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HEALTH SERVICES FOR MIGRATORY AND SEASONAL
AGRICULTURAL WORKERS

MONDAY, SEPTEMBER 29, 1969

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON PUBLIC HEALTH AND WELFARE,
COMMITTEE ON INTERSTATE AND FOREIGN COMMERCE,

Washington, DC.
The subcommittee met at 10 a.m., pursuant 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 hearing today is on H.R. 13432, a bill to extend for 3 years the

existing program of grants for health services for agricultural
workers.
(The text of H.R. 13432 and departmental reports thereon follow:)

[H.R. 13432, 91st Cong., 1st Sess., introduced by Mr. Rogers of Florida on Aug-
ust 11, 19691

A BILL To amend the Public Health Service Act to extend the program of assistancefor health services for migrant agricultural workers, to provide assistance for healthservices for other seasonal agricultural workers, and for other purposes

Be it enacted by the Senate and House of Representatives of the United States
of America in Congress assembled, That (a) section 310 of the Public Health Serv-
ice Act (42 U.S.C. 242h) is amended (1) by striking out "and" after "next fiscal
year," and (2) by inserting after "June 30, 1970," the following: "$30,000,000 for
the fiscal year ending June 30, 1971, $45,000,000 for the fiscal year ending June 30,
1972, and $60,000,000 for the fiscal year ending June 30, 1973,".
(b) Such section is further amended (1) by striking out "domestic agricultural

migratory workers" each place it appears and inserting in lieu thereof in each such
place "migrant and other seasonal 'agricultural workers", and (2) by striking out
"such migratory workers" and inserting in lieu thereof "such workers".
(c) Such section is further amended by striking out "to improve health services

for and the health conditions of" in clause (1) (ii) and inserting in lieu thereof "to
improve and provide a continuity in health services for and to improve the health
condition's of".
(d) Such section is further amended by inserting "(including allied health

professions personnel)" after "training person's" each place it appears in
clause (1).

EXECUTIVE OFFICE OF THE PRESIDENT,
BUREAU OF THE BUDGET,

Washington, D.C., October 14, 1969.
Hon. HARLEY 0. STAGGERS,
Chairman, Committee on Interstate and Foreign Commerce, House of Represent-

atives, Rayburn House OPice Building, Washington, D.C.
DEAR MR. CHAIRMAN: This is in response to your request of August 12, 1969,

for our views on H.R. 13432, a bill "To amend the Public Health Service Act to
extend the program of assistance for health services for migrant agricultural
workers, to provide assistance for health services for other seasonal agricultural
workers, and for other purposes."
Dr. Roger 0. Egeberg, Assistant Secretary for Health and Scientific Affairs,

Department of Health, Education, and Walfare, presented a written statement

(1)
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before your Committee on September 29, 1969. For the reasons set forth in that
statement, we recommend a two-year extension of Section 310 of the PHS Act
(42 USC 242h) to provide health services for migrant agricultural workers. Fur-
ther, we recommend deletion of specific annual authorizations and the provision
of an indefinite authorization to provide greater flexibility in determining the
annual program level.

Sincerely yours,
WILFRED H. ROMMEL,

Assistant Director for Legislative Reference.

DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE,
October 17, 1969.

Hon. HARLEY 0. STAGGERS,
Chairman, Committee on Interstate and Foreign Commerce,
House of Representatives, Washington, D.C.

DEAR Mn. CHAIRMAN: This letter is in response to your request of August 12,

1969, for a report on H.R. 13432, a bill "To amend the Public Health Service Act

to extend the program of assistance for health services for migrant agricultural

workers, to provide assistance for health services for other seasonal agricultural

workers, and for other purposes."
The bill would extend for three additional years the authorization in section

310 of the Public Health Service Act for project grants to provide health serv-

ices for migrant farm workers and their families. The present authorization

expires June 30, 1970. For the three additional years the bill would authorize

appropriations of $30 million for Fiscal Year 1971, $45 million for 1972, and $60

million for 1973. In addition, the bill includes an amendment to broaden the

definition of program beneficiaries to include "other seasonal agricultural

workers" and clarifying amendments relating to the purpose of the grants au-

thorized and to the language authorizing the use of grant funds for the training

of allied health personnel.
The views of our Department on this proposed legislation were outlined In

testimony presented to your Subcommittee on Public Health and Welfare by

Assistant Secretary Egeberg on September 29, 1969. In brief, we recommend that,

in lieu of enactment of the provisions of H.R. 13432, the present provisions of

section 310 of the Public Health Service Act be extended for two additional fiscal

years, with an indefinite appropriations authorization—i.e., "such sums as may

be necessary."
We are advised by the Bureau of the Budget that there is no objection to the

submission of this report from the standpoint of the Administration's program.

Sincerely,
ROBERT H. FINCH, Secretary.

Mr. JARMAN. Approximately 1 million Americans and their families
move from place to place throughout the United States during the
crop season in response to needs for agricultural labor. Because of
low income, lack of education, and lack of eligibility for health care,
the health needs of this group of Americans are among the most acute
in the Nation.

This is reflected in mortality rates for this group of American citi-
zens, which are substantially above mortality rates for the Nation as
a whole.
The most recent congressional consideration of this program oc-

curred last year, at which time the program was extended through
June 30, 1970. At the time the program was extended, the statement
of the managers on the part of the House stated that the consensus
of the conferees was that this program should be considered as a per-
manent and as a separately identifiable program within the Depart-
ment.
We feel that this program is an essential one as a supplement to

State programs because the transient nature of the residence of agri-
cultural workers at the places of their employment is frequently less
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than is required in order for these people to qualify for health services
under State and local programs.
The bill under consideration today would extend the existing pro-

gram of project grants for health services and provide coverage for
additional groups of agricultural workers if their employment is
seasonal in nature.
The bill also would provide for more continuity of health services

and would provide additional authority for training of personnel.
Our first witness this morning will be Dr. Roger Egeberg, Assistant

Secretary for Health and Scientific Affairs, Department of Health,
Education, and Welfare. Dr. Egeberg, we are glad to have you with
us today.
Would you please introduce your associates who accompany you?

STATEMENT OF HON. ROGER 0. EGEBERG, M.D., ASSISTANT SECRE-
TARY FOR HEALTH AND SCIENTIFIC AFFAIRS, DEPARTMENT OF
HEALTH, EDUCATION, AND WELFARE; ACCOMPANIED BY JAMES
H. CAVANAUGH, DEPUTY ASSISTANT SECRETARY FOR HEALTH
AND SCIENTIFIC AFFAIRS, DR. JOHN W. CASHMAN, DIRECTOR,
COMMUNITY HEALTH SERVICE, HEALTH SERVICES AND MENTAL
HEALTH ADMINISTRATION, PUBLIC HEALTH SERVICE, AND
HELEN L. JOHNSTON, COORDINATOR FOR MIGRANT AND RURAL
HEALTH

Dr. EGEBERG. Yes. First, let me say it is a pleasure for me to be able
to come and speak on a subject about which I feel so strongly. I was
in California over the last 4 days on Government business, and heard
about this hearing Friday or Saturday. It was evidence of your inter-
est that moved up my return.
I came back and I have had background briefings, and I am happy

to be here.
On my left is Miss Helen L. Johnston, who is Coordinator for

Migrant and Rural Health, Community Health Service.
On my immediate right is James H. Cavanaugh, who is one of the

Deputy Assistant Secretaries, and beyond him is Dr. John Cashman,
Director of The Community Health Service.
Mr. Chairman and members of the committee, I would like to pre-

sent my statement and then be open to any questions. Is that all right?
Mr. JARMAN. Certainly.
Dr. EGEBERG. I am happy to appear before you today concerning leg-

islation to extend the expiring authorization for project grants to im-
prove health services for migrant agricultural workers and their
families.
The bill under consideration today—H.R. 13432, introduced by Mr.

Rogers—would extend for 3 additional years the grant authorizations
in section 310 of the Public Health Service Act. For these 3 additional
years, the bill would authorize appropriations of $30 million for fiscal
year 1971, $45 million for 1972, and $60 million for 1973. In addition,
it includes an amendment to broaden the definition of program bene-
ficiaries to include other seasonal agricultural workers and clarifying
amendments relating to the purpose of the grants authorized and to
the language authorizing the use of grant funds for the training of
allied health personnel.
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BACKGROUND AND NEED

Migrant farmworkers and families present a unique problem in the
planning and delivery of health care. They are unequally distributed
over the Nation's States and counties. They reside in particular places
for only brief periods each year. In each place they are strangers.
Many—although they have been American citizens for a generation or
two—still speak Spanish more easily than English. Some speak no
English at all.
Wide dispersion in isolated areas, lack of familiarity with their tem-

porary communities, fear of community hostility, unfamiliarity with
modern health concepts and practices voicelessness in community plan-
ning—all conspire to make migrant; forgotten citizens when it comes
to local provisions of health and other services. Even when States and
localities recognize their needs and try to plan for them, great diffi-
culties are encountered. They are here today and gone tomorrow, gone
to some destination which is perhaps unknown even to themselves.
Over the years, some migrants have left migratory work in agricul-

ture. They have either been displaced by machines that quickly and eas-
ily perform the work of thousands of human hands; or they have found
new job opportunities at permanent locations. But the need for a
mobile supply of farmworkers to meet the peak labor demands of 'hun-
dreds of the Nation's agricultural counties continues. Only with a.
mobile labor supply can the American appetite for fresh fruit and vecre-
tables that do not yet lend themselves to machine harvesting be satisfied.
Furthermore

' 
the market for the labors of the migrant force will con-

tinue, particularly in the new agricultural areas where there is little or
no local labor supply.
The total number of migrant farmworkers and dependents appears

likely to continue around 1 million, fluctuating annually according to
weather, crop, and market conditions. This estimate excludes at least an
equal number of potential migrants who are as poor, as isolated from
the community and as deprived of health care as the current migrant.
Especially in the homebase counties of Texas, Florida, California, Mis-
souri, Arizona, and New Mexico, the migrants of the past season merge
with their equally impoverished neighbors, many of them families who
have moved in the past and may migrate again next year.
The best clues to the health problems of the 'migrant 'population come

from these home-based counties. Here 18 percent of the babies are born
at home and the infant mortality rate is conservatively estimated at
one-fourth higher than the national average. My own opinion is that it
is much higher than that. Parasitic infestations and tuberculosis—
conditions associated with poverty, poor nutrition, and poor
environment—are common. Iron deficiency anemia is prevalent—and
amazingly present. I heard recently some statistics done on migrant
labor. Apparently between 20 and 25 percent of children have gross
anemia, probably related to what they are eating. Nutritionally based
diseases such as beriberi, pellagra, scurvy, and rickets are occasionally
found. Dental decay is almost universal.
Yet the counties where the problems are most severe are seriously

handicapped by shortages of health manpower to deal with them. The
ratios of 'physicians and dentists to the population that stays in the
county ; that is, the permanent 'population, is less than half the national
average. The counties as a whole have median family incomes
averaging about three-fourths of the national media.
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ACCOMPLISHMENTS UNDER THE MIGRANT HEALTH ACT

The Migrant Health Act was devised to make health care accessi-

ble to migrants through helping States and communities adapt their

health care system to the migrant's unique situation and need. In strik-

ing contrast to the half-dozen isolated community efforts of 6 years

ago, now 117 single or multicounty grant-assisted projects serve mi-

grants in 35 States and Puerto Rico. They provide actual medical,

dental, and related health services in places and under conditions which

make them easily accessible. They are used by migrant workers and

their families, at home and on the road.
A typical project operates one or more family health service clinics

during the season or year round, depending on whether the project

serves a northern work area or a home base where migrants move in

and out throughout the year. The clinics are open at least once or twice

weekly, usually during the evening, so that workers as well as family

dependents can use the service. Some projects have mobile units, but

most are set up temporarily in churches, school buildings, labor camp

units or outlying public health facilities. One or more physicians,

nurses, technicians and aides may travel from 10 to 50 or more miles

for the evening's work in these clinics.
The clinic sessions bring preventive and remedial health care to the

migrants at times and places which make it readily accessible for use.

Typically, they are supplemented by arrangements with local physi-

cians or hospital outpatient departments which provide emergency care

between clinic sessions. They treat all family members for whatever

illnesses, injuries or other needs they present, referring patients for

further special care if necessary.
The medical services are supported by an active outreach through

nurses and aides who visit migrants in their homes for early casefind-

ing, health counseling, necessary referral, and post-treatment followup

Support is also received from sanitarians concerned with removal of

health hazards at the home and work sites. These health hazards don't

only apply to the migrants they apply to the people who are going to

eat the vegetables.
We encourage participation of migrant families in planning for serv-

ices to meet their expressed needs and desires. We also encourage proj-

ect staff members to consider each contact with a migrant as an oppor-

tunity for health counseling. Some projects conduct systematic health

education programs on a group basis to supplement informal indivi-

dual counseling.
Nearly 1,000 physicians are now serving migrants through 225 fam-

ily health 'service clinics supplemented by care in their own offices or in

hospitals. An estimated 325,000 migrants lived in counties served by

, projects for at least part of the 12-month period ending last June 30.

During the year, 210,000 medical visits and 28,000 dental visits were

made and 3,600 migrants were hospitalized. In addition, nurses and

aides to nurses made 160,000 case-finding and health counseling visits

to labor camps, other migrant home sites, schools and day-care centers

serving migrant children. Sanitarians and sanitation aides made

120.000 visits to migrant housing for inspection and followup to see

that housing deficiencies were corrected. Sanitation staff members are

now starting to make similar visits to work sites in fields and packing

35-614-69-2
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sheds to see that toilets, safe drinking water, and water for handwash-ing are provided.
Migrant health projects provide not only remedial care to all familymembers, but also immunizations, family planning services, nutritioncounseling, and other health maintenance services. Project staff mem-bers work with growers and other community groups to improve hous-ing and environmental conditions, and to develop better understandingand acceptance of migrants as people.
Finally, they work directly with migrants, to teach and encouragegood homemaking and safety practices, and to provide better under-standing of health services and their effective use.
Funds for hospitalization under the auspices of migrant health proj-ects became available for the first time in 1967. Currently, about halfthe projects provide hospital care in addition to other services underthe provisions of the 1965 and 1968 extensions of the Migrant HealthAct.
Many communities and individuals have invested their own time,facilities, equipment, funds and other items essential to the provisionof project services. An average of 40 percent of project support—incash and in kind—has come from other than migrant health grantsources.
Within the last month, with assistance from the Public Health Serv-ice staff, the national organization of more than 400 orders of Catholicsisters in the United States has adopted a national plan for involve-ment of their trained teachers nurses, and social workers in services tomigrants. The sisters will volunteer their services through existingprojects and will help to organize services where they are deficient.They will be a much needed source of additional professional man-power in needy rural areas where an influx of migrants creates analmost overwhelming problem.

CONTINUING NEEDS

In spite of the progress made, two-thirds of the Nation's 900 coun-ties where migrants live temporarily still have no grant-assisted serv-ices. The services provided by existing projects are heavily utilized;however, services provided to migrants in project areas have averagedless than one medical visit per person per year, compared with thenational average of more than four visits per person per year. Dentalvisits per migrant have averaged about one-twentieth of the nationalper capita average. The amount spent per migrant in migrant healthproject areas totaled about $12 last year, including funds from allsources compared with a national per capita health expenditure ofabout $250.
Specific improvements needed include:
1. Additional family health service centers established in or nearlarge migrant labor camps or other points of migrant labor. concen-tration.
2. Improvement of the quantity and comprehensiveness of dental aswell as medical services for all family members.
3. Increased "outreach" services through nurses and aides for case-finding and health counseling. These are terribly important. Theyinterpret not only the doctors' or nurses' instructions to the people withwhom they deal, but they interpret the people's cultural attitudes to-
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ward health to the doctors and nurses. One needs to know that if one

is going to see to it that the health services are used.
4. Increased assistance by professional health educators to strengthen

the health education component of migrant health services.

5. Intensified sanitation services to improve migrants' living and

working environment.
6. Addition of medical social service, nutrition counseling, and home-

maker services.
7. Recruitment from among migrants and ex-migrants of greatly

increased numbers of aides to help relieve professional health man-

power shortages and to establish more effective liaison with migrants.

8. Improved arrangements for post-hospital followup and services.

Before commenting upon the provisions of the legislation under con-

sideration by this committee, Mr. Chairman—and I appreciate your

listening to this description of the migrant state, which I am sure many

of you are well aware of—I wigh to express my own deep concern and

that of this administration with the health problems of the migrant

and his family. As evidence of this, and our commitment to the task

of improving the health of these people, we are currently considering a

number of alternatives which will increase the effectiveness of our

efforts to solve the migrants' unique health care problems.
As you know, Mr. Chairman, Secretary Finch has appointed a blue-

ribbon task force to review the medicaid program in its entirety. I am
meeting with the chairman of that task force and Secretary Finch
right after this hearing. I will have very much in mind the migrant
problem during that meeting.
This group is currently considering our entire commitment to the

migrant worker, and is investigating the possibility of including such
persons within the scope of medicaid benefits. Also under consideration
is a proposal which would consolidate the migrant health activities
of DHEW with the "Partnership for Health" program. This pro-
posal would provide for the setting aside of funds under section 314(e)
of the PHS act specifically for migrant health projects. This would
be consistent with our desire to consolidate and simplify the present
proliferation of grant authorities, yet give the special attention to
migrant health that is required. Furthermore, the President's proposed
Family Assistance Plan, when enacted into law, will have an impact
on the health of migrant workers by increasing the income of migrants,
thereby ameliorating that part of the unique migrant health problems
caused by lack of money.

Therefore, in view of these new program needs and directions, Mr.
Chairman, we support the extension of the existing grant legislation;
however, we would like to recommend that the extension be for 2 years
rather than for 3, as provided in H.R. 13432. We anticipate that
viable alternatives will become evident, and would be appropriate for
congressional review within that time. As for the proposed increases
in the annual appropriation authorizations, it appears unlikely at this
time that prevailing budgetary and expenditure constraints will per-
mit such a rapid expansion in the funding of this program. We would,
therefore, recommend that the specific annual authorizations be re-
placed with an indefinite authorization—that is, "such sums as may
be necessary." If that is placed in there, I can assure you that I will
join you in fighting for the largest sums we can obtain.
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With respect to the remainder of the provisions of H.R. 13432, we
do not consider it necessary to provide specifically for grants to train
persons in allied health 'professions since the present language al-
ready provides ample authority for appropriate training activities for
people to function in migrant health projects. Furthermore, we believe
that extending the services provided under section 310 to "other sea-
sonal agricultural workers" would or might tend to confuse the iden-
tity of the intended beneficiaries of the program and, therefore, until
we can clarify the issues, we recommend its deletion from the bill. We
also believe that the term "provide continuity" in subsection (c) of
H.R. 13432 is already contained within the concept of "improvement"
in the present language of section 310. Hence, we see no need to add
the proposed term.
This concludes my formal statement, Mr. Chairman, but my associ-

ates and I would be happy to answer any questions your committee
may have in mind.
Mr. JARMAN. Thank you very much, Doctor, for an excellent state-

ment. The committee particularly appreciates you and your associates
preparing testimony for us this morning on what we realize was fairly
short notice, but we are concerned about this program and its exten-
sion, and we wanted to fit the hearings into the full committee agenda
as quickly as we could, and as soon as a date could be set. We do ap-
preciate your being with us today.
We will certainly give careful consideration to the specific comments

you have made on H.R. 13432.
As to the monetary side of it, it has been our position on the com-

mittee for a long time that there has been opposition to passing legis-
lation with an open-end authorization provision. We feel in nearly
all instances that we should pin down to a reasonable and specific
amount the area within which programs should operate.
The authorization for 1969 was $9 million, and the final figure

agreed on for 1970 was $15 million. This bill would increase for 1971
to $30 million, for 1972 to $45 million, and $60 'million for 1973.
Under the existing program, have you been able to use the full

amount of the authorization of the 1967-70 fiscal years?
Dr. EGEBERG. The 1969-70 authorization was $9 million, as you said.
Mr. JARMAN. Wasn't it $15 for 1970 as finally agreed to?
Dr. EGEBERG. Were you asking me about 1970?
Mr. JARMAN. It was $9 mill ion for 1969, as I remember, and $15

million for 1970.
Mr. CAVANAUGH. $15 million for 1970, Mr. Chairman. The adminis-

tration actually did request the full $15 million. Could I give you the
history of this for a moment?
As you indicated, in 1969 the authorization was $9 million and the

amount appropriated was $8 million. The previous administration
requested $12 million in its budget for this fiscal year. President Nixon
increased this budget request in April up to the full amount of the
authorization; that is, $15 million.
However as you know, the House in the House Labor-HEW appro-

priations bill, provided only $8 'million. We did come up and ask for the
full $15 million, which we feel could be used and used very wisely, but
the House Appropriations Committee did not see fit to grant us that
full amount.
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Mr. JARMAN. Are you in a position to indicate to the subcommittee,
either today or projecting ahead, as to what you think that funding
limit should be in specific amounts for the next 2 or 3 fiscal years? Are
you in a position to comment on that today, Doctor?

iDr. EGEBERG. All I can say on that score s that things would appear
to be carried out in proportion in Government, and one fights for one's
biggest share of that proportion. I feel the need is great. We will give
you specific figures, if you would like, later on. In the meantime, we
would appreciate the $15 million during the current year.
I am sure that our budget request is an indication of the President's

attitude toward the health of migrant laborers, and would imply that
he will ask more next year, but if you wish our estimates, we will get
that for you. When do you need it? Before a certain time?
Mr. JARMAN. Well, of course, the subcommittee will meet in executive

session as soon as we can on this bill, after we have completed hearings.
Then we would be in a 'position to report the bill to the full committee.
So if in the next few days you could do that, it would be helpful, par-
ticularly so in view of the fact that in your statement, with reference
to the bill, you do point out that it would appear unlikely at the present
time that the prevailing budgetary and expenditure restraints will 

ipermit such a rapid expansion n the funding of this program.
It would be helpful to the committee if you could be as specific as you

can be in terms of what you think can be done within the next 2 or 3
fiscal years.
Dr. EGEBERG. This relates in some measure to what we think we can

get out of medicaid and other sources, which is apparently the trend
that they want us to follow.
(For the information requested see letter dated Oct. 9, 1969, p. 13.)
Mr. JARMAN. Thank you very much. Mr. Rogers?
Mr. ROGERS. Thank you, Mr. Chairman.
Mr. 'Secretary, it is good to see you before the committee. I know of

your efforts in trying to improve the health of the American people.
In an overall view, I know the President has said there is a crisis in
health. I think Secretary Finch has also made statements to that effect.
Yet overall, I don't see the emphasis being placed on health in the

Department that would coincide with this description of a crisis in
health. What is your feeling about what we are doing? Are we really
responding to the crisis in health or should we be doing more?
Dr. EGEBERG. We have to do a lot more. First, I feel we have to learn

some of the facts. There have been quite a few facts available. I am
aware that some of the facts aren't facts. I would like to assure myself
what the various situations are. Then within my ability to do so, and
my ability depends on my relationship, I suppose, to the Government,
to the Congress and so forth, I shall trry to get that amount of money
that is necessary to begin to meet the crisis. I don't think we can meet it
immediately. I think we have to plan and look forward.
Mr. ROGERS. The plan that has been projected—although I don't

know if it has actually been accepted—the 5-year plan, is not very en-
couraging, because it only talks about a moderate approach here and
not a crisig level approach.
This is what concerns me. I don't think we are really projecting a,

sufficient amount of activity to meet the crisis that the President him-
self has designated.
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Dr. EGEBERG. I will see if I can't make a crisis. Also, that projection
isn't an official one. It hasn't been accepted.
Mr. Rooms. I hope not.
Dr. EGEBERG. That is what I mean by "I will make a crisis."
Mr. ROGERS. Good.
I hope that is not a true projection of the Department's response to

what I think is truly a health crisis in the Nation.
I think your statement is good until you come to the conclusions of

what the Department will do. I think you have set forth the problem.
I think you have expressed very dramatically the dire need that mi-
grants have for health care. I know this to be a fact because I have
witnessed it, as I am sure many members have, all over this country.
I see underlying here the position that maybe we are going to take

care of them through medicaid. How many States participate in
medicaid?
Dr. EGEBERG. About 40; 44 to be exact.
Mr. ROGERS. So some of them don't. For migrants in those States

that do not participate, that will not be very helpful. Are all the States
participating alike in medicaid?
Mr. CAVANAUGH. No, they are not.
Mr. ROGERS. Do the programs vary?
Mr. CAVANAUGH. The programs vary substantially at this point in

time. If the initial intent of the legislation is carried out, in the Social

Security Act in title 19, there would be uniform base coverage by
1972.
Mr. ROGERS. By 1972?
Mr. CAVANAUGH. That is correct, sir.
Mr. ROGERS. This bill covers until when?
Mr. CAVANAUGH. Your bill would extend the program for 3 years.

This bill would extend it for 2 years. During that time, as Dr. Egeberg

stated, the Department would be reviewing various alternatives and

approaches, including title 192 including the impact of the family as-

sistance program, and including, perhaps, additional funding under

the 314(e) mechanism.
I might point out that a fourth alternative would be a further ex-

pansion and perhaps for a longer period of time of something similar

to the current program.
Mr. ROGERS. Actually, this bill goes into fiscal 1973, doesn't it?

Mr. CAVANAUGH. Yes, sir.
Mr. ROGERS. 1971, 1972 and 1973. So it is going to take some time to

get Medicaid going, getting States to agree to change and meet stand-

ards, I presume. To what extent, then, would migrants be helped by

that program?
Mr. 'CAVANAUGH. It could very easily provide the financing mecha-

nism for the migrant health worker to purchase and receive health

services. I think, as you know, certainly, from your experiences in

Florida, that this would present problems in some counties where there

are not organized health services available that the migrants have

access to, even if they did have a financing mechanism.
We do have to provide some sort of support to organize health serv-

ices in those areas. I would think that our study over the next year will

certainly take that into consideration.
Mr. ROGERS. When you say "study," actually we know already these

deficiencies, don't we? We know that there are 600 counties where
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basically we are doing nothing to help in this area. We are helping
in about 300. We know this. We don't need to study this any more, do
we?
Mr. CAVANAUGH. I don't think there is any question, Mr. Rogers.

We don't have to study the need. What we do have to take a look at are
the various alternatives for meeting that need.
This administration certainly staked out the needs. We increased

the budget request by 90 percent over what was made available by the
Congress last year and for the first time came up here with an appro-
priation request amount equal to the authorization.
Mr. ROGERS. I commend you, and I hope when final action is taken

it will be up to that figure. I hope the Senate will hold the figure and
then we can get it into conference. I will certainly do everything I can
to see that that is done, and I think other Members will. It is needed.
I am delighted with the Department's position in that matter. As

you review this program, I hope the Department will perhaps review
your recommendations on this legislation so that by the time, maybe,
that we get this to the floor, you can give us information that will
help us in some areas.
For instance, I don't really believe we are at a state where we can

turn this over to a partnership for health, do you?
Dr. EGEBERG. No.
Mr. ROGERS. I would agree. It is not possible.
Dr. EGEBERG. I think we can get real help from a partnership,

though.
Mr. ROGERS. I hope we can. But we know it is not at the status now

to be turned over to the partnership. It has to be categorized from the
very nature of the people who are in the program. It is a Federal
problem, moving from one area to another.
Let me ask you this: When you go out into a field and there are

seasonal workers there, and this one has a disease and the one next to
him has a disease, they are both making the same amount of money,
living in the same area, but one, actually, is a resident by definition,
legal definition, and one is by legal definition a migrant. He is going to
move, maybe, in a month or two. But they both have the same disease,
the facilities are the same and we are going to help the migrant but
we are not going to help the other one. Can we rationalize this?
Dr. EGEBERG. I have been trying to get an answer to that question

and I find that for one thing the definition of "migrant" seems a bit
diffuse. Too, they feel that if a man is recognized as a legal resident of
a county he has access to other health care.
Mr. ROGERS. If it exists in the area and if he has the money or if

they have a sufficient program.
Dr. EGEBERG. That is what I am trying to find out. I realize that

access is one thing, when it means come and get it, and sometimes you
can't do that. I need more information on that.
Maybe Dr. Cashman can help on this.
Dr. CASHMAN. Certainly, Mr. Rogers, in the home-base areas it is a,

very difficult problem, as you know, to ascertain the difference, be-
cause someone who may have been a migrant last year isn't this year,
but will be next year. So it is certainly incumbent to prepare the worker
for his task next year.
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I think a loosely worded definition, however, might open up the
whole program to the needs of all the rural people of this country
and when our resources are so small, this might further cloud the
issue.
Mr. ROGERS. I could share that concern, but what would you suggest

as a first start to try and get at this problem? How would you confine
it to home base or similar areas?
Dr. EGEBERG. I think more resources

' 
more money, would enable us

to handle the home-base problem a little better.
Mr. ROGERS. I mean in the definition that I want to get into. Sup-

pose the committee said we want to start on this problem. Maybe we
can't approach it all at once but we want to start on it.
Should we start at the home-base area?
Miss JOHNSTON. I think the problem of distinguishing between the

migrant and nonmigrant seasonal farmworkers is really most acute
in the home-base area.
As you know, in many of the northern work areas the people do live

in camps, and they are easily identified as migratory because of their
segregated living in facilities that are only open during the season.
When they get back to south Florida or south Texas, or some of the
counties in Arizona, New Mexico, and 'California, they really merge
with a much larger population that is engaged in seasonal formwork.
It should be the responsibility of these home base areas to help the

people to prepare to migrate in the next season. But in those areas
nobody knows who is going to migrate in the next season. They do
know who left last year, but the decision of whether or not to migrate
may be made by a seasonal farmworker on the day that a crew leader
drives up with his bus and says, "Who wants to go north with me?"
Mr. ROGERS. Suppose we put language in the bill that it would be

the intent of the legislation that these services be extended to seasonal
migratory laborers in the home-base areas, as so designated by the
Secretary?
Miss JOHNSTON. Leaving in the wording that the legislation would

continue to apply to migratory farmworkers ?
Mr. ROGERS. Yes.
Miss JOHNSTON. Yes.
Mr. ROGERS. But include also your home-base seasonal agricultural

workers.
What would be the reaction to that?
Mr. CAVANA17GH. I think, Mr. Rogers, that we would take a good,

hard look at the implication of that. I think the fact that the Secre-
tary could designate which areas it would apply to would be very
good because this would allow us to tie it into title 19, financing if
it were available.
In States where it was not available, it would provide the flexibility

to more directly approach the migrant problem.
Mr. ROGERS. In an acute problem, you could go in there. Would you

submit language which you think would be acceptable to the Depart-
ment in that area, which would give you that flexibility?
Mr. CAVANAUGH. We would be very happy to.
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(The following letter was received for the record:)
DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE,

OFFICE OF THE SECRETARY,
Washington, D.C., October 9, 1969.

Hon. JOHN JARMAN,
Chairman, Subcommittee on Health, Committee on Interstate and Foreign Com-

merce, House of Representatives, Washington, D.C.
DEAR MR. CHAIRMAN: It was a pleasure to appear before your subcommittee on

Monday, September 29, 1969, to testify on H.R. 13432 which extends and amends
certain provisions of section 310 of the Public Health Service Act.
During the hearing we were asked for our suggestions with respect to (1) a

more limited extension of eligibility for services than is in the bill and (2) spe-
cific dollar appropriations limitations—assuming the Committee wishes to amend
the existing program in this way. Our suggestions are as follows:

1. With respect to the extended eligibility language ("and other seasonal ag-
ricultural workers")—while we are not prepared to offer specific language, we
would suggest inclusion, instead of this provision of the bill, of an amendment to
section 310 of the Public Health Service Act authorizing the Secretary, in accord-
ance with regulations, to permit the use of grant funds appropriated pursuant
to this section to provide health services to persons, other than the migrant work-
ers and their families now covered, when he finds that the provision of such
services will contribute to improvement of the health conditions of migrant
workers and their families.
2. Possible dollar limitations (subject, of course, to the current fiscal situa-

tion) on appropriations authorizations: 1971, $20 million; 1972, $25 million.
I hope these suggestions will be helpful to your Committee.

Sincerely,
ROGER EGEBERG,

Assistant Secretary for Health amtl Scientific Affairs.

Mr. ROGERS. I will not pursue further questions at this moment,
Mr. Chairman. Thank you.
Mr. JARMAN. Mr. Nelson.
Mr. NELSEN. Thank you, Mr. Chairman.
I noted one of the points you mentioned was nutrition counselling.

In our area, we have many migrant workers coming into the beet fields.
Of course, the almost traditional experience seems to be that this group
of people like that type of occupation. They seem to move with the
harvest.

Naturally, they live in an area only a very short time. Therefore,
housing is always a problem and is rather expensive because of the
short load factor of the investment.
The nutrition matter seems to be a pattern that is hard to break

because it is a traditional sort of thing. Of course, I assume it is a
matter of education.
I am sure you would find that to be true as far as nutrition is

concerned.
Dr. EGEBERG. Yes. The habits of eating in certain parts of the coun-

try, whether they be migrants or people who live there, are appalling,
insofar as what the people really need and often could get at the same
price.
Mr. NELSEN. I notice the reference to the personnel. You referred to

the fact that it is not necessary to include that in this bill because it
already is an existing language in the law. Is that true? This is for
training personnel to deal with the problems.
Mr. CAVANAUGH. That is correct, Mr. Nelsen.
Mr. NELSEN. Referring to the budget, I note that in 1967, $8 million

was authorized and $8 million was appropriated.

35-614-69 3
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In 1968, $9 million was authorized with $8 million being
appropriated.
In 1969, $9 million was authorized and $8 million was appropriated.
I do have this to say: So many times we expect of an agency a good

deal more than the dollars we appropriate will allow. Isn't this always
a problem as far as your Department is concerned?
I wish to point out that sometimes manpower is not available because

dollars are not available. The control of the dollars is entirely in our
hands. I think this program is a worthy one, but it will be up to us to
see that there is enough money there to hire the personnel if we want to
do this job.
May I join with my colleagues in welcoming you representatives

here to speak to us this morning. We wish to be as helpful as we can be.
There are so many necessary programs. We will do our best in this.
Dr. EGEBERG. Thank you.
Mr. JARMAN. Mr. Preyer.
Mr. PREYER. Thank you, Mr. Chairman.
I was interested in your statement on page 6 concerning the involve-

ment of 400 orders of Catholic sisters. I was wondering, is this mixture
of volunteer organizations with governmental organizations working
out? Is that proving to be useful and successful?
Dr. EGEBERG. Miss Johnston?
Miss JOHNSTON. This is the kind of thing the program has promoted

from the very beginning. Necessity is the mother of invention. When
you have a very, very few dollars to work with, you try to scrounge
for any dollars you can find from any source, and for other kinds of
contributions including volunteer time, volunteer facilities, volunteer
equipment, whatever you can get.
So the relationships established with the Catholic sisters is in line

with our general philosophy of program operation. It is extremely en-
couraging to us to have this kind of national approach to the problem.
The sisters have been involved from the beginning. They have been

doing things in many areas. But they have been doing it in a kind of
sporadic, unorganized fashion.
Now they want to make their impact felt, so they are going to try to

do a better job of organization and approach the problem according
to a systematic plan.
The Migrant Ministry of the National Council of Churches has been

involved from the very beginning. They were often the force that was
behind the organization of migrant health projects.
As you know in North Carolina, the Council of Churches and the

migrant health projects have worked very closely together.
Mr. PREYER. I have been impressed with the reservoir of good will

that exists in this country, with how many people who do want to help,
with how many students come to you and say, "I want to do some-
thing. What can I do during my summer vacation?" And housewives,
as well as institutions like churches, want to do something.
The real problem is finding some way to channel that energy into

specific activity. This might be a very effective way.
I have been curious to know whether it actually does work, when

you get groups of volunteers this way to work with a governmental
agency such as yours.
Miss JOHNSTON. It does work beautifully. I might say, though, that

even encouragement of volunteer participation sometimes costs some-



thing, because often the volunteers need the same kind of orientation
to the migrant situation that you need to provide for the paid em-
ployees.
There is a type of cultural shock for people who go into the migrant

camps for the first time. You need to prepare people for that. You
need to help them understand how to relate to the migrant in order
to work effectively with him.
Then there are problems of transportation, too. Sometimes people

can volunteer their time, but they don't really feel like volunteering
a lot of costs of transportation to get, say, from Washington State
down to Texas where the need is at the moment, where the needs for
personnel and help are greatest.
Mr. PREYER. It is an interesting approach. This does seem to be the

type of program which could draw on this latent desire for service that
we find today.
Thank you.
Mr. JARMAN. Dr. Carter?
Mr. CARTER. Thank you, Mr. Chairman.
I am happy to welcome this distinguished group here today.
I might mention that the first time I met Dr. Egeberg he was a

colonel, General MacArthur's surgeon. I met him in the Sierra Madre
east of Manila. That was over 25 years ago. He had lunch with me at
the company which I commanded at that time. We visited the front
lines. I remember hitting the ditch when we came under fire. Colonel
Egeberg stood up. I had been there many times and I thought it was
better to hit the ditch when I heard those shells coming.
This is an actual fact, as he can tell you. I thought he was a great

surgeon at that time and I certainly think that he will perform the
duties of his office well today.
I am happy to have him in his present position.
Mr. CAVANAUGH. I would like to add to that, if I might, Doctor, for

those of us who are interested in moving the health programs ahead
in HEW, that we are very happy that Dr. Egeberg is still standing up
at those times that the shells are flying.
Mr. CARTER. We will stand up with him.
Thank you, Mr. Chairman.
Mr. JARMAN. Mr. Rogers.
Mr. ROGERS. In the bill on allied health professions, you say there

is ample authority for appropriate training activities for people to
function in migrant health programs.
How many people are being trained in these fields under the present

programs?
Miss JOHNSTON. When the bill was originally enacted in 1962 there

was discussion of the training provision in the bill. Essentially this was
interpreted as orientation of the people who were to function in a
migrant health project.
At that time, Congress felt that we should not get into formal train-

ing of people for the health professions. So this has been avoided.
Generally, the training through the migrant health projects is

limited to orientation of people who are going to function in that
project. This goes for the physicians, nurses, sanitarians, all the pro-
fessional people, too.
It has also covered the training of subprofessional aides. Again,

necessity was the mother of invention. There weren't enough health-
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workers in many of the areas where migrant health projects have had
to operate. So the physicians had to find ways of delegating some of
their responsibilities to the nurses, the nurses to the aides, and the
health educators to aides. •
The aide concept was not very well developed in the health field

in the United States at the time the program started, so that the mi-
grant health program in such counties as Kern County, Calif., has been
a pioneer in the training of subprofessional aides, many of them mi-
grants or ex-migrants, who are now working in health projects.
Again, in your own county in Florida, as you know, they tried this

about 1954 and 1955. They recruited a Negro woman from the migrant
population who, I think, taught your own health professionals quite
a bit about the migrant population.
At the same time, she was providing service through the demonstra-

tion project in Palm Beach County.
Mr. ROGERS. Yes. The reason we put this in the draft of the bill is

that we do want to emphasize this. I think it is necessary. Although
there may be authorizing legislation as such, it really hasn't been ef-
fectively, used because it was not clear that we expected this to be done.
That is the reason we hope that this will be used, if the committee

includes it. I hope they will. I think this is a special area where we
need some emphasis. So much can be done by allied health people in
this area where you don't necessarily always have to have the doctor.
I don't think we have taken full advantage of this fact. By training

some allied people, we can really cover a much larger area in a very
effective way. So I hope the Department will review their position on
this particular point, because I think it is important to include it in
this legislation as well.
Dr. EGEBERG. I would like to add that I feel very deeply about this,

both in solving our manpower problem, and in the case of migrants
and also in the case of our slums the culture of the people—every group
has a culture—is so different from that of the purveyors of health that
they don't understand each other at all.
So this man from the local community, or this woman as it most

often is, is able to interpret, as I think I said earlier, in both direc-
tions so they can speak to each other.
Mr. ROGERS. That is right. So you are receptive to the idea that if

the committee were to include this, you think it could be useful.
Dr. EGEBERG. Yes, sir.
Mr. ROGERS. In conclusion, let me say that I personally—and I am

sure this committee also—am looking forward to working with you,
Dr. Egeberg.
I hope you will be able to convince the Secretary and the budget

people that this crisis that the President has designated in health must
be met, and that the health functions of the Department should not be
the stepchild of the three.
I know great emphasis is being placed on the welfare program,

understandably, and on social security; also education. But I do hope
that you will be the one standing up, as I am sure you will be, in the
Department and in this administration, because we have to rely on you
to be the spokesman for health, to make sure it is going to be at least an
equal party in the Department of HEW with the other two, education
and welfare.
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I am sure this committee, and I believe the Congress, will stand
firmly with you under your leadership.
Dr. EGEBERG. Thank you, sir.
Mr. CARTER. Just as I have seen the distinguished physician stand up

under fire in the Philippines in the last war, I am sure he will stand up
for our health services today.
As a member of this committee, I am going to stand with him.
Thank you, Mr. Chairman.
Dr. EGEBERG. Thank you, sir.
Mr. JARMAN. Dr. Egeberg, I think you can count on the active assist-

ance and cooperation of this subcommittee and of our full committee on
the legislative projects that we have ahead of us.
We appreciate very much, Miss Johnston, Mr. Cavanaugh, and Dr.

Cashman, your being with us to lead off as witnesses on this very
important matter.
The Chair will yield now to our colleague from Florida, Mr. Rogers,

to introduce our next witness.
Mr. ROGERS. Mr. Chairman, it is an honor for me to introduce one of

the next witnesses or reintroduce him to this committee.
He 'has appeared before this committee many, many times. His testi-

mony has always been most helpful. I don't know of any physician who
is in the field with a working program who is more knowledgeable in
this area of migrant health than is Dr. Carl L. Brumback, 'director,
Palm Beach County Health Department, West Palm Beach, Fla.
They have had pilot programs in this area that are making great

progress. I know the information he will give us will be of great help to
the committee.

It is an honor to introduce Dr. Brumback to the committee, and I
appreciate the chairman's permitting me to do so.
Mr. JARMAN. We are pleased to have you with us, Doctor. We will be

glad to receive any testimony you might have.

STATEMENTS OF DR. CARL L. BRUMBACK, DIRECTOR, PALM BEACH
COUNTY HEALTH DEPARTMENT, WEST PALM BEACH, FLA., AND
DR. WILLIAM J. DOUGHERTY, DIRECTOR, LOCAL HEALTH SERV-
ICES, NEW JERSEY DEPARTMENT OF HEALTH—ALSO IN BEHALF
OF THE AMERICAN PUBLIC HEALTH ASSOCIATION

Dr. BRUMBACK. Might I bring my colleague, Dr. William Dougherty,
director, local health services, New Jersey Department of Health, with
me to the witness table?
Mr. JARMAN. Certainly.
Mr. ROGERS. I might note, too, Mr. Chairman, that Dr. Dougherty

has done a wonderful job in this area. His association can always be
depended upon to provide information to the committee as it is needed.
Dr. BRUMBACK. Thank you, Mr. Chairman and Mr. Rogers.
Mr. 'Chairman and members of the committee, I appreciate the

opportunity to present my views and those of the American Public
Health Association on H.R. 13432, a bill to extend the program of
health services for migrant and seasonal agricultural workers and
their families.
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I speak from the viewpoint of 20 years' experience working directly
with agricultural migrants, and also as a member of the executive
board of the American Public Health Association.
Having presented testimony to this committee on previous occasions,

I will not repeat information which is well known to you. The justi-
fication for providing adequate health care to these 1 million men,
women, and children is similar to that for others who live in poverty.
But we also must recognize that migrants' needs are compounded

and complicated by their moving from one place to another, by their
isolation from facilities available to the resident population, and by
other problems related to their cultural and living patterns.

It is for these reasons that we urge continuation and expansion
of support for special health services conducted through the Migrant
Health Act.
The migrant health projects now in operation throughout the Na-

tion are providing desperately needed care for many migratory farm
workers. Prenatal care, immunizations, nutrition counseling, family
planning services, medical treatment, health education, and sanitation
are examples of the services now available.
However, it must be recognized that the number of migrants who

still do not receive these benefits is much greater than the number who
do receive some service. Even those who are reached cannot be given
more than the barest minimum care because of limited staff and funds.
The projects now in operation have largely been developed by care-

ful planning and utilization of all available resources, Federal, State,
and local, public and private.
They are wonderful examples of community participation in plan-

ning and development programs for health.
A great deal of innovation has been shown in the development of

these projects. However, the neglect of generations, cultural barriers,
and the unusual problems found among these people cannot be over-
come in a few short years.
These projects are just now beginning to pay off on the investment.
I am sure you agree that the funding of these projects has not been

sufficient to provide services in proportion to the needs. Lack of money
for hospitalization has been a major deficiency, but there are also mi-
grants who cannot even receive outpatient care and preventive services.
H.R. 13432 recognizes the fact that special programs for agricultural

migrants must be continued through the project grant mechanism if
these people are not to be lost in the shuffle as they have been in the
past.
This bill provides assurances that the programs assisted will be

specifically designed to meet the migrants' needs. Most important, this
bill authorizes funding more nearly in proportion to the number of
people needing care and in relation to the magnitude of their needs.
Mr. Chairman, I would like to cite some points from the statement

of the American Public Health Association.
I would like to ask your permission also to file this statement for t

record.
Mr. JARMAN. Doctor, the statement in its entirety will be received

for the record. We will welcome your comments.
Dr. BRUMBACK. Thank you.
The health needs of agricultural migrant workers are greater tint n

those of any other socioeconomic group in the United States.
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These people have health problems that are similar to but more
severe than those of stable rural farmworker families. Studies con-
tinue to show high infant mortality rates, high communicable disease
rates, low prenatal care rates, high premature birth rates, high acci-
dent rates, low immunization levels, serious need for dental care, low
economic and educational levels, mobility, lack of resident status, geo-
graphic isolation from medical facilities plus cultural factors and
language barriers contributing to the health problems of migrant and
seasonal agricultural workers.
In instances where the social, economic, geographic, and cultural

characteristics have been taken into consideration and where funds
have been made available the improvements in health conditions
among this group in various parts of the United States has been most
striking.
The need for improved health services for migratory and seasonal

agricultural workers has also been recognized by the President's Na-
tional Advisory Commission on Rural Poverty.
The fact recognized by the Commission and by H.R. 13432 is that

migrant and seasonal farmworkers frequently live side by side in the
same community. Their status as seasonal workers and as migrant
workers shifts and it makes no sense to arbitrarily cut off health serv-
ices of a migrant agricultural worker when his status reverts to that
of a seasonal agricultural worker. We discovered this to be true many
years ago and in our own home area.

Justification for the increases in the authorizations for appropria-
tions for the years 1971,1972, and 1973 are as follows:
The fact that only one-third of the 1 million migrant agricultural

workers and their families are now being reached through grant-
assisted projects. The addition of seasonal agricultural workers will
add an estimated 2 million to the population to be served.
The fact that the estimated per capita annual expenditure for per-

sonal health services for migrants last year was less than $11, as com-
pared to national average per capital expenditure of $250.
Migrants' use of medical care is about one-seventh, their use of dental

care is about one-twentieth, and their use of hospital care is about one-
fourth that of the general population.
The accident mortality rate for migrants is nearly three times the

national average.
The mortality of migrants due to tuberculosis, influenza, pneumonia,

and other infectious diseases is more than twice the national average.
These deficiencies among migrant workers and their families also

prevail among seasonal agricultural workers and their families. If
comprehensive health services are to be provided these keyworkers
of the agricultural economy, it is essential that appropriations be in-
creased.
Mr. Chairman, again I wish to express appreciation of the American

Public Health Association and myself for this opportunity to express
our views on this important bill.
Mr. JARMAN. Thank you very much.
(The prepared statement of the American Public Health Associa-

tion follows:)
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STATEMENT OF THE AMERICAN P17BLIC HEALTH ASSOCIATION

The American Public Health Association wishes to bring to your attention its
deep interest in, and full endorsement of, the provisions of H.R. 13432. This legis-
lation would enable the United States Public Health Service to assist States and
local communities in their efforts to extend health services for domestic agricul-
tural workers and their families. Favorable consideration by the Congress is
urgently needed.
The American Public Health Association, with some forty-five thousand public

health workers in its affiliated societies and branches throughout the United
States, has for many years been deeply concerned about the serious need for
Congressional action to assist in efforts to overcome the nationwide difficulties
inherent in the provision of truly available health services to these disadvan-
taged farm workers. The Federal responsibility for leadership, stimulation, co-
ordination, and support of local health efforts for these people is as clear as their
economic importance to American agriculture.

First of all, I want to pay tribute to the author of H.R. 13432. Those of us in
the American Public Health Association are very much aware of Congressman
Paul G. Rogers' contributions in the field of health legislation. In recognition of
his efforts in behalf of the health of migratory agricultural workers the American
Public Health Association in 1962 awarded him an Acknowledgement of Appreci-
ation for Special Services Rendered in Advancement of the Health of Migratory
Workers. A copy of the citation is attached to this statement in Appendix A.
We are very grateful.
In addition, there is also attached to this statement two resolutions approved

by the American Public Health Association in behalf of the health of migratory
agricultural workers. These appear in Appendix B.
The concern of this Association for the plight of migrant and seasonal agri-

cultural workers and their families is prompted by the following facts:
1. The health needs of domestic agricultural workers, particularly those mi-

grating from their home communities, are greater than those of any other socio-
economic group in the United States. These people have health problems similar
to, but more severe than, those of stable rural farm workers' families. Studies
continue to show high infant mortality rates, high communicable disease rates,
low prenatal care rates, high premature birth rates, high accident rates, low im-
munization levels, serious needs for dental care, and little realization of the need
for or utilization of preventive and early treatment.

2. Low economic and education levels, mobility, lack of resident status, geo-
graphic isolation from medical facilities, plus cultural factors and language bar-
riers contribute to the health problems of migrant and seasonal agricultural
workers.
3. In isolated instances where the social, economic, geographic, and cultural

characteristics have been taken into consideration in offering services to this
group, and where funds have been made available, the improvements in health
conditions among this group in various parts of the United States has been
striking.
The need for improved health 'services for migratory and seasonal agricultural

workers has also been recognized by the President's National Advisory Commis-
sion on Rural Poverty. The Commission under the chairmanship of the then-
Governor Edward T. Breathitt of Kentucky 'recommended in 1967 that the
Migrant Health Act be renewed with sufficient funds to expand the program in
terms of geographic coverage and service offered. The Commission also recom-
mended continuity of 'services with a broader definition of migrant worker to
cover the entire migrant community, especially in home-base areas. The fact
recognized by the Commission and by H.R. 13432 is that migrant and seasonal
farm workers frequently live side by side in the 'same community. Their status as
seasonal workers and as migrant workers shifts and it makes no sense to arbi-
trarily cut off health services of a migrant agricultural worker when his status
reverts to that of a seasonal agricultural worker. I want to make it clear that the
American Public Health Association is fully in support of the extension of services
to seasonal agricultural workers as provided for by H.R. 13432.
'The increases in the authorizations for appropriations for the years 1971, 1972

and 1973 are modest in comparison to the size of the problem. From the present
authorization of $15 million for 1970 the limits would rise to $30 million in 1971,
$45 million in 1972, and $60 million In 1973. I would like to cite some data that
demonstrates how urgent is the proposed increase in funds.
Only one-third of the one million migrant agricultural workers and their fam-

ilies are now being reached through grant-assisted projects. The addition of

A
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seasonal agricultural workers will add an estimated two million to the population
to be served.
The estimated per capita annual expenditure for personal health services for

migrants last year was less than $11 as compared to national average per capita
expenditure of $250.

Migrants use of medical care is about one-seventh, their use of dental care is
about one-twentieth, and their use of hospital care is about one-fourth that of the
general population.
The accident mortality rate for migrants is nearly three times the national

average.
The mortality of migrants due to tuberculosis, influenza, pneumonia, and other

infectious diseases is more than twice the national average.
These deficiencies among migrant workers and their families also prevail among

seasonal agricultural workers and their families. If comprehensive health services
are to be provided these key workers of the agricultural economy, it is essential
that appropriations be increased.
We are fully in support of section (c) of H.R. 13432 that emphasizes improved

health services with continuity of care as well as improved health conditions.
We are also fully in support of section (d) of H.R. 13432 that emphasizes the

training of allied health professions personnel. Our Association recognizes that
we can substantially improve our utilization of health manpower. Some medical
schools are experimenting in training assistants to physicians to increase their
productivity. The use of such personnel should be encouraged in the migrant
health program.
In concluding, let me express the appreciation of the American Public Health

Association for this opportunity to express our recommendations on H.R. 13432.
We urge its enactment.

APPENDIX A

ACKNOWLEDGEMENT OF APPRECIATION TO CONGRESSMAN PAUL G. ROGERS FOR
SPECIAL SERVICES RENDERED IN ADVANCEMENT OF THE HEALTH OF MIGRATORY
WORKERS, 1962

The unfortunate plight of domestic migratory agricultural workers and their
families has long been a problem of this Nation. For many years, public health
workers have been concerned about their substandard health status and about
the problems faced by communities in organizing and providing adequate health
services for this group.
In 1959, the American Public Health Association urged the Congress of the

United States to accept the responsibility of assisting States and local commu-
nities to provide these needed health services in an organized and systematic
fashion. Through such programs, migratory workers would have an opportunity
to benefit from the many advantages of modern public health, and our agricul-
tural economy, to which this human resource is essential, would be improved.
Through the enactment of Public Law 87-692, the Congress has made a sig-

nificant contribution to the solution of the health problem of the migrant worker
and his family. By his support of this legislation, CONGRESSMAN PAUL G.
ROGERS has contributed greatly to a forward step in public health. For this
contribution, the American Public Health Association is extremely grateful and
wishes to express its thanks and appreciation by awarding the accompanying cer-
tificate of appreciation.

October, 1962.
BERWYN F. MATTISON, M.D.

APPENDIX B

RESOLUTIONS APPROVED BY THE AMERICAN PUBLIC HEALTH ASSOCIATION ON
BEHALF OF MIGRATORY AGRICULTURAL WORKERS

MIGRATORY LABOR

Whereas studies in various parts of the country disclose great need for the
development of comprehensive health services to the migratory worker and his
family, especially the migratory farm worker, in concert with other community
services such as those for welfare, education, and employment, therefore be it
Resolved That the American Public Health Association recommend the estab-

lishment of Governors' advisory committees on migratory labor composed of indi-
viduals best informed about the fields of health, housing, welfare, education, and
employment, and be it further
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Resolved That the American Public Health Association request the President
and the Congress of the United States to provide adequate financing for the con-
tinuation and strengthening of Federal services through 'the Department of
Health, Education, and Welfare directed to migratory workers and their families,
including grant-in-aid programs to appropriate state agencies.
Approved by the Governing Council American Public Health Association,

October 21, 1959.

AGRICULTURAL MIGRANCY

In many of the States there are sizeable numbers of agricultural migrant
laborers. Presently, many benefits available to other citizens are inaccessible or
denied to the migrant. Migrant children are precluded from adequate basic edu-
cation and preparation for improved vocational opportunity. Competition offered
by labor imports from countries with lower standards of living has served to
depress domestic farm labor opportunities and standards of living and health.
The American Public Health Association, recognizing that the migrant laborer's

health and well being are parts of a broader issue regarding the total migrancy
problem, requests the President of the United States to appoint a National Task
Force on Migrant Agricultural Labor to:

1. Examine the problem from the point of view of labor, industry, agriculture,
and community residenN.

2. Stimulate the application of existing knowledge in the improvement of the
health of migrant agricultural workers and their families.

3. Consider ways of utilizing new technology and other measures in the elimi-
nation of migrancy in the Nation's agricultural manpower pool.
In the interim, the American Public Health Association urges State and local

health officers to develop and strengthen health programs for the agricultural
migrant and his family and to seek solutions to problems of residency require-
ments.
Approved by the Governing Council American Public Health Association,

October 20, 1965.

Mr. JARMAN. Dr. Dougherty, would you have any additional com-
ments?

STATEMENT OF DR. WILLIAM J. DOUGHERTY

Dr. DOUGHERTY. Yes, sir. It is a pleasure to come and a privilege also
to speak as a direct representative of a local health services operation,
State of New Jersey, and for the American Public Health Association
in behalf of H.R. 13432.
I would like to say, before I delve into the subject matter of my pres-

entation, that a word of recognition should be extended to the person
who has provided the essential initiative in HEW for a number of
years, and I am sure that without the dedication and dynamic effort of
this woman, the impact of the legislation might not have been as well
felt in this country. She has contributed immensely.
Mr. JARMAN. That is a very fine tribute.
Dr. DOUGHERTY. I might say also I will not belabor the presentation

of need. I think it has been adequately documented here this morning
in your statement, Congressman Jarman, and the statements of HEW
and text of the other statements.
I do think in looking at the practical application of this bill, that it

brings to light a deficiency that has existed from the very beginning.
If we consider the issue of migrants from Florida, Puerto Rico, Texas,
Southern California, Arizona, and New Mexico to whatever other point
you may wish to choose, the impact of the lack of health services in
one part of this country upon the other is clearly recognized.
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In New Jersey, I have been associated with this program since 1956
in one way or another. First it was as a district State health officer and
then director of preventable disease and as assistant commissioner for
health services and directly involved also as a director of a project.
Let me say in a local sense if you are in a serving agency such as a,

nursing association, a social service agency, possibly even a health de-
partment and possibly even a hospital, when a person who is a migrant
comes to you2 there is always the question "Why didn't someone else
take care of him?"
There is also a question that you have to think about seriously: the

ease with which that person can be rejected and the ease of which he
can be sent to the hospital, so to speak.
So therefore I am making a positive plea for this bill with the idea,

that it meets the basic need of putting the emphasis upon health serv-
ices and the preparation Of the individual in the home-based area. I
think that the amounts of money you have specified are very large;
there is no question about that. The need is also very large in many of
the rural areas, States, and Commonwealths.
I also recognize the validity that one has to consider in weighing the

efforts of the urban health problem as against the rural, but I would
again plead for your concern for the substantive improvement in
increase of services in the areas of supply rather than demand.
I also would specify pretty carefully my 'feelings about your choice

of words "a permanent and separate identity" as contrasted with
immersion into the area here. I think your attitude is important; I
think there is a relationship in terms of attitude and dollars, first at the
local level, where fundamentally money for immediate support of
health services to nonresident people is relatively quite scarce,
depending upon the property tax base, et cetera.
I can assure you from experience in my own State, which we must

say is well fixed economically, that there is little money for migrant
health services. From this point of view it is felt that this is a national
type of activity, so therefore I feel that if this is to be carried out, there
has to be a strong catalyst and that strong catalyst can be separately
identified Federal program that has the responsibility to stimulate and
to extend services to the 600 uncovered counties. My daily work is with
county governments and they are very hard to persuade in behalf of the
short-time nonresident transient person who is here today and gone
tomorrow.
. The comprehensive health planning, I believe, as I have watched it,
is a good theory, but at the moment it does not have maturity or
practicality.

Relative to medicaid, I think the experience as observed by a number
of people in a number of 'States is leading to an increasingly cautious
attitude toward the expenditure patterns of medicaid.
Now, our relationship in public welfare with the category of assist-

ance programs has been not the best, primarily because residency and
transiency—these factors limit the immediate response that is nec-
essary to serve the migrant.
In other words, his problems are emerging and they cannot be de-

layed.
I would respond to the training authorization portion of this bill by

saying that the orientation of people to the migrant program has been
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effective in stimulating a great many individuals who, normally speak-
ing, might never have thought of the issue, might never have given it
consideration.
You might have empathy for the migrant and courage to be his ad-

vocate before the community agencies and so forth, but he is gone the
next year.
My plea would be that some limitation on the training effort be de-

veloped. We have a tremendous source of trained manpower in our
military personnel who have been through the military schools, and
I believe it is a creative demonstration of what we can do with fund-
ing in this area.
it would be well for the home-based States to develop programs in

which we utilize discharged veterans to work in this type of area and
carry with them the basic skills which they have learned in the military.
I know that we in our own area would very much like to find ways

and means of bringing such people to bear on the problems of sanita-
tion, health screening, and so on.
I might point out several other things that have to be dealt with,

and one is the issue of transportation. In many instances, the profes-
sional gets a little disturbed when he has seen a patient he indicates
he wants to go to the hospital, and then he must be diagnosed before
he gets treated, but to get to the hospital might be 5, 10, or 15 miles.
We have worked now on the issue of ongoing transport facilities in
several of our rural counties with first demonstrations and then hope-
fully with the kind of support for both seasonal and migrant workers
that such transportation facilities can be continuing.
The issue of nutrition has been brought up. I will not debate findings

in terms of nutritional problems. I think the issues are those of ready
availability of the food stamp programs to the migrant worker. I am
not convinced that we or the agencies have made all of the effort nec-
essary to make them readily available. There is a hang-up really in
obtaining these stamps because you need money and if you are not
working and not earning, there is no money in your pocket and they
are difficult to obtain.
The distribution of simple commodities has never really faced the

issue of getting the service to the migrant worker on a short-term basis.
Finally, I think—and I am pleased with this—namely, that in health

there are emergencies in nutrition that come about when at times
work is short, when rain has interrupted harvest, when strikes have
interdicted an activity of harvesting, and the normal earning process
does not take place. We have had families in camps where food sup-
plies become actually short because of primarily no money. The farmer
has not been able to take care of the problem, and local welfare has not
immediately responded to the need; so therefore I believe there should
be authorization for food, in an emergency status.
I might say the development of health facilities in association with

this program, clinics in the evening, has been really stimulated by the
migrant activity, and I think that this carries over also the services to
the urban deprived as well.
Now I am going to read a paragraph in this report of the New Jersey

effort which took place last year and terminated last year. A great deal
of stimulus came from the health activities of the State. In the annual
message of the Governor, he proposed legislation that every citizen has
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the right to expect that the common carriers transport him to and from

work and be adequately maintained and rigorously inspected.

The New Jersey constitution states it reserves the right of, for

instance, private employment to organize for the purpose of collective

bargaining, that you will submit a proposal to insure this right; the

existence of legal restrictions has often served to deny these workers

or migrants the simple right to have visitors, and I therefore ask you

grant a statutory right to reasonable visitation.
These have come about because of the interest not only of the health

people in the State but also of the people that have joined with them

and worked with them over the years. These are substantial changes.

They go beyond the health. They go into the social and economic

health of the individual worker with whom we are concerned.
I wish to thank you.
Mr. JARMAN. Thank you very much. We appreciate both statements.

Now we have the problems in the legislation before us. Mr. Rogers.

Mr. ROGERS. Thank you. I want to also express the thanks of the

committee along with the chairman for two excellent statements. I

think it might be well, too, if each of you could give us some specifics.

For instance, I know the program in Palm Beach County provides for

the inspection camps and establishing of sanitary standards and an

overview of the health situation.
I think the committee would be interested in knowing the specifics of

how this program is really getting to the health problem of migrants

in your jurisdiction. Give us some examples of what you found. Give

the committee the specifics of the program.
Dr. BRUMBACK. Thank you, Mr. Rogers. There are two broad areas

concerned, of course—personal health services and environmental

health services. The environmental health services which Congressman

Rogers just mentioned have certainly received, I would say, equal

attention with the personal health services.
Mr. ROGERS. This is in Palm Beach County?
Dr. BRUMBACK. Yes, Palm Beach County; we have a number of

camps, and actually the number of required housing arrangements for

agricultural migrants goes up into the hundreds in different specific

camps, boardinghouses, and those types of facilities, which have to be

inspected.
Some of these, as you mentioned, were in such terrible condition they

had to be closed down. Of course, we had a debate there about whPre
the people were going to live. This was a very difficult problem. With

the cooperation of growers and the cooperation of the migrants them-

selves working with the health people, these facilities have been

improved considerably.
I might say however, that this could not have been accomplished

without the help of the Migrant Health Act. It just would not have

been done. Some have said that this is a State and local problem. It is,
we need the additional force of this legislation to do the job and hire

the educators we have employed. It is not just a matter of asking or

requiring the grower to upgrade his facilities but it is a matter of

educating the migrants themselves and seeing that the farmworkers

take care of the housing facilities that are provided. This jab could
not have been done without the help of the Migrant Health Act.
'Without these special funds, this work would not be maintained, I

am sure, at the level it is now.

416
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Mr. ROGERS. Now you continuously are inspecting these houses?
Dr. BRUMBACK. Yes.
Mr. ROGERS. And this enables you to continually inspect them?
Dr. BRUMBACK. Yes; it is more than just a process of inspection. Iwant to bring out the educational aspect and also the training aspect

because a lot has been accomplished through training of indigenouspersonnel; that is, migrants themselves. Some are volunteers and some
we were actually putting on the staff and they work on the sanitation
staff and with clinics and this is an important thing to us, to use thesepeople themselves. They are more effective in many ways in doing somejobs than professionals themselves.
Mr. ROGERS. I 'believe you have a mobile clinic—are you trying tolocate clinics in areas that are accessible? What do you do in thisactivity?
Dr. BRUMBACK. Yes, we do. We have not only fixed clinics but wehave clinics that move around into the various areas where the migrantsare. We try to have the services available for the people so they areaccessible to the people. This means we have to have night clinics also.

We believe that we should have at least as many night clinics as wehave daytime clinics.
Here again it is a matter of having sufficient 'personnel to do this job.

We have been able to, in addition to taking care of the problems in thedaytime, 'having these services available and accessible. at night when
these people are not working.
Mr. ROGERS. Now you use only public health doctors or do you ar-

range for contract services for doctors in the local area to come in?
Dr. BRUMBACK. I am glad you brought that out, Congressman

Rogers, because this is a very strong point. This program has been de-veloped right from the start and that means back in the early 1950's,in cooperation with our medical profession. I went to the county med-
ical society and I got the unqualified support of our physicians. Most
of the clinics are manned and staffed by private physicians doing thison a part-time basis. Most of this is paid. We pay but we actually don't
pay in proportion to the demands on these physicians for their time.Some of them travel long distances. We have some doctors who, forexample—pediatricians and general practitioners—who come up fromMiami, and they are Spanish and it explains why we need them inthe Spanish-speaking area.
Mr. ROGERS. What about New Jersey? Did you operate in a similar

manner?
Dr. DOUGHERTY. To a great degree. I have some points on a practical,

everyday matter. I am saying sanitation of the environment is proba-
bly the first thing we look at in a local public health program. When
one looks at a 1,500-migrant labor camp in New Jersey, you would
have been appalled, I think, 3 or 5 years ago at the lack of sanitation
in these establishments.
Mr. ROGERS. This bill enables you to go in and upgrade the facilities?
Dr. DOUGHERTY. This has done two things: provide us with the level

of management necessary; in 1967 the Governor signed a new law,
amendment and modification of the existing act, which required a
water supply and effective subterranean sewage disposal system to be
installed by January 1, 1970.
Last year 1,544 migrant labor camps were applied for and were in-

spected in terms of their water supply. This meant a physical inspec-
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tion of the structure of the well and the appurtenances thereto plus

bacteriological testing.
This was a joint operation of the Department of Labor and Depart-

ment of Health, and we in turn used existing county health depart-

ments and municipal health departments, and where there were no

such structures, we used the district personnel who are consultants to

the local public health agents.
The important thing in this progress in the past year was that only

four camps actually failed to meet the requirements for satisfactory

supplies.
Mr. ROGERS. What did you do in the four camps?
Dr. DOUGHERTY. Our personnel are available only to those camps.

So therefore in order for them to serve, they must do something. Our

personnel are available to them for consultation to assist them in the

nature of the defect and to show them how to remedy it.
At the present time we are planning a massive operation to survey

the existing camps for their subterranean sewage disposal facilities.

We know very well if you put in a shower, we have a requirement for

hot and cold water and shower facilities, et cetera, but we have still

the outmoded privy.
You have the facilities and you have waste disposal, and you have to

get it in. It can be done two ways: on the surface or properly engineer-

ing and developing a system. Now we are concentrating on that effort.

I have no way of knowing at this moment how many camps have flush

toilets and sewage disposals, but we will know by the end of this year,

and every farmer is faced with the necessity of actually providing

these facilities by January 1.
Mr. ROGERS. Let me ask you this: Do you check into the business of

whether they have facilities, toilet facilities out in the field, for in-

stance? Suppose they are taken out where they work, they don't come

back to their camp until the end of the day; is there any authority for

us to get into that area?
Dr. DOUGHERTY. We could, sir, under the provisions of the author-

ization in the State Migrant Labor Act, actually observe these farms. I
might say that our farms are not large farms they are not tremendous

in size as has been described with Imperial Valley and other parts of

the country; they are rather small areas. Manpower may not be in the

field for protracted periods, only when there is massive picking. So

therefore the need for portable sanitary facilities is not as great.
The Department of Labor has insisted where there is long-term

activity that portable privy facilities be available. We have gone into

efforts of contracting with sanitary agencies to do this work.
Mr. ROGERS. Yes. What about our area? Are we approaching that

problem at all?
Dr. BRUMBACK. The problem?
Mr. ROGERS. Where they take them away from the camp for some

distance and perhaps they will stay there all day.
Dr. BRUMBACK. Yes. Well, the field sanitation problem is a big one,

and we are not really meeting it adequately; however, we are doing
some of the same things Dr. Dougherty described in New Jersey. The
scope of the problem, the fact that we are dealing with so many peo-
ple—and by this I mean in Palm Beach County alone, some 35,000 men,
women, and children, migrant workers and members of their families
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at the peak of the season last year, with approximately 26,000 work-ers—the problem is so tremendous- that it is very difficult to deal with.But we are working with the field problem and trying to supportthem with facilities.
Mr. ROGERS. I would be interested in following that up. I wouldthink this is a very important phase and something needs to be donefrom what I have heard.
Dr. DOUGHY: ;TY. May I present some information on this, becausewe have provided for two different types of people: One, the contractPuerto Rican worker who is a single male that does not bring thefamily; this group of men, I think, are explorers; they come to lookat the labor situation in another part of their Nation; 'and shortlythereafter many of them will come and bring their families and theywill come as independent people, so therefore we have family prob-lems as well.
The person who comes to Florida, a southern migrant, frequently,traditionally has come with family problems. We first look at theproblem on family services, and when we first looked, it was apparentthere were pregnant Spanish and Negro women not receiving pre-natal care. With the aid of the maternal and child health program,local agencies would evolve a program to bring them the care for pre-natal periods. But the key to all of this is delivery service, so a con-tract was entered into with hospital's of the migrant area. Last year104 women received prenatal care and there were 42 deliveries inNew Jersey hospitals, at a cost of $11,700. We are concerned aboutsuch things as per diem cost, $40 or $68 a day for such care.
I might add one more point which I think I can add at this point;namely, that physicians who served in the hospitals for the care ofthe infant subsequently—namely, the obstetrician and pediatrician—none of these men, according to the New Jersey custom in past years,have ever been reimbursed for their services.
We know full well under the impact of medicare and potentialimpact of medicaid the physician's will be paid where those peopleare privileged to receive these services, 'and therefore if the migrantis not within the medicaid group, that obviously the doctor will say,"I am paid by one program by the Federal Government," and on theother hand they will say to us, "Why should we not be reimbursed forservices to migrant workers?" I can see this coming.
The second point is that in some of the areas where migrant work-ers exist, the care in obstetrics is very limited.
Mr. ROGERS. Thank you.
Mr. JARMAN. Mr. Carter.
Mr. CARTER. Thank you, Mr. Chairman. You mentioned treatmentof migrant workers. Do you have cases where they refuse to treatmigrant workers?
Dr. DOUGHERTY. We can't document an absolute in this sort of thing,but patients have gone to outpatient departments and have been re-fused and told to return to camp and asked to return perhaps on an-other day. The interplay between people is: "How do you deal witha person that invites you either to come or stay away?"
Mr. CARTER. Do you have contract physicians?
Dr. D017GHERTY. No, sir.
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Mr. CARTER. I regret that physicians don't treat all patients. Of
course, migrant workers do present serious problems in the areas to
which they go. Do you have a program of immunization for these
migrant workers when they appear at certain camps?

DOUGHERTY. Yes, sir.
Mr. CARTER. Do you check them and give them cards to show that

they have received immunization?
Dr. DOUGIMTY. Our records now indicate that children, those that

have gone into schools, do not come back year after year for immuniza-
tions.But in the very beginning some children received so many im-
munizations that they were overimmunized.
.We have records on youngsters that repeatedly come 3, 4, or 5 years

into the school system—each summer—and their records for immuniza-
tion are complete. Not only that but in the dental area they have re-
ceived not only prophylactic therapy—ordinary cleaning and so
forth—but fluoride applications.
This is our aim.
Mr. CARTER. You do have records to determine year after year in

the migrant camps?
Dr. BOUGHERTY. Particularly on the school programs, yes.
Mr. CARTER. Only in the school programs?
pr. DOUGHERTY. These are the best and most authentic records, be-

cause we know if a child has been there for 3 to 5 years, then his parents
have been there as well and we have the family-related experience of
this group for a period of time.
Mr. CARTER. But RS far as direct contact with the migrant camps,

you have families out from the school authority?
Dr. DOUGHERTY. Our problem is to identify each one of the 25,000,

roughly, people scattered over the entire State, and we have not found
a proper system for identification of individuals on an individual
basis.
Mr. CARTER. It seems to me you ought to issue identification cards

so when they come back they will perhaps have a record of their
immunization.
Dr. DOUGHERTY. We are working in that direction, using the social

security number, because this is probably the most valued possession
which the migrant has today. If he is earning and if his wages are
being handled in a way that puts him into the social security system
and if he understands it, he will safeguard this number.
So each one of the migrants we serve is asked to provide a social

security number, which provides him with two stimuli: If he does
not have it, we ask him why. Second, it provides an ongoing means
by which you may recognize him again.
Mr. CARTER. I notice in your written statement you have ,"prenatal

care," and how many cases of prenatal care?
Dr. DOUGHERTY. Over the season, 104 pregnant women.
Mr. CARTER. The entire cost was $11,000; is that correct?
Dr. DOUGHERTY. That is correct. That was reimbursed from the

State funds.
Mr. CARTER. Do you know what the cost of those deliveries and

postnatal care for the particular people were?
Dr. DOUGHERTY. No, I don't have that data.
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Mr. CARTER. I was interested in your alluding to paramedical per
for military. I agree that that is a source of trained personnel

which you should certainly use.
You also touched on nutrition of these people or lack of it. Do you

think the level of nutrition of the migrant worker is quite low?
Dr. DOUGHERTY. As far as the migrant worker who has a certain

degree of financial support behind him, it is high as against a person
who comes into the system in a transient way and then disappears.
The children—and this is our best indicator—we have observed

year by year over the period of their school experience to seemingly
improve in weight gained, in their attitude toward the functioning
activities of the school. In other words, I might point out that a mar-
nourished child, for instance, is dull, a malnourished child reacts with
less spontaneity, and in the program the teachers indicate as the school
lunch program continues they do indicate an increa,sing amount of
responsibility.
We have not had the opportunity to do an exact scientific study—

take their protein levels and so forth. This, in a simple statement, is
too expensive in a very practical world to accomplish with a short-
term group of people.
Mr. CARTER. I very much agree with that. Well, I hear from people

who supplement their breakfasts and lunches which are given in these
areas, and they state that children do improve in their nutritional level
and it is extremely helpful.
I have another question. Do you think our migrant workers should

be given food stamps in addition to their regular pay?
Dr. DOUGHERTY. The only area that we have a substantive guarantee

that there is a method of feeding is in the contract with the Puerto
Rican workers. Here, a cooperative or large group of farmers have
gathered together to provide for service of wage negotiations, and
other benefits, of course, with the Commonwealth.
In that area there are negotiations concerning food, type of diet,

and other things of this sort. I am not a specialist in that area of con-
tract negotiations, but the farmers have an obligation or the camp has
an obligation to provide an adequate amount satisfactory to the de-
mands of the people.
Mr. CARTER. What about protection for the family? What is the

situation?
Dr. DOUGHERTY. The family has no such protection in terms of their

negotiation background. This is why I feel strongly about the right
to negotiate and bargain for wages. Nevertheless, in the camps most of
the individuals are on their own. The families are on their own. They
may have a relationship to the organization to assist them in purchas-
ing and transportation, but it does not have a responsibility to feed
them, nor does the farmer.
Mr. CARTER. The families supply themselves?
Dr. DOUGHERTY. Yes, sir; with what they have available.
Mr. CARTER. Do you recommend use of food stamps?
Dr. DOUGHERTY. I have looked and not delved deeply into the ad-

ministrative mechanism of the food stamp program. I did look at
surplus commodities, and the regulations in that area seem to be lack-
ing. I feel if one should look at the problem, one should say where there
are emergency needs for food, where the migrants have no money for
purchase, immediate responsive mechanisms should be invoked.
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Mr. CARTER. I certainly agree, and that goes for the use of surplus
commodities, too.
Now on the issue of strikes, you feel they should have a right of

collective bargaining, and I feel the majority of American people
would agree that is quite true, but in that case you also mention the
use of food stamps there and surplus commodities.
Dr. DOUGHERTY. The strike which I referred to was a strike of a

processing group of workers of the Campbell Soup industry rather
than the people supplying the raw materials to the processor. When
the individuals who process the tomatoes into soup go on strike, there
is really no market for the tomatoes growing in the field, and the men
who are imported to pick them had no work and no wages, so this is
where they came into difficulty.
Mr. CARTER. Take such cases, that is a result of a secondary fact?
Dr. DOUGHERTY. Yes, sir. They should have had immediate help, and

it was obtained with great difficulty.
Mr. CARTER. They are subject to a strike by another group of people

and are thrown out of work, and in such cases you would use the food
stamps. I think, of course, we can all agree on that. But what if the
migrant worker himself should strike; what do you think about that?
Dr. DOUGHERTY. This, I think, is a different type of issue.
Mr. CARTER. It is a different type of issue?
Dr. DOUGHERTY. Yes.
Mr. CARTER. What do you think about it?
Dr. DOUGHERTY. I think that the migrant worker, once he under-

stands the concept of organization and the concept of collective bar-
gaining, and he decides to go on strike, takes, in a sense, a very delib-
erate action, and he takes it in consideration of all of the difficulties
which are going to come to him.
So therefore under those circumstances I think another type of

arrangement should be generated if he is going to get into starvation.
Mr. CARTER. Well, you have not completely answered my question.

Of course, in one sense, you would think if the Government gave food
stamps and surplus commodities to the migrants, we might be sup-
porting a strike, and, of course, it would be a difficult position for the
Government but still we would think those children must be fed?
Dr. DOUGHERTY. Yes, indeed.
Mr. CARTER. Nothing further.
Mr. JARMAN. Mr. Preyer.
Mr. PREYER. No questions.
Mr. JARMAN. Mr. Hastings.
Mr. HASTINGS. Thank you, Mr. Chairman. Briefly, Doctor, in the

long-range view of the problems, the particular problems of the mi-
grant workers, aren't we going to be in a rather fortunate position
considering the medicaid benefits; aren't we going to have to be realis-
tic and include them within the scope of medicaid legislation, both
federally and State, and going from there, possibility of reform of
overall welfare system; aren't we going to decide these people are
going to have to receive the benefit, for the families, incorporate it
into the present bill; aren't we going to have them get all of the rights
and benefits of all people within our country; isn't that really the
long-range answer rather than always treating the migratory worker
as a special problem?



mt

32

Dr. DOUGHERTY. In terms of a long-range answer, yes; I think there
is no doubt but what a mechanism for inclusion of these people into a
medicaid or some type of other sponsored activity could evolve.
For example, to place it bluntly, I could not, as an individual, see

the sense of the original Migrant Labor Act, because it was not strik-
ing at the root cause of the problem. The root cause of the problem
was remote from the user, so therefore what you are contemplating now
plus the thrust that can be brought to bear, such as the facility, the
attitude, the concept of service in the supply area rather than in the
demand area—hopefully at that point in time medicaid may be de-
veloped to the point where service to all of the people may be carried
out effectively.
In the long run, I think we have to consider the person who comes

from Florida to have eligibility for benefits there and at the same time
he has eligibility for benefits in New Jersey or Minnesota or anywhere
else.
Mr. HASTINGS. How about New York?
Dr. DOUGHERTY. New York, Washington, or Oregon, and the same

would be true of people in Puerto Rico; there are different standards
in each of the States. I think we have to level them out if we possibly
can. I think that in building that mechanism, we have the issue of
time.
Mr. HASTINGS. Coming from New York, I was a member of the

State legislature, in study after study of the migrant labor problem
over many, many years, and we studied it to death, and frankly we
never, as you pointed out, reached the real problem; that is, that either
migrant laborers are necessary to the agricultural economy, and we
must judge they are, and if they are, we have to treat them not as
second-rate citizens, and they have been fourth- and fifth-class citizens,
is my- understanding up to this point, and in New York there are the
benefits of unemployment and the whole long list of benefits that are
available to all workers, but I would certainly believe we should reach
a system of nation standards and relate them to migrant workers. That
should be our consideration. I see the problem, we refuse them and
we never seem to have really gotten to the bottom of the problems they
have.

Dr. DOUGHERTY. Mr. Hastings, I believe that the original legislation
provides one of the greatest stimuli to the beginning solution of the
kinds of problems we have faced. I think that continuing specific legis-
lation on behalf of the migrant will focus attention to his plight so
ultimately you can solve a great many problems and then, having
solved them, incorporate the migrant into, if you wish to say, first-
class citizenship.
Mr. HASTINGS. It seems to me there is a lack of financial urge to be

able to sustain themselves.
Dr. DOUGHERTY. That is most important both to the migrant and

also to the State 'and locality that attempts to make a correction.
Mr. HASTINGS. Thank you.
Mr. ROGERS. Mr. Chairman, may I bring up one more point that I

want particular attention on. One of the reasons we put in this legis-
lation the words "to provide a continuity in health service," which
is a change in the language, is that we want to focus some attention
on this which you just mentioned, and in going into some areas, they
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get health care in one area but when he moves he does not get it right

at a critical time when he may need it.
The idea of saying "a continuity of service" is to imply and set forth

specifically that this problem needs to be 'attacked and should be under

the provisions of the bill as far as health service goes. Thank you.

Mr. JARMAN. Dr. Dougherty, roughly, how much Federal money

yearly is coming to New Jersey in the program and how much is the

State itself putting into migrant aid?
Dr. DOUGHERTY. If I might ask my people, I think a little better

than $200,000 and our estimate is, in direct State appropriation, that

is in the order of $165,0001 and in the order of local contributions in

terms of voluntary agencies' time, local government time, we just

about match the $200,000 in Federal money so the gross value is prob-

ably more than a half million dollars spent in behalf of health serv-

ices in one way or another, and this implies some deficits both in terms

of hospital care and in terms of lack of payment of some outstanding

bills because of the fact that we cannot adjudicate a claim of a migrant.

Mr. JARMAN. You feel that you can use more money on this pro-

gram. Would it be matched at the State level?
Dr. DOUGHERTY. I think, to answer you directly, that more money

could be used in terms of transportation, stimulus to 
hospitals, 

et

cetera. Whether I can assure you it will be matched at State level by

State appropriations at this point in time I cannot give you a fair

answer on that.
I think that local funding will develop and there is a mechanism by

which, through local activities, State moneys will be put into the

program.
On the other hand, if I may be direct, our basic problems are in san-

itation, in the fundamental services such as maternal and child care,

dental health, and so on, using State-aid moneys and local communities

at a great rate, and the point of view is, these are local needs and local

funds, and again we have a fine distinction between a local person and a

migrant. It is regretful.
Mr. JARMAN. Dr. Brumbackt would you comment on Florida, the

amount of money you are receiving and the amount the State supplies?

Dr. BRUMBACK. I don't have the figures for Florida, but Palm Beach

County, which has roughly half of the total migrant 'population at the

peak of the season, there is currently $220,000 in Federal money, and to

match this there is $280,000 of local money so, in other words, the

proportion is greater of the local matching money.
Mr. JARMAN. That is for Palm Beach?
Dr. BRUMBACK. That is for Palm Beach County.
Mr. JARMAN. If there are no further questions, the Chair expresses

appreciation for your being with us and for your contribution.
This concludes our hearings, and the subcommittee stands adjourned.

('The following letters were received for the record.)
THE ASSOCIATION OF

STATE AND TERRITORIAL HEALTH OFFICERS,
Washington, D.C., October 2, 1969.

Hon. HARLEY 0. STAGGERS,
Chairman, Committee on Interstate and Foreign Commerce,

Rayburn, House Office Building, Washington, D.C.

DEAR MR. CHAIRMAN: The Association of State and Territorial Health Officers

is in full support of H.R. 13432 that would improve and extend the program o
f

health services for domestic agricultural migrant workers and their families. We

urge its enactment.
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As you know, the present funding of the program restricts its benefits to onlyone-third of the million migrant agricultural workers and their families. Thus,if comprehensive health services are to be provided those presently participatingin the program and those not now being reached, we should as a minimum triplethe existing authorization for appropriations.
The manpower pool of seasonal and migratory agricultural workers and theirfamilies have health needs that are markedly greater than those of the generalpopulation. They are afflicted with high infant mortality rates, high accidentrates, and high mortality rates due to tuberculosis and other infectious diseases.In the absence of medical services, they endanger not only their own health butthat of the general population.
I would appreciate having this endorsement of H.R. 13432 made a part of theprinted record of hearings.

Sincerely yours,
J. E. PEAVY, M.D., President.

SHADE TOBACCO GROWERS
AGRICULTURAL ASSOCIATION, INC.,

Windsor, Conn., October 3, 1969.HOD. PAUL G. ROGERS,
U.S. House of Representatives,
House Office Building, Washington, D.C.
MY DEAR MR. ROGERS : Our organization, whose membership as a group, com-prises one of the nation's largest employers of agricultural labor, strongly sup-ports the principles behind the Migrant Health Act. Because since 1953, entirelyat its own expense, our Association has operated the only state licensed hospitalfor agricultural workers in this country, we know better than most the diffi-culties which presently confront employers of farm labor as they seek to provideadequate medical and health care facilities for their workers. The growingcrises which confronts our nation with respect to adequate hospital facilities ingeneral is greatly compounded with respect to the maintenance and operation ofsuch facilities for migrants and other seasonal agricultural workers, who lackany community roots in the areas where they are employed. Federal aid is morenecessary today than ever before for improved migrant health facilities andthe amount, in our opinion, needs to be increased substantially. For this reason,we note with approval that your bill, H.R. 13432, would increase the amount offederal funds authorized for assistance to health services for migrant and otheragricultural workers from the present inadequate appropriations of $8 millionannually to $30 million in fiscal year 1971 and would provide for subsequent an-nual increases of $15 million to a new total authorization of $60 million for thefiscal year ending June 30, 1973. In view of the great need for such serviceswhich is unmet today, we regard the amounts you propose as modest and neces-sary. We also believe that the other changes in existing law which your billproposes are constructive, and we therefore give H.R. 13432 our complete support.We would, however, like to suggest one additional amendment which would,in our view, greatly extend the usefulness of this legislation and permit it to meeta major need. This would be the addition of the word "construction" to thevarious kinds of assistance to migrant health which the act authorizes. There isa great need for many new facilities, such as clinics and even special agriculturalworkers hospitals, to be constructed and the law does not permit help to this end.Thus, while the present law makes important services to migrants available, they.often cannot be instituted in the areas where they are most needed because ofthe lack of facilities to house them.
We realize that, because the total funds for migrant health assistance are solimited, it may be necessary to limit the proportion of funds which could beused for construction purposes at the present time. We believe, however, that thePublic Health Service officials who administer these funds are probably in themost effective position to determine the priority needs for migrant health assist-ance and we therefore recommend that, rather than a limit on the total amountwhich could be used for construction, any limitation, if Congress feels one isnecessary, should be in the nature of requiring matching funds. These could beeither equal, or in some specified proportion, to be provided by the recipients of. such aid for construction of migrant health facilities. Any such limitation shouldapply only to funds used for construction.
The accompanying statement outlines in detail our experience in trying to,maintain adequate hospital and medical services for some 22,000 migrants and
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:seasonal agricultural workers employed by our members annually. While we

now maintain what is unquestionably the highest quality medical care available

to agricultural workers anywhere in the nation, we are greatly concerned about

the future. Economic conditions in the shade tobacco industry and the soaring

costs of hospital and other health facilities now make it impossible for us to con-

tinue these services without federal aid at the level we believe our workers are

entitled to have available. Since even the standards our Association has main-

tained, which had led the nation for many years, now are inadequate, the need

for continued and expanded federal aid under the Migrant Health Act by other

•employers and their workers is all the more evident. This program is essential

on grounds of humanity. Migratory and agricultural workers, like others, are

entitled to decent hospital and medical care when they require it and such serv-

ices now are beyond the capability of most farm employers and farm communities

to provide without substantial federal help. But, in addition to these human

'considerations, there are also sound reasons from a practical standpoint for con-

tinuing and expanding the migrant health programs as you propose.

Agriculture, which depends upon the availability of an adequate labor force,

remains one of the mainstays of our national economy in spite of the depression

which farm employers in general have experienced in recent years. Without

adequate health care for its workers, agriculture would find itself unable to

obtain the labor force needed to harvest our nation's crops, yet at the present

time this industry's economic condition and outlook is such that it simply cannot

meet hospitalization and other health rare costs out of its substandard earnings,

which for many years have been far below parity.
Perhaps the most compelling reason of all why the help proposed in your bill

is essential is that the national public interest requires it on grounds of public

health. Disease knows no geographical, occupational or social boundaries. If

Congress should fail to provide adequate health care for migratory 'and other,

-seasonal agricultural workers, it would fail to protect our entire population

as well.
We commend you and Chairman Harley Staggers of the House Interstate

Commerce Committee for the leadership you have both shown in the area of

'migrant health legislation in the past and we urge the members of the committee

to support your bill without reduction In the amount of funds it would authorize

or other amendments, except for the construction authorization which we re-

spectfully request be added.
Very truly yours,

MARK R. KRAvrrz, Executive Director.

THE SHADE TOBACCO GROWERS AGRICULTURAL ASSOCIATION, INC.

THE AGRICULTURAL WORKERS HOSPITAL, WINDSOR, CONN.

1. History and sponsorship

The Agricultural Workers Hospital of The Shade Tobacco Growers Agricultural

Association, Inc., established in 1953, is the only state-licensed hospital for

migratory farm workers in the United States. It has been financed to date

entirely by members of the Association, a non-profit cooperative organization

comprised of the growers of shade tobacco in the Connecticut River Valley,

involving areas in both Connecticut and Massachusetts. The Association, estab-

lished in 1942, serves exclusively in the areas of recruiting, contracting, trans-

porting, feeding, housing, insuring and supervising of the farm workers em-

ployed by its grower members. Between 6,000 and 7,000 acres of shade tobacco,

yielding about '10 million pounds, are planted each year. The crop, used exclusively

for the outside wrappers of quality cigars, is grown entirely under cloth—and is

dependent entirely upon hand labor since any bruising or other marring of the

wrapper leaf destroys its commercial value. The shade tobacco industry is one

of Connecticut's major agricultural enterprises with a labor force of some 12,000

seasonal day-haul workers recruited in the area and about 10,000 "migrants",

or out-of-state seasonal workers. About 2,000 workers are employed by the

Association and its grower members full time the year round. The Association's

annual payroll totals more than $27,000,000.
The Association has been a pioneer in better labor standards for farm workers

and has won both national and international acclaim as a progressive and

enlightened agricultural organization. Today, its headquarters and model farm

labor camp, occupying 19 acres in Windsor, Connecticut, are pointed to through-

out the world as outstanding institutions in agriculture and are visited each
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year by agricultural leaders from all over the nation who are 4nterested ininspecting its outstanding housing, recreational and cafeteria facilities, represent-ing an investment of more than $3,000,000.
The Association has had a hand in drafting and securing the enactment ofevery regulation or law in the State of Connecticut dealing with the employmentof agricultural labor. Regulations and laws which it sponsored to protect farmworkers from substandard housing, transportation, sanitation and working con-ditions helped to give the State of Connecticut its present reputation for thebest agricultural labor standards in the nation.
These and other actions by the Association have earned for it a reputation asone of the most enlightened and progressive agricultural employer groups inthe entire country.
In 1953, the Association decided to create a facility which would give itsmigrant agricultural workers the kind of medical care needed and due them. Itwas the Association's theory that a centralized hospital which could be used byall of the growers would better meet the medical needs of the workers.Accordingly, the Association established a 32-bed hospital at the Bradley FarmLabor Supply Center, located on North Street in the town of Windsor Locks,Connecticut, a facility which was formerly the Engineering Section of BradleyAirfield during World War II. This site was selected because in 1953 the BradleyFarm Labor Supply Center was the principal labor supply center for the Asso-ciation and at that time was the best facility of the Association.
A building, formerly the Officer's Lounge of the Bradley Airfield EngineeringSection, was chosen to house the Agricultural Workers Hospital and was reno-vated at a cost to the Association of $70,000. Health Commissioner Dr. StanleyOsborne, of the Department of Health of the State of Connecticut, and the Asso-ciation worked 'out an arangement whereby the Agricultural Workers Hospital waslicensed !by the State as a general hospital. Later, it was decided to license it as aspecial hospital devoted to the needs of migrant agricultural labor.

//. Staff
The staff of physicians from the inception of the hospital through 1967 was asfollows: Dr. Ettorine Carniglia, chairman; Dr. Warren Silliman, secretary: Dr.John Kennedy; Dr. Sidney Cramer; Dr. William Pomeroy ; Dr. William Bard.All but one of the original six who started with the Association in 1953 are stillwith the hospital. Presently five doctors constitute the medical staff and meetingsare held monthly with discussions of the problems of the operation of the hospitaland bettering the services to the migrant workers regularly on the agenda.The hospital's nursing 'requirements are principally performed by registerednurses. During the height of the crop season, when many agricultural workers arein the area, the staff of nurses at the hospital is increased to cope with the servicesrequired by the patients as well as to meet the specified requirements of the State.The Manager of the hospital presently is Marco Maio, a registered nurse. Theorderly staff of the hospital consists of three persons.
In addition to the staff nurses of the hospital, the Association provides nursingservices at some 30 camps housing 'approximately 3,000 boys and girls 14 to16 years old, who are recruited out of the state as part of its outstanding summerYouth Program. Camps are visited on a regular basis at least once a week to pro-vide minor nursing services and administer medical supplies. These nurses areavailable on call at all times to take care of emergency cases. When hospital careis needed by participants in the Youth Program, however, city facilities are usedrather than the Agricultural Workers Hospital, which administers only to adultworkers.

///. Need for the hospital
The 'migratory labor force employed by the Association in Connecticut and Mass-achusetts represents approximately 90% of all migrant farm workers in this area.The farm labor 'operations of the Association are carried out in an area where allother hospitals are privately endowed and are unable to accept many of the casesamong seasonal agricultural workers who need hospital care, i.e., mumps, chickenpox, measles rand respiratory infections. The worker is 'away from home andminor, as well as major diseases must be treated in an institution to keep themfrom spreading throughout the camp area. If the worker were at home, he wouldbe 'treated by a doctor and then continue his treatment and recovery at home, butsince he is living in a labor camp provided by the Association or a grower, specialmedical attention and hospitalization is required.
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A review of all the eases admitted to the hospital in the fiscal year December
1, 1967 through November 30, 1968 is representative of this problem. The attached
Appendix I gives a summary of the eases taken care of by the Agricultural Work-
ers Hospital in this period. A glance over the list of diseases and injuries treated
by the hospital in the course of one fiscal year makes it evident that many could
not be treated in privately endowed hospitals with the overcrowding and dire
shortage of space which exists in Such hospitals in the area at the present time.
Thus, the health and welfare of migrant agricultural workers in the Connecti-

cut River Valley depends almost exclusively on the operation of the Agricultural
Workers Hospital. It would be impossible for the Association to provide the
migrant worker the medical care which is necessary and due him without this
facility.
The Association recognizes that it would be almost impossible to operate the

shade tobacco business in the Connecticut Valley without this facility.
IV. Need for Federal assistance

Despite the obvious need for this facility, The Shade Tobacco Growers Agri-
cultural Association, Inc. is finding the continued operation of the hospital almost
impossible at the present time. Starting in 1958, the Association completely re-built its Windsor Farm Labor Supply Center and operations are now centered
at this point.
The present Agricultural Workers Hospital is crowded, antiquated and out-

dated. The existing wooden two-story building, with narrow corridors, although
sprinklered, is of questionable security for the patients. The Association spent ap-
proximately $30,000 to repair and refurbish the building in the last two years,
although it merely rents the facility and may have to relinquish it at any time
to military demand. Because the need for a new hospital building is obvious, the
Association has purchased land next to its modern Windsor Farm Labor SupPly
Center and earmarked it for this purchase. Plans for a new facility were drawn
by an architect and several thousand dollars spent to bring water to this site.It wanted to build a new modern hospital facility containing 30 beds but it isimpossible for the Association to finance this undertaking at the present time.
Within the present year a crisis with regard to the hospital has developed.The present building no longer meets the state's regulations, and with stricterregulations effective July 1st, immediate action is required if the hospital is tocontinue to operate next year.
For this reason, the Association, which heretofore has financed all of its im-provements and services on behalf of its migrant agricultural workers, is apply-ing for federal help for the first time in its history. Shade tobacco, it perhapsshould be noted in passing, does not receive the subsidies given to other forms of

tobacco and the shade growers, accordingly, have received no federal assistancein any form up to this time.
V. Amount of Federal Migrant Health Act funds sought and their purpose
To meet the immediate needs of providing improvements which will enable the‘gricultural Workers Hospital to continue its essential services to the migrant

workers of the Connecticut River Valley, the Association itself has made $75,000available. It also proposes to renovate an existing housing unit at its Windsor
Farm Labor Supply Center to provide a modern facility and more space for its
hospital. This building, with an appraised worth of $100,000, is of cinder block,
one-story construction and contains 5,700 square feet of floor space. In consulta-
tion with Connecticut State Health Department officials, the Association has
worked out plans for renovating and adapting this building at a cost of $130,000.
Since such an amount exceeds the funds available to the Association, it isseeking help in the form of federal assistance under the Migrant Health Act

in the total minimum amount of $50,000, of which $30,000 would be for renova-
tion and $20,000 would be in the form of aid to improve services and other as-
sistance. The latter would allow the Association to apply its own funds which
it otherwise would have to spend for improving these services toward the cost
of renovating the building to be used to house the hospital.
In seeking these funds, the Association has one primary objective—to improve

and deliver more quality care to the migrant agricultural workers employed
by members of the Association. It would accomplish this in three ways:

1. It would provide, through renovation of an existing facility, a modern hos-pital building with 30 beds and additional needed space and facilities, which
would conform in all ways with the regulations of the State of Connecticut for
hospital use.

4



2. It would increase the quality and services afforded to migrant workers:
through its out-patient department, which now is inadequate to the needs.

3. It would provide more comprehensive and higher quality care for in-patients.

VI. Special needs of outpatient services

The present facilities of the hospital clearly are inadequate to meet the needs of
the large number of workers requiring out-patient care. The waiting room and
examining rooms are inadequate and added space must be provided for them.
Moreover, at present, both in-patient and 'out-patients must use the same facilities
and the danger of cross-contamination is greatly increased.
Plans for the renovated building call for the establishment of minimal X-ray

facilities for out-patient care, requiring the installation of lead walls 'and ceilings
in a special room for this purpose. Such facilities are badly needed since it is now
necessary to send patients requiring X-ray examination to the City of Hartford,
usually causing at least a full day's delay before treatment can begin. This facility
would eliminate the present cost of transportation to 'Hartford, release an attend-
ing staff member for duty at the hospital, and reduce additional radiology
expenses.
Besides lack of adequate space and necessary facilities, the hospital presently

lacks an adequate staff to provide the improved services required by its out-
patient department. The Association proposes, through providing better facilities,
to increase the services provided by its present staff as well as to expand its
services by 'additional staff adequate to handle the work load. Additional clerical
help is urgently needed to process 'the records of out-patients, releasing a nurse
from this duty, thereby reducing the unavoidable delays which migrant workers
needing medical attention now face. These delays discourage them from returning
to the hospital for future care and they thus are more likely to fail 'to seek medi-
cal attention for minor, but contagious, ailments because of the inability of the
present staff to treat them promptly. The Association, while recognizing that
additional staff is necessary, finds itself unable to finance its cost at the present
time. Expenditures for direct operating 'salaries of the hospital, exclusive of the
physicians' fees, totalled $68,000 last year, an increase of $9,000 over the previous
year's wage costs.

VII. Special needs of inpatient services
Since the same nursing staff of the hospital handles both in-patient and out-

patient needs, the remarks above concerning the inadequacy of the present staff
with respect to out-patient care apply equally to their ability to provide top
quality care to in-patients. If additional staff and 'better facilities are made
available, the quality of in-patient care automatically will increase. The biggest
need of the in-patients at the present time, however, is for a more adequate
hospital building and facilities. Not only does the present wood building fail to
meet even the lower State standard for nursing homes, but it is crowded and
does not provide all of the facilities required for the quality of medical care
which the Association wishes to provide its workers.
Assistance from the federal government also is needed to help underwrite the

increasing costs of medical care for in-patients. The hospital is presently financed
in part by receipts from hospitalization insurance which the Association provides
its adult migrant workers. This provides $15.00 a day per patient toward the cost
of such services and the grower members of the Association make up the differ-
ence in the cost of running the 'Agricultural Workers Hospital through assess-
ments. Federal assistance under the Migrant Health Act to help underwrite the
rising costs of running the hospital is essential at the present time in view of the
need for the Association to devote all its available funds to undertaking the
extensive renovation of its hospital facilities.

VIII. Budget for requested Federal aid
The minimum total of $50,000 in funds requested for the Association under the

Migrant Health Act would be used as follows:
For renovation of existing building to provide improved hospital facilities

so that they will meet state regulations, $30,000.
For additional staff to improve in-patient and out-patient care and help in

underwriting costs of operating the hospital, $20,000.
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AMERICAN HOSPITAL ASSOCIATION,
Washington, D.C., October 15, 1969.Hon. JOHN JARMAN,

Chairman, Subcommittee on Health, Interstate and Foreign Commerce Com-mittee, House of Representatives, TVashington, D.C.
DEAR MR. CHAIRMAN: I am pleased to submit to you on behalf of the AmericanHospital Association this letter in support of Congressman Paul Rogers' billH.R. 13432 to extend and expand the program of project gratns to public orother nonprofit agencies, institutions and organizations for improving healthservices for migratory agricultural workers and their families.
Enactment of the Migrant Health Act by Congress in 1962, recognized thealmost total lack of health care for migrant farm workers and the difficult andunique problems involved in seeking to remedy the health neglect of these work-ers and their families. Project applications have from the start of the programfar exceeded the available funds, and we understand only about 1/3 of the nation'sone million migrant agricultural workers are receiving health services underthe program. We feel it has, however, functioned effectively in reaching a max-imum number of migratory farm families with the available resources.The American Hospital Association supported the original legislation and the1965 and 1968 extensions of the program. We fully support H.R. 13432.The bill would increase the annual authorization for the program from thepresent $15 million for the fiscal year 1970 to $30 million for the fiscal year 1971,to $45 million for the fiscal year 1972, and to $60 million for the fiscal year 1973.These increases are justified, in our view, by the size of the problem and by thefact that many communities and organizations are ready to initiate new healthprojects for migratory agricultural workers or to expand existing projects as soonas funds are available under the program.
We are pleased the bill would extend the program to "other seasonal agricul-tural workers." Seasonal and migrant farm workers often work and live sideby side in the same community. They face much the same problems with regardto obtaining needed health services and care. They and their families endurethe same conditions of poverty and poor environment and are victims of manyof the same nutritionally based diseases. On the basis of need and from thestandpoint of fairness we favor including seasonal agrecultural workers andtheir families as beneficiaries under the program.
We also support the amendment to spell out as one of the aims of the programthe providing of "a continuity in health care." At the time of your Committee'sconsideration of the Community Health Services Extension Amendments of1965, representatives of the Department of Health, Education and Welfare testi-fied that the language of that bill would be interpreted to permit payment forin-hospital care as part of a migrant health project. Funds to pay for hospitali-zation under the program did not become available until 1967, however, and weare advised that at the present time only half of the migrant health projectsprovide in-hospital care along with other health services. Approval of this amend-ment will, we trust, help to insure needed in-hospital care, in all appropriatecases, included in the health services provided through migrant health projects.In connection with payment for in-hospital services under the migrant healthprogram, we wish to call to your Committee's attention the following problem.Hospitals in migratory labor areas are called on from to time to time to provideboth emergency and in-hospital care for migrant workers who suffer accidentalinjuries or become ill while traveling from one migrant labor camp or point ofmigrant labor concentration to another. These hospitals feel they should not becalled on to absorb the cost of providing such care. We agree and we requestthat your Committee, by language in your report on H.R. 13432 or otherwise,call on the Public Health Service officials administering the program to takesteps to see that the costs of hospital services in this type of case are paidthrough local migrant health projects.
The final provision of H.R. 13432 would specifically authorize grants for train-ing persons in the allied health professions for work in the migrant healthprogram. This is desirable both from the standpoint of improving the programand bringing about more efficient use of health manpower.
We appreciate the opportunity of presenting these comments on and expressingour support of H.R. 13432, and we ask this letter be made a part of the hearingson the bill.

Sincerely,
KENNETH WILLIAMSON,

Deputy Director.
(Whereupon, at 12 :10 p.m. the subcommittee adjourned.)
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