 350 cents to $1.50 was made
by the Governor's Council on Mental Health in its annunal report to the governor
and state legislature,

The couneil said the 50-cent limit is no longer adequate and a substantial
boost iz needed to encourage the continned growth of community mental health
programs.

A Rhode Island law enacted in 1962 places two limits on state aid for these
programs. State grants eannot exceed 50 percent of total expenditures for al-
lowed items and they cannot exceed a per eapita of 50 cents in the population
of the area served by a program. “Until recently,” the couneil gaid, “the 50 cents
per capita sharing limit has been considered adequate to encourage communities
to equally share the cost in providing loeal mental health programs. While
some communities have not taken full advantage of matching the state's 50
cents per capita, other communities have enthusiastically responded. Over-
matching by some local communities enrrently exists, in one community by as
much as twiee the amount received from the state.”

The council said an increase in the state aid formula wonld “assist those
communities who have reached the maximum and it wonld give an added incen-
tive to the communities who have not.”
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Stressing that the mental health eclinies not only provide direet services but
also have an important preventive function, the report said:

“The availability of these services often prevents hospitalization of people
needing assistance in the early phase of a mental or emotional problem, Such
outpatient services are also valuable to patients discharged from hospitals to
prevent re-hospitalization.”

Six community mental health centers have been established in Rhode Island.
Two of them, in Newport and Washington counties, provides services on a coun-
tywide basis. A third serves both Woonsocket and Burrillville. Clinics also
are in operation in Warwick, BEast Providence and Pawtucket. Barrington pur-
chases services for children with mental and emotional problems. Providence
and Cranston have established mental health boards but have yet to set up
clinies,

The report said that nearly £9 million was spent by state agencies in the past
fiscal year for mental health services and that Blue Cross and Physicians Serv-
ice paid out more than $1 million for the care and treatment of subscribers with
mental and emotional problems.

“There is little question,” the council said, “that the demand to increase exist-
ing services or implement new ones will inerease mental health expenditures.
This fact cannot be avoided.”

The Illinois Association for Mental Health, a division of the National Associa-
tion for Mental Health, informs us that Illinois has only just begun to awvail
itself of the Federal assistance which is erueial to the extension of mental health
care throughout the state. Tllinois has received only two construction grants
and no staffing grants to date although, according to that state's plan for com-
prehensive mental health services, Illinois has been sub-divided into 75 planning
units each of which could reasonably be expected to maintain a community
mental health center. We are informed by our Illinois division that :

“Illinois is just beginning to ‘tool up’ to take advantage of these Federal funds.
It took some time to educate communities as to the availability of Federal as-
sistance and the Requirements for eligibility. We have passed permissive legis-
lation in Illinois which allows local governmental units to levy a one mill tax
for mental health purposes. Eight counties and one village have successfully
passed this referendum and all, no doubt, are contemplating requests for Fed-
eral assistance now that they have a base for a source for matching funds.
Three other referenda are scheduled for the month of April.

“In addition, state legislation has been proposed which would permit state
funds to be used as matching funds against Federal construction funds, up to
309;. If enacted thislaw would go into effect this summer.”

The state of Colorado has developed in recent years a statewide mental
health program of real promise. Their state plan for an extension of compre-
hensive mental health services to all regions of Colorado has been formally
approved. To date, Federal grants to aid in the construction and staffing of com-
munity mental health centers have been made to such populous areas as Denver,
Boulder, Adams, Arapahoe and Jefferson Counties.

The Colorado Association for Mental Health, our affiliate, wrote us recently
as follows :

“Our concern is for the less populous and less financially able regions of the
state, where restrictions on the development of facilities imposed by seant
budgets and problems of geography make it unlikely that plans for mental health
centers can mature into reality without continued Federal assistance.

“For example, the first of the new centers in terms of priority is planned to
serve Western Slope citizens from a site in Grand Junction. Without matching
Federal funding it is doubtful that state and local resources can build and
staff that center. On the other hand, with Federal aid for construction and
initial staffing specific components of the Western Slope center and for other
similar centers, their operation can be financed jointly until the expanding
economy and population of Colorado make it possible to fund their operation
from state and loeal revenues.”

The foregoing are examples of progress that has heen made to date—and
progress anticipated in the foture—under this farsighted program. It is im-
portant, I think, to consider some of the factors that have had the opposite
effect, factors which have held us back, factors which explain why many com-
munities are just now getting underway even though the program has been in
effect for several years,
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To begin with, no community will be given a construction grant or a staffing
grant until it has proved to the satisfaction of NIMH that it can and will find the
matching funds. This, of course, is essential. The pattern of local financing
varies from state to state. In some states, the state mental health authority is
able to help, In others, the centers are sponsored by county or munieipal govern-
ments. In still others non-governmental sources predominate.

In my own state, the mix of state, county, city, community chest, patient fee,
and private subscription sources of non-Federal funds varies from community
to community., The broader the funding base, the longer it takes to round up the
funds. Think how long it would take to get the governing bodies of five rural
counties to agree to put up $10,000 each toward the construction of a center. Yet
I know a group of dedicated volunteers who have done just that. It has taken
them more than two years. They are now working on their application. They
can't possibly get it approved by the June 30 deadline. My point is simply this:
lining up local matching funds, whether you've got to get them out of your
state legislature, your city couneil, your united fund, or wherever, takes time,

Furthermore, there is just plain inertia to be overcome., If is one thing to
promote a comprehensive center in a community that already has a mental health
outpatient clinie or a state hospital or general hospital with a psychiatric wing
and a core of mental health professionals in the area. It is something else to go
into virgin territory, such as in parts of Appalachia, where the closest contact
they have with a mental health program of any kind is a remote state hospital,
known to the community only by its outdated but prevailing popular reputation
as a place where they lock up crazy people and you never see them again.

It is one thing to sell a comprehensive center in a community with a live-wire
mental health chapter, with informed and dedicated volunteers who can and will
take the time to do the spadework. It is something else to stir the people up
where there is not even a local chapter of the mental health association.

Popular acceptance of local responsibility for ministering to the mentally ill
takes a long, hard, persistent educational program,

The National Association for Mental Health knows, however, from its affiliated
associations that more and more the people of this country want and are willing
to support this program.

To allow the comprehensive community mental health grants program to die
out with the existing authorization would be to deny its benefits, in many cases,
to those communities which need it most, those where it takes the longest to get
started and where they have the farthest to go. In one sense, it would reward
those places which were already so far along that they could take advantage of
the Federal funds with but a little extra effort, and would penalize those which
need the help the most.

We strongly favor, as we have previously testified, this system which places
on the local ecitizens the burden of initiating the program, and, once the Federal
support has been phased out, the ultimate responsibility for keeping it going.
The grass roots approach always takes longer, But the results are worth it.

We urge you not to penalize those communities which for one reason or an-
other are just now beginning—or have yet to begin—to get this program moving.

The National Association for Mental Health urges this committee to favorably
report HR 6431,

Thank you.

Mr. Jarmanx. Mr. Brandt, in line with your testimony and your
reference to the responsibility of local citizens, do you feel that some-
where down the line we can actually count on phasing out of Federal
support and carrying this financial load by the States?

Mr. Braxpr. Mr. Chairman, I think so.

The evidence that T have seen personally is that the more the pro-
gram goes, the more the local people get behind it. If I may cite
my own State, since T am familiar with it, Dr. Winston pointed out
this morning that the budget for his department in Tennessee for the
coming biennum has increased more this year than any other time in
the history of his department.

My personal observation is once you get started the people won't
let it drop. My own family physician said he doesn’t know how he
got along without our mental health center before we had one.
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Mr. Jarmax. You mentioned in your statement Illinois has been
divided or subdivided into 75 planning units each of which could rea-
sonably be expected to maintain a community mental health center.

Mr. Braxor. That is under their State plan.

Mr. Jarman. That will be a real and continuing responsibility for
the communities and for States and I want to get your opinion?

Mr. Braxpor. I certainly think you can count on them. Get it started
and they will follow through.

Mr. Jarman., Mr. Nelsen,

Mr. Newsen. No questions. Thank you for your statement.

Mr. Jarmax. Well, we thank you, and we appreciate your being
with us very much.

Mr. Branpor. Thank you.

Mr. Jarman. Our next witness and our final witness in this hear-
ing is Dr. Arthur Brayfield of the American Psychological Associa-
tion.

I would like to say, Doctor, two bells indicate a rolleall on the floor
of the House and when they ring again we will be under pressure
to go over and vote but I did want to recognize you.

I understood you felt you could abbreviate your statement?

STATEMENT OF DR. ARTHUR BRAYFIELD, EXECUTIVE OFFICER,
AMERICAN PSYCHOLOGICAL ASSOCIATION; ACCOMPANIED BY
JOHN J. McMILLAN, ADMINISTRATIVE OFFICER FOR PROFES-
SIONAL AFFAIRS

Mr. Brayrienp. Yes, Mr. Chairman, I had been informed you prob-
ably would be needed very shortly before the House and I will try to
move right along.

Mr. Chairman, I am Dr. Arthur H. Brayfield. I am executive officer
of the American Psychological Association, the national organization
of psychologists with 26,000 members, which has its headquarters at
1200 17th Street, NW., Washington, D.C.

I am accompanied by Dr. John J. MeMillan, administrative officer
for professional affairs. I welcome the opportunity to testify before
this subcommittee today in support of H.R. 6431. Psychology and
psychologists are deeply involved in mental health services and pro-
grams,

As a behavioral science discipline, phychology provides the funda-
mental basis for the work of all mental health professionals—psychia-
trists, social workers, and nurses, as well as psychologists. As a be-
havorial science profession, psychology contributes a significant share
of the manpower available to the field of mental health

_Based on data from the National Register of Scientific and Profes-
sional Personnel and from NIMH studies, we estimate that in 1964 ap-
proximately 8,000 psychologists provided some 13 million man-hours
per year of direct clinical services, primarily the diagnosis and treat-
ment of mental disorders, and another 7,500 psychologists spent
another 13 million man-hours per year of psychological effort, pri-
marily teaching, and research, related to mental health.

This total of 26 million man-hours compares, for example, to an
estimated 27 million man-hours per year contributed by psychiatrists.
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The latter profession contributes a consderably higher proportion of
its time to direct clinical service, particularly in private practice
settings.

It is interesting and relevant to note that psychology is primarily a
public service profession, for approximately 85 percent of uh psycholo-
gists are employed in nonprofit organizations and only 5 or 6 percent
are in private practice; the remaining 9 or 10 percent are employed in
business and industry.

Thus psychologists are especially likely to be interested in commu-
nity mental health center programs and, in keeping with their public
service tradition, are likely to be a crucial source of manpower par-
ticularly if they have free and open access to positions of responsi-
bility and leadership on the basis of individual competence equally
with other mental health professions. We believe that manpower will
be the eritical element. in mounting effective community mental health
programs.

Mr. Chairman, along the line the questioning took this morning,
that is, with respect to manpower, I would like for a minute to extend
extemporaneously my remarks about the manpower problem. We in
psychology believe this is the critical element. We believe this morn-
mg's questioning was highly relevant directly to the point.

The best discussion of this that T have seen 1s a brilliant and incisive
analysis by Mike Gorman in a speech he made in Seattle in December
of this past year entitled “Critical Need for Additional Mental Health
Manpower,” and with your permission I should like to enter it in the
record at this point.

Mr. Jarman. That will be done.

(The statement referred to follows:)

THE CRITICAL NEED FOR ADDITIONAL MENTAL HEALTH MANPOWER

{Speech at State of Washington Conference on Mental Health Training Needs,
December 3, 1966, Seattle, Wash., by Mike Gorman, Washington, D.C., Execu-
tive Director, National Committee Against Mental Illness)

I want to emphasize here today that the severe shortages of all kinds of psychi-
atrie personnel are the most serious roadblock in our determined efforts to bring
intensive psychiatrie care to all who need it. Last year, close to four million
Americans received treatment for mental illness in state hospitals, general hos-
pitals, outpatient elinies and in the offices of private practitioners, but another
two million were turned away because we lacked the treatment personnel to
handle them.

Despite the faet that the National Institute of Mental Health has supported
the training of 30,000 professionals in the four core disciplines—psychiatry,
psychology, social work and nursing—since 1948, we have never been able to
cateh up with the inereasing demand for these people.

For example, approximately 25% of budgeted positions for staff psychiatrists
in both state mental hospitals and schools for the mentally retarded still remain
unfilled. Many of the filled positions are held by foreign doctors—in 2 number of
states as high as 509 of the total psychiatric complement is made up of foreign
born physicians.

According to a recent survey published by the National Institute of Mental
Health, 21 state hospitals are without a single psychiatrist, and 91 state hospitals
have only one to four psychiatrists.

In “Psychiatric News"”, the monthly publication of the American Psychiatrie
Association, an average of 150 positions for psychiatrists are offered each month.
Some of these vacancies go unfilled for a year or more.

There is an increasing trend toward the opening of psychiatric units in general
hospitals. Last year, a record number of 600,000 psychiatric patients were ad-
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mitted to general hospitals. Despite this trend, a recent pilot study made by the
NIMH staff disclosed that approximately half of the hospitalized patients in
general hospitals have a primary or secondary diagnosis of mental illness, yet
only six percent of all physicians and three percent of all nurses in these hospitals
have had any psychiatrie training.

The next few years will see a fantastic aceeleration in the demand for psychia-
trie personnel.

The Medicare legislation, whose major provisions went into effect on July 1st
of this year, authorizes psychiatric services for people over 65 in general hospitals,
state hospitals, and private institutions; it also provides, under Part B of Title
18 of the Social Security Act, for psychiatrie out-patient services up to $250 a year
for the millions of elderly people who have already elected to participate in this
phase of the program.

Labor, through the bargaining process, is winning sizeable psychiatrie benefits
for union members. For example, the contract negotiated by the United Auto
Workers, which went into effect on September 1st of this year, covers two and
a half million workers and their dependents in 77 major cities for extensive in-
patient care and up to $400 a year in out-patient psychiatrie services.

However, the greatest demand for mental health professionals is already mani-
festing itself as new community mental health centers are built under the 1963
Kennedy legislation. The announced goal of that legislation is 2,000 centers by
1975; this will generate a tremendous pressure for additional trained profes-
sionals in all diseiplines,

A carefully documented 1965 NIMH survey indicates that we will need between
120,000 and 125,000 professionals in the four core disciplines by 1975. We have
about 65,000 of these professionals now,

Those of ns who were members of the Congressionally-appointed Joint Com-
mission on Meéntal Tllness and Health from 1955 to 1961, and those of us who had
the privilege during the ensuing period of participating actively in the dra fting of
the Kennedy legisiation, are absolutely determined that our nation will achieve
the aforementioned goals.

Granted the overwhelming need for additional mental health manpower, what
do we do about it?

Over the past decade and more, I have listened to scores of speeches and pored
through a veritable eascade of articles dealing in the most general terms with the
need for innovation and imagination in developing new minds of mental health
personnel. I submit that the time for speech-making is over and that, in the
words of the late Father Divine, we stop generalizing and begin to “tangibilitate.”

Some of this hard thinking and planning has been going on within the various
advisory training subcommitees of the National Institute of Mental Health since
1964, These efforts resulted in a document prepared in October of this year
by a coordinating panel representing all the mental health training subcommittees
which serve the National Institute of Mental Health. In the amount of time
at my disposal I eannot present all of the thoughtful, practical recommendations
of that panel, but I would like to highlight a few of them because they are highly
relevant to the manpower situation here in the state of Washington.

1. There was a clear recognition on the part of the panel that resistances to
any changes in current jurisdictional control over mental health manpower
training were both flerce and formidible. It was the overwhelming consensus
of the members of the NIMH panel that mental health professionals, most of
whom are wedded to the status quo, offer little promise in developing and experi-
menting with new kinds of manpower. For example, leaders of the extant men-
tal health professions frequently restrict their discussions to snggestions for
additional eategories of sub-professionals—in other words, lower forms of the
human species who will he snbservient to the professionals and who will, at the
same time, increase the status of these professionals.

Noting that “a certain academic atmosphere of reprisal against change in
discipline patterns for services and training existed”, the coordinating panel
recommended substantial research support to projects designed to delineate and
propose solations to the manifold barriers to innovation in fraining.

2. There was much discussion in the document of the feasibility of establish-
ing a National Mental Health Training Service Center which would concentrate
upon both the research necessary to define new manpower roles and npon the
support of specific training projecis for these people. It was suggested that this
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center might be developed along the lines of the Foreign Service Academy, and
that the setting of the center or institute might well be within a consortinm ar-
rangement of universities. In a further radical departure, the panel proposed
that such a center train all categories of mental health personnel together, with
the training programs geared to the broadest posgible conceptualization of com-
munity mental health. In such an experimental, inter-diseiplinary center,
people in unions, housing, the poverty program, Aleoholics Anonymous, ete., would
be brought together to learn and to exchange information as to ways in which
people cope with severe stresses without professional help.

3. Support the work of, and do research on the job spectrum of selected in-
dividuals such as directors of small town community mental health centers in
areas where very little orthodox professional help is available.

4, Integrate mental health training with such broad programs as Manpower
Development and Training, Project Head Start, the Office of Economic Oppor-
tunity and countless others which are providing limited, directive training so
that previously unskilled people ean be of service to those in need.

5. Establish eareer development awards for outstanding individuals who would
devote full time and attention to exploiting and exploring innovative ideas
related to training.

6. Develop a procedure to promote innovation by establishing a flexible finan-
cial pool to provide risk capital for ecertain types of broad-seale innovation.
This recommendation stemmed directly out of the panel's belief that the present
rigid mechanisms of support tend to inhibit individuals with creative ideas from
applying for grants. It was further suggested that a good deal of mental health
training could be done outside of the university setting and that by doeing so,
one could bypass sterile curricula and academie jurisdictional empires.

At a meeting in November of this year, the National Advisory Mental Health
Couneil devoted an entire day to a discussion of the crisis in mental health man-
power, with particular emphasis upon the recommendations of the aforementioned
coordinating panel on training. It appointed a subcommitiee of three members,
and since your own Dr. Charles Strother and I comprised two-thirds of the
subcommittee, we came forth with a very strong policy declaration which the
Couneil unanimously adopted :

“In light of the documented need and enormous demand for mental health serv-
ices, and the momentum of the community mental health centers program, there
also is an immediate requirement for strengthening and enlarging the mental
health manpower pool through innovative and imaginative development of new
manpower sources. This includes the possibility of new types of mental health
workers, and the utilization of all edueational resources including high schools,
junior colleges, universities, technical schools, and graduate programs.

“In order to enlarge the manpower pool, emphasis must be plaeed on the fol-
lowing: (a) the definition and development of patterns of service that will make
optimal use of new types of personnel ; (b) the development and finanecial support
of appropriate eduecational programs for such personnel ; (¢) the development of
methods of supervision that will insure maintenance of adequate professional
standards,”

I am aware that you have been giving considerable attention to the mental
health manpower situnation here in Washington. I have recently re-read the
texts of the papers of your November, 1963 Discussion in Depth Conference on
Mental Health Manpower:; I am more impressed today than I was a couple of
years ago with the pioneering nature of the thinking at that conference. For
example, Dr. Robert Hewitt, then Director of the Western Interstate Commission
on Higher Education mental health program, pegged his whole presentation
around the point that the existing mental health disciplines excluded thousands
of people who eould be trained to work with the mentally ill. He proposed a new
personnel yardstick: “What are the vital things to de to restore people to the
community”? He suggested that we develop new job descriptions which wounld
conform to these realistic needs rather than to an academic delineation of pro-
fessional and sub-professional roles,

Even more radical and innovative in its thinking was the paper delivered by Dr.
Garrett Heyns, then your distinguished Director of the Department of Institu-
tions and now the Executive Director of the Joint Commission on Correctional
Manpower and Training. Appropriately entitled “Training for What?”, the
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Heyns presentation pointed out a number of mental health areas where no train-
ing curriculum existed. As as example, he cited the fact that no college cur-
riculum existed to prepare students to function as full time directors of volunteers
in either hospital or other mental health settings., In the burgeoning field of in-
dustrial therapy, he noted the existence of only one college curriculum, and for
recreational leaders only six college curricula. Stressing the vital role of in-
service manpower education, he wondered “why there has not been the develop-
ment of curricula in graduate programs which would more specifically prepare
persons to work as directors and instructors in inservice education programs.”

Coneluding his talk, he suggested that university faculties come out of the ivory
tower, visit mental health institutions and agencies to find out what kinds of
people were needed, and then work with these agencies in formulating job
descriptions and in developing new training curricula.

I am fully aware of the fact that there are a few places in the country where
new kinds of personnel are being trained and used quite effectively. In Wash-
ington, D.C.,, where I live, we are using trained housewives whose own children
have completed school in key roles in well baby clinies, in our Children’s Hospital,
ete. In several states in the country—notably Illinois, Indiana and Kansas—
child care workers who have had a formal junior college course, or merely inten-
sive on-the-job training, are being used with great success. In New York City,
expediters are being used as a personnel bridge between a mental hospital, several
neighborhood mental health centers and the ethnic minorities served by these
facilities. Arizona is about to launch a program under which it will place
hospital-community respresentatives in various parts of the state to serve as a
bridge between its one mental hospital and the patients and their families. Sev-
eral state hospitals are beginning to train and use expediters who will be assigned
a specific number of ward patients and will be responsible for interpreting their
tfreatment and other needs to the now remote central administration of the
hospital.

These state and local efforts are heartening, but I submit that there is a broad
need for a national effort in planning for the recruitment, training and utiliza-
tion of many new kinds of mental health personnel. At this point in time, very
little thinking has gone into this staggering but execiting challenge. However, the
Southern Regional Education Board, a compact of 15 Southern states, has not
only held an exeiting conference on the cooperative regional training of new kinds
of mental health personnel, but is also developing hard data on the people being
served in the various components of the community mental health program, what
specific jobs the helping professions carry out in these centers, and what addi-
tional kinds of people are needed to serve present and future patient needs.
Later this month, the SREB will hold a conference on the role of the community
mental health center in teaching people how to work in community mental health.

In concluding this paper, I would like to share with you some of the challenging
new ideas and suggestions which have been developed out of these various con-
ferences within the past year.

The most heartening development has been the formulation of an increasingly
precise articulation of what we are looking for when we talk of new kinds of
mental health personnel. There is a growing recognition that individuals pos-
sessing less than complete professional training ean serve an important role in
helping persons who are experiencing emotional distress or mental disabilities,
In other words, individuals with differing levels of training can provide important
services to people in need of help.

At the aforementioned SREB conference, a fairly sophisticated group of more
than 60 people involved in training generally agreed that what we are looking
for is a middle level mental health worker who ean perform many of the tasks
now done by professionals. It was pointed out that the concept of the middle
level worker had been accepted quite widely in the field of physical medicine over
the past decade; the associate nurse, the practical nurse, medical and dental
technicians, office assistants, X-ray technicians and other para-medical workers
were cited as examples,

Three broad ecategories of mental health workers were identified by the con-
ference delegates:

1. Innovative roles and functions, i.e. new ocenpations.

2, Generalists (“Human Servieces Technicians” was suggested as a possible
definition.)

3. Sub-professional.
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The designation “sub-professional” is perjorative and condescending in its
status implications, and I am most happy that the SREB conference delegates
concentrated their major hopes upon the innovative and generalist areas. The
fact that these two types of workers are not identified with any single profes-
gional group is, to my way of thinking, an enormous virture. Innovation is al-
ways difficult; I am fully aware that job descriptions for new types of middle
level mental health workers will require a lot of work and experimentation.
But, as one conference delegate pointed out, we are not engaged in formulating
a description of an all-purpose mental health worker, but rather designing spe-
citications for partienlar kinds of workers—child care specialists, therapy work-
ers, counsellors of aleoholics, interviewers, data gatherers, nursery school aides,
research assistants, and so on.

We are not exactly walking in the wilderness in this area. A questionnaire
sent to Mental Health Workers in Florida, VISTA full time workers in West
Virginia and assorted workers in other mental health programs revealed the
kinds of mental health duties actually being performed now by people who think
of themselves as community mental health workers. The training of these peo-
ple ranges from a high school diploma only to a Master’s Degree in a specialty.
It is illustrative to list some of the tasks these workers eurrently perform :

. Does individual counselling.

. Does group counselling.

. Carries out pre- and post-hospital care visits.

. Makes home visits to families during hospitalization, to patients and
families after hospitalization.

. Leads returned mental patients' group.

3. Assists patients in making financial and other arrangements for trans-
portation to elinics, for living needs, for medieation, ete.

. Assists patients to find living accommodations, homemaker services, ete.

. Assists patients with legal restoration procedures.

. Makes case investigations for county judge.

. Serves as liaison with physicians and county health officers regarding
admissions and releases.

. Does home investigations for hospital staff.

. Serves as liaison with ministers, welfare officers, employers, vocational
counsellors regarding restoration of patients,

13. Works with school staffs—teachers, principals, guidance counsellors—
regarding problem children.
14. Serves as liaison between clinic and outlying counties, other agencies,
ete.

During the past year, there has been much diseussion of the role of the junior
or community college in providing training for middle level mental health work-
ers. There are approximately 500 junior colleges in the country now, with a
total enrollment of a million and a quarter students. The junior college move-
ment is growing so rapidly that by 1972 it is predicted that more than two million
students will be enrolled in these colleges. Furthermore, many junior colleges
are adding a wide variety of occupational training programs to their curricula.
For example, 180 colleges now offer a two-year Associate Degree in Nursing pro-
gram : thousands of graduates have already been placed in hospitals throughout
the country.

Providing the training is only the first step in this massive effort. A number of
training directors at the SREB conference pointed out that nntil mental health
agencies provided positions with sufficient status and adequate salaries, recruit-
ment would continue to be difficult. For example, Dr. John E. True, Associate
Director of the Purdue University experimental two-year program for mental
health workers, pointed out that his program had not been flooded with
applicants.

1.1\ number of conference delegates emphasized the necessity for a more aggres-
sive recruitment program among married women, domestic workers, the un-
skilled and the educational drop-outs. Poverty and juvenile delinquency pro-
grams in various parts of the nation use many of these people to excellent ad-
vantage, but the mental health field is still too rigid and stuffy to seek converts
from these groups.

Finally, for the purpose of further discussion at this meeting, I submit for your
attention a shopping list of steps which must be taken in the next few years if
we are to recruit the thousands of mental health workers we need in our vastly
expanding mental health programs:
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1. A more incisive analysis of the total personnel needs in mental health is
required for a clearer understanding of the specific contributions which can he
made by middle level mental health workers.,

2. A great deal of further work is needed in sharpening the role definition and
specific competencies of the mental health worker. This is particularly necessary
for the generalist, or “people worker”, as he was described at the SREB con-
ference,

3. The problem of establishing uniform standards of training and licensing or
certification of the graduate must be squarely faced. Rigid Civil Service and
personnel standards must be opened to new job classifications.

4. A major task involves improving the image of the mental health worker.
Dr. Norman C. Harris, Professor of Technical Education at the University of
Michigan, remarked recently that despite the great national need for semi-
professional and technical workers, these ocenpations were still down-graded
in our society. As he said:

“This lack of status exacerbates the problem and even where community col-
leges have provided excellent facilities and instrumental programs, enrollments
are seldom up to expectations.”

It has been suggested that voluntary agencies such as the National Assoeiation
for Mental Health take steps to correct the distorted and out-dated images the
general public has of people working in a mental health setting. One specifie
proposal which deserves serious consideration is that a sampling survey of high
school students and their families be made to determine their attitudes toward
these potential mental health worker jobs.

Accomplishing the aforementioned bill of particeulars will not be easy, but it
can and it must be done. Dr. Kenneth Skaggs, a specialist in occupational cur-
ricnlums with the American Association of Junior Colleges, summed up our
present position and our future potential very nicely in a recent address to
training leaders:

“We have no place to go but forward. We cannot go back and I think that
we all need to realize that as the needs of society begin to erystallize, some-
body is going to do the job, and God forbit that inappropriate people do the job.
And unless we in the professions and we in education, the appropriate people do
it, somebody else will and we will probably not like the results. We have no
place to go but in the positive implementation of these things we have been
talking about.”

Mr. Brayrrerp. Mr. Gorman, in that speech, set out the dimensions
of the problem and recommended fundamental changes in approach.
One of the things that interested us most was that he was critical,
highly critical, I might say, in the matter of conservative professional
leadership. He pointed to jurisdictional disputes and pointed to the
fact that training programs in universities had been slow to change
and in general he said that the professions were not meeting adequately
their responsibilities.

We were so impressed by the statement we sent it out to more than
200 graduate departments of psychology. There have been jurisdie-
tional disputes. In 1963, for example, it was necessary for psycholo-
gists to wrestle with NIMH over regulations for the 1963 legislation
because they did not make possible for other nonpsychiatric mental
health professionals to have leadership responsibilities in that
program.

Fortunately, the picture is changing and the 1965 legislation in its
legislative history explicitly recognized that positions of leadership
should be filled on the basis of competence, not the basis of profes-
sional diseipline.

I was interested in Dr. Donohue’s presentation because he and I
have had the pleasure of working together over the last several years.
I remember our first exchange after serving on a committee for some
time, he said, “You don’t talk like a psychiatrist.” T was pleased
to be able to say to him, “You don’t talk like a psychiatrist.”
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This is a development that is taking place.

I also note that staffing patterns advocated by Mr. Jones on behalf of
HEW in 1963 in the hearing record of that time have gone by the
boards as some of the testimony today indicated. But manpower is
indeed in its conventional dimensions a eritical problem. Psychol-
ogists, for example. 'We produce about 1,000 Ph. D’s a year. Over
the next 10 years our best estimate is it will require all of these Ph. D.
psychologists simply to staff the teaching and research positions in
the institutions of higher education.

This certainly means that in psychology we may not be able to make
the kind of contribution that we will be expected to make. Com-
munity mental health centers do not present the only mental health
professional personnel service needs. For example, the V.A needs
about 100 or 200 psychologists each year and the State hospitals are
miserably staffed i the sense of having adequate numbers, and special
clinies report the same thing, and I think the important thing to note,
as questioning by Mr. Brown indicated earlier, is that there are other
areas of human service that are draining off manpower.

I was down in Texas recently and the State education authority
there had just issued a call for one year for 1,200 school psychologists
to be added in that State. School psychology is the most rapidly
growing area of psychology. You can’t begin to fill the needs.

Correctional psychology, work with children, the recent Gibbon’s
bill calling for training of 50,000 additional child development school
personnel, all indicate fo us that as far as psychology is concerned we
do indeed have a major manpower problem which would lead me to
recommend that the NIMIH training support stipend program in
psychology be increased by at least a factor of five, and this 1s on the
basis of some considered study of their present program and needs for
the future.

We have an interest in new programs. In Florida, for example,
Dr. Louis Cohen at the University of Florida has recently started a
program for the training of mental health workers with bachelor’s
degrees. We have also coming up this month a jointly sponsored
conference with the National Association of Social Workers which is
devoted entirely to use of nonprofessional indigenous personnel in
mental health capacities.

Our concern with the community mental health program has been
evidenced, for example, by the adoption of the association’s official
position paper entitled, “The Community and the Community Mental
Health Center,” which is widely distributed and attracts great public
interest and which I thought, in preparing this testimony, was per-
haps quite relevant to the legislation under consideration and after
hearing the questions of the last 2 days I would say not only is it rele-
vant but extremely important because we have really been hearing
about a quite conservatively oriented community health program and
I am pleased to say I believe our approach is considerably more pro-
gressive than what is represented to date.

With your permission, Mr. Chairman, I would respectfully request
that our paper be made a part of the official hearing record.

(The material referred to follows:)




158 MENTAL HEALTH CENTERS CONSTRUCTION ACT EXTENSION

THE COMMUNITY AND THE ComMMuNITY MENTAL HEALTH CENTER

By M. BrewstEr SyMITH' and Nicunoras Hosss*®

(This statement was adopted on March 12, 1966, by the Council of Representa-
tives as an official position paper of the American Psychological Association)

Throughout the country, state and communities are readying themselves to
try the “bold new approach” called for by President John F. Kennedy to help
the mentally ill and, hopefully, to reduce frequency of mental disorders. The
core of the plan is this: to move the care and treatment of the mentally ill back
into the community so as to avoid the needless disruption of normal patterns of
living, and the estrangement from these patterns, that often come from distant
and prolonged hospitalization ; to make the full range of help that the community
has to offer readily available to the person in trouble; to increase the likeli-
hood that trouble can be spotted and help provide early when it can do the
most good ; and to strengthen the resources of the community for the prevention
of mental disorder.

The community-based approach to mental illness and health attracted national
attention as a result of the findings of the Joint Commission on Mental Illness
and Health that was established by Congress under the Mental Health Study Act
of 1955. After b years of careful study of the nation's problems of mental ill-
ness, the Commission recommended that an end be put to the construction of
large mental hospitals and that a flexible array of services be provided for the
mentally ill in settings that disrupt as little as possible the patient’s social rela-
tions in his community. The idea of the comprehensive community mental health
center was a logical sequel.

In 1962, Congress appropriated funds to assist states in studying their needs
and resources as a basis for developing comprehensive plans for mental health
programs. Subsequently, in 1963, it authorized a a substantial Federal contribu-
tion toward the cost of constructing community mental health centers proposed
within the framework of state mental health plans. It appropriated $35 million
for use during fiscal year 1965. The authorization for 1966 is $50 million and for
1967, $65 million. Recently, in 1965, it passed legislation to pay part of the
cost of staffing the centers for an initial period of 5 years. In the meantime,
50 states and three territories have been drafting programs to meet thie challenge
of this imaginative sequence of Federal legislation,

In all the states and territories, psychologists have joined with other profes-
sionals, and with nonprofessional people concerned with mental health, to work
out plans that hold promise of mitigating the serious national problems in the
area of human well-being and effectiveness. In their participation in this plan-
ning, psychologists have contributed to the medley of ideas and proposals for
translating the concept of comprehensive community mental health centers into
specific programs, Some of the proposals seem likely to repeat past mistakes.
Others are fresh, creative, stimulating innovations that exemplify the “*bold new
approach” that is needed.

Since the meaning of a comprehensive community mental health center is far
from self-evident, the responsible citizen needs some guidelines or principles to
help him assess the adequacy of the planning that may be under way in his own
community, and in which he may perhaps participate. The guidelines and dis-
cussion that are offered here are addressed to community leaders who face the
problem of deciding how their communities should respond to the opportunities
that are opened by the new Federal and state programs. In drafting what fol-
lows, many sources have been drawn upon : the monographs and final report of
the Joint Commission, testimony presented to Congress during the consideration
of relevant legislation, official brochures of the National Institute of Mental
Health, publications of the American Psychiatric Association, and recommenda-
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Human Development at the University of California, Berkeley. He was Vice President of
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Society for the Psychological Study of Social Issues and editor of the Journal of Abnormal
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2 Nicholas Hobbs, Ph. D., is Provost of Vanderbilt University and Director of the John
F. Kennedy Center for Research on Education and Human Development at Peabody College
He was Viee Chairman of the Board of Trustees of the Joint Commission on Mental Illness
and Health and is currently President of the American Psychological Association and
Viee President of the Joint Commission on Mental Health of Children.




MENTAL HEALTH CENTERS CONSTRUCTION ACT EXTENSION 159

tions from members of the American Psychological Association who have been
involved in planning at local, state, and national levels.

The community mental health center, 1966 model, cannot be looked to for a
unique or final solution to mental health problems: varied patterns will need
to be tried, plans revised in the light of evaluated experience, rigidities avoided.
Even as plans are being drawn for the first comprehensive centers under the
present Federal legislation, still other bold approaches to the fostering of human
effectiveness are being promulgated under the aegis of education and of economie
opportunity programs. A single blueprint is bound to be inadeguate and out of
date at the moment it is sketched. The general approach underlying these gunide-
lines may, it is hoped, have somewhat more enduring relevance.

Throughout, the comprehensive comamunity mental health center is considered
from the point of view of members of a community who are secking good pro-
grams and are ultimately responsible for the Find of programs they get. The
mental health professions are not to be regarded as guardians of mental health,
but as agents of the community—among others—in developing and conserving
its human resources and in restoring to more effective functioning people whose
performance has been impaired. Professional people are valuable allies in the
community’s quest for the health and well-being of its members, but the respon-
sibility for setting goals and major policies cannot be wisely delegated.

COMMUNITY INVOLVEMENT AND COMMUNITY CONTROL

For the comprehensive community mental health center to become an effective
agency of the community, community control of center policy is essential. The
comprehensive community mental health center represents a fundamental shift
in strategy in handling mental disorders. Historically, and still too much today,
the preferred solution has been to separate the mentally ill person from society,
to put him ont of sight and mind, until, if he is lucky, he is restored to normal
functioning. Aeccording to the old way, the community abandoned its responsi-
bility for the mental patient to the distant mental hospital. According to the
new way, the community accepts responsibility to come to the aid of the citizen
who ig in trouble. In the proposed new pattern, the person would remain in his
own community, often not even leaving his home, close to family, to friends, and
to the array of professional people he needs to help him. Nor wonld the center
wait for serious psychological problems to develop and be referred. Its program
of prevention, detection, and early intervention would involve it in many aspects
of community life and in many institutions not normally considered as mental
health agencies : the schools, churches, playgrounds, welfare agencies, the police,
industry, the courts, and community couneils,

This spread of professional commitment reflects in part a new conception of
what constitutes mental illness. The new concept questions the appropriateness
of the term “illness” in this context, in spite of recognition that much was gained
from & humanitarian viewpoint in adopting the term. Mental disorders are in
significant ways different from physical illnesses, Certainly mental disorder
is not the private misery of an individual; it often grows out of and nsually con-
tributes to the breakdown of normal sources of social support and understanding,
especially the family. It is not just an individual who has faltered; the social
systems in which he is embedded through family, school, or job, through religious
affiliation or through friendship, have failed to sustain him as an effective
participant.

From this view of mental disorder as rooted in the social systems in which
the troubled person participates, it follows that the objective of the center staff
should be to help the various social systems of which the community is composed
to function in ways that develop and sustain the effectiveness of the individuals
who take part in them, and to help these community systems regroup their forces
to support the person who runs into tronble. The community is not just a catch-
ment area from which patients are drawn ; the task of a community mental health
center goes far beyond that of purveying professional services to disordered
people on a loeal basis.

The more closely the proposed centers become integrated with the life and
institutions of their communities, the less the community can afford to turn
over to mental health professionals its responsibility for guiding the center's
policies. Professional standards need to be established for the centers by Fed-
eral and state authorities, but goals and basic policies are a matter for local
control. A broadly based responsible board of informed lenders should help
to ensnre that the center serves in deed, not just in name, as a focus of the Com-
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munity’s varied efforts on behalf of the gerater effectiveness and fulfillment of all
its residents.
RANGE OF SBERVICES

The community mental health center is “comprehensive” in the sense that it
offers, probably not under one roof, a wide range of services, including both
direct care of troubled people and consultative, educational, and preventive
serviceg to the community. According to the administrative regulations issned
by the United States Public Health Service, a center must offer five essential
services to qualify for Federal funds under the Community Mental Health Centers
Act of 1963 : (a) inpatient eare for people who need intensive care or treatment
around the clock; (b) outpatient care for adults, children, and families: (e¢)
partial hospitalization: at least day care and treatment for patients able to
return home evenings and weekends; perhaps also night care for patients able to
work but needing limited support or lacking sunitable home arrangement; (d)
emergency care on a 24-hour basis by one of the three services just listed: and
(€) consultation and education to community agencies and professional personnel.
The regulations also specify five additional services which, together with the five
essential ones, “complete” the comprehensive community mental health program :
(f) diagnostic service; (g) rehabilitative service including both social and voea-
tional rehabilitation; (k) precare and aftercare, including screening of patients
prior to hospital admission and home visiting or halfway houses after hospital-
ization; (i) training for all types of mental health personnel ; and (j) research
and evaluation concerning the effectivenes of programs and the problems of
mental illness and its treatment,

That the five essential services revolve around the medically traditional in-
patient-outpatient core may emphasize the more traditional component of the
comprehensive center idea somewhat at the expense of full justice to the new
conceptions of what is crueial in commnnity mental health. Partial hospital-
ization and emergency care represent highly desirable, indeed essential,
extensions of the traditional clinical services in the direction of greater flexibility
and less disruption in patterns of living. Yet the newer approach to community
mental health through the social systems in which people are embedded (family,
school, neighborhood, factory, ete.) has further implications. For the disturbed
person, the goal of community mental health programs should be to help him and
the social systems of which he is & member to funct ion together as harmoniously
and productively as possible. Such a goal is more practical. and more readily
specified, than the elusive concept of eure, which misses the point that for much
mental disorder the trouble lies not within the skin of the individual but in the
interpersonal systems through which he is related to ot hers. The emphasis in the
regulations npon consultation and public education goes beyond the extension of
direct patient services to open wide vistas for imaginatve experimentation,

The vanguard of the community approach to mental health seeks ways in
which aspects of people’s social environment ean be changed in order to improve
mental health signifieantly through impact on large groups, Just as a modern
police or fire department tries to prevent the problems it must eure, so a good
mental health center would look for wi ¥s of reducing the strains and troubles
out of which much disorder arises. The center might conduet surveys anid
studies to locate the sources of these strains: it 1 ight conduet training programs
for managers, for teachers, for ministers to help them deal with the problems that
come to light. By providing consultation on mental hezlth to the governing
agencies of the community, to schools, courts churches, to business and industry,
the staff of the center can bring their special knowledge to bear in improving
the quality of community and family life for all citizens, Consultation can
ilsn be provided to the state mental hospitals to which the community sends
patients, to assist these relics of the older dispensation in finding a constructive
place in the new approach to mental health. Preferably, revitalized state hos-
pitals will become integral parts of the comprehensive serviee to nearby com-
munities,

In performing this important and difficult consultative role the mental health
professionals of the center staff do not make the presumptunous and foolish elaim
that they know best how the institutions of a community should operate. Rather,
they contribute a special perspective and special competencies that can help the
agencies and institutions of community life—the agencies and institutions throngh
which people normally sustain and realize themselves—find ways in which to
perform their funetions more adequately. TIn this endeavor, the center staff
needs to work in close eooperation with other key agencies that share a concern
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with community betterment but from different vantage points: councils of social
agencies, poverty program councils, labor groups, business organizations, and
the like. To promote coordination, representatives of such groups should nor-
mally be included in the board responsible for the center’s policies.

Communities may find that they want and need to provide for a variety of
services not specifically listed among the additional services in the regulations
issued by the United States Public Health Service : for example, a special service
for the aged, or a camping program, or, unfortunately, residences for people who
do not respond to the best we can do for them., The regulations are permissive
with respect to additional services, and communities will have to give close and
realistic attention to their own needs and priorities, For many rural areas
the other hand, and for communities in which existing mental health services
are so grossly inadequate that the components of a comprehensive program must
be assembled from scratch, the present regulations in regard to “essential serv-
ices” may prove unduly restrictive. Communities without traditions of strong
mental health services may need to start with something short of the full, pre-
scribed package. So long as their plan provides for both direct and indirect
services, goes beyond the traditional inpatient-outpatient facility, and involves
commitment to movement in the direction of greater comprehensiveness, the in-
tent of the legislation might be regarded as fulfilled.

Many of the services that are relevant to mental health will naturally be de-
reloped under auspices other than the comprehensive center. That is desirable.
Yven the most comprehensive center will have a program that is more narrowly
circumsceribed than the community’s full effort to promote human effectiveness,
What is important is that the staff of the center be in good communieation with
related community efforts and plan the center’s own undertakings so as to
strengthen the totality of the community’s investments in the human effective-
ness of its members.

FACILITIES

Fuacilities should be planned to fit a program and not vice versa. The compre-
hensive community mental health center should not be thought of as a place,
building, or ecollection of buildings—an easy misconception—but as a people-
serving organization. New physical facilities will necessarily be required, but
the mistake of construncting large, congregate institutions should not he repeated,
The danger here is that new treatment facilities established in medical centers
may only shift the old mental hospital from country to town, its architecture
changed from stone and brick to glass and steel. New conceptions are needed
even more than new facilities.

Small units of diverse design reflecting specific functions and located near
users or near other services (such as a school or community center) might bhe
indicated and can often be constructed at a lesser cost than a centralized unit
linked to a hospital. For example, most emotionally disturbed childeen who
require residential treatment can be effectively served in small residentinl units
in a neighborhood setting removed from the hospital center. Indeed, there is the
possibility that the hospital with its tense and antiseptic atmosphere may con-
firm the child’s worst fears about himself and set his deviant behavior.

Each community should work out the pattern of services and related facilities
that reflects its own problems, resources, and solutions, The needs and resonrees
of rural areas will differ radieally from those of urban ones. Every state in the
nation has its huge mental hospitals—grim monuments to what was once the
latest word in treatment of the mentally ill, and a major foree in shaping treat-
ment programs ever since. It shounld not be necessary to build new monuments.

CONTINUITY OF CONCERN

Effective community action for mental health requires continuwity of concern
for the troubled individual in his involvements with society, regardless of awh-
ward jurisdictional boundaries of agencies, institutions, and professions. A
major barrier to effective mental health programing is the historical precedent
of separating mental health services from other people-serving agencies—sehools,
courts, welfare agencies, recreational programs, ete, This is partly a product of
the way of thinking that follows from defining the problem as one of illness and
thus establishing the place of treatment and the professional gualifications re-
quired to treat it. There are thus immense gaps in responsibility for giving help
to people in tronble. Agencies tend to work in ignorance of each other's pro-




162 MENTAL HEALTH CENTERS CONSTRUCTION ACT EXTENSION

grams, or at cross purposes, For example, hospital programs for emotionally
disturbed children often are operated with little contact with the child's school :
a destitute aleoholic who wonld be hospitalized by one community agent is jailed
by another,

Current recommendations that a person in trouble be admitted to the total
mental health system and not to only one component of it fall short of coming
to grips with the problem. The laudable aim of these recommendations is to
facilitate movement of a person from one component to another—from hospital
to outpatient clinie, for example, within minimum red-tape and maximum com-
munication among the professional people involved. Such freedom of movement
and of communication within the mental health system is much to be desired.
But freedom of movement and of communication between systems is (quite as
important as it is within a system.

No one system can comprise the range of mental health concerns to which
we are committed in America, extending from serious neurological disorders to
include the whole fabric of human experience from which serious—and not so
serious—disorders of living may spring. Mental health is everyone's business,
and no profession or family of professions has sufficient competence to deal with
it whole. Nor ean a mental health center, however comprehensive, encompass
it. The center staff can and should engage in joint programing with the various
other systems with whom “patients” and people on the verge of trouble are
significantly involved—school, welfare, industry, justice and the rest. For such
joint programing to reflect the continuity of concern for the individual that is
needed, information must flow freely among all agencies and systems. The
staff of the center can play a ecrucial role in monitoring this flow to see to it
that the walls that typically restrict communication between social agencies
are broken down,

REACHING THOSE WHO MOST NEED HELP

Programs must be desgigned to reach the people who are hardly touched by ouwr
best current efforts, for it is actually these who present the major problems of
mental health in America. The programs of comprehensive community mental
health centers must be deliberately designed to reach all of the people who need
them. Yet the forces generated by professional orthodoxies and by the balance
of public initiative or apathy in different segments of the community—forces that
have shaped current model community mental health programs—will tend unless
strenuously counteracted to restriet services to a favored few in the community.
The poor, the dispossessed, the uneducated, the poor treatment risk, will get less
service—and less appropriate service—than their representation in the commu-
nity warrants, and much, much less service than their disproportionate contribu-
tion to the bedrock problem of serious mental illness wonld demand.

The more advanced mental health services have tended to be a middle-class
luxury ; chronic mental hospital enstody a lower-class horror. The relationship
between the mental health helper and the helped has been governed by an affinity
of the clean for the clean, the educated for the educated, the affluent for the
afffuent. Most of our therapeutic talent, often trained at public expense, has been
invested not in solving our hard-core mental health problem—the psychotie of
marginal competence and social status—but in treating the relatively well-to-do
educated neurotie, usually in an urban center. Research has shown that if a
person is poor, he is given some form of brief, mechanical, or chemical treat-
ment ; if his social, economie, and edueational position is more favored, he is given
long-term conversational psychotherapy. This disturbing state of affairs exists
whether the patient is treated privately or in a community facility, or by a psy-
chiatrist, psychologist, or other professional person. If the community repre-
sentatives who take responsibility for policy in the new community mental health
centers are indignant at this inequity, their indignation would seem to be justified
on the reasonable assumption that mental health services provided at publie
expense ought to reach the people who most need help. Although regulations
stipulate that people will not be barred from service because of inability to pay,
the greatest threat o the integrity and usefulness of the proposed comprehensive
centers is that they will nonetheless neglect the poor and disadvantaged, and that
they will simply provide at public expense services that are now privately avail-
able to people of means.

Yet indignation and good will backed with power to set policy will not in them-
selves suffice to bring about a just apportionment of mental health services. In-
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ventiveness and research will also be indispensable. Even when special efforts
are made to bring psychotherapy to the disturbed poor, it appears that they tend
not to understand it, to want it, or to benefit from it, They tend no to conceive of
their difficulties in psychological terms or to realize that talk can be a “treatment”
that can help. Vigorous experimentation is needed to discover ways of reaching
the people whose mental health problems are most serions. Present indications
suggest that methods hold most promise which emphasize actions rather than
words, deal directly with the problems of living rather than with fantasies, and
meet emergencies when they arise without interposing a waiting list. Much more
attention should also be given to the development of nonprofessional roles for
selected “indigenous” persons who in numerous ways could help to bridge the gulf
between the world of the mental health professional and that of the poor and un-
educated where help is particularly needed.

INNOVATION

Since current patterns of mental health service are intringically and logis-
tically inadequate to the task, responsible programming for the comprehensive
community mental health center must emphasize and reward innovation, What
can the mental health specialist do to help people who are in trouble? A recent
survey of 11 most advanced mental health centers, chosen to suggest what centers-
in-planning might become, reveals that the treatment of choice remains individual
psychotherapy, the 50-minute hour on a one-to-one basis. Yet 3 minutes with a
sharp pencil will show that this eannot conceivably provide a realistic basis for a
national mental health program. There simply are not enough therapists—nor
will there ever be—to go around, nor are there enough hours, nor is the method
suited to the people who consistute the bulk of the problem—the uneducated, the
inarticulate, Given the bias of existing facilities toward serving a middle-class
clientele, stubborn adherence to individual psychotherapy when a community
could find and afford the staff to do it would still be understandable if there were
clear-cut evidence of the superior effectiveness of the method with those who find
it attractive or acceptable. But such evidence does not exist, The habits and
traditons of the mental health professions are not a good enough reason for the
prominence of one-to-one psychotherapy, whether by psychiatrists, psychologists,
or social workers, in current practice and programing.

Innovations are clearly required. One possibility with which there has been
considerable experience is group therapy; here the therapist multiplies his
talents by a factor of six or eight. Another is erisis consultation: a few hours
spent in active intervention when a person reaches the end of his own resources
and the normal sources of support run out. A particularly imaginative instance
of erisis consnltation in which psychologists have pioneered is the suicide-pre-
vention facility. Another very promising innovation is the use under profes-
sional direction of people without professional training to provide needed inter-
personal contact and communication. Still other innovations, more radieal in
departure from the individual clinical approach, will be required if the major
institutional settings of youth and adult life—school and job—are to be modified
in ways that promote the consgtructive handling of life stresses on the part of
large numbers of people.

Innovation will flourish when we accept the character of our national mental
health problem and when lay and professional people recognize and reward
creative attempts to solve it. Responsible encouragement of innovation, of
conrse, implies commitment to and investment in evaluation and research to
appraise the merit of new practices,

CHILDREN

In contrast with current practice, major emphasis in the new comprehensive
conters should go to services for children. Mental health programs tend to
neglect children. and the first plans submitted by states were conspicuous in
their failure to provide a range of services to children. The 11 present com-
munity programs described as models were largely adult-oriented. A recent
(1965) conference to review progress in planning touched occasionally and
lightly on problems of children. The Joint Commission on Mental Illness and
Health bypassed the issue; corrently a new Joint Commission on Mental Health
of Children is about to embark upon its studies under Congressional auspices,

Most psychiatrie and psychological training programs concentrate on adults,
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Individual psychotherapy through talk—the favored method in most mental
health programs—is best snited to adults. What to do with an enrvaged child
on a playground is not normally included in eurricula for training mental health
specialists, It would seem that our plans and programs are shaped more by
our methods and predilections than by the problems to be solved,

Yet an analysis of the » profile of most communities—in conjunction with
this relative neglect—would eall for a radically different allocation of money,
facilities, and mental health professionals. We do not know that early interven-
tion with childhood problems can reduce later mental disorder, but it is a res
sonable hypothesis, and we do know that the problems of children are receiving
seant attention, Sound strategy would concentrate our innovative efforts upon
the young, in programs for children and youth, for parents, and for teachers and
others who work directly with children,

The less than encouraging experience of the child guidance clinic movement
a generation and more ago should be a stimulus to new effort, not an oceasion for
turning away from services to children. The old clinies were small ventures,
middle-class orviented, suffering from most of the deficiencies of therapeutic
approach and out-reach that have been touched upon above. A fresh approach
to the problems of children is nrgently needed.

We feel that fully half of our mental health resources—money, facilities,
people—should be invested in programs for children and vouth, for parents of
young children, and for teachers and others who work directly with children.
This would be the preferable course even if the remaining 50% wonld permit
only a holding action with respect to problems of adults. But our resonrces are
such that, if we eare enough, we can move forward on both fronts simultaneonsly.

The proposal to place the major investment of our mental health resources in
programs for children will be resisted, however much sense it may make, for it will
require a thoroughgoing reorientation of the mental health establishment. New
facilities, new skills, new kinds of professional people, new patterns for the
development of manpower will be required. And new and more effective ways
must be found to reach and help children where they are—in families and
schools—and to assist these eritically important social systems in fostering the
good development of children and in coming to the child’s support when the
developmental conrse goes astray. This is one reason why community leaders
and other nonprofessionals concerned with the welfare and development of people
should be centrally involved in establishing the goals of community mental
health centers. They can and should demand that the character of the new
centers be determined not by the present habits and skills of professional people
but by the nature of the problem to be solved and the full range of resources avail-
able for its solution.

PLANNING FOR PROBLEM GROUPS THAT NOBODY WANTS

As a foeus for community planning for mental health, the comprehensive center
should assure that provision is made to deal with the mental health component
in the problems of various dificult groups that are likely to fall between the
stools of current programs. Just as good community programming for mental
health requires continnity of concern for the troubled individunal across the
many agencies and services that are involved with him, so good programing also
requires that no problem groups be excluded from attention just becanse their
problems do not fit neatly into prevalent categories of professional interest, or
because they are hard to treat.

There are a number of such groups of people. among whom problems of human
ineffectiveness are obivous, yet whose difficulties cannot accurately or helpfully
be described as mainly psychological : for example, addicts. aleoholics, the aging,
delinquents, the mentally refarded. It would be presumptuons folly for mental
health professionals to claim responsibility for solving the diffienlt social and
biological problems that are implicated in these types of ineffectiveness. But
it would also be irresponsible on the part of persons who are planning community
mental health programs not to give explicit attention to the adequacy of services
being provided to these difficult groups and to the adequacy of the attack that
the community is making on those aspects of their problems that are accessible to
community action.

Recently, and belatedly, national attention has been foeussed on the mentally
retarded. This substantial handicapped group is likely to be provided for ouf-
side the framework of the mental health program as such, but a good community
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mental health plan should assure that adequate provision is in fact made for
them, and the comprehensive center should accept responsibility for serving the
mental health needs of the retarded and their families,

Some of the other problem groups just mentioned—e.g., the addiets and aleo-
holics—tend to get left out partly becanse treatment by psychiatrie or psyveho-
logical methods has been relatively unproductive. Naturally. the comprehen-
sive center cannot be expected to achieve magical solutions where other agencies
have failed. But if it takes the approach advocated here—that of focusing on the
social systems in which problem behavior is embedded—it has an opportunity to
contribute toward a rational attack on these problems. The skills that are
required may be more those of the soecinl seientist and community change agent
than those of the clinician or therapist.

In planning its role with respect to such difficult groups, the staff of the center
might bear two considerations in mind: in the network of community agencies,
is humanly decent care being provided under one or another set of aunspices?
and does the system-focused approach of the center have a distinetive contribu-
tion to make toward collaborative community action on the underlying problems?

MANPOWER

The present and future shortage of trained mental health professionals re-
quires experimentation with new approaches to mental health services and with
new divisions of labor in providing these services., The national effort to improve
the quality of life for every individual—to alleviate poverty, to improve educa-
tional opportunities, to combat mental disorders—will tax our resources of pro-
fessional manpower to the limit. In spite of expanded training efforts, mental
health programs will face growing shortages of social workers, nurses, psychia-
trists, psychologists, and other specialists. The new legislation to provide Fed-
eral assistance for the staffing of community mental health centers will not
increase the supply of manpower but perhaps may result in some minor redistri-
bution of personnel. If adequate pay and opportunities for part-time participa-
tion are provided, it is possible that some psychiatrists and psychologists now in
private practice may join the publie effort, adding to the services available to
people without reference to their economie resources,

The manpower shortage must be faced realistically and with readiness for
invention, for creative solutions. Officially recommended staffing patterns for
community mental health centers (which projected nationally would require
far more professionals than are being trained) should not be taken as setting
rigid limitations., DPediatricians, general medieal practitioners, social workers
other than psychiatric ones, and psychologieal and other technicians at non-
doctoral levels shounld be drawn into the work of the center. Specific tasks
sometimes assigned to highly trained professionals (such as administrative
duties, follow-up contacts, or tutoring for a disturbed child) may be assigned
to earefully selected adults with little or no technieal training. Effective com-
muniecation across barriers of edncation, social class, and race ean be aided hy
the creation of new roles for specially talented members of deprived groups.
New and important roles must he found for teachers, recreation workers, lawvers,
clergymen,  Consultation, in-service training, staff conferences, and supervision
are all devices that can be used to extend resources without saerificing the quality
of service.

Mental health centers should find ways of nsing responsible, paid volunteers,
with limited or extended periods of service., There ig a great reservoir of
human talent among educated Americans who want to contribute their time and
efforts to a significant enterprise. The Peace Corps, the Vista program, Project
Head-S8tart have demonstrated to a previously skeptical pnblie that high level,
dependable service ¢an be rendered by this new-style volunteer. The contribu-
tions of unpaid volunteers—students, housewives, the retired—ean be put to
effective nse as well.

PROFESSTONAL RESPONSIBILITY

Responsibility in the comprehensive community mental health ecenter should
depend wpon competence in the jobs to be done. The issne of who is to be
responsible for mental health programs is complex and is nof to be solved in the
context of professional rivalries. The broad econception of mental health to
which we have committed onrselves in Ameriea requires that responsibility for
mental health programs be broadly shared. With good will, intelligence, and
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# willingness to minimize presumed prerogatives, professional people and lay
board members can find ways of distributing responsibility that will substan-
tially increase the effectiveness of a center's program. The tradition, of course,
is that the director of a mental health center must be a psychiatrist, This is
often the best solution, but other solutions may often be equally sensible or
more 50, A socinl worker, a psychologist, a pediatrician, a nurse, a public health
administrator might be a more competent director for a particular center,
The izssue of clinical responsibility is more complex but the principle is the
same: competence rather than professional identifieation should be the govern-
ing concern, The administration of drugs is elearly a competence-linked re-
sponsibility of a physician. Diagnostie testing is normally a competence-linked
responsibility of a psychologist ; however, there may be situations in which a
psychiatrist or a social worker may have the competence to get the job done
well.  Responsibility for psychotherapy may be assumed by a socinl worker,
psychintrist, psychologist, or other trained person. The director of training or
of research could reasonably come from one of a number of disciplines. The
responsible community member, to whom these guidelines are addressed, shonld
assure himself that there is a functional relationship in each instance between
individual competence and the job to be done.
This issue has been given explicit and responsible attention by the Congress
of the United States in its debates and hearings on the bill that authorizes funds
for staffing community mental health centers. The intent of Congress is clear.
As the Senate Committee on Labor and Public Welfare states in its report on the
bill ( Rept. No. 366, to accompany H.R. 2985, submitted June 24, 1963) :
There is no intent in any way in this bill to discriminate against any mental
health professional group from carrying out its full potential within the
realm of its recognized competence. Even further it is hoped that new and
innovative tasks and roles will evolve from the broadly based concept of
the community mental health services. Specifically, overall leadership of a
community mental health center program may be carried out by any one of
the major mental health professions. Many professions have vital roles
to play in the prevention, treatment and rehabilitation of patients with
mental illnesses.

Similar legislative intent was established in the debate on the measure in the

House of Representatives.

Community members responsible for mental health centers should not counte-
nance absentee directorships by which the fiction of responsibility is sustained
while actual responsibility and initiative are dissipated. This is a device for the
serving of professions, not of people.

TRAINING

The comprehensive community mental health center should provide a formal
training program. The need for centers to innovate in the development or real-
location of professional and subprofessional roles, which has been stressed above
in line with Congressional intent, requires in every center an active and imagina-
tive training program in which staff members can gain competence in their
new roles. The larger centers will also have the self-interested obligation to
participate in the training of other professionals. Well-supervised professional
trainees not only contribute to the services of a center: their presence and the
center’s training responsibilities to them promote a desirable atmosphere of self-
examination and openness to new ideas.

There should be a director of training who would be respongible for: (a) in-
service training of the staffl of the center, in the minimnm case: and. in the larger
centers, (b) center-sponsored training programs for a range of professional
groups, including internships, field placements, postdoctoral fellowships, and
partial or complete residency programs: and (¢) university-sponsored training
programs that require the facilities of the center to give their students practical
experience. Between 5% and 10% of the center's budget should be explieitly
allocated to training,

PROGRAM EVALUATION AND RESEARCH

The comprehensive community mental health center should devote an eaxplicit
portion of its less budget to program evaluation. All centers showld inculeate in
their staff attention to and respect for research findings ; the larger centers have
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wn obligation to sct a kioh vriorvity on bagic rescarveh and to give formal recog-
nition to rescarch as a legitimate part of the duties of staff members. In the 11
“model” community programs that have been cited previously, both program
evaluation and basie research are rarities; staff members are commonly over-
burdened by their serviee obligations. That their mental health services con-
tinue to emphasize one-to-one psychotherapy with middle-class adults may partly
result from the small attention that their programs give to the evalnative study
of program effectiveness. The programs of social agencies are seldom evaluated
systematically and tend to continue in operation simply because they exist and
no one has data to demonstrate whether they are useful or not. In this respect
the model programs seem to be no better,

The whole burden of the preceding recommendations, with their emphasis on
innovation and experimentation. cries out for substantial investment in program
evaluation. Only through explicit appraisal of program effects can worthy ap-
proaches be retained and refined, ineffective ones dropped. Evaluative monitor-
ing of program achievements may vary. of course, from the relatively informal
to the systematic and guantitative, depending on the importance of the issue,
the availability of resources, and the willingness of those responsible to take
the risks of substituting informed judgment for evidence.

Omne approach to program evaluation that has been much neglected is hard-
headed cost analysis. Alternative programs should be compared not only in
terms of their effects, but of what they cost. Since almost any approach to serv-
ice is likely to produce some good effects. mental health professionals may be too
prone to use methods that they find most satisfying rather than those that yield
the greatest return per dollar.

All community mental health centers need to plan for program evaluation ; the
larger ones should also engage in basic research on the nature and eauses of men-
tal disorder and on the processes of diagnosis, treatment, and prevention. The
center that is fully integrated with its community setting will have unique op-
portunities to study aspects of these problems that elude investigaion in tradi-
tional clinic and hospital settings. That a major investment be made in basie
research on mental health problems was the recommendation to which the
Joint Commission on Mental Illness and Health gave topmost priority.

The demands of service and of research are bound to be competitive. Be-
cause research skills, too, are searce, it is not realistic to expeet every commu-
nity mental health center to have a staff equipped to undertake basic research.
At the very least, however, the leadership in each center should incorporate in
its fraining program an attitude of attentiveness to research findings and of
readiness to use them to innovate and change the center’s practices.

The larger centers, especially those that can establish affiliation with univer-
gities, have an obligation to contribute to fundamental knowledge in the area of
their program operations., Such centers will normally have a director of research
nnd a substantial budget allocation in support of research. to be supplemented
by grants from foundations and governmental agencies. By encouraging their
staff members to engage in basic studies (and they must be sedulously protected
from encroaching service obligations if they are to do so). these centers can
make an appropriate return to the common fund of scientific and professional
knowledge nupon which they draw: they also serve their own more immediate
interests in attracting and retaining top-quality staff and in maintaining an
atmosphere in which ereativeness can thrive. As a rough vardstick. every center
shounld devote between 5% and 109, of its budget to program evaluation and
research.

VARIETY, FLEXIBILITY, AND REALISM

Sinee the plan for a comprehensive community mental health center must
allocate scarce resources according to carefully considered priorvities tailored
to the unique situation of the particular community, wide varviation among plans
i® to be expected and is desirable. Since decisions are fallible and community
needs and oportunitics change. provision should be made for flexibility and
change in programs. including periodic review of policies and operations. In
spite of the stress in these guidelines on ideal requirements as touchstones against
which particular plans ean be appraised. no single comprehensive center can be
all things to all men. Planning must be done in a realistic context of limited
resources and imperfect human talent as well as of earefully evaluated com-
munity needs, and many hard decisions will have to be made in setting priorities.
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In rural areas, especially, major alterations in the current blueprint would seem
to be called for if needed services are to be provided. As a result, the comprehen-
sive community mental health centers that emerge should be as unique as the com-
munities to whose needs and opportunities they are responsive. This is all to
the good, for as it has been repeatedly emphasized, there is no well-tested and pre-
fabricated model to put into antomatic operation. Variety among centers is
required for suitability to loeal situations: it is desirable also for the richer
experience that it should yield for the guidance of future programing.

The need for innovation has been stressed; the other side of the same coin
is the need for adaptability to the lessons of experience and to changing reqnire-
ments of the community. Flexibility and adaptiveness as a characteristic of
social agencies does not just happen ; it must be planned for. The natural course
of events is for organizations to maintain themselves with as little change as
possible, and there is no one more conservative than the proponent of an estab-
lished, once-radical departure, Plans for the new centers should therefore pro-
vide for the periodic self-review of policies and operations, with part icipation by
staff at all levels, and by ontside consultants if possible. To the extent that
active program evaluation is built intrinsically into the functioning of the center,
the review process should be facilitated, and intelligent flexibility of policy pro-
moted. Self-review by the center staff should feed into general review by the
responsible board of community leaders, in which the board =atisfles itself
concerning the adequacy with which the policies that it has set have been carried
out.

This final recommendation returns once more to the theme. introduced at the
outset, that has been implicit in the entire discussion: the responsibility of the
community for the quality and adequacy of the mental health services that it
gets. The opportunities are now open for communities to employ the mechanism
of the comprehensive mental health center to take major strides toward more
intelligent, humane, and effective provision for their people. If communities
rise to this opportunity, the implications for the national problem of mental
health and for the guality of American life are immense.

Mr. Jaryax. Doctor, we are going to have to halt.

Mr. Bravriern. Let me terminate my testimony right now and thank
you very much for the opportunity, and T will file my additional re-
marks for the record tomorrow.

Mr. Jarmax. We appreciate your statement very much and appre-
ciate your being with us,

I am sorry about the time element.

Mr. Brayrrern. T appreciate that, you ean’t help it.

Mr. Jarman. You can add to your testimony in the record and cer-
tainly we will be studying it before the committee acts.

Mr. Brayrierp. Thank you, Mr. Chairman.

(Ir, Brayfield’s prepared statement follows:)

STATEMENT oF Di. ArTHur H, Brayrierp, EXecvTive OFFICER, AMERICAN
PSYOHOLOGICAL ASSOCIATION

Mr. Chairman and Members of the Subcommittee : My name is Dr. Arthur H.
irayfield. I am Exeentive Officer of the American Psyehologieal Association,
the national organization of psyehologists with 26,000 members, which has its
headquarters at 1200 17th Street, N.W., Washington, D.C. T am accompanied
by Dr. John J. McMillan. Administrative Officer for Professional Affairs. T
welcome the opportunity to testify before this Snbeommittee today in support
of H.R. 6431. Psychology and psyehologists are deeply involved in mental health
services and programs. As a behavioral seience discipline, psychology provides
the fundamental basis for the work of all mental health professionals—psy-
chiatrists, socinl workers and nurses, as well as psychologistz.  As a behavioral
science profession, psyehology contributes a significant share of the manpower
available to the field of mental health. Based on data from the National
Register of Scientific and Professional Personnel and from NIMH studies, we
estimate that in 1964 approximately 8000 psychologists provided some 13 mil-
lion man-hours per yvear of direct clinical services, primarily the diagnosis and
treatment of mental disorders, and another 7.500 psvehologists spent another
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13 million man-hours per year of psychological effort, primarily teaching and
research, related to mental health. This total of 26 million man-hours compares,
for example, to an estimated 27 million man-hours per year contributed by psy-
chiatrists, The latter contribute a considerably higher proportion of their time
to direct clinical service, particularly in private practice settings.

It is interesting and relevant to note that psychology is primarily a public
service profession for approximately 85 percent of all psychologists are employed
in mon-profit organizations and only r 6 percent are in private practice; the
remaining 9 or 10 percent are employed in business and industry. Thus psy-
chologists are especially likely to be interested in community mental health
center programs and, in keeping with their publie service tradition, are likely
to be a crucial source of manpower particularly if they have free and open access
to positions of responsibility and leadership on the basis of individual compe-
tence equally with other mental health professions. We believe that manpower
will be the critical element in mounting effective community health programs.

In March 1966, the American Psychological Association adopted an official
position paper titled “The Community and the Community Mental Heaith Cen-
ter” offering guidelines and discussion addressed to “community leaders who face
the problem of deciding how their communities should respond to the opportuni-
ties that are opened by the new Federal and state programs”. Because of the
widespread public interest this paper has attracted and because of its relevance
to the legislation, H.R. 6431, which is the subject of these hearings, I respectifully
request that it be made a part of the official hearings record.

As it did in formal testimony in 1963 and again in 1965, the American Psy-
chological Association supports the goals of the community mental health cen-
ters legislation.

The first priority of the community mental health centers program is to make
hospital beds and care readily available in settings close to home to people whose
disturbed behavior either incapacitates them or causes concern to themselves,
their family. their friends and employers, and the community at large. Thus the
basic eare facilities of the formerly geographically-remote state mental hospital
are now in the process of being located in loeal and regional population centers.
More beds and, hopefully, more care will become available as this program de-
velops. The psychotic and the acutely disturbed members of the comminity
will find help near at hand. The achievement of this limited but important
objective will be a considerable accomplishment,

The community mental health centers program seeks also to make more readily
available in communities throughout the nation forms of care and treatment
which heretofore have been tried out on a more limited basis or in a relatively
few places.  Thus provisions are being made to incorporate day care programs,
halfway houses, suicide centers, emergency or “walk-in” services, and the like
into the community center programs. These already existing practices and pro-
cecqures for dealing with the acutely and severely disturbed may thus become
more generally available,

However, the most significant and exciting challénge and opportunity for the
community mental health centers program does not revolve around this medically
traditional inpatient-outpatient care program. The boldness and the promise of
the enabling and supporting legislation passed by the Congress in 1963 and 1965,
resides in its potential for obtaining a breadth and depth of local community
involvement that would get to the erne of behavior disorder. For mental dis-
order is neither the private misery of the individual nor a personal problem solely
of his making: it frequently has its roots, as well as its effects. in the social
relationships and the social settings or systems of which the individual is a part.

On this view, the community mental health center’s major undertaking will be
to strengthen the totality of the community’s investment in the human effective-
ness of its members. The schools, the courts, the churches, business and industry
are among the major social arenas in which the special perspective and special
competencies of the center should find expression.  For the disturbed or troubled
person, the goal of community mental health programs should be to help him and
the social systems of which he is a member to function together as harmoniously
and productively as possible, And as we gain new knowledge bearing on the
design of human environments for effective human functioning we eventually will
be able to come to terms with the basic problem of prevention. But, beyond that,
our ultimate goal, in a viable democracy, must be no less than to provide for the
discovery, development, and wise ntilization of all our human resources. Meet-
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ing the immediate needs of the severely disturbed is prologue to the achievement
of this national goal.

The other great opporfunity and challenge is to devote a necessary and sub-
stantial share of the total community mental health effort to children and youth.
They are our resources for the future—our potentially productive contributors to
the quality of American life—our major responsibility for the present. They
must not be overlooked.

If we settle simply for a “mopping-up” or “picking up the pieces” operation
in our community mental health programs, we settle for too little.

So it is the promise and the prospect, the anticipation of things to come, that
especially commands our interest and mobilizes our efforts as psychologists.
The beginning has been made, the effort is underway. To sustain its gathering
momentum, we endorse and support the provisions of H.R. 6431.

Thank you for the opportunity to appear here today.

(Additional material submitted by the American Psychological As-
sociation may be found in the committee files.)

Mr. Jaraax. This concludes our hearings on the bill and we ap-
preciate all of you appearing before us.

Thank you.

(The following material was submitted for the record:)

THE AMERICAN PUsLI¢c HEALTH ASSOCIATION, INC,,
New York, N.Y., April 7, 1967.
Hon, HArrey O, STAGGERS,
Chairman, House Committee on Interstate and Foreign Commerce,
Rayburn Office Building,
Washington, D.C.

DeAr Mr. CHAmRMAN: The American Public Health Association is privileged
to support the principles and objectives included in H.R. 6431, which you have
introduced, and which would extend the authority of the Community Mental
Health Centers Act. As stated in our testimony to yvour Committee in 1963, the
motives and objectives of this Act, which at that time was a legislative proposal,
merited the full support of everyone who was interested in or concerned about
the problems of mental health. We stated then that the proportions and scope
of the problems involved in the treatment and cure of mental disorders made it
apparent that there is a continuing need for a redirection of efforts relative to the
control of mental disorders. We are convinced that effective treatment of the
mentally ill is facilitated when patients are removed from the huge and imper-
sonal mental hospital. Mental health services should be made a part of the total
medieal capabilities of communities,

The bill H.R, 6431 is basically an extension of the authority originally granted.
Those features of the hill which are administrative in nature we will not com-
ment upon. Is is our considered judgment that experience since the enactment
of the Community Mental Health Centers Act has provided ample evidence of the
validity of this endeavor. The progress to date, as might well be expected, is
not as comprehensive nor far-reaching as could be hoped but it most certainly is
headed in the proper direction. This this nation in an enilghtened age could
not continue to countenance a system of treatment that was medieval in concept
has been proven, even if to a limited degree, during the few short years of expe-
rience nnder the Community Mental Health Centers Act. We are convinced that
even greater potentials remains to be realized. The statement of your Com-
mittee contained in the Committee's report dated August 21, 1963, which related
to the previously accepted method of providing what had been termed as “care
for the mentally ill,” was most eloquent. In this context the report stated,
“Either we must develop the quantity and quality of community services which
will nltimately replace these institutions, or we will have to undertake a massive
program to strengthen State mental hospitals.” 1t was further stated that your
Committee was of the opinion that there was a need to develop new methods of
treatment, that there was a lessening in our disposition to reject and isolate the
sufferers of mental illness, and that all of these factors argued strongly for the
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treatment of mental illness in the community. Evidence that this would require
a major effort seemed apparent ; for example, only $1 was being spent on Com-
munity Mental Health Services for every $£10 being spent for care in State
institutions.

The American Public Health Association was and is in complete agreement
with your Committee’s conviction that there must be established for the citizen
who needs it the capability to obtain through a single point of contact the full
range of diagnostic, therapeutic and rehabilitative services, whether in-patient
or out-patient, for the mental illness from which he may suffer, We are not
convinced, however, that this concept has been aceepted by some involved in pro-
grams of mental health. We hope your Committee will continue every effort to
bring about the desired change of emphasis from the large institutionalized fa-
cility to the community-centered mental health program.

We urge, therefore, that the basie elements of the Community Mental Health
Services Act be extended as is proposed in H.R. 6431. Would you please make
this statement a part of the record of hearings on H.R, 64317

Sincerely yours,
BErwyYN F. Marrison, M.D.,
Ewxecutive Director.

AMERICAN HOSPITAL ASSOCIATION,
Washington, D.C., April 6, 1967.
Hon., JoHR JARMAN,
Chairman, Subcommittee on Health, Interstate and Forcign Commerce Commit-
tee, Rayburn House Office Building, Washington, D.C.

DEAR CONGRESSMAN JARMAN : This statement is sent to you to express the views
of the American Hospital Association in respeet to H.R. 6431, a bill “to amend
the publie health laws relating to mental health to extend, expand, and improve
them, and for other purposes.”

The American Hospital Association strongly supported the legislation devel-
oped in 1963 which resulted in the Community Mental Health Centers Act. We
further supported the amendments to the Act developed in 1965 which had the
primary purpose of providing assistance in meeting certain costs of professional
and technieal personnel utilized within comprehensive mental health centers.

At the time the Congress was considering the professional and technieal per-
sonnel assistance amendments of 1965, we stressed our belief that the costs in-
volved in mental health eare were such that the government wonld likely have
to be involved on a continuing basis. We further strongly urged that the
matter of such financing be approached on a long range basis. We suggested
that such a continuing finanecing program to be sound should require more than
short-term federal monies but should provide a basis for continning grants with
state and loeal participation.

It was our belief that once a mental health center was developed and in op-
eration, there was no evidence to substantiate any decreasing need for financial
support. As we have observed the program in its development, our beliefs have
been confirmed by reports we have received from throughout the field. A good
many hospitals have not undertaken to participate in the program because of the
uneertainties of continued financial support. Beards of trustees are fearful
of becoming involved in major mental health developments when they can foresee
no continuing assurances as to their ability to finance the projects.

Therefore, we urge once again that this committee approach the problem on a
long-range basis and amend the law so as to require continued federal financing
with state and loeal participation.

We wish to comment also on the over-all operation of the mental health pro-
gram. On the basis of all evidence then available, we expressed our beliefs at
the time the legislation was being developed that basically it was essential
to develop the program so that mental health eare would be developed within the
main stream of the communities’ over-all health programs. One obvious means
for such an accomplishment was to utilize fully the potential of community gen-
eral hospitals and, of course, the medical stafls of such hospitals.

We are concerned that the program in its development to date is failing to
utilize the full potential of existing health facilities throughout the country.
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We have had repeated statements from around the country that a basie problem
is the rigidity with which the state mental health commissioners have adminis-
tered the program. By and large, it is our impression that they have had too
little interest in seeing community general hospitals participate; and, in faet,
the statements are made that attempts on the part of general hospitals to par-
ticipate are often frustrated.

It is the contention of general hospitals that there is real danger of mental
health moving back into the old pattern of its devolpment outside the general
medical care community and within separate mental eare institutions., We be-
lieve this would be an unfortunate continuation of past practices and policies.

As we have viewed these problems it has seemed to us that in part the present
total emphasis on the comprehensiveness of the program may be at fault., There
are undoubtedly large medical complexes where it is entirely fitting that a truly
comprehensive approach to mental health be developed. However, it is obvious
that such situations are relatively few in number when we view the country
s a whole., It is strongly suggested that this legislation should be amended so
as to make possible the full contribution of general hospitals and the medical
care community without the necessity of in every instance insisting that only
a totally comprehensive program will be approved.

It is our feeling that this desirable result could be accomplished by amending
the law so as to permit the Surgeon General to approve less than totally com-
prehensive programs in areas of the country where it is demonstrated that such
comprehensiveness is not feasible and yet where it can be demonsirated that an
important service can be provided on less than a comprehensive basis and in
such a way that we are thus taking advantage of all potential resources.

Another hindering aspect of the present mental health program is the high
priority given to patients residing in what is defined as “catechment” areas.
This suggests a geographic approach to the definition of areas which can be
servedd.  Such a definition is totally contrary to the concept of the normal health
serviee areas. The larger community hospitals, and particularly all those which
are teaching hospitals, do not draw patients from any specific geographic area.
*atients come from widely divergent areas not cireumseribed by any set bound-
aries. We suggest that mentally ill patients can best be served by developing
programs for those patients who are normally attracted to a given medical
center. This appears especially necessary since it will be a very long period of
time before the country is likely to be blanketed by community mental health
programs,

The hospitals of the nation asg represented by this Association are keenly
aware of the enormity of the problems involved in developing adequate health
care programs for the mentally ill. We appland the demonstrated desire of
the federal government to stimulate and encourage local community action.
This statement is in no wise intended to be simply eritical of the past performance
of the program. On the contrary, we express our strong belief that it is essential
that the full potential of individual communities and the nation’s health resources
be utilized in an approach to the problems involved. We are fearful that at
the present time we are failing to develop programs in such a way as to maximize
such full potential and so that such a result will be achieved.

We appreciate the opportunity of expressing these views and request the
statement be made a part of the published record of the hearings.

Sincerely yours,
KENNETH WILLIAMBON,
Associate Director,

AMERICAN NUrses' Association, Ixc.,
New York, N.Y., April 3, 1967.
Hon. HARLEY (). STAGGERS,
Chairman, Committee on.Interstate and Foreign Commerce,
U.8. House of Representatives, Washington, D.C.

DeAR MR. STAGGERS: The American Niirses’ Association, the professional or-
ganization of registered nurses, wishes to record its support of H.R. 6431, which
::rn?nsm to extend, expand and improve the public health laws relating to mental
1ealth.

The American Nurses’ Association supported enactment of Public Law 88-164
which provided assistance for construction of mental health centers and Public
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Law 80-105, which authorized financial assistance to help the centers meet the
cost of professional and technieal personnel,

We supported the legislation because we were aware that the treatment of the
mentally ill in state hospitals was handicapped because of the size, location and
staffing patterns of these institutions. Too frequently care has been custodial
rather than therapeutic largely due to the lack of professional personnel. This
resulted in frequent, long, or permanent hospitalizations. Additionally, the iso-
lated location of most state hospitals deprived patients of close, supportive con-
tacts with family, friends, and community life. This situation also made re-
cruitment of qualified personnel more difficult.

The establishment of community mental health centers is a relatively new
approach to the prevention and treatment of the mentally ill. Many communities
already have available diagnostic and treatment facilities, inpatient and out-
patient psychiatrie services, and provisions for emergency eare and rehabilitation.
In most instances these are not coordinated to the extent that continuing super-
vision of patients is provided from the onset of symptoms through to complete
rehabilitation. One important function of the community mental health center
was to stimulate coordinating of these various efforts to improve services to
patients and families,

The availability of services in localities where people live can result in early
recognition of illness and intervention at a time when treatment is likely to be
more successful and lastng. For patients who may still require hospitalization
away from their homes, the community mental health center is a resource for
providing follow-up care and rehabilitative services. The hospital stay would,
therefore, be shorter enabling the individual more quickly to resume his proper
role in society.

In addition to providing direct services to patients and families, the mental
health center also has an educational function in the community. Because of
lack of knowledge and understanding of the pathological process by members of
the family and community, the mentally ill were all too frequently rejected. The
support and understanding of relatives is vital to full recovery. Because hospi-
tals for the mentally ill are generally in isolated areas, an effective snstained
plan for interpreting mental illness and the patient’s needs to his family is fre-
quently impossible,

Closer collaboration is necessary between mental health personnel and other
health workers in public and private community agencies, and with practicing
physicians, nurses and social workers. Although their major function may not
be directly related to mental health and mental illness, they too have a responsi-
bility in prevention, in follow-up eare, and in rehabilitation. The staff of the
community mental health center becomes a resource for helping these allied
professional groups broaden their understanding and knowledge of mental health
and therefore, provide more effective service, The centers provide clinieal faecili-
ties where doectors, nurses, psychologists and social workers ean gain first hand
experience in working with psyehiatric patients and their families. In addition,
consultant service is made available to those coping with the behavior problems
of the child and adolescent.

The success of programs to combat mental illness depends in large measure on
the availability of well-qualified professional manpower. We have stated re-
peatedly that buildings alone cannot constitute i program. They provide only
facilities for treatment. The provision of treatment and the quality of care is de-
pendent on personnel. We, therefore, urge your Committee to approve the
extension of the provision for meeting the costs for staffing mental health centers,

Your bill HLR. 6431 will continue the assistance to states to help them deal
effectively with the problem of mental illness and further relieve them of the
tremendous finaneial burden they carried so long, Establishment of the mental
health centers is providing a means. not only for helping patients in their own
communities, but also for developing new types of programs that are less costly
than the traditional confinement in a longterm institution.

We urge the favorable consideration of H.R. 6431 and request that this com-
munication be made a part of Your Committee’s record of hearings.

Sincerely yours,
Junrra G. Wniraker, RN,
Exrecutive Director.
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NATION AL ASSOCIATION OF S0CIAL WORKERS, INC.,
Wasghington, D.C., April G, 1967,
Hon, HarrLey O. STAGGEERS,
Chairman. House Interstate and Foreign Commerce Committee,
House Office Building, Washington, D.C.

Dear Mg, Staceers : In behalf of the 47,000 members of the National Associa-
tion of Social Workers, may I express support for H.R. 6431—the Mental Health
Amendments of 1967,

Our organization supported this legislation when it was enacted. Our many
members who are involved in the carrying out of the programs have told us of
the changing patterns of services meaning more effective care which are now
I}u.\;_-‘-ihh‘.

In most communities the programs are really just getting under way and not
only continued but increased appropriations are needed to sustain the effective-
ness of the community mental health approach.

We should like to make a final comment in support of Section 5 of H.R. 6431
establishing a contingency fund. We see this as insurance for sustaining im-
portant programs which otherwise might become bogged down or cut off because
of unforeseeable administrative complexities.

Sincerely,
MeLviN A. GLAssSER, Chairman, Social Action Commisgsion.

(Whereupon, at 2:25 p.m., the subcommittee adjourned, subject to
the call of the Chair.)

O
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