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COMPREHENSIVE ALCOHOL ABUSE AND ALCOHOLISM
PREVENTION, TREATMENT, AND REHABILITATION
ACT OF 1970—EXTENSION

MONDAY, JANUARY 19, 1878

House or REPRESENTATIVES,
StncoMMITTEE oN HEALTH AND THE ENVIRONMENT,
CoxM>MITTEE 0N INTERSTATE AND Foreicy CoMMERCE,
Washington, D.C.

The subcommittee met at 10 a.m.. pursuant to notice, in room 2123,

Raybél_rn House Office Building, Hon. Paul G. Rogers (chairman)
resiaimng.
P Mr. Rgcr:ns. The subcommittee will come to order, please.

This morning the Subcommittee on Health and the Environment
begins its consideration of FL.R. 11317, legislation which would extend
the authorities for formula grants to the States, special grants for
implementation of the Uniform Alcoholism and Intoxication Treat-
ment Act, and special project grants and contraects under the Alcohol
Abuse and Aleoholism Prevention, Treatment, and Rehabilitation Act
for 3 fiscal years.

Alcohol abuse is a sertous and dangerous disease..It directly afflicts
more than 9 million Americans and affects another 50 million. Alcohol
abuse has the potential to affect all of us. social drinkers and abstainers
alike as we confront drunk drivers, affiliated family members, and
friends.

It is vital that the subcommittee not delay in renewing these au-
thorizations and we hope to have legislation ready for House consid-
eration in the very near future. : '

I would hasten to add, however. that although we are considering a
simple extension of these authorities, we intend to carefully consider
any nroposed revisions to the law.

Without objection. the text of H.R. 11317, and any similar or identi-
cal bills will be placed in the record at this point.

[Text of H.R. 11317 and H.R. 11472 follow :]

1)
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IH.R. 11317, introduced by Mr. Rogers on December 19, 1975, and H.R. 11472,
introduced by Mr. Patten on January 22, 1976, are identical as follows:]

A BILL

To extend for three fiseal years the prograims of assistanee imder
the Comprehensive: Aeoliol Abuse and - Meoliolisny 're-

vention, Treanment, and Relabilitatgon et of 1970 .

1 DBe it enacted by the Senate and House of Representu-
2 tives of the United States of dmeriea in Congress assembled,
3 SECTION 1, Seetion 301 of the ('«»ln[»;'v]'l'('ll\i\'v Mool
£ Abuse and Meololisin Prevention, Treatmeni, and Re-
5 habilittion et of 1970 i amended (1) Dy soiking ont

6 Fand™ after 19757 and (2) by fnserting after 1976 the
. T following: 320,000,000 for the period hesinning July o1,

81076, and ending Seprenmher 30, 1976, S80.00,000 for (e

3
-

N -

9 Hiseal year ending Seprember 30, 1977, 820,000,000 for (he ..

AN
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2

fiseal year ending Seplenber 30, 1973, and $30,000,000 for
the fiseal vear ending Replenher 50, 197497

See. 20 Seetion S04 (d) of such Act is amend o by
striking out the period at the end thereof and inserting a
connua and the {ollowing: 83,250,000 for the peried be-
ginning July [, 14760 mad ending September. 30, 1976,
513,000,000 for the fiseal year ending Sepianher 30, 1977,
2,000,000 for the fiseal vear ending September 50, 1978,
and S15,000.000 for the fiseal yvear cuding Seprember 5i
19787

Sec, Tl Seciton 3L o suehe et ix amended (1} hy
striking ont aed T after T1O75, 7 ;n.nl (2) by striking out the
pertad at e end thereof sud inserting a0 conna and the
following: ~$23.750,000 for the period beginng Jnly 1,
1976, and ending September 30, 1974, 395,000,000 for the
fizeal vear ending September ZTU, 1977, 395,000,000 for the
fiscal vear ending Scptvm]wl'_ S0, 1978, and $95,000,008

for the fiseal vear ending September 30, 1979,
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Mr. Rocers. This morning. because of the embargo on the proposed
budget for fiscal year 1977, the subcommittee will hear testimony from
pnblic witnesses only, and will call administration witnesses to appear
next Monday, January 26th.

Today’s witnesses in many ways are the most imporctant part of the
aleoholism prevention. treafiment. and rehabilitation effort—they rep-
resent the people who actnally do the work—the public echicators, the
counselors, the directors of the treatment programs. We welcome you
and look forward to your input.

Our first witness this morning is an okl friend of this snbeommit-
tee—Dr. Morris Chafetz. former Director of the National Institute on
Alcohol Abuse and Aleoholism.

We weleome you, Dr. Chafetz, and are most interested in what you
have to say as a public witness, and yon may proceed as von desire.

STATEMENT OF MORRIS E. CHAFETZ, M.D., PRINCIPAL RESEARCH
SCIENTIST, FACULTY OF ARTS AND SCIENCES, CENTER FOR MET-
ROPOLITAN PLANNING AND RESEARCH, THE JOHNS HOPKINS
UNIVERSITY

Dr. Crrarerz. Thank von, Mr. Chairman.

Mr. Chairman, as always, it is a pleasire for me to appear before
this important Subecommittee on Flealth and the Environment of the
Interstate and Foreign Commerce Committee of the Touse of Repre-
sentatives. It has always been a pleasure becanse of the compassion,
concern, and understanding this committee continnes to express to-
ward the aleoholic people of this Nation. and hecause of the courtesies
which have always been extended to me. T am especially delighted with
this invitation to appear before vou on FLLR. 11317, beeause it is the
first time in # years that T mav make statements and respond to ques-
tions without restrictions, without the imposition of bureancratic and
departmental rules, and free from the dictates of the Office of Man-
agement and Budeet. Ttisa heady moment for me.

Mr. Rocers. It is a good way to start the new vear.

Dr. Crarerz. Yes, sir.

I do not appear, however, before this subeommittee as it examines
the extension of the alcoholism legislation, determined to be eritical
and harsh, but merely to share with yon in your deliberations how ef-
fectively the congressional intent has been served in this particular
program area, and what are some of the directions that we shonld con-
sider as we attempt to deal with this overriding national and lmman
concern.

Prior to my departure from the Government. T shared with the Con-
gress a list of the accomplishinents and challenges which developed
under my tenure as Director of the Tnstitnte.

I should like, Mr. £'hairman. to subinit for the record a letter and
proposal that T sent to Secretary Mathews, on Angust 5, that T think
will be important to the record.

Mr. Rocers. Withont objection, it will be made a part of the record
following yvour verbal statement [see p. 12].

Dr. Cirarerz. Thank you, six.
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Some of the accomplishments that require highlighiing are, for
example, the Uniform Aleoholismi and Intoxication Treatment Act
which recognizes alcoholism as an illness, and makes it a health and
not a criminal i issiie, and has been adopted by 27 States, while 11 other
States, although not adopting the Uniform .\ct have made importart
modifications in their legislation affecting alcoholic people.

Then, too, there was an important increase in funding for aicohol-
related problems during the years of my tenure. When the National
Institute on Alcohol Abuse and Aleoholism finally became a viable
entity in May of 1971, as a consequence of the passage of Public Law
91-616. the Comprehensive Alcohol Abnse and Alcoholism Treatment,
Prevention, and Rehabilitation Act of 1970, the fiscal year fundm«r
for 1971 was $17 million. By 1974, the appropriatious process and the
release of impounded moneys provided the program with 3218.5
million,

Furthermore. there is abnndant evidence that there is a growing
acceptance of alcoholism as an illness as measnred by the increasing
acceptability from insurance companies for third party payments. We
know, too, that the reality that alcohol is a drug is being accepted by
this Nation when measured by survey techniques as well as evidenced
by hroadcast and printed reports aronnd this issue.

The release of the two volumes of the alcohol and health report by
the Secretary of Flealth, Education, and Welfare to the Congress dis-
cussed both fundamental and new knowledge in the alcoholisin field
and they generated a great deal of public interest while they helped
to svnthesize research knowledge.

“We have evidence that the social stigmas attendant to alcohol are
lessening, which is nteasnred by the 500 voluntary citizens and youth
orrrmnzatlonq which have become mvol\ ed with the aleoho] issues and
problems of this Nation.

The interest in and inereasing nnmhel of occupational aleohoelism
programs reflects some of the language of Publie Law 91--616 which
placed a legislative emphasis on mrlv identification. Occupational
programs have shown a tenfold increase by businesses to assist their
employvees. There are more than 100 institute-trained occupational
consultants in all of the 50 States. with 275 programs serving more
than 2.7 miilion persons. These ocenpational programs are reportmg
recovery rates. without job loss, of 80 percent.

The first alcohol and health report stated: “Among American In-
dians, the incidence of alcoholism is at an epidemic Tevel—on some
reservations the rate of alcoholism is as high as 25-50 percent.”

Becanse. Mr. Chairman. we knew a good deal about alcoholism but
nothing abont what it felt like to be an Indian, we created Indian peer
review committees. When I left the Government, there were more
than 160 Indian-supported programs that were originated by Indians
and were being run by Indians. An evalnative stndy of several of the
major tribal groups indicated recovery rates of better than 46 percent.
Interestingly enough, recent vesearch shows that the metabolism of
aleohol by Tndians is no different than other ethnic grouns so we better
be prepared to do away with our stereotypes abont alcohol ansi Ind:ans.

Tn conjunction with the Department of Transportation’s alcohol
safety action program. the Institute supported the development of
alcohol treatment programs at approximately 25 sites. These treat-

10
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ment programs bronght rehabilitation foens to this Taw enforee-
ment process for drinking drivers rathey than a punitive approach,

Beeause of the absolute neeessity tor acconntability for these pro-
grams and in order to guarantee credibility for this national eftort on
behalf of the aleoholie people of this Nation, a dara collection syatem
was developed and is in use for programs which service S0 poreent
of the clientele of federally supported programs,

Under the direet auspices of each State agency,a State prevention
coordinator program was implemented and. as of May 1975, 49 pre-
vention coordinator programs had been established to develop intia-
tives within the individnal States in the area of prevention,

T might also add that we have mvolved important oreanizations

-

such as the educational commission of the Srates. the JC's, PTA .
Federation of Women's Clihs, YMCOAS and =0 forth, and we will
continue to need Government grants fo maintain this leadership in-
terest across the count rv.

The Institute also ereated the National Cleavinghouse for Aleohol Tn-
formation which serves as a national focal point for the collection
and dissemination of a comprehensive body of knowledge on aleohol
abuse and aleoholism, The Ulearinghonse obtainsg worldwide inform-
tion on aleoholism prevention and treatment, and shares this knowl-
cdge with the commimity and the general publie. During its first 3
years of operation. the Clearinghonse has bnilt g library and a refer-
ence system of more than 45000 items while disseminating some 8.5
miliion information items across the Nation and throughont the world,

Furthermore, the Tnstitnte croated In1975 the National Center for
Aleohol Edueation as a means to develop manpower related to the
treatment and prevention of aleohol abnse and alcoholism. These are
facts that T have shared with vou before, but whieh hesr reciphasiz-
ing in an era of evnicism about Government programs.

But T should like at this time. M. Chairman. to share with von
some information that von have not previously had. For example.
theee e preliminary estimates which indicato a obpereent redue-
tion 1 cirrhosis doaths during the tirst 9 months of 1975, compared
with a similar period in 1974 TF thoeso data hold np. we might canti-
ouslv begin to question whether or not this is a positive reflection
of the emphasis on aleoholism this country has extended sinee the 1070
enacttient of Publie Taw 91-616. You may not be aware, Mr. Chair-
man, but eirrhosis mortality ficures are one of the bagic nnmboers used
in the Jellinek formula whiel measures the ineidence of alenholism
In various nations. Tt is not inconceivable that this reéduction in eir-
rhosis may indieate the carly signs of a reduction in aleoholisn,

s setentifie, however, T st cantion that this mayv be nothing
more than a simple alorration of statistical observation: bhut with
the therapentic nihilismn and negative attitudes townrd aleoholie peo-
Ple in this conntry wineh have persisted for far too Tong, it is impor-
tant to share a1 hopefnl sion.

There are others: Preliminary statistics on highway fatalities in
74 fidieate » reduetion in fatalities of almost better than 19 percent,
Or 10000 fewer peaple heing killed on the hiehwn ve in 1974 as con-
trasted to 1973, It is true that {he popular rationale for this is
ascribed to the nationwide redizetion of speed limits to 55 miles per
hour: but we cannot, in all fairness, lose #ziaht of the fact that severe
aleohol problems have been a major contribution to 40 percent of all

it '
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traffic fatalities in this Nation. And durving this same interval we
are measuring, the highway trafic safety programs were being fully
implemented, implied consent laws were being passed, driving while
imtoxicated laws were being enforeed, and treatment for offenders was

“being implemented.

But there s more: A study of alcoholism treatment facility ontcome
measures is nearing cowmpletion for distribution to the public. This
study reveals that persons entering treatmient at the NIAANA-sup-
ported centers are severely impaired individuals. They drink nine
times more aleohol than the average individial and, ag a consequence,
they sutfer severe consequences at a rate alinost 12 times that for the
nonaleoholie person. They are severely socially impaired; more than
2U pereent are nnerployed and more than half have broken marrtages.
They also have lower incomes and less education than the average
person.

However, Mr. Chairman. in spite of their =everely imipaired statuses,
clients of these centers show substantial improvement in their driik-
ing behavior after treatment, measured at 6- and 1s-month intervals
following entrance into the program. Mr. Chairman. the rate of un-
provenient for these severely ilf, severely impaired individuals is 70
pereent. as measured by several diferent onteone indicators.

In all fairness, Mr. Chalrman, although this improvement rate is
impressive, I must stress that only about 25 pervent of these clients
have abstained for at least 6 months and only 10 percent report total
abstention at 1N months. But bear in mind while the majoruy of -
proved clients are drinking moderate amounts of aleohol. they are
doing so at levels mneh, muelt below what could be deseribed as'aleo-
holie driiking. We can also see from this data that people who recover
from alcoholism may pass through periods of drinking and abstaining.

Perhaps it is time, Mr. Chairman, that we, as a nation, recognize
ditferent outcome measures {or suceess than forevermore abstinence.
I believe this is necessary for developing a reasonable perspective
about what constitutes sticeess in the treatment of aleoholism.

We might further break down the 70-percent vecovery rute by say-
ing that of the people who have recovered in these treatuies: programs,
one-third abstain totally, one-third are periodic drinki~s, and one-
third drink within the elements of normal drinking. Fhese findings
should not be interpreted by anyone as a suggestion thar recovered
aleoholic people should try to become social drinkers. It merely sug-
gests that unrealistic eriteria can guarantee an appearance of failure,
when, in fact, failure does not exist. Some will attack our publiely
sharing these tindings. We cannot assume. T believe, a paternalistic
mode of hiding from the publie’s right to know scientitic facts which
attack conventional wisdom and mythelogy.

There is nore. Although there is no guarantee in aleoholism recovery
as to who will relapse and who will not, a finding in this study reveals
that relapse rates for those who go back to normal drinking in the
recovery period are no higher than for these who are long-term
abstainers. Stated another way, the evidence suggests that for some
recovered alcoholic people, moderate drinking does not guarantee a
certainty of full relapsc. ' B

As a scientist and vs a physician, I must share one other major
finding with you: Recovery rates do not scem * be correlated to any
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single treatment method, neither in locale such as hospitals, hnlfwn?'
houses, or outpatient care, nor to specifie treatment. techniques snch
as group counseling, individual therapy, anti-abuse therapy. or Alco-
hotics Anonymous. It would appear, then, that the fact of treatment
is more important thun the type of treatment the individual receives.

,'The only exception to this finding is that treatment given in sufficient

anounts and intensity produce greater positive outconies.

What we are saying, Mr. Chairman, and what we are finding, is
that the ability to receive treatment, irrespective of the locale or tech-
nique, guarantees high success rates in the treatment of alcoholic
people of this Nation. Aleoholic people are very treatable.

Thero is other positive evidence that I would share with this com-
mittee. Alcoholics Anonymous reports that its membership rolls in-
creased from 500,000 members in 1970 to a membership of more than
TH0000 members in 1974, which A A generously attribuies to the adop-
tion of Public.Law 91-616 and the creation of NTAAA and its pro-
grams, The second statistic I would share with you is that since the
passage of the alcohiolism legislation, each of the 7 States has created
statewide alcoholism programs with formula grant noneys.

Am 1 suggesting, Mr. Chairman, that we need not do anything
more about aleoholism since we have had such a record of success? My
rhetorical question demands a strong response of no. T might add as
an aside that the appointment of my esteemed colleague, Dr. Ernest
Nolile of (‘alifornin, as my successor is not. only flattering to me per-
sonally but also an indication of the fact that the seientific comntunity
considers this an area of important endeavor and such a highly
qualitied man accepting this appointment as my successor is proof of
thad commitment.

However, wa cannot wipe out. 200 years of neglect with just a few
yerrs of national attention to this important issuc. National attention,
by the way, that came at o time in Federal history when budgets were
tight and personnel resources were limited.

I call to your attention. for example, the ehart attached to my state-
ment that shows the personnel allocations of resources for the various
nstitutes of health of the Department and the comparison of how few
NTAA A has. But we were always promised more.

And also, Mr, Chairman, T might point out. sinee we share another
iutual interest, that the National Institute of Environmeni and
Health Seiences is similarly deprived. as is the Alcohelism Institute,
I didd not recognize it until' T was preparing this testimony.

On March 18 of 1971, during oversight hearings, Dr. Vernon Wil-
son. then the head of the Health Services and Mental Tealth Admin-
istration, provided the Special Subeommittee on Aleoholism and
Narcotics of the Senate Tabor and Public Welfare Committee a
professional judgment budget. That budget stated that the Federal
ulcoholism program would require for its multiple programmatic
responsibilities for this Nation a 5-year budget of 2.1 hillion,

I‘ need not remind this committee that although, in diflieult fiseal
times, we have done reasonably well, we have not come elose to what
the resourees require to deal effectively with this enormous problem.

‘There are other sadnesses besides the lnek of personnel for the In-
stitute and the inadequate budgetary outlays. Operating in our nleo-
holism programs which we support we find what T call the “Inverse
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Pyramid”, where the “haves™ et most of the resources and the “have-
nots"—the patients—get the least. In other words, close to one-half
of the expenditures in these programs are for indirect costs with less
than one-half available for direct patient care. There must be an at-
tempt to right that pyramnid so that fewer resources are expended
on behalf of the people at the top of the hierarchy and inore is
dispersed to the people the programs are designed to serve.

I think also this committee ought to reconsider the conventiona:
wisdom of having always a separate program for other drngs and al-
ways a separate program for the drug alcohol. I am now convineed
that the time has come to question the advisability of this total separa-
tion and duplication. They appear to be a product of mythology. con-
vention. and territoriality rather than based on reality. I know, Mr.
Chairman. I step on some delicate territorial toes when I take this
stand. but delicacy is not one of my strengths: I can only count on my
dedication to these suffering people and to the limited resources a
society can expend.

I would suggest to this committee, furthermore, that they look
more closely at the bureaucratic mechanisms of diverting ~ongressional
intent. T do not. Mr. Chairman, wish to jump upon the bandwagon of
attacking my former fellow bureaucrats becanse it is fashionable
today to do so. In the main, they are a hard-working, well-
intentioned lot. But T am aware, nnfortunately, or how prograrmatic
thrusts were blunted. for example, by the public affairs seetion of the
Department arbitrarily insisting we delete articles about aleohol and
poor people because they thought it would tarnish TTEW's image; or
where this same group would impose their jndgment that they thought
an article was too sophisticated for the pnblic, whereas our tests and
our programmatic experience had revealed that the articles had
mantifested the greatest of interest.

I would also respectfully suggest that the Congress examine
whether or not it is contributing to a lessening of its own intent in
enacting legislation through the mechanism of the writing of regu-
lations. In my opinion, Congress cannot continue to write laws and
have these laws literally rewritten and redirected by bweavcratic
regmlation setting.

Tt is 11y recommendation that Congress begin to consider methods
whereby legislation which requires the writing of regulations have
written into the law setting a date for regnlations hearings hefore
the originating congressional committee, to take testimony which
will measure whether or not draft regnlations in fact manifést the
intent of Congress.

The Congress of the Tnited States, in my opinion, if it wishes to
more fully realize its own programs for the people of this country,
must set nechanisms of accountability and review which will pre-
clnde subversion of this intent by the bureaueratie processes.

T must raise for vour considerntion one last important issue. One
of my prondest developments in Government was. that the NTAAA
not only talked about prevention, it set up operational mechanising
to achieve that important goal. No matter, Mr. Chairmnn, how mnch
money is spent, no matter how sueeessful treatment. programs are,
until programs are developed which are in the direction of preven-
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tion and the promotion of lealth. we will always be dissatisfied with
our programs and the expenditure of taxpayers” dollars,

But all of us have a problem in this area around the issue of pre-
vention. Prevention programs require different types of perspective
and speial kinds of programs, As a physician, von' ! ww that T have
heen reforred to as a healr!. nre provider. But le. me rigk inenrring
the wrath of my fellow physicians by stating that © was trained in
the econowies of sickness care. not healtl care. and 1 apologize to
your esteemed Dr. Carter with whom we share, I hope, mutual respect
about that.

My expertise in sickness care does not automatically ¢ive me the
wherewithal for the economics of healtl care. The same is trne in
brograms for prevention of aleoholism. Thoese who are brilliant and
sueeessful in the art of treating the easualties of alcoholism have
no special skills to contribute in the development of prevention pro-
grams. As a matter of fact. they may retard prevention program
growth bécause of the territoriality which develops when a program
is suecessful. visible, and funded. The natural tendeney is to want

to keep so-called interlopers ont of their field of endea vor,

This is already going on in the aleoholism field today and there-
fore, Mr. Chairman. T strongly recommend that in the renewal legisla-
tion under your consideration. which T strongly support. an ear-
marked mrthorization for prevention programs in alcoliolism of not
less than 220 million per vear be included in whatever authorization
you consider,

Withont carmarking for prevention. without the imprimatine of
congressional infent, we will soe g fendeney toward just doing wiore
and more of more of the same instend of ereating innovative pre-
vention approaches, and we will come together at o future heaving
frustrated instead of fulfilled.

Mr. Chairman, there is n areat deal more in hoth general sind spe-
cific terms that T could share with this committee. T wonld prefer,
however, that that come out us an expression of interest manifested
by questions of this committee rather than in my statement. 1 oagain
thank yon for your generosity for inviting e fo testify before this
committee and 1 will he happy to answer any questions yYou nay
have,

[ Testimony resumes on p. 49.]

[The eharl and the letter with attachment. referred to, follows:]
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DEPARTMENT OF HEALTH. EDUCATION, AND WELFARE
PUBLIC HEALTH SERVICE
ALCOHOL, DRUG ABUSE, AND MENTAL HEALTH ADMINISTRATION
ROCKVILLE, MARYLAND 20882

N
NATIONAL INSTITUTE

August 29, 1975 mo'_ugsgo:upumumsu

Honorable David Mathews
Secretary of Health, Education, and Welfare
Washington, D.C. 20201

Dear Mr. Secretary:

Pursuant to our discussion, 1 am forwarding the attached
briefing report, ""National Institute on Alcohol Abuse and
Alcoholism: 1970-1875 ~- Progress, Needs and Challenges."
It highlights the accomplishments of the Institute during

the vears I have heen privileged to serve as Director.

1t also summarizes my thoughts on the outstanding issues
that face the Institute and the Nation in coming to grips

with the problem of alcohol abuse and alcoholism,

1
In submitting this final report, I wish to reiterate my
appreciation to the Congress, the President, the Department,
the Institute staff, the alcoholism field, and the American
people for their support of the Federal alcoholism effort
in building this record of accomplishment.

Sincerely yours,

Yy

Morris E. Chafet?, Né
Director
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NATIONAL INSTITUTE ON ALCOHOL ABUSE AND ALCOH&LISM: 1970-1975

Progress, Needs and Challenges

Report to
The Secretary of Health,'Education, and Welfare
from the
Director of the National Instifute on Alcohol ‘Abuse and Alcoholism
Alcohol, Drug Abuse and Mental Health Administration

Public Health Service
Department of Health, Education, and Welfare

August 29, 1975
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I. INTRODUCTION AND CHRONOLOGY

Beyond the obvious role of the Federal government in translating public
moral judgment about alcohol and alcoholism into law during the past two
hundred years, the history of actjve Federal involvement in alcoholism treat-
ment and rehabilitation has been a short one indeed. As late as 1965, there
was but one identifiable alcoholism specialist among the entire staff of the
National Institute of Menta] Health. In 1967, HEW Secretary John Gardner
established a small National Center for the Prevention and Control of Alco-
holism within NIMH, but jts budget of less than three million dollars was a
pitifully insignificant sum to combat an illness which afflicted millians of
Americans. By late 1970, the Center had been upgraded ‘to Division status
within NIMH and alcoholism appropriations for Fiscal Year 1971 had been set
at $14 million. However, it remained for new Tandmark legislation at the
end of 1970 to initiate a new era of significant Federal leadership and com-
mitment to the problems of aleshol zbuse and legngtism,

EVENTS AND MILESTONES IN THE FEDERAL ALCOHOLISM EFFORT

DECEMBER 1970--After unanimous Congressignal passage, President Nixon signs
into law the "Comprehensive Alcghol Abuse and Alcoholism Prevention, Treat-
ment, and Rehabilitation Act of 1970," creatirg the National [nstitute on
Alcohol Abuse and Alcoholism and authorizing project grants, contracts, and
State formula grants for the pravision o7 prevention, treatment, and rehabjli-
tation services..

MAY 1571--The tiatiznal Instituts an &iconol Auuse and Alcohalism (NIARA}
becames operationsl witiin the Yu*icas! Instizute of “rntal dealth, an agency
of HEW's Health Services ang Ments: Heslth Adninistiat.an, wivh Dr. Morris E.
Chafetz as jts firs® director.

JUNE 1971--The First Annual Alcoholism Conference of the National Institute
on Alcohol Abuse and Alcoholism is held in Washington, D.C. with 300 attendees.

JUNE 1971--The NIAAA Fiscal Year 1972 budget appropriation of $84.6 million
represents a six-fold increase in NIAAA appropriations over the previous year,
and a twenty-eight-fold increase over the previous five years.

AUGUST 1971--The National Conference of Commissioners on Uniform State Laws
passes the "Uniform Alcoholism and Intoxication Treatment Act," which is
designed to remove public drunkenness from the criminal Justice system.

, and Welfare submits the

FEBRUARY 1972--The Secretary of Health, Education
s N chol and Health.

tio
First Sgecial Report ¢ the U.S. Congres Alc

FEBRUARY 1972--The MIARA launches ‘ts nationwide public service education
campaign through the mass media, witn ma¥1°ngs %o aver 12,000 radio, tele-
vision and print outlets.
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JUNE 1972--A11 50 states qualify a comprehensive alcoholism program for a
proportionate share of $30 million in State formula grants.

JUNE 1972--The NIAAA public service education campaign penetrates into all
50 States and several foreign countries.

JUNE 1972--The NIAAA completes its first full year of operation with a total
of 500 grants in the areas of research, training, State assistance, and com-
munity assistance, representing %81.5 million in funding.

JULY 1972--The National Clearinghouse for Alcohol Information begins opera-
tions, responding to public inquiries generated by the education campaign
and providing a central repository of information services in the areas of
alcohol, alcohol abuse, and alcoholism for the health professions and the
lay public.

SEPTEMBER 1972--The NIAAA Division of Prevention, the first such division
in any Federal health agency, is activated. ,

OCTOBER 1972--The NIAAA education campaign wins First Prize, Public Service
Advertising Campaign, at the New York International Film Festival.

APRIL 1973--The final report of the National Commission on Marihuana and
Drug Abuse confirms the NIAAA Alcohol and Health Task Force report finding
that alcohol is the most abused drug in the United States.

MAY 1973--The NIAAA is placed within the National Institutes of Health.

JUNE 1973--The Alaskan Native mini-grant program is launched, funding for
the first time alternatives to alcohol in remote Alaskan villages according
to needs determined by the individual communities.

JUNE 1973--Follow-up evaluation of the first phase of the NIAAA public ser-
vice education campaign indicates 59% of the American public now view alcohol
as a drug. .

JUNE 1973--The National Clearinghouse for Alcohol Information comb]etes its
first year of operation, having responded to more than 900,000 information
requests.

JUNE 1973--NIAAA's Third Annual Alcoholism Conference attracts over 1,400
participants to Washington, D.C., nearly a five-fold increase over 1971.

JULY 1973--The Mational fznter for Alcohol Education begins operations devel-
oping education and training programs as part of an expanding Institute pre-
vention effort.

JULY 1673--The Institute announces a comprehensive, formalized plan to stim-
ulate third-party payments for alcoholism treatment services, including objec-
tives for prugram accreditation, personnel certification, management and
financial management training, development of a model insurance benefits
package and a fmodel program cost accounting system, and initiation of incen-
tive contracts for the provision of alcoholism treatment on a profit-making
basis. :
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SEPTEMBER 1973--NIAAA is established as a separate Institute within the
newly formed Alcohol, Drug Abuse, and Mental Health Administration, along
with the National Institute on Drug Abuse and the National Institute of
Mental Health. i

NOVEMBER 1973--NIAAA releases figures that indicate over 400 Institute-
supported treatment programs handle 140,000 clients annually, including a
doubling of the caseioad at NIAAA-funded comprehensive Alcoholism Treatment
Centers over the previous 12 months.

DECEMBER 1973--With the release of impounded funds, NIAAA appropriations
exceed 3218 million for Fiscal Year 1974.

DECEMBER 1973--A national alcohol education task force of the Education .
Commission of the States is crezted, with South Carolina Gavernor John West
as Chairman, to generate better approaches to alcoholism prevention,

MAY 1974--President Nixon signs into law the "Comprehensive Alcohol Abuse
and Alcoholism Prevention, Treatment, and Rehabilitation Act Amendments of
1974."

JUNE 1974--NIAAA's Fourth Annual Alcoholism Conference attracts over 4,000
participants, an increase of nearly three-fold over the previous year and
nearly 14 times the attendance of the first conference held three years earlier.

JULY 1974--The Second Special Report on Alcohol and Health is sent to Congress
and released to the American public, presenting a comprehensive Jook at new
knowledge in the alcohol abuse and alcoholism fields.

JULY 1974--The NIAAA initiates four regional Area Alcohol Education and Train-
ing Programs in a move to decentralize its training and education activities.

AUGUST 1874--The first two incentive contracts are awarded to demonstrate the
feasibility of providing self-sustaining alcoholism treatment services through
the third party payment system.

SEPTEMBER 1974--Provisions for alcohol abuse education, treatment and preven-
tion are included in the Juvenile Justice and Delinquency Act signed into law
by President Ford.

SEPTEMBER 1974--President Ford signs into law the Alcohol and Drug Abuse
Education Act.

DECEMBER 1974--NIAAA is appropriéted $146 million for Fiscal Year 1975.

MARCH 1975--Results of the first large-scale follow-up study of clients
treated by Institute-funded Alcoholism Treatment Centers indicate 70%
recovery rates 18 months after intake.

MARCH 1975--The first 42 alcoholism programs are accredited by the Joint
Commission on Accreditation of Hospitals under newly adopted national
standards.
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APRIL 1975--National Standards for the certification of alcoholism counselors,
developed under NIAAA sponsorship by the alcoholism field, are promulgated.

MAY 1975--The Institute assigns high program priorities to eight areas of
strong concern: Spanish-Americans, Blacks, the aged, youth, women, Indians,

. ,occupational alcoholism, and public safety.

JUNE 1975--Dr. Morris E. Chafetz resigns as Director of the National Institute
on Alcohol Abuse and Alcoholism effective September 1, 1975, after five years
as the head of the Federal alcocholism program.

-,
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IT. LEGISLATION

The period from 1970 to 1975 was marked by important progress in the
enactment of legislation advancing the alcoholism movement. For the first
time the Federal thrust was provided with a strong Congressional mandate to
reduce the prevalence of alcohol-related problems in the Nation, and the
Department of Health, Education, and Welfare was given the tools and resources
to begin that task. The advancement of the welfare of alcoholic people and their
basic human right to humane treatment found growing force in Federal law.

[ PL 91-211, the Community Mental Health Amendments of 1970, took effect
on July 1, 1970. The legislation amended and strengthened authorities
for alcohol abuse and alcoholism programs by authorizing direct grants
for special projects outside of community mental health centers. Subse-
quent appropriations, however, were insufficient to implement the Act.

[ On December 31, 1970 President Nixon signs into law landmark legislation in
the field of alcoholism -- the Comprehensive Alcohol Abuse and Alcoholism
Prevention, Treatment, and Rehabilitation Act (PL91-616), which was passed
unanimously by both Houses o< Congress. Passage of this Act marked the
start of large-scale action in the alcoholism field by the Federal govern-
ment.

Major Provisjons

® Establishment of the Natijonal-Institute on Alcohol Abuse and Alco-
halism; . .

) Establishment of a National Advisory Council on Alcohol Abuse and
Alcoholism to make recommendations to the Secretary of Health,
- Education, and Welfare on policy relating to the Feder&l alcoholism
progran, and to review grant awards in this area;

] Authorization of formula grants to the States, and project grants
to organizations and institutions;

° A reguirement that comprehensive State health plans under section
314(d) of the Public Health Service Act include services for the
prevention and treatment of alcohol abuse and alcoholism commensur-
ate with the extent of these problems within the State;

. Prohibitior cf discrimination by hospitals receiving aid under
this Act in regard to admitting alcoholic people for treatment.

° The Uniform Alcohalism and Intcxication Treatment Act decriminalizing
alcahalism and public drunkenness was draftec and appraved by the National
Conference of Commissioners on Uniform State Laws at its August 1971 annual
meeting. Then-HEW Secretary Elliot L. Richardson wrote to all 50 State
governars urging enactment. The Uniform Act has since been adopted, all
or in part, by at least 27 states, although not all of these States have
decriminalized public intoxication.
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Major Provisions and Recommendations

. A declaration of State policy that "alcoholics and intoxicated
persons may not be subjected to criminal prosecution because of
their consumption of alcoholic beverages but rather should be
afforded a continuum of treatment in order that they may lead
normal lives as productive members of society.”

[ Organization of a division of alcoholism within the State govern-
ment.

[} Outline of standards for alcoholism and intoxicatiaon treatment,
including --

(A) A patient sha'l, if passible, be treated on a voluntary
rather than an involuntary basis.

(8) A patiert :hadl be injtially assigned or transferrad to
outpati-’ :r intermediate treatment, unless he is found
to requi.~ ,npatient treatment.

(C) A persoa shall not be denied treatment solely because he
has withirawn from treatment against medical advice on a

prior occasion or because he has relapsed after earlier
treatment.

(D) An individualized treatment plan shall be prepared and
mdintained on a current basis for each patient.

(E) Provision shall be made for a continuum of caoardinated
treatment services, so that a person who leaves a facility
or a form of treatment will have available and utilize
other appropriate treatment.

) On May 14, 1974 the Comprehensive Alcohol Abuse and Alcoholism Prevention,
Treatment, and Rehabilitation Act Amendments (PL93-282) became law. The
Act extended the grdant atuthcrities of the Institute for another two years,
consolidated all Institute progrem authorities urder cne Act, and increased
authorization levels for NIAAA program funding. The Act also provided for
strengthened legislative insurance and encouragement of treatment for
alcoholic people.

., Major Provisions

° The establishment of the Alcohol, Drug Abuse, and Mental Health
Administration (ADAMHA), to include the National Institute on
Alcohal Abuse and Alccholism as a separate entity co-equal with

the National Institute on Drug Abuse and the National Institute
of Mental Health.

[ Authorization of project grants and contracts for prevention and
treatment of alcohol abuse and alcoholism, including demonstration,
service, evaluation, education and training projects, and programs
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and services in cooperation with schools, courts, penal insti-
tutions, and other public agencies;

. A ban against hospitals receiving any Federal aid if they dis-
criminate against alcoholic persons, efther in admission or
treatment policies;

. Provision for confidentiality of records of any client involved
in any alcoholism program receiving Federal assistance, except
upon their written consent for disclosure, or in the case of a
bona fide medical emergency, anonymous scientific research, or
court order;

[ Authorization of an Interagency Committee to evaluate the ade-
quacy and technical soundness of all Federal programs related to
alcoholism, and to coordinate all Federal efforts in this area;

® Authorization of special grants to States implementing the
Uniform Alcoholism and Intoxication Treatment Act (the first
such time Congress has made a formal endorsement of a Uniform
Act for implementation by the States).

NEEDS AND CHALLENGES: LEGISLATION

Many States which have passed the Uniform Act have adopted it only in
part, and among the States which have adopted the Act, there is typically
a wide gap between the treatment services specified by law and the treat-
ment services actually available. Funds have been awarded to 16 States
which had in effect the basic provisions of the Uniform Act as of

June 30, 1975.

The anti-discrimination provision of the Comprehensive Alcohol Abuse
and Alcoholism Prevention, Treatment, and Rehabjlitation Act Amendments
of 1974 has not been enforced.

€
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ITI. TREATMENT

Since its inception, the first and highest priority of the Institute has
been to make effective, quality treatment available to every alcoholic person
in the United States. We have worked to realize our primary goal by support-
ing the development of comprehensive alcoholism treatment programs at State
and community levels. It has been the position of the Institute that the
individual States and communities of the Nation have the best ability to
recognize specific local needs within their respective geographic regions
and design their alcoholism programs accordingly. Because the complexity
of the problem defies simplistic solutions, it would have been a grave mis-
take to attempt to advocate one single program model for the entire alcoholic
population of the country. Rather than trying to deveiop set programs into
which we place people -- the all-too-common approach that has proved so dis-
astrous for alcoholic clients in the past -- our objective has been to foster
the development of programs which respond effectively to individual needs and
differences.

In this context, the Institute also has urged-the integration of alcoholism
treatment programs within the entire range of community health and social sep-
vices, so that our programs could meet the full spectrum of needs that con-
tribute to the hurt of a human being. Fragmentation of services not only
reduces the availability and effectiveness of treatment programs, it also
keeps the alcoholism problem hidden from public view. Until we reach the
point where alcoholism victims can avail themselves of all the human services
and treatment accorded the victims of most other il1lnesses, we will not be
able to significantly reduce the alcoholism problems of the Nation.

[} Since the inception of the Institute a nationwide treatment program
has been put into place, with more than 600 community alcoholism pro-
grams placed into operation. :

. Five years ago only a handful of States had viable alcoholism programs.
In FY 72 the Federal formula grant program was initiated and it made
up to $30 million available to States which developed acceptable com-
prehensive alcoholism progra »lzns. During the course of FY 72 all
States developed qualifyin; picns. Ongoing alcoholism programs have
since become aperational in a1l 50 States, the District of Columbia,
Puerto Rico, Yirgin Islands, Guam, and the Trust Territories of the
Pacific, with wany States significantly increasing commitments of their
own funds for the provision of alcoholism services. In addition to the
designation of a single responsible agency and an advisory council in
each State, most States have operational county or regional councils.
gge apgropriation for Federal formula grants to the States in FY 75 was

2 million.

Special Projects . -
A significant strength in the service building effort has been the use

of the categorical funding approach to meet the wide-ranging, individualized
needs of special population groups. Many population groups have been afforded
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services for the first time in a number of communities -- the poor, American
Indians, Blacks, Spanish-Americans, Alaskan Natives, women, youth, and migrant
farm laborers. Special guidelines have been developed by the Institute for
these targeted pepulations to assist them in developing effective programs.
Because of the specialized needs of these groups, the knowledge base of the
alcoholism fieid has been broadened. The Institute has stood as a Federal
advocate for these groups, and in a number of instances -- among 8lacks,
Spanish-Americans and American Indians -- it has helped foster the develop-

: ment of national constituency orgarizaticns.

(] At the present time, the Institute supports 147 programs for Indian people
in response to applications originated by Indians for programs run by
Indians representing an investment of $16.5 million for FY /5. -

According to the First Alcohol and Health Report, "Among American Indians,
the incidence of alcoholism s at an epidemic level. The rate is estimated to
be at least two times the national average. On some American Indian reserva-
tions, the rate of alcoholism is as high as 25 to 50 percent." Until the crea-
tion of the Institute and the initial allocation of $750,000 for American Indian
programs, Native American people had to rely exclusively on limited OEQO funds
for alcoholism treatment. The initial request for proposals generated a $7
million demand with only one-tenth of that sum available. A technical review
group compased of Indians was established as part of the peer group review pro-
cess that has been traditional to the Institute. This program has expanded
rapidly with evaluation indicating a significant positive impact on this major
problem of Indian people. A study of Northwest programs involving several major
tribal groups has indicated up to 46% recovery rates over an 1§8-month follow-up
ceriod. One program funded o the student council of an Indian boaraing schooi
became the prototype for seven other student-oriented school programs, both
Indian and white.

(] In response tc the pandemic problem of alcohsl abuse and alcoholism among
the Alaskan Native population, during FY 73 and 74 the Institute funded
173 special mini-grants up to 310,000 for an approximate total of $173,000.
These one-year project grants assisted Alaskan Native communities in devel~
oping their o~ alternatives to alcohol abuse. The overwhelming response
was to constr.:t, remodel, or rent village centers in which to engage in
such constructive activities as arts and crafts, youth and adult recreation,
repair and sale of small machinery, employment training, village gather-
ings and A.A meetings. Preliminary reports indicate a significant reduc-
tion in alcohol-related problems. The mini-grant program was develaped
in collaboration with State and lacal alcoholism agencies and organiza-
tions as the first step in an overall Alaskan Native alcohalism program.
Liaison has been established to integrate this effort with related Federal,
State and local health and social service planning. In addition, as part
of @ $1.5 million grant to the National Council on Alcoholism {(Alaska)
for public information and education projrams, the Alaskan Native Commis-
sion on Alcohol and Drug Abuse is designing, producing, translating and
distributing multi-media educational materials for both rural and urban
Alaskan Native populations.
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Occupational Alcoholism Programs

Individuals with alcohol-related problems have traditionally not been
identified until their behavior has come to the attention of law enforcement
or various social agancies -~ typically in the chronic phase of alcoholism.
Job impairment relaied *3 excessi,e alcohol use 1s observable at a far earlier
stage of this progressive i1lnass. As a resi1t, occupational programs were
stimulated as early as 194€. However. even by 1970 such progra.ns were 1imited
both in number and effectiveness. Aas vccupational programs comprise gne of
the few secondary preventicn opnoriunities, their expansion and improvement
were among the iniftial pyioritias of the Institute.

The Institute's principal emphasis in the accupational area has beern pro-
viding the individual States with the capability of rendering technical assis-
tance to foster program development in both the public and private sectors.
Although this effort has been relatively inexpensive it has resulted in at”’
least a ten-fold increase in programs adopted by business to reach out and
assist empioyees with alcohol-related probiems. As is the case with other
highly treatable illnesses, this form of early qutreach has demonstrated sig-
nificant success: Recovery rates, without Jjob loss, of over 80% are now being
reported. Moreover, occupational programs have proven to be highly cost-
effective, and with alcohol-related problems currently costing the Nation's
economy more than $25 billion annually (including $9.37 billion in direct
losses to business and industry}, both management and labor are devoting
increased attention o this type of programming.

] More than 100 Institute-trained occupational program consul tants are
presently employed in all 50 States, promoting and assisting in the
development of State and local programs.

[} More than 275 new octcupational alcoholisa programs have been estahblished
and currently serve a work force of appiroximately 2,750,000 persons.

) Significant partnerships have been' developed with the Civil Service
Commission and the Department of Defense to foster Congressionally
mandated occupational programs for Federi} employees with alcohol-
related problems.

Joint Alcohel-Drug Abuse Activities

A.selected number of Joint alcohol-drug abuse service programs have been
developed with the National Institute on Drug Abuse as a demonstration-research
effort to examine the implications of such programming for the client, the
administrator, funding sources, and constituencies. There is increasing com-
munity interest in developing such joint programs, and these research projects
are designed to provide hoth the alcoholism and drug abuse fields with the
salient issues and considerations that should be recognized in planning and
implementing future joint efforts.

Treatment Alternatives to the Criminal Justice System

According to the First Alcohol and health Report, "“Fublic dntoxication
alone accounts for one-third of all arrests reported-annuaily. if such
alcohol-related offenses as driving while under the influence of alcohol,
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disorderly conduct, and vagrancy are considered, the proportion would rise
to between 40 and 49 percent." Alcohol problems cost the criminal justice
system an estimated $500 million annually, Of the four ind2x crimes of
vioiance, an association with alcohol has been recorded in 41% of all
assaults, 34% of all forcible rapes, 64% of all murders, and a significant
percentage of all robberies.

The Institute has fostered a number of program efforts which have brought
a service-rehabilitation focus into the law enforcement process and turned the
attitudes of police officers, judges and probation officers toward viewing
alcoholism as an illness requiring treatment instead of as a behavior that
can only be dealt with in a harsh, punitive, and non-rewarding manner within
the criminal justice system.

[ The Institute has supported the development of treatment service com-
ponents in conjunction with the Alcohol Safety Action Program (ASAP)
of the Department of Transportation at approximately 25 sites. Because
a high proportion of drinking driver offenders are heavy, problem
drinkers, these programs are designed to capitalize on the ASAP case-
finding potential by providing treatment to clients referred by judi-
cial authority.

? Institute-supported public inebriate programs are providing treatment
alternatives to thc revolving-door judicial system of dealing with
public drunkenness cases.

] The Institute has also supported a criminal offender program in a State
prison environment, where as many as 50% of all falons have alcohol prob-
lems. In contrast to the hign recidivism rates that characterize the
general prison population nationally, the recividism rate among inmnate
clienti of this program during its three-year experience has been a
mere 4%.

Health Insurance

Traditionally the provision of Lanefits under third party payment plans,
to include private sector health insurance, has been denied for the treatment
of alcoholism either by outright exclusion or highly restrictive limitations.
At best coverage has been allowed only in high cost treatment settings such
as general hospitais where trzatment for the primary diagnosis of alcoholism
has for the most part been uravailable. As a result, such abuses as subterfuge
diagnoses or outright refusal of admission have been the rule. The American
Hospital Association reported in 1972 that less than half the Nation's hospi-
tals would accept patients with a orimary diagnosis of alcoholism.

Recogrizing this inequity, and recognizing as well the need to integrate
the payment of treatment for alcoholism into the traditional health payment
system, the Institute in FY 74 created an objective designed to overcome the
various barriers to third party payments. Accomplishing this overall objec-
tive required the development and institution of a number of controls and
standards to assure carriers that they would be supporting quality care in
accountable facilities:
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. Acceptance of program standards developed and promuigated under
Institute sponsorship by the Joint Commission on Accreditation
of Hospitals allowing for formal accreditation by this body;

. Cerivation of certification standards related to the position of
alcohalism counselor in treatnient program settings;

[ Policy development in alcoholism services related to Health
Maintenance Organizations;

e  Fiscal management training for Federally funded programs ;
* Development of actuarial studies by the major carrier associations;

s Consultation to public and private health insurance sectors in the
development of broad-based alcoholism benefits;

. An incentive contract program established to stimulate demand for
the coverage of alcoholism treatment in social residential and
outpatient settings apart from the general hospital.

This objective has begun to have positive impact as some carriers are
becoming more sensitive to the needs of alcoholic people for health care ser-
vices. More carriers are including alcoholism as a hasic coverage in their
policies. In addition, an increasing aumber of States have enacted legisla-
tive mandates for alcoholism coverage.

TREATMENT: NEEDS AND_CHALLENGES

[ 'Despite the important pragress that has been made in the alcoholism treat-
ment area over the past five years, the largest rumber of professionals
and service agencies of all kinds still do not treat alcoholism.

® Although a specific capacity for alcoholism treatment has been developed,
the integration and general availability of services within the Targer
context of the totai health care delivery system is still a long way from
reality.

. A high priority of the Institute has been the development of meaningful
service programs for specific minority groups, and the involvement of
minority persons in the planning, development, and implementation of
such programs. As other priority areas emerge in the alcoholism field,
it will be vital that the interest and commitment in this proyram area
not diminish, but ratiter be strengthenad and expanded. While programs
for American Indians and Alaskan Natives have been highly successful,
programs for Blacks and Spanish-Americans need much greater development.

[ As impetus builds for more joint alcohol-drug abuse programs, careful
attention needs to be paid to respecting the individual differences
and constituencies connected with these programs, so that client needs
are not lost in an impersonal, omnibus service delivery system. Care
must also be taken so that, in any amalgamation of alcohol and drug
programs, alcohol does not wind up playing second fiddle once more.
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Despite strong progress in the development of program standards, alco-
holism remains a relatively limited benefit under the vast majority of
health insurance programs.

As insurance coverage for alcoholism continues to become more and more
common, the effort must be made to assure that the acceptance of such
coverage is appropriately reflected in any National Health Insurance
plan.

The Institute must take an increasingly active role in bringing NIAAA-
funded programs into position for accreditation.

Community service programs need to devote increasing attention and
effort to obtaining financial self-sufficiency through third party
payments, including both public and private insurance benefits.
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IV. PREVENTION AND INFORMATION

While the first priority of the Institute has been the establishment of
quality alcoholism treatment services, we have also recognized that no illness
in the history of man has been eradicated by just treating the casualties.
Prevention through public education is considered a key method of reducing
alcohol problems in the United States. Accordingly, the Institute has sought
to mobilize education programs directed to the Nation's youth, who represent
a major segment of the population, and to their parents, from whom the basic
attitudes and lifestyle practices so important to the prevention of alcohol
abuse are first learned and developed.

. In September 1972 the NIAAA Division of Prevention, the first such divi-
sion in any Federal health agency, was established to develop, implement,
and evaluate National policies and programs aimed at the prevention and
control of alcohol abuse and alcoholism in the United States. Through
its Youth Education Branch, Community Prevention Branch, and the National

Tearinghouse for Alcohol Information, the Division has directed its
resources toward modifying the attitudes and behavior of a heterogeneous
society in which more than 100 million Americans use alcoholic beverages.

Grants and contracts have been awarded to develop pilot projects rele-
vant to meeting the needs of young people in a variety of settings. Innova-
tive approacues have included a National YMCA Alcohol Education Project to
develop a model program designed for students in grades 4 to 6; a "peer
group" demonstration project utilizing older students to work with younger
students in an inner city area; a model learning system in alcohol abuse and
alcoholism prevention for grades kindergarten through 12; and 2 study to
assess the kinds of alcohol-related curriculum materials currently available
and the kinds of training received by classroom teachers.

Community prevention programs are directed toward the adult population
who drink and may become alcohol abusers. Established organizations, recog-
nized for their contributions to the welfare of their respective communities,
have been called upon to assist in the prevention of alcohol abuse and alco-
holism. The Institute is collaborating with community leaders who have daily
contact with people encountering alcohol problems, such as clergy, physicians,
and nurses, group health associations, and others. Efforts also are being
directed toward modifying educational attitudes, behavior, destructive habits,
values and feelings about alcohol. Grants and contracts in this area have
included a U.S. Jaycees nationwide citizens' awareness program; a project to
assess the level of awareness, understanding and needs of small business for
alcohol abuse and alcohclism prevention programs; a task force of the Educa-
tion Commission of the States utilizing volunteer citizen groups to bring
about practical, effective resolution of alcohol abuse and alcoholism prob-
fems through education. :

In framing an approach to Prevention, the Institute has recognized that
a number of societies which use alcohol suffer few problems as a result. These
diverse societies share many common characteristics ¥n their cultural drinking
practices. The Institute has sought to develop a new National consensus of
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what constitutes responsible attitudes concerning drinking which incorporates
a number of these characteristics and is based upon the following principles:

1.

The decision to drink or not to drink should be a personal,
private decision. However, amvone choosing to drink has a
responsibility not to destroy nis own dignity or that of
society. This in its broadest sense is a responsible attitude
toward the use of beverage alcohol.

Those people who do drink should respect the decision of other
individuals to abstain. We forget all too often that 32 percent
of the adult population in this country choose not to drink, and
the enormous pressure brought to bear on them to take a drink is
both unfair and inexcusable.

People who serve alcoholic beverages to customers or guests should
realize their proper responsibility. The bartender who sells too
many drinks to a customer who gets drunk, and the party host who
pushes unwanted or "loaded” drinks on his guests are both examples
of widespread, irresponsible practices which contribute heavily to
an unhealthy drinking environment.

The general public should understand the facts concerning alcohol
and its effects on the human body, and more people must come to
realize that ethyl alcohol is pharmacologically a drug capable
of causing euphoria, sedation, unconsciousness, and death.

Those who use alcoholic beverages should avoid drunkenness (which

is a drug overdose) for themselves and not sanction it for others.
This can be done by avoiding the use of a2lcohol for its own sake, .
as a social crutch, or as a problem-solver, and instead using alco-
hol as an adjunct to other activities; by making a habit of sipping
drinks slowly, and consuming alcoholic beverages with food, in
relaxing social circumstances; and by knowing one's limit, and not
exceeding it.

More people must come to understand that adults are significantly
responsible for the drinking habits of youth, because the examples
set by adults have a great influence on the subsequent drinking
attitudes and practices of young people.

Finally, the general public must begin to realize that the line
between alcohol abuse and alcoholism cannot be clearly drawn.

The difference is mostly a matter of degree and consequence, of
purpose and pattern, and therefore, there is an important 1link
between the problem of alcoholism and the irresponsible attitudes
of Americans towards drinking and alcohol abuse.

. The Institute began its first large-scale, ongoing effort to raise public
awareness in 1972 by initiating its mass media public service education
campaign. The campaign won the New York Film Festival Award for Best
Public Service Campaign two years in a row, as well as a first place award
at the Cannes Film Festival. The most frequently run messages were seen
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or heard by about one-fourth of the adult U.S. population, a rate that
compares well with major commercial campaigns. Longitudinal studies
have confirmed significant rises in awareness of alcohol-related jissues.

As part of its continuing commitment to raise public awareness by replac-
Ing the many myths surrounding drinking and drinking problems with all

of the positive and negative facts as they became available, an Institute
task force compiled the First Special Report to the U.S. Congress on
Alcohol and Health from the Secretary of Health, Ffducation, and Welfare
(the First Alcohol and Health Report) in December 1971. The report
branded alcohol the most abused drug in the United States, and gave the
Nation its first comprehensive look at the current state of knowledge
about alcohol. The Second Alcohol and Health Report was released in

July 1974 and presented the new knowledge acquired from leads derived
from the first report. Both reports have passed the test of public and
scientific scrutiny. Their findings and recommendations are included as
an appendix tg this report.

In order to respond to the widespread growing awareness generated by the
Federal alcoholism thrust, the National Clearinghouse for Alcohol Infor-
mation was created to serve as a national focal point for the collection
and dissemination of a comprehensive body of knowledge on alcohol and
alcoholism. During its three years of operation, the Clearinghouse has
built up 2 1ibrary and reference system of more than 45,000 items, and
has disseminated some 8.5 million information items across the Nation
and throughout the world.

To enhance and expand upon its prevention program, NIAAA established the
Information Dissemination Program (IDP) within the National Clearinghouse
for Alcohol Information. I[DP is a concentrated, nationwide effort to carry
NIAAA prevention messages to millions of Americans, seeking to enlist their
aid in a massive approach to the prevention of alcohol abuse and alcoholism.
To carry out this effort, IDP uses existing and new channels of communica-
tion to mobilize a broad, action-oriented, community-based constituency
which can marshal its own resources for sustained alcohol-related programs.
Target groups being reached in this effort include universities, civic

and community groups, professional, labor and trade associations, national
youth groups, ard private foundations.

Also established within the Clearinghouse is a system for the quality eval-
uation of the alcohol literature. Under this system, the Clearinghouse
staff has been augmented by the assistance of outside experts in the eval-
uation of thousands of alcohol-related articles. The objective is to
identify and assure wide dissemination of works of high merit, and in

so doing upgrade the overall quality of the literature within the field.

In order to decentralize prevention efforts in the alcoholism field, in
September 1974 guidelines were established for a State Prevention Coordi-
nator's Program to be implemented through the direct auspices of each
single State agency. As of May 1975, 48 State Prevention Coordinator
Programs had been established and are currently in some phase of imple-
mentation. While each program varies from State to State, a requirement

3i
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of the Prevention Coordinator Program has been a two-phase training
program for each Prevention Coordinator conducted by the Institute's
National Center for Alcohol Education, and the development of a compre-
hensive State prevention plan. The plans include, but are not limited
to, a needs assessment and analysis of drinking patterns in various
comrunities within each respective State; the undertaking of public
dialogue initiated at the local level by community workers; and recom-
mendations for modification in local community environments in order

to alleviate abusive use of beverage alcohol and to bring about more
open factual dialogue about alcohol usage.

To further expand prevention efforts, earlier this year an estimated

500 national voluntawy, citizens and youth organizations were identified
that heretofore have not directly involved themselves in alcohol-related
problems. Strategies have been developed to initiate cooperative agree-
ments and working relationships with a number of these organizations in
order to develop greater public awareness and increased activity in the
area of primary prevention.

NEEDS AND CHALLENGES: PREVENTION

Although awareness of alcohol problems and drinking issues has signifi-
cantly increased, fixed stereotyping and stigmatization of alcoholism
victims have not clearly moderated. Indeed the alcoholism problem may
be exacerbated if we are recognizing more casualties and s .gmatization
is not greatly changed.-

We have not yet made significant progress towards overcoming ambivalence
surrounding alcohol use, and we stil] sanction drunkenness in the public
arena.

Primary prevention must be continually emphasized. A community must
recognize alcohol abuse as 2 community problem and not merely an indi-
vidual one. The better health of a community requires a.community
approach which is a response to its own drinking pattern and problems,
and this approach should include a range of strategies, since no c-e
strategy would appear to be effective in preventing alcchol abuse in

2 given community. The significance of strategies that modify the
social environment must be acknowleaged as important in the develop-
ment of a more comprehensive approach to preventing alcohol abusa.

Because attitudes toward drinking and later behavior begin to develop

at an early age, prevention efforts must reach our youth. It is critical
that our efforts to reach young people -enlist the entire social complex
in which they live and learn. Our goal must be a community-wide approach
in which realistic, healthy attitudes towards the subject of alcohol are
encouraged.

Specific efforts will pe made to coordinate the prevention and educa-

tion activities targeted toward youth engaged in by voluntary sector
organizaticns.
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Prevention models will be developed for university populations; for
parents and families; and for children of alcoholic people.

In addition to mounting action programs targeted toward children and
youth, an attempt to increase knowledge related to teenage drinking
patterns and teenage alcohol abuse will be pursued through research
projects covering the prevalence and incidence of alcohol abuse among
school drop-outs; further exploration of teenage poly-drug abuse; and
studies of the use of alcohol by youth within the context of the family
and parent/child relationship.

The development of a new national consensus 'L.cerning the use of bever-
age alcohol -- gne which will result in a safer American drinking environ-
ment -- will be a long-term process requiring ai ongoing, incieased
prevention thrust and greater support for preventicn programs.

o
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V. FEDUCATION AND TRAINING

The extramural training program of the Institute has grown from nothing
to a significant level of activity over the past five years. Its primary
objective during this period has been to effect changes in attitudes and
behavior toward alcoholic people and problem drinkers through the develop-
ment of qualified personnel in the areas of prevention, treatment, and reha-
bilitation. In support of this effort, NIAAA has established the National
Center for Alcohol Education and regional Area Alcohol Education and Train-
ing Programs, as well as funding both training grants and fellowships. A
major focus of the alcoholism training grants has been to foster the inclu-
sfon of alcohol information in the curricula of .such professional fields as
medicine, social work, public health, psychiatry and psychology.

. Under its legisiative mandate for manpower development, the Institute
established the National Center for Alcohol Education (NCAE) in May 1973.
Its primary goal is to improve the effectiveness of alcohol-related ser-
vices through the education of policy makers and the development of
curriculum materials and model training programs which can be widely
used by practitioners in the field. A1l NCAE programs are in response
to two comprehensive and criticul areas of need: gqualified manpower
resources to address the problems of alcohol abuse and alcoholism; and
the coordination of services to prevent and treat the manifestations of
those problems. The spectrum of educational activities undertaken by
the Center includes the design and delivery of seminars and training
programs, materials production, data collection, an experimental educa-
tion laboratory, and the improvement of communication and 1inks among
program and training colleagues across the country. Curricula have
been developed at the Center-for many groups concerned with prevention
and treatment of alcohol problems, including trainers, community organiza-
tions, volunteers, professionals, policymakers, and alcoholic people and
their families. Self-contained modular training packages in readily
adaptable formats are being developed to promote effective training and
education programs at local and regional levels. The Center has also
estabiisned a close working relationship with most of the summer schools
of alcoholism throughout the ‘country.

. Four regional Area Alcohol fducation and Training Programs (AAETP) have
been established to meet tne manpower needs which are an overriding con-
cern in the field of aicoholism. To help alleviate the problem of a
lack of qualified personnel, these area programs in conjunction with the
Institute’s National Center for Alcohol Education are intended to improve
public educational and manpower services to alcohol prevention and treat-
ment programs. While the Institute and the Center provide a national
sense of direction on alcohol training, the main thrust of the AAETPs
is in the development and coordination of area, State and local efforts
to enhance the delivery of education and training, as well as closing
gaps in prevention and treatment programs. This effort includes upgrad-
ing qualifications of personnel, promoting alcoholism training among
other service providers; meeting the specialized education needs of
target populations, and educating the public in order to facilitate
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early identification of alcoholism problems. Currently there are four
AAETPs, headquartered in Atlanta (Southern Region), Chicago (Midwestern),
Hartford (Eastern), and Reno (Western). The regional organizations were
set up by boards of trustees representing public and private alcoholism

project 1n*erests. and are expected to become self-financing within three
years.

NEEDS AND CHALLENGES: EDUCATION AND TRAINING

There is a need for the collection of baseline data to determine human
resources needs in the alcoholism field.

An examination must be undertaken of how changes in the total health

care delivery system of the Nation would affect the type and numbers of
trained persons needed in the alcoholism field.
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VI. RESEARCH

* The causes of alcoholism are not yet completely understood, but it is
believed to involve a complex interaction of biological, psycholsgical and
social factors. To obtain a hetter understanding of its causes, natural
development, and treatment modalities, ‘the Institute has supported a wide
rarnge ¢° research in all relevant disciplines. The scope of the research
grants have covered such major areas as biomedical studies, treatment, socio-
anthropological and genetic-ethnic research.

In addition to studies on the causes of liver cirrhosis, other alcohol-
related diseases, and the mechanisms and enzymes reponsible for metabolism
of alcohol, c¢oritinued research has been sponsored in such areas as the effects
of alcohol on the neurochemistry of the brain, the interrelation between
alcohol ingestion and vitamin deficiency, and the effects of alcohol on nerve
cell membranes.

Other Institute-supported studies have been focusing on developing pharm-
acological agents possibly useful in blocking the effects of alcohol on the
brain, for long-acting micro-encapsulated agents which would reduce alcohol
intake, and for identifying certain natural ingredients which include sensi-
tivity to alcohol.

Animal apalogues of alcoholism research studies have been aimed at deter-
mining how various subhuman species can be utilized to obtain information on
alcohol effects, dependence and tolerance; hopefully, the findings can be
extrapolated for greater understanding cf these problems in humans .

Specific treatment methods have been studied from various perspectives
such as pharmacologic, behavioral-psychiatric, and community systems. For
example, the effectiveness of drugs causing adverse reactions when used in
combination with alcohol and the utilization of other drugs primarily used
as antidepressants in treating alcoholism are deing evaluated. Behavioral-
psychiatric approaches tc treatment include aversive conditioning and other
behavior modification approaches (e.g., Alcoholics Anonymous). Community
systems involved in the changing approach to managing public inebriates are
also being studied and evaluated.

In addition to grant support of research investigations, the Institute
has been operating its own research activities. The intramural Laboratory
of Alcohol Research conducts interdisciplinary analyses of the basic biolog-
ical and behavioral relationships of alcoholism in man, attempting to develop
new treatment modalities for treating alcoholic people. It also has been
using experimental animals to examine the development of alcohol addiction.

. The number of research grant applications received during FY 1975 was
226, and this represents a 125% increase in applications received over
FY 1971. This growth in research grant applications reflects an increas-
ing awareness on the part of researchers of the importance of alcoholism
as a public health problem.
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As repaorted in the Second Alcohol and Health Report, over the past
five years research in the alcoholism field has advanced the knowledge
of the biomedical aspects of alcohol in many areas, including the
relationship between alcohol and cancer, the heart, liver disorders,
heredity, mortality, and the central nervous system.

The research focus in the alcoholism field has been broadened beyand
predominantly biomedical concerns to include active investigations of
psychological and social factors as well.

NEEDS AND CHALLENGES: RESEARCH

How alcohol intoxicates and how alcohol addiction develops remain out-
standing fundamental questions that require intensive research in several
disciplines.

Further research investigation is needed of findings in the areas of cancer,
heart disease, liver disorders, pregnancy and fetal health, aging, mortal-
ity, and brain function and their relation to alcohol.

The Institute rcsearch budget has been shrinking relative to other program
needs.

The development of a viable intramural research program of excellence,
including adequate facilities and manpower for meaningful clinical studies,
should be a high priority.
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VII. EVALUATION

An established policy of the Institute has been to inciude an evalua-
tion component in all sponsored alcoholism programs and projects. Monitoring
and evaluation activities presently cover research, preventien, direct ser-
vices and training. Thay are designed to assure effectiveness and efficiency
in the use of public funds in support of alcoholism programs and to provide
guidance in the selection of appropriate alternatives.

] A routine data collection and monitoring system was originally developed
for continued monitoring of the 44 comunity-oriented Alcoholism Treat-
ment Certers (ATCs) funded by the Institute. The system was pilot tested
in the ATCs in early 1972 and fully implemented in all ATCs by October
1972. It was designed to gather data from individual projects funded
by NIAAA and, through appropriate computer programming, provide reports
which show the relationships between program services, management, and
client outcome. Since 1972 the system has been expanded to include the
following characteristics:

-~ Operational in six NIAAA direct services programs covering 101
treatment and rehabilitation projects;

-- Provides routine output reports to NJAAA, HEW Regional Offices,
States and participating projects, covering program management,
client data, and treatment gutcome information;

-- Maintains confidentiality of client records and client ider.. -jes;

-= Monitors project resources in terms of staffing patterns and staff
utilization, expenditures, revenues from all sources, and services
provided -- including inpatient and outpatient care; provides ser-
vice unit costs and trend data by project.

-- Used for descriptive statistics, accountability, effectiveness
and input for periodic progrom evaluaticn;

-- The most comprehensive he:'*1 service monitoring system in the
Federal government.

¢  Findings from the routine outputs of the monitoring system were supple-
mented by a longer term follow-up study on the treatment and outcome
of a group of clients served by a sample of ATCs. This information,
covering an 18-month period after treatment, is being used to improve
the cost effectiveness of ATC programs and to identify benefits
received from various amounts and types of treatment, as well as to
determine treatment patterns and modes appropriate to clients with
various intake characteristics. The data are also being used to
determine how to retain clients in treatment more successfully, and
to investigate the reliability of routinely collected six-month
follow-up data. Findings indicate that more effective utilization
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of treatment resources, coupled with a growing emphasis on outpatient
care, has led to a marked increase in treatment effectiveness, with
65-70% success rates being achfeved. This success has helped increase
the earning capacity of patients by 42% at 18 mnths and has led to an
81% decrease in hospital utilization for all health and medical problems.
At six months after entry into treatment, these client benefits alone
more than offset the amount of Federal dollars spent on these treatment
programs.

Targetea evaluation surveys have been conducted by the Institute in such
specific areas as alcoholism programs for various minority groups, youth
involvement in NIAAA programs, and the impact of the NIASA mass media
education campaign. Periodic surveys have compiled data and provided
information on the drinking behavior and attitudes regarding alcoholism
existing in the general population.

The Institute is putting in place a formula grant program data system

to gain information on the effectiveness of State alcoholism prcgrams,

which receive significant support from Federal funds. In order to eval-
uate performance with respect to required State plans submitted to NIAAA,
;he Institute is collecting data annually in the following areas for cach
tate:

-~ State alcoholism program staff positions;

-- Assignment of staff and allocation of funds by source within
functional areas;

--  Humbers of programs in each functional area by method of support;

--  Numbers of admissions into State-assisted programs by age, sex,
race, and type of program;

== Numbers of alcoholism staff certified or licensed by the State;
--  Numbers of facilities accredited in the State.

An intensive 18-montn effort funded partially by NIAAA is presentiy being
undertaken in Texas to determine the effectiveness of a State aftercare
program and the success elements in that program.

The National Technical Assistance and Monitoring Program was launched

in April 1975 as an extensive attempt to assure continued high quality
effectiveness of approximately 440 NIAAA-funded community service pro-
grams. One prime contractor and two sub-contractors are working with
NIAAA staff in providing technical assistance and monitoring systems, .
utilizing an automated scheduling system that assures each grantee access
to these two types of services. In addition, by this process timely
reports are provided the Institute to be used in decisions regarding
future funding.

42
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VII-3

NEEDS AND CHALLENGES: EVALUATION

[} While the level of Institute funiing grew more than 15-fold from FY 1971
to $218.5 million (including ..:leased impounded funds) in FY 1974 the
size of the NIAAA staff remaired substantially the same, severely limit-
ing our capability to administer, monitor, and evaluate Institute-funded
programs.

° Severe travel restrictions have hampered the ability of Institute staff
to conduct evaluation activities.
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VIII. SUMMARY

The record of the National Institute on Alcohol Abuse and Alcoholism
over the past five years has been one of strong commitment and important
progress in the battle against alcohol abuse and alcoholism. We have played
a significant role in leading the Mation from decades of ignorance and neglect
of alcohol problems into the beginning of a new era of commitment and concern
for alcoholic peeple. However, it is only a beginning; for as far and as
quickly as we have come, we still have the longest part of the journey before
us in our Nation's effort to deal with this complex human problem.

FUNDAMENTAL F1VE-YEAR ACCOMPLISHMENTS

. The National Institute on Alcohol Abuse and Alcoholism has been estab-
lished as the focal point of continuing Federal leadership and commit-
ment to the problem of alcohol abuse and alcoholism.

. Funding for the Institute has increased from $14 million annuaily to a
high yearly funding level of $218.5 million, reflecting increased govern-
mental and public cencern for alcohol-related problems and the enormous
tol1 they exact from our society.

] There has been growing public recognition and acceptance of alcohol as
a drug and alcoholism as a treatable iliness.

. The increasing awareness of alcochol-related problems among the general
public has led to a growing public interest in and demand for their
resolution.

] A vast grassroots constituency, never before interested in alcohol-
related issues, has been created.

. There has been significant progress in the enlargement of the professional

alcoholism treatment constituency and the establishment of related organ-
izations; this growth has reinforced and augmented tie volunteer movement,
which was the pioneering force in the alcoholism field and remains the
largest force in the field today.

] State and local leadership initiatives have heen developed through such
decentralizing efforts as the formula grant program, the State prevention
coordinators, and the emplacement of occupational program consuitants.

FUNDAMENTAL NEEDS AMD CHALLENGES

. The National Institute on Alcohol Abuse and Alcoholism must work more
creatively to overcome budget and personnel shortages.

] The implementation of international cooperative efforts has only just
begun, and the international alcoholism thrust must be greatly expanded.
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Too many treatment programs still concentrate on late stage chronic
alcoholism, maintaining a rigid approach that focuses on removal of a
substance instead of on restoration of function by responding to the
unique unmet needs of each alcoholic individual.

Despite the expansion of alcoholism treatment services, the vast majority
of alcoholic people still do not have available the treatment they require.

There is a strong need to overcome ambivalence surrounding alcohol use,
and erase the fixed stereotype of the alcoholic person as unmotivated,
untreatable, and inherently to blame for his illness.

The establishment of accepted cultural standards for alcohol use must be
made a high, long-term priority; the adoption of such standards have the
strong potential for reducing problems through the development of safer
drinking practices, and faciiitating the ability of society and indi-
viduals to identify and treat earlier those who are developing drinking
problems.

Although the importance of comprehensive prevention programs tailored to
community needs has gained significant recognition over the past five
years, implementation efforts have only just begun.

Finally, the alcoholism field must take care not to permit the successes
of the past from leading to fragmentation, pettiness, and territorial
bickering at the expense of alcoholic people.
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APPENDIX

FIRST SPECIAL REPORT TO THE U. S. CONGRESS ON ALCOHOL AND HEALTH
FROM THE SECRETARY OF HEALTH, EDUCATION, AND WELFARE (December 1971)

Findings

The Task Force Finds That:

© Alcohol is the most abused drug in the United
Stutex The extent of problems related to alcohol
abuse and alcoholism is increasing and has
reached major proportions.

An estimated 7 percent of the adult population
in the United States manifest the behaviors of
alcohol abuse and alcoholism. Among the more
than 95 million drinkers in the Naton, about 9
million men and we-nen are alcohol abusers and
alcoholic individuals.

The mest visible victims of alcoholism are in-
habitants of skid rows across the Naticn. Yet they
represent only from 3 to 5 percent of the aleoholic
population in the United States. Most alcoholic
individuals are in the Nation's working and home-
making population. It has been estimated that as
many as 5 percent of the Nation®s work force are
aleoholic individuals and that almost another 5
percent are serious aicohol abusers.

Alcohol plays a major role in half the highway
fatalities in the United States, and cost 28,000

lives in one recent year. The ratio of alcohol-re-*

lated traffic fatalities is even greater among youths
age 16 to 24; among these young people, the pro-
portion rises to six out of 10 highway deaths.

Alcohol abuse and alcoholism drain the
ecenomy of an estimated $15 billion a year. Of
this total, $10 billion is attributable to lost work
time in business, industry, civilian government,
and the military . . . $2 billion 'is spent for
health and welfare services provided to alcoholic
persons and their families . . . and property
damage, medical expenses, and other overhead
costs account for another $3 Lillion or more.

Public intoxication alone accounts for one-third
of all arrests reported annually. If such alcohol-
related offenses as driving while under the in-
fluence of alcohol, disorderly conduct, and
vagrancy are considered, the proportion would
rise to between 40 and 49 percent.

Among American Indians, the incidence of
alcoholism is at an epidemic level. The rate is
estimated to be at least two times the national
average. On some American Indian reservations,
the rate of alcoholism is as high 23 25 to 50
percent.

® Alcchol abuse can impair health and lead to
alcoholism.
® Alcoholism is not a crime. It is an illness or disease
which requires rehabilitation through a broad
range of health and social services tailored to per-
sons at different stages of alcohol abuse and
alcoholism.
® The criminal law is not an appropriate device for
preventing or controlling health problems. To deal
with aleoholic persons a3 criminals because they
appear in public when intoxicated is unproductive
and wasteful of human resources.
® The causal factors of alcohol abuse and alcohol-
ism are not yet established. Social, psychological,
physiological, and cultural factors all play roles
in their development and course. The full under-
standing of these factors and their interrelation-
ships awaits further study. :
Many minority groups in our society have ex-
perienced exceptional deprivations. For these
disadvantaged citizens, heavy drinking has ac-
centuated or been a response to such hardships
as limited access to job opportunities, unequal
housing and schooling, and inadequate medical
care. )
In addition to intoxication, the illnesses associated
with alcohol abuse and alcoholism include emo-
tional disorders and chronic progressive diseases
of the central and peripheral nervous systems and
of the liver, heart, muscles, gastrointestinal trace,
. and other bodily organs and tissues,
® Scientific research has made progress in under-
standing the metabolic course of alcohol through
the body. Nevertheless, we still lack important
knowledge of the complex and interactive role
that alcohol plays in producing some of the bio-
chemical changes and physiological damage seen
in heavy drinkers. :
Present programs dealing with alcohol abuse and
aleoholism are accorded a low priority and are
unrelated to most of the health and social re-
sources within communities. Existing research, as
well as social, health, and rehabilitation laws and
activities have not been effectively mobilized to
solve the problems of alcohol abuse and alcohol-
ism. These inadequacies have contributed to the
inability of many private and public national,
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State, and local institutions, agenties, and organi-
zations to recognize their responsibilities for
meeting alcohol-related problems,
® Toc often the only community health resource for
acutely intoxicated individuals is an emergency
facility commonly known as a detoxification cen-
ter. When isolated from other human services,
these centers duplicate the “revolving door” syn-
drome long associated with repeated incarceration,
rather than providing for the rehabilitation of
alcohol abusers and alcoholic persons.
® Establishment of modem public-health oriented
facilities fo deal with intoxicated persons will free
police, courts, correctional institutions, and other
law enforcenent agencies from being over
burdened by a hrge population of ill people. It
will also facilitaze:

Larly detection and prevention of alcoholism.

Effective treatment and rehabilitation of alco-
holic persons.

Early diagnosis and treamment of other diseases
caused by, exacerbated by, or coexisting with
aleshol abuse and alcoholism.

Although many communities do provide some
treatment facilities for persons with alcohol-
related problems, these services are frequently
fragmented and fai} to take into account either
changing life styles or the unique characteristics of
various population groups. Thus, alcohol abusers
and alcoholic individuals may be deterred from
seeking or accepting help in the communities
where treatment should be readily accessible and
designed for their specific needs.
Many public and private general hospitals have
not yet mmplemented the position taken by the
American Medical Association and the American
Hospital Association that no patient ba excluded
from hospital care because his illness is identified
as alcoholism. As a result, many physicians zre
still forced to make subterfuge diagneses so pa-
tients can gain hospital admittance for treatment
of alcoholism. This situation reinforces society's
denial that alcoholism is a significant health prob-
lem and thereby undermines attempts to develop
effective methods of prevention and treatment.
® Minimal success has been achieved by our tradi-
tional, punitive methods of dealing with persons
who drive while under the influence of alcohol.
Research findings indicate that a therapeutic ap-
. proach to the problem of drinking drivers holds a

greater promise of reducing the incidence of
aleohol-related traffic accidents.
Employment-connected alcoholism programs have
demonstrated their therapeutic value.  ~

Faced with shortages of professional personnel
and increasing demands for service, many alcohol
ism programs have demonstrated that the aoility
to care for people is not built into any one profes-
sion. A variety of professional and trained para-
professional persons, and. traiicd members of such
voluutary groups as Alcoholics Anonymous, can
serve as effective providers of therapeutic and
rehabilitative services.

Historically, difficulties have been experienced in
planning necessary long-range programs to pro-
vide training, services, and preventive activities
because of the lack and uncertainty of adequate
financial support for alcoholism programs.

Test cases, Crime Commission reports, and even
adoption of progressive new uniform legislation,
do not guarantee the provision of adequate and
appropriate treatment and rehabilitation services.
They merely provide the statutory framework
within which a State can undertake to handle the
problems of intoxication and alcoholism according
to the best current knowledge. Implementation is
up to the will of the State, and can be deman-
strated only by appropriate funding and the dedi-
cation of the health, welfare, and rehabilitation
resources necessary todo the job.

Alcohol abuse and alcoholism are recognized as
major health problems in most developed and
many developing nations. Despite the global na-
ture of these problems, however, there has been
little multinational cooperaticn aimed to develop
more effective methods for combating alcohol
abuse and alcoholism.

No battle against a public heaith problem ean
gain a significant victory if it attends only to the
casualties. Appropriate treatment of persons who
are abusing alcohol-—the primary condition that
may lead to .lcoholism—can intercept the devel-
opment of many cases of alcoholism. Yet much of
the work in the field of alcoholism has been
focused-on treating late.stage victims of the dis-
order. Programs that are exclusively therapeutic
or rehabilitative will not result in long-term con-
quest of the problem unless ways of preventing
new cases of alcoholism are developed.
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Programs

In Response to the Tindings of the Task Force, the
Secretary of Health, Education, and Welfare Is
Establishing Programs Within the National Insti-
tute on Alcohol Abuse and Alcoholism, and
Coordinating All Departmental Research, Pre-
vention, and Treatment Programs, To Develop
and Implement a Detailed, Comprehensive Fed-
eral Plan Designed to:

(H

(2)

(3

(4

(5

putd

(6)

Evaluate the adequacy and appropriateness of
any provisions relating to the prevention and
treatment of alcohol abuse and alcoholism in
all State health, welfare, and rehabilitaton

plans submitted to the Government in accord-

ance with Federal law.

Assist such Federal Departments as the Civil
Service Commission, Department of Defense,
Department of Housing and Urban Develop-
ment, Department of Transportation, Depart-
ment of Labor, Department of the Interor,
Office of Economic Opportunity, and Vet-
erans’ Administration; and such DHEW
agencies as the Social Security Administration,
Indian Health Service, National Institute on
Occupational Health and Safety, Social and
Rehabilitative Services; and other Federal de-
parmments and agencies in developing and
muintzining appropriate prevention and treat-
ment programs for alcohol abuse and
alcoholism.

Assist Staie and local governments in coord-
inating programs among themselves for the
prevention and treatm~nt of alcohol abuse and
alcoholism, and provide assistance and con-
sultation to Jocal governments and private or-
ganizations with respect to prevention and
treatment of alcohol abuse and alcoholism.
Encourage States to adopt the Uniform Al-
cholism and Intoxication Treatment Act, and
provide technical assistance to help States im-
plement this Uniform Act.

Establish a clearinghouse of informaton to
gather, systematize, malntain, and make
widely available—in appropriate contexts and
languages to all sectors of the population-—the
knowledge on alcoho! abuse and alcoholism.
Make available research facilities and re-
sources to appropriate authorities, health of-
ficials, and individuals engaged in special
studies related to the prevention, control, and
treatment of alcohol abuse and alcoholism.

("

(9

(10

(1

(12)

(13)

Formulate and publish criteria of quality
treatment for alcohol abuse and alcoholism,
and require that all programs supported by the
Comprehensive Alcohol Abuse and Alcohol-
ism Prevention, Treatment, and Pehabilita-
tion Act of 1970 meet such criteria.

Issue regulations that establish State standards
that require providers of senvices for alcohol
abuse and alcoholism to offer a’ contnuum
of care ranging from emergency treatment for
acute intoxication, to outpatient therapy, to
residential centers for the small number of
alcoholic individuals unable to retum to un-
supervised life in the community.

Establish interdisciplinary training programs
for professional and paraprofessional person-
nel with respect to alcohol abuse and alcohol-
ism: develop guidelines and courses to educate
health and social workers about the factors
contributing to alcohol abuse and alcoholism;
and provide training for health, education,
and other professionals to help them become
leaders, teachers, researchers, and program
developers in this field of public health.
Develop regulations for training grants that
establish standards of education and experi-
ence for professional and paraprofessional
workers who provide treatment services to
alcoholic persons.

Recruit and train paraprofessional workers,
including recovered alcoholic persons and
other individuals whose life experiences en-
able them to bring special empathies to this
work, to serve in community services for the
prevention and treatment of alcohol abuse
and alcoholism.

Stimulate programs of research designed to
understand the uses and abuses of alcohol,
and the'processes of alcohol addiction or de-
pendcnt’c,";'art.icularly with respect to eluci-
dating the mechanisms by which alcoho! acts
as a central nervous system intoxicant.
Stimulate and support multinational coopera-
tion and collaboration in undertaking basic
and applied research concerning the causes of
alcohol abuse and alcoholism, and the most ef-
fective methods of combating them. Such in-
vestigations should include international epi-
demiological studies as we!l as evaluations of
the effectiveness and costs of different treat-
ment modalities and delivery systems.

-
&
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SECOND SPECIAL REPORT TO THE U. S. CONGRESS ON ALCOHOL AND HEALTH
FROM THE SECRETARY OF HEALTH, EDUCATION, AND WELFARE (June 1974)

Findings

® Alcoholism and alcohol misuse continue to
occur at high incidence rates within American
society,’

.® The proportion of American youth whe drink

has been increasing. Most adolescents Lave at
least tried alcohol, and the highest scores on
an index of possible problem-drinking behav-
iors were recorded in the youngest age group
for which data are available, the 18-20 year
olds, - — -

*® The public suffers from much ignorance

conceming alcohol and from ambivelent
feelings toward it. Worse yet, heavier drinkers
know less about alcohol than do lighter
drinkers or abstainers. in general, American
attitudes about drinking are mark:d by con-
fusion and dissent. ’

® The economic cost associated with misuse of
alcohol in the United States is estimated at
$25 billien & year.

® The U.S. systems of alcohol controls are
chaotic relics. They provide little support in
mitigating alcohol problems and may induce a
counterproductive ambivalence among the
public.

® The excessive use of alcohol, especially when
combined with tobacco, has been implicated
es increasing the risk of developing certain
cancers. Nonwhite men appear to be espe-
cially susceptible.

® Heavy drinking during pregnancy can ad.
versely affect the offspring of alcoholic
mothers. The significance of heredity in
alcoholism is as yet unresolved.

The development of a new animal model of
liver cirrhosis gives promise of resolving the
problem of cause in one of the severest
damages suffered by alcoholic people, and
may cuntribute to more effective treatment,
and prevention.

Moderate consumption of alcohol is ganerally
not harmful. In some cases, such as among the
elderly, it may have beneficial physical, social,
or psychological effects.

The nonexcessive use of alcohol does not
appear to adversely affect the overall mor-
tality rate, nor the mortality from a specific
najor cause of death, coronary heart disease.
In fact, the mortality of drinkers is lower than
that of abstainers and ex-drinkers,

How alcohol intoxicates and how alcoho!
addiction develops are outstanding funda.
mental questions that require intensive re-
search in several disciplines.

Alcoholism is a treatable illness, but different
treatments are required by different indi-
viduals. Increasingly, individual treatment
needs can be determined on the basis «f valid
studies or clinical experience.

Early identification and treatment of alco-
holic pecple are seriously constrained by
the fact that the United States lacks a
national consensus on what constitutes re-
sponsible use of alcohcl. Furthermors, the
current lack of parameters with regard to safe
versus comparatively unsafe drinking pattems
provides an inadequate and ineffective ~linical
base for the diagnosis of alcoholism,
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® Although the accessibility and quality of
alcoholism treatment services are improving, &
2.~ s deficit of such services remains, and
v a small portion of alcoholic people are
reepving the services they require. Moreover,
wie bulk of treatment services which are
svailable are designed for late-stage alcoholism
and do not meet the needs of people in eariier
identifiable stages of the illness.

® Major strides can be made in providing ade-
quate treatment for alzoholism with more
effective utilization of resources and person-

(S
<

68-861 O - 76 -4

nel. This goal requires continuation and ex-
pansion of the roles played by the private and
voluntary sectors of society.

Treatment programs supported by business
and industry can be especially effective in
earlier identificetion of employees with alco-
hol problems, and such programs report the
highest rates of recovery.

Third-paxty coverage for alcoholism treatment
costs is essential, and feasible, to provide
adequate services for all who require such
treatment.
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Recommendations

On May 14, 1974, the President signed Public
Law 93.282, continuing and giving renewed
emphasis to the Nation's settled commitment to
deal with alcohol abuse and alcoholism as
initially expressed by the Comprehensive Alco-
hol Abuse and Alcoholism Prevention, Treat-
ment, and Rehabilitation Act of 1970. The new
amendments build on the experience since 1970
and sharpen that comprehensive commitment:

“It is the policy of the United States and the

" purpose of this Act to (1) approach alcohol
abuse and alcoholism from a comprehensive
community care standpoint, and (2) meet the
problems of alcohol abuse and alcoholism not
only through Federal assistance to the States
but aiso through direct Federal assistance to
community-based program. meeting the ur.
gent needs of special populations and develop-
ing methods for diverting problem drinkers
from criminal justice systems into prevention
and treatment programs.”

On the basis of this legislative mandate and the
findings of this Report, the Secretary of Health,
Education, and Welfare recommends—

THAT THE GROWING STORE OF KNOWL-
-EDGE ABOUT ALCOHOL AND ALCO-
HOLISM BE MADE MORE READILY
AVAILABLE FOR USE BY SPECIAL-
ISTS AND THE PUBLIC.

The need to svstematize and process the
growing world-wide experience, study.
and research so thuc it will be quailable
to scholors, researchers, legislators, edu-
cators, administrators, professionals, and
all citizers is critical. The further devel.
opment of the National Clearinghouse
for Aleokol Information, in collabora-
tior wwith appropriate acaazmic and
other sources, should therefore be pur.
su2d energetically,

b1

THAT EDUCATIONAL RESOURCES FOR
PROFESSIONALS AND SCHOOLS BE
EXPANDED AND DEVELOPED.

The rehabilitation of problem drinkers
and aizoholic people requires the help of
@ wide variety of professional and allied
personnel with special skills and under-
standing. Resources for the training and
accreditation of such specialized person-
nel should be identified in mode! form,
and States or regional consortiums
should be encouraged to adopt these
approcches as appropriate to their own
needs,

The long-range prevention of alcohol
misuse depends in part on the transfer of
knowledge about alcohol, and the under-
standing of its use and ncnuse. to the
younger generction. Schools throughout
the Nation have an important role in this
process. Suitable modules of alcohol
education should be developed by the
National Center for Alcohol Education
and Regional Centers. State and local
school systems can adapt these modules
for their curriculums,

THAT EFFORTS TO DECRIMINALIZE
AND INSTEAD PROVIDE COM-
MUNITY CARE FOR ALCOHOLISM
AND PUBLIC INTOXICATION BE
REDOUBLED.

The Uniform Alcoholism and Intoxi-
cation Treatment Act recommended to
the States by the National Conference of
Commissioners on Uniform State Laws
and by the Secretary of Health, Educa-
tion, and Welfare provides a model for
States to decriminalize alcoholism and
public intoxication and establish the
legal framewcrk within which to ap-
proach them from ¢ community care
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standpoint. This action has been recom-

mended by the courts, Presidential Com-

missions, and professional organizations.

A special grant ir; Public Law 93-282 to
* States that cdopt this legal framework
§nd approach is a fundamental recog-
nition of its importance by Congress and
the Administration.

THAT THE NEW LAWS PROTECTING THE
PRIVACY AND CONFIDENTIALITY
OF ALL CITIZENS WITH DRINKING
PROBLEMS BE STRICTLY AND
IMMEDIATELY ENFORCED.

Public Law 93-282 amends section 333
of the Alcoholism Act to provide the
first comprehensive approach to the
issue of confidentiality cnd privacy for
people with drinking problems.

THAT EFFORTS BE SPEEDED UP TO
ASSURE QUALITY CARE FOR AND
TO REDUCE THE CARNAGE OF
ALCOIOLISM AMONG SPANISH-
SPEAKING AMERICANS, INDIANS,
AND OTHER NATIVE AMERICANS,
YOUNG BLACK MEN, AND HIGH-
WAY TRAVELEPS.

THAT THE VALUES OF EARLY IDENTIFI-
CATION AND TREATMENT PRO-
GRAMS IN BUSINESS AND INDUS-
TRY BE GENERALLY RECOGNIZED
THROUGHOUT THE COUNTRY.

The magnitude of the cost to the
Nation's economy stemming from prob-
lemm dnnking and alcoholism is stogger-
ing. It is imperative to encourage the
wider establishment, in Government cs
well as in the private sector, of tre types
of program that, with thz cooperution of
labor and management, have successfully
restored substantial majorities of af-
fected personnel to health and normal
function. The economic benefits of
effectivc early identification and treat-
ment programs demonstrably outweigh
the cost, and the human benefits are
beyond valuation.

THAT QUALITY AND COMPREHENSIVE

CARE BE EXTENDED TO ALCO-

'HOLIC PEOPLE THROUGH COVER-

AGE UNDER HEALTH AND DIS-
ABILITY BENEFITS AND THE
ESTABLISHMENT OF STANDARDS
FOR CARE.

Total coverage for the treatment of
glcoholism through traditiona! and other
third-party payment plans should con-
tinue to be studied. The appiication of
such coverage in both general and special
therapeutic settings should be explore:l,
with particular consideration to the con-
tinuum of health cnd humen-service
needs of alcoholic people in tite process
of recovery and rehabilitation. Standards
and certification for suck care are crucia!
to insurance covercge and to the quality
of care that can be obtained by alconolic
people.

THAT NEW AND REVISED POLICIES AND

GUIDELINES GOVERNING THE DIS
TRIBUTION AND SALE OF ALCO-
HOLIC BEVERAGES BE DEVELOPED.

Current laws and regulations need to be
reevaluated to determine whether thev
are fulfilling their intended purposes. To
the extent that they are not, a set of
mode! codes of ulcohol-bevercge control
should be formulated, which States and
communities may adopt with modifica-
tions to suit their own reeds.

THAT 1T BE RECOGNIZED THAT THE

52

MULTIPLICITY AND EXTENT OF
ALCOHOL.-RELATEN PROBLEMS
CANNOT BE TdE EMNCLUSIVE
RESPONSIBILITY OF THE FEDERAL
GOVERNMENT. ACCORDINGLY WE
SHOULD FIND WAYS-—

To strengthen the involvement und the
role of private enterprise in reducing the
problems of alcohol misuse and alco-
holism;

To ennance the role of voluntary
cgencies, and support by State and iocal
g0 uints, in activities related to the
core 1) the afflicted, and in coniributing
to aremvntive efforts.
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THAT EFFORTS BE MADE TO INTENSIFY

THE STUDY OF THE RELATION OF
ALCOHOL USE TO—

Cancer

Heart disease

Liver disorders

Pregnancy and fetal heaith
Agi

ng
Longevity and mortaiity
Brain function and the addictive process

THAT A NEW NATIONAL CONSENSUS

CONCERNING WHAT CONSTITUTES
RESPONSIBLE USE AND NONUSE OF

ALCOROLIC BEVERAGES BE FOR-
MULATED AND ARTICULATED,

Current concepts and mores concerning
the use and nonuse of aleoholic beper
ages are cynfused, inconcistent, and
sometimes destructive. Knowledge about
the use and misuse of alcohol needs to
be shared more widely and continually
80 that citizens and especially our young
people are given the opportunity to base
their dgcisions to drink or not to drink
on the best information that is available.
In addition, new and alternative recrea-
tional and social settings may be con-
sidered in which drinking will be a
coincidental function rather than the
main reason for people frequenting
them.
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Mr. Rogers. Thank you very much, Dr. Chafetz, for a very helpful
and enlightened and important statement. We appreciate your presence
here.

Dr. Carter.

Myr. Carter. Thank you, Mr. Chairnman.

You spoke of the inverse pyramid, which refers to the fact that
the ones who need treatment the most get the least. Could you explain
that a little further?

Dr. Cuarerz. Yes sir. One of the interesting studies that was done
before T came to Government was done at McLean Hospital at Har-
vard, Dr. Carter, and a study of resource allocations showed that the
psychiatrists who were at the top of the hierarchy had the grestest
number of resources allocated to them, and then to the psychologists
and nurses, and so forth, with the patients receiving the fewest number
of resources.

In our programs that tends to be replicated. In other words, admin-
istrative costs. in order to support the caretaking nersonnel, seem to
take a big lunk of the pie. I velieve that could be cut back and T think
that has been shown. for example. in some of the studies.

The Blue Cross of Maryland appears to be willing to offer benefits
to nonhospital residential alcohoiism programs and outpatient care
in nonhospital situations, where at lower costs they have higher out-
come effectiveness.

I think we have to look at that.

Mr. Carter. I certainly agree with you.

I have done a little investigation myself, and the Kentucky Mental
Health Association is in agreement with you. Of course, they supported
the legislation. They say too much is being spent at the base of the
inverted pyramid.

Dr. CrarETZ. Yes, sir.

Mr. CartEr. The reported upsurge problem of drinking among the
young is particularly disturbing. :

What do vou consider is the cause of this, and what is being done
to deal withit?

Dr. Cuiarerz. I am as troubled as you are, Dr. Carter. In *Alcohol
and Health No. 2, which we released in a White House press con-
ference in, I believe. July of 1974. we had completed the prelimi-
nary findings of a large survey of the drinking behavior of young
people in this country.

As you probably know. for the Harris poll, for some of the other
polls, the sampling procedure is usnally to use anywhere from £00
to 1.500 people as their sample population. Becaces of the nature of
this particular area. we had a sampling of 15,000 young people
between the ages of 12 and 17, and found some very serious findings.

For example. between the ages of 12 and 17, 5 percent of these young
people get drunk, overdose with the drug. alcohol, at least once a
week. That is more than 52 times a year. When you realize you are
dealing with some young people who are 12 years old, and yon then
take your cut at higher grade levels by age 17 in grade 12. the incidenee
of overdosing with the drug. aleohol, getting drunk at least once a
week, rises to 1t percent of the population.

Then when vou look at the fact that at grade 10. 50 percent of
them report drinking at night in cars, you understand why for the

4
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total populution of drivers =, o [nited States 40 percent of the traflic
fatalities are aleonol rerd " Ve in the age group between 16 and 24,
it is 60 percent of the fuiviities which are related to heavy aleohol
abuse and traflic fatalities. 1 wisa very serions situation.

And one of the last activiies [ engaged in was setting new priorities
for the Institute and the setting up of youth programs was naturally
o “them,

“tasked forthe canse. Well. sir, psvehiat vists, as vou know, operate

ne wisdom of hindsight. We aré briliiant with the wisdom of
hindsight. but our prospective. prophetic wisdom leaves something to
be desired.

T would tell you the veason T believe that voung people are abusing
aleohol is becaunse we as adults, their role models, are also abusing
aleohol. We s a nation, think it is all right to get drunk and overdose
with the drng. aleohol. We think that the expresgion of prowess is
expressed by consuming great amounts of aleohal. Wo give an inordi-
nate focus on aleohol in our societ v to place it ina position that it does
not deserve,

I anyone thinks Tam against drinking. do not believe that. T think
aleohol has an impurtant place to play in our society but T don't thinik
it is that hot a thing which measures suceess and sl the rewards of
the good life and all the things the voung peoaple are taneht,

The voung people of Ameriea linve switched from the other drugs,
as our studies show. back to alcolol, and in a circumstance snch as
this country has of few measurements of suecess. aleohol 1 one of
the measnres of adult status and. as g consecuence, T think they focus
heavily and inereasingly with this emphasis on this substance leading
to these problems, and we need to have o prevention edueational pro-
gramto put it into perspective.

Mr. Carrer. Could von deseribe some of vour activities in the pre-
vention of aleohol abuse ?

Dr. Crarerz. Yes. sir. Provention. Dr. Carter, of course, is like
motherhood. everyone is in favor of it. and T have nevor found any-
one who stated they were against it. Bur unfortunately this is a ereat
technologicul society and we like to think that once vou put in a
single change. vour outcome will he automatically effected.

If T may. the closest model for that is the sente infections model,
and von and T are familiar with that as a nice, simple model with
the organisin that canses symptoms. which either have a tre.iinent or
they don’t.and they live happy ever after. .

T wonld like to remind the public of the fact vou and T knov- taat
the simplest example is that of smallpox, whicl is in the acute 3 for -
tions model and for which we have a neat vaceination that is cheas,
to produce, casily transportable. ecasy to introduce to the individnal
and the world—we have had it for 200 years—iud the World TTealth
Organization is just saving that we are now just eradicating it: this
with a simple model.

With a complex issue like aleoholism T don't want to make it a»
oversimplified sitnation. T think this society has to decide what are
the responsible limits of using wleohol. Tt will do two things heeanse
it will comfort the American public which is very ambivalent, con-
fused, enilty, and conflicted by its own nse of alecohol.

But it will have a more important health issue. Tt =il allow us to
recognize those individuals who are having abnormal responses to the

-
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use of aleohol carlicr, and I know this commitiee is recognizing and
examining a bitl about prevention and promotion of health issues.

1 thml\. Dr. Carter, that, for example, there was i nticle in today's
Washington Post about malignane v. We have beere spending all this
money on looking for causes aud cures where all of us know that
if malignaney could just transmit to us its presence earlier, we probably
could satisfactorily cause recovery in 95 pereent of the people who
are suffering from malignaucey.

You know it is a truisim of every health and social issue the carlier
you recognize it and intervene, the guicker, the better outcome at lower
cost. T'his holds true of aleoholism. Wirth the state of the art at present,

people have to be very sick, very far 4 the road before we recognize
it and treat them, and that i why so costly and why therapeutic
nihilism exists.

The first thing is to come up with w that allows us to identily
aleohol problems carlier. We think =+ enee s there fo provide that
svstem for the Nation, and it Cooeap o a lot of publie awareness
activities th mugh the clea- v the develepment of con-
stituencies, and that is why -+ s these community organiza-
tions things beeanse educatin - the provision of information,
putting out faney booklets, i .. - B Chatetz Tecture and neople

will be changed forevermore. It i= an ongoing commuuity process that
involves loval sanctions and education where the attitude towand
alecohol beeomes part of the life experience, rather than something that
is information alone.

I ecould go on an on—T get wound up about this. T apologize for my
lengthy response. :

M, Rocers. Mr. Flefner?

Mr, Herver. Thank vou. Mr. Chaivman. 1 ur happy von men-
tioned “faney hooklets,” I think it is kind of ironic becanse yesterday
at the Giant supermarket i McLean, V., T happened to pick up a
booklet called “Drinking Etiquette,” whieh is dispensed by the U8,
Department of Tlealth, Edueation, and Welfare.:

Dr, Criarerz. Yes, sir.

Mr. Herxer. And in reading throngh the booklet—of course, 1
totally abstain from aleohol myself—I cannot see where there is any
incentive for anvbody not to drink. It tells von how to handle yonr
parties. for instance how to plan if vou happen to be having some
pooplo from a foreign country come in, what they particularty like to
drink. and this type of thing.

In vour statement that vou alluded to the fact that we had 19 per-
cent. T believe. fewer fatalities on the highways in 1974 Would you
SAV we pmlnbl\ hac as many accidents cansed by aleohol, but because
of the 55-mile upeed limit we didn’t have the fatalities?

Dr. Crarerz. Mr. Hefuer: T do not know: and T stated that. Tf T
were asked my judgment. T would tell yon the 35-mile limit is probably
the main reason, There is some evidence that there has been some
change as a resnlt of the activity of the aleohol safetv action program
ont of the Department of Transportation complementars to the treat-
ment prograins we established that has gotten people into treatment

_carlier: but we do not know. in all honesty. I cannot tell vou whether or

not it is just the slowing down to the 33-mile-an-honr speed limit, while
we have the same number of people around on the highways.
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We are just too early in the situation to give you an honest response;
but we ought to ask about that because, as I understand; people who
have severe alcohol problems and have automobile accidents, I can-
not see them responding so much to the 55-mile-an-hour Hmit because
we know they did not respond to the removal of licenses, revocation of
licenses, and other sanctions imposed on them.

So we do not know—and it is quite possible. But I must also re-
spond to the booklet y6u have there, “Etiquette of Drinking.” T think
you must look at it very carefully because one of the etiquettes of
drinking is t> give respect to, and nci put pressure upon those people
who choose not to drink. The Tnstitute’s policy has not been to take a

osition for or against drinking. I think it is eminently incorrect and
aangerous for a Federal agency to deiine morality and behavior in
this area for its population. We <culd only share our best information
with them and let them make their own judgment.

1 get very worried about it because us a person who has studied
history. I have found how often .nder the gnise of goodness socie-
ties have imnosed harm wkhile they tried to impuse some people’s self-
righteous attitudes to e put on other pcople.

That “Etiquette of Drinking,” as T remember the publication, was
& sensitive “rspect to people who do not drink. and T am sensitive to that
even though I do drink, because T am aiways fighting, Mr, Hefner, the
battle of the bulge, and the only way I can succeed that battle of the
bulge is to give up aleohol. Tt imcreases an already prodigious
appetite,

I was struck when I chose not to drink. how many people put pres-
sure upon to drink when I chose not to, and I think these people need
not feel different or have that kind of pressure as part of the etiquette
of drinking.

Mr. HerNer. T think it was Abraham Lincoln who stid, “Aleohol
has many defenders but no defense.” I do not argne the case for pro-
hibition but I do think that we have. as Dr. Carter alluded to. a situa-
tion in which our young people are moving toward alcohol rather than
the other drug cultures. I do not think we have through our television
media—even though some kinds of advertising are illegal—put alcohol
use in a favorable light. It is used by the beautiful people. On pro-
grams ¢n television—detective programs, soap operas, and so on down
the line—there is seldom a 5-minute seainent during which some-
one does not say: “Would yon come in. would you have a drink 77

Itisthe thing to do. It is the proper thing to do. The beautiful people
do it. The herces do it. Football players and basketball players do it.
I cannot relax until I havea highball, or whatever, before I retire.

I think that I would be the last person in the world to want to exer-
cise censorship, but T think this t¥pe of exposure influences people,
not only yvoung people, but I think it influences the middle of the road,
the housewife. the people who.watch television. They see this is the
thing to de.

As you said, T do not think the Federal Government should or can
legislate morality, or what is right and what is wrong, but I think
these are some of the areas that encourage alcuhol abuse,

Dr. Cuarerz, Mr. Hefner, I agree with you. As a matter of fact,
the Institute had a study done that monitored the incidence of refer-
ences to alcohol drinking, getting drunk, and so forth, in the media that
found that there was an enormously high emphasis thror-hout pro-
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graming, and the Christian Science Monitor, independent of the In-
stitute, ran its own survey around this same issue and came to literally
the same findings of the high incidence.

One of the things I devoted a good part of iny last year in office to
was to meet with the heads of the television industry, with the Screen
Writers Guild, with Mr. Lou Wasserman of MCA, all of these people,
to enlist their aid in eliminating aleohol references if it did not inter-
fere with the story content, and they are busy examining this.

I noticed that NEB just came ouf with a new code for advertising
for beer and wine to lessen some of this. They are making some move-
ment. Whether they are moving fast enough 1s open to qnestion, but
they have become aware of the fact instead of their knowing what to
do with their hands in a dead scene they reach for a (11111]\, and this
has an impact on all levels of society. as you have pointed out, the
beautiful people, the success—yoeu are not successful nnless you reach
for that drink. vou work Liard all day to get to the bar, that is the only
reward for living.

That is ptott\ sad. and T think that we have to sumrmt to them that
they examine it. I feel we have been doing it. T think t thoy are seriously
recognizing the fact that the public is mpo"tn it of them,

Mr. Herwer. T have no further questions.

Thank you, Doctor.

Mr. Rocrrs. Tmay ask von to answer a few questions for the record,
if you wonid’

Dr. Cocrrrz, Y s, sin

Mr. Rearns. Trhmk the testimony vou have given us is encos agin
and T think vour directorship there at the Institute has led to ultf‘
with which we are very p[(‘\ced

What would be your perception of the effect of terminating Federal
aleohol prograns and instead simplv giving unearmarked money to the
Statestospend on whatever they might desire ?

Dr. Crrarerz. Mr. Chairman. T do not have to wait to subxmt that
for the record. That would be a disaster because we know that in the
priority situations in the fight for money for roads and teachers and
policemen. historically alcoholisin has been the neglected area. You
know we get the short end of the stick. sir. and T think it would be n
disaster to remove the Federal initiative at this time.

I think if this society recognizes more completely these are sick
people and not had people that there may come a time to shift the
emphasis but. we have not reached that level. T think it wonld be an
utter disaster.

Mr. Rocers. How nseful were the State plans in determining the
effectiveness of the State programs?

Dr. Cuarerz. T think T wonld have to answer that at two levels,
AMr, Chairman.

First of all, the lomshhon and the process by which it was imple-
mented the first vmr—most of the States did not have gcod plans but
we needed to get them going and we gave them the money with the
understnndmg we would give them technical assistance to implement
their plans,

We think there is great improvement coming along. I think the
States are coing a 10‘1%onf1blo job but T do notL believe they are at
a level that we can shift the whole rmponqlbxhts te them.
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Mr. Rocrrs. Are there any special problems that we are seeing with
respect to men drinkers or women drinkers or some other grouping?

Dr. Crarrrz. The evidence shows that when T first came into the
field esome 23 years ago. the ratio was 5% men to 1 woman. T wonld
suspect on the hasis of some of the evidence that women are catching
up to men in many areas, inchuling drinking problems. I think it is
an unforiunate situation.

This was another priority, women with aleohol problems, that the
Institute took on at the end of iny tenure.

Mr. Roaers. Do we have any statistics that wonld give us an osti-
mate of how mauy women alcoholies there are?

Dr. Crarerz. T would say from the 9 million which vou referred
to, which was a product of aleohol and health. T would say we counld
safely say there are 3 million alcoholic women in this country—one-
third.

Mr. Rocers. That scems to he growing.

Dr. Cirarerz. The evidence seems to be that this is growing: ves, sir.

Mr. Roarrs. What is the role of the regional office with respect to
the aleohol program?

Dr. Cirarerz. Well, T have shared with you my successes, I have
shared with you some of the challenges in where we ought to go: T
think T onght to share with vou some of the things T felt did not go
so well.and regional office is one of the sitnations.

Tt was a locus. I felt, for effecting the intexration of aleohol efforts
with the rest of the health eare system. One of our eoals. vou know,
T remember sayving hefore the OMB T know the Aleaboliem Tnstitute
will be a vnecess when we no longer needed the Aleoholism Institute
becanse aleoholic peeple were being treate:d in the total health care
system, and T believe the regional office mechanism was one way of
building aleoholism into all of health care systems.

However, because of the very limited resources that we had for
personnel. in order to effect. this. we would have had to take from our
meager central office staff and put them ont into the regional office
to accomplish that. T had made them a promise T wanted to do thar—
being the ever optimistic person. T was sure T would et the neces-
sary people. T didn’t get them. and consequentlv T had to break that
promise. and T think as a result that program did not work very well.

Mr. Rocers Thank you.

Your testimony has heen most helpful. T may have seme written
questions to submit to vou and if yon will answer them for the record
it wonld be appreciated.

Thank you for your presence today.

Dr. Cirarerz. Thank vou, sir.

[The following lotter was submitted for the record i

Jorxs HoPRINS T'NIVERSITY,
CENTER FOR METKOPOLITAN PLANNING AND Resrarcr,
Baltimore, Md.. January 20, 1976.
Hon. Pavut RoGeRs,

Chairman, Subeommittee on ITealth and the Envirenment, Interstate and Foreign
Commeree Committee, 1.8, House of Representatives, Washington, D.C.

Drar Pavr: Thank vou agiain for the invitation and opportunity to testify
hefore your eoninittee. You know how mueh I enjoyed it. ) .

I think, however. there needs to be farther elahorition on the onteome measnres
and findings that I discussed hefore the committee since the issne is so tinged
by both emotionalism and stereotyping. Thix study, whieh will shortly he released.
was done under contract by the Stanford Research Institute and the Rand Cor-
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poration whose scientitie eredentinls do not need my defense. Their tindings blow
ont the water the accepted conelusion that if an aleoholic person, during recov-
ery. takes aleohol, full relapse is inevitable The goal of measuring successful
treatment onteone of total abstinence for the rest of one's life has contributed
to negative impacts: (1) it has set an unbelievably high standard for treat-
ment onteome which territics many people from asking for treatment @ and (2)
it centributes to the therapeutic nihilism which has frustrated this field for far
too fong in spite of the tindings which T shared with your committee,

I wonld still advise that a severely aleoholic person, recovering from the ill-
ness, not take aleohol and not risk tinding ont whether or not they conld. in fuet,
drink soeially. As 1 =aid in the introdoction to Aleshol and Health, Volume 1,
“Phee very fuet that this report highlights new scientifie findings warrants a
word of caution, Scientitic advanees are made in disereet steps, cach of which
must be duplicated and vepeated many tfimes before we are certain that it is
valid, how it shonld be interpreted and when it may be nsed. As we respect the
rights of people to make their own interpretations and decisions and to aceept
their own risks based on the best available knowledge, it is ethical. imperative,
to eaution here abont the limitations of applying broad tindings on statistics]
populations to specitic decisions by individals. Sceientitie truths concerning a
population represented by a siatistical average wmay be inapplicable or even
invalid for many individials within that population.”

The unfortunate facter that your committee must always face in evaluating
research findings ix that beeause aleohol's nse and abuse are nbiguitons, every-
one has experience with those two phenomena and thereby they have developed
preconeeived, set notions. Most research and people’s experience is based on what
we call the individual servings as his own conrrol, In other words, we take a
sliee of an individual's reatity, introduce treatment or an event. and when there
is a pre-post-change in that individuat conclude that the treatment or event are
responsible for this. Using this common research methodology, T onee thought
[ was in line tor a Nobel Prize. 1 had the pre- and post-treatment arrest recoprds
for a large number of patients Kept independently of the program by the state
police of Massachusetts and found that atter these people had enjoyed my treat-
inent progran, their arrest record statistically and signiticantly dropped, Tt was
achierioe finding, Untortunately, Paul, at the same time as I eolleeted thé people
1 treated, T coileeted comparison gronps of prople who did not receive my freat-
ment bt whose arrest records at the end of the study perind had similarly
signiticaptly diminished to that of my patient population, In other words, when
pre- and post-experience measures are used, the community and science may
deceive themselves,

On the other hand, we o not <ay to the eongestive heart disease patient or the
diabetic. “If you take salt or sugar or show the evidence of relapse by fluid in
Fyour tissies or an inereased sugarin vour urine or blood, yon have not reeovered.”
We do not hold ont for them the absolute necessity that we will not consider it
a recovery unless their status is perfecet for the rest of their lives. Therefore,
air treatment atritisies toward henrr disease and diabetice patients gives us satis-
faction and hope, Even for dreaded malignaney, the surgeons give themselves
a five-vear rate to measure cure but this os not afforded to the person siek with
aleoholism. T suspeect that, althongh people view themselves ax recovered and
not reformed, when they judge others whe are still il they behave as reformers
rather than as lhelpers. The anfortunare inpediment to rhe marvelons work of
vour enmmittee is that we have forgotten rhat t¥ . Bible states that man was
ereated in the image of God but that too many weltl-meaning people try to take
their own pers<onal experience and attempt to make the less fortnnate over in
their own image. Individnal experienee is essential in the development of our
values for mirselves, Thoy shiomld have lirtle or no value in developing national
programs and priorities for other lInuman heings,

T am taking the liberty of sharing this letter with some others. Yo know that
T am available to your and your conunittee insgny way yon feel I may be of help.
You have iy hest wishes,

Sincerely,
Morerts . ('iTaFeTz, M.D.,
Principnl Research Scicntist.

[ The following questions and answers were received for the record ;]
QUESTIONS SUBMITTED BY CirateyMaN RoGgErRs AND DR, CHAFETZ'S ANSWERS

Question, 1f you as Director of the Aleohol Institute thought the Alcohol Act
should be amended—
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{a) What would you have to qo?

(0) What would be your chances of getting such an amendment through OMB?

Answer. (a) Once a year n request is made by DIIEW for legislative sug-
gestions from its programs. If, as Director. I thought the Alevhol Acet needed
to be amended, we would prepare the suggested amendments and forward them
to the Administrator of ADAMIA. After ADAMHA has massaged the language
and examined the intent of the legislative proposals, the proposed amendments
are returned to the Institute or forwarded to the Assistant Secretary of Iealth.
If ADAMHA eannot support the legislation and refuses to send it forward, I,
as the Director. have the right of appeal to the Administrator of ADAMHA.
On the other hand. if ADAHMA supports the legislative intent, the amendments
o forward with their supporting statements and interpretations. At the Assistant
Secretary of Health's level. further massaging of the language and the implica-
tions of intent are stated. And if this office supports the proposed amendments,
coordination with the legislative office of the Secreta ry of HEW is brought about.
If all of this meets with the Department's approval. then the aequiescence of
OMB is sought. )

(b) The chances of getting an Aleohol Act amendment through the OMB are
nil. OMB, it it believes that an amendment will require funding or contains the
mechanism to ercate a funding momentun. will oppose and kill a legislative
request. Since in the eyes of the AMB, any legislative request by a program
must contain a funding implication hidden somewhere within the amendment,
programmatic hope of getting OMB approval is poor.

Question 2. Describe the process by which the budget for aleohol programs Is
developed.

Answer. In preparation for the I'residential budgetary fiseal year exercise,
the alcohol program is asked to develop a budget within fixed hudgetary con-
straints. During by tenure as Director, the program was never asked what its
perceptions and needs for a budget would be necessa ry to fultill programmatic
objectives. We were always placed in a budgetary straight-jacket and then asked
our opinion of how we might intelligently wiggle to fultill the devasting needs
of aleoholic people. During my tenure at no time were the appropriations at all
commensurate with the authorization levels, At no time did the Department and
Presidential budget request for alecoholism go much beyond a continuation level
for suppors already comutitted, Tn short, legistative and budgetary input for the
alcoholism pregram were always devised without consideration of the input of
NIAAAN's leadership which is in stark contrast to the Congressirnal intent
expressed in 81-816 which dirented that the implemented power for the federal
alcoholism program pass directly from the Secretary of HEW to the Director
of NTAAA.

Question 3. In 1972. Congress established a special White Iouse office to com-
bat drug abuse. A White Paper prepared by the Domestic Council recommends
continuing this focus—albeit without legislative authority. Should a =zimilar
office be established for alcohol problems or do vou feel NTAAA is in a position
to coordinate a Federal effort?

Answer. The White Paper prepared by the Domestic Council avoided the
issue of alcoholism as the nation's number one drug problem. For consistency's
and reality’s sake. I believe that a special White House office to combat drug
abuse demands a similar office for alcohol abuse. I believe that NIAAA is no
longer in a position to coordinate the total federal aleoholism effort because the
Inter-agency Coordinating Council called for in the 1974 Comprehensive Alcohol
Abuse and Alcoholism Treatment. Prevention. and Rehabilitation amendments
have not been satisfactorily implemented and because the many layers and
impediments of bureaucratic processes of DIHEW make the Institute impotent
in carrying out its coordinating functions.

Queation 4. Are there special problems of Indians who abuse alcohol ? Shonld
monies be earmarked for Indian programs?

Answer. There arc indeed very special problems of Indians who abuse aleo.
hol. The Indian people of this nation have twice the incidence ot aleobolism and
these alcohol problems are associated with three out of four at alt soeial, health,
and crime problems that plague the American Indian. Aleohal prob'ems of the
Indians are not the resuit of a genetie inability to wetabolize aleohol. Stndies
affirm that they metabolize aleohnl at the same rate as all other ethaic Zroups.
Thelr serions aleohol problems are a consequence of the cevastating outcome
alcohol has on any person who suffers extensive physiegl. psyehological, and
social deprivation. Intensive deprivation produces unnsual and dramatic re
sponse to alcohol intake for people so deprived. This committee does not need
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my testimony to remind us how the American Indian has been deprived of
everything that is worthwhile to a human i.-*ng. Indian people must be responsi-
ble for examining, evaluating. and runuing their own Indian aleoholism pro-
grams. There shounld be a definite ear-taarking of monies for Indian alecoholism
programs.

Question 6. Do we know how many treatment slots there are versns how many
we need?

Answer, The treatment slui concept. so nseful to the other drug programs which
contain more standardized therapeatic approaches, is not applicible to the treat-
ment needs of aleoholic people. Stndy after study have affirmed that treatment
approaches tailored to the needs of the individuals rather than to that of the
programn have high suceess rates. Treatment slots are in the direetion of stand-
ardized treatment approaches and are antithetieal to our knowledge of treat-
ment needs of alcoholic [)enplo

Question 7. Could you give ns recommendations with respect to the need for
cr(\dontmhnxz of alcoholism counsellors?

Answer. The need for credentiating of aleoholism eounselors has lost, in my
opinion, its original intent. The field of alcoholismn has many devoted and effee-
tive counselors whose dedication, compassion, and understanding are treatment
essentials not easily eredentialed. During my tenure. 1 reluctantly agreed to
create the meehanism by which eredentialing at the state level conld be effected,
only to open up the mechanism for the aleoholie populntion to receive their fair
share of third party payments. It was in effeet a trade-off on one hand against
a certain amount of destruction of dedieation, which is historieally a well-known
outcome of the credentialing process. in order to open up avenues of finaneing.
What has cccurrad. however, is that many individuals concernea with the cre-
dentialing issue have economic and prestige motives to pressure the NTAAA to
spend tax-payers doliars in ereating a National Credentinling Orgunization. T
was and am strongly opposed to this position. As a physician, 1 am a diplomate
of the National Board of Medical Examiners.

But each state maintains its own right to license me to practice in that state
and no third party that I know of pays out for services im anything other than
state credentialing and not in response to national credentialing. We must bear
in mind that many observers have lauded the People’s Republie of China for
their great contribution to the health delivery system in the fact that they em-
phasize performance criteria rather than credential criteria. Credentialing. in
fact, only serves to create elitism. Credentinling does not help people lessen
their suffering and function better. In my opinion, the whole issue of credential-
ing and the immature territorial battles vaging around it are but manifestations
that the alcohol movement has lost its nrmmnl direction.

Question 8. Do states need single state agencies that deal only with alechol
programs?

* Answer. I believe that some states will continue to require a single state agency
whereas in other states the aleolioi abuse program may be combined with other
drug abuse programs.

Mr. Rogers. The next witnesses will form a panel. We have a most
distingnished panel, and the panel chairman, Mr. Mike Gorman, 1s an
old fr 1cn(1 of the committee. He is director of the Public Policy Office,
National Couneil on Aleoholism. Tt 1s my understanding you have with
you Mr. Fred Davis, Association of Half-Wav Honsos. Aleoholism
Programs of North America; Maj. Ernest A. Miller. director ~f the
\atlonnl Public Aftaus Ofﬁc‘e. the Salvation Army: Matthew Rose,
executive direcior of the National Association of Alcoholism Conn-

selors and Tza.n(m: Dz, John Wolfe of the National Conneil of Com-

munity Mentai T iniirh Centers: Dr. Charles S. Lieber, of the American
Medical Socicty on Alcoholism, Veierans Hospital; Dr. Richard
Driver, associate director, Rutgers Center of Alecho! Stumos T.t. Col.
Harry Smith, Voluntcers of “Ameriea: and Jnanita Palmer, chair-
woman, National Nurses Societv on \lcohohsm

We welcome all of yon and, Mr. Gorman. von might want to identify
each or let each person identify himself for the reparter.
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STATEMENTS OF MIKE GORMAN (PANEL CHAIEMAN), DIRECTOR,
PUBLIC POLICY OFFICE, NATIONAL COUNCIL ON ALCOHOLISM ;
JUANITA PALMER, CHAIRMAN, NATIONAL NURSES S0CIETY ON
ALCOHOLISM; MAJ. ERNEST A. MILLER, DIRECTOR, RATIONAL
PUBLIC AFFAIRS OFFICE, THE SALVATION ARMY; JOHN CAR-
PENTER, SENIOR DIRECTOR, RUTGERS CENTER OF ALCOHOL
STUDIES, RUTGERS UNIVERSITY; LT. COL. HARRY SMITH, VOLUN-
TEERS OF AMERICA; MATTHEW ROSE, EXECUTIVE DIRECTOR,
NATIONAL ASSOCIATION OF ALCOHOLISM COUNSELORS AND
TRAINERS; FRED DAVIS, ASSOCIATION OF HALF-WAY HOUSES
ALCOHOLISM PROGRAMS OF NORTH AMERICA : AND JOHN WOLFE,
PH. D., EXECUTIVE DIRECTOR, NATIONAL COUNCIL OF COMMU.
NITY MERTAL HEALTH CENTERS

Mr. Goryax. Yes. T will have each person identify himseif or her-
self for the record.

Mr. Rocegs. Fine.

Miss Paryer. Juanita Palmer. National Nurses Society on Alco-
holism.

Mr. Mrrer. Tam Major Miller. «vith the Salvation Army.

Mr. CareExrter. T am John Carpenter. senior director of Rutgers
Center of Aleohol Studies.

Mr. Sarrrrr. Tam Lt. Col. ITarry Smith. Volunteers of Ameriea,

Mr. Rose. Matthew Rose, director of the Assoeintion of Alcoholism
Counselors and Trainers.

Mr. Davis. Fred Davis. Association of Half-Way Houses of North
America.

Mr. Worre. John Wolfe of the National Council of Community
Mental Health Centers.

Mr. Rocers. We welcome vou to the committee, all of vou, and any
statements yvou have will he'made a part of the record. and you may
proceed as vou desire. ,

Mr. Goraax. Yes. siv. Thank vou. Mr. Chairman.

I have a very hrief statement and then T think T would throw this
open to the committee members aud the panel.

Very briefly, because of the limitations of time, T want to deseribe
in 2 minutes what they are doing, why they are here in the field of
alcoholism.

Mr. Rocrrs. That would be helpful.

Mr. Goratan. T ¢ ot want to make any lengthy comments on what
Dr. Chafetzsaid previonsly.

T avpeared here in 1973 hefore this distinguished committec, hefore
Mr. Rogers. who isstill the chairman. thank goodness, and Dr. Chafety,
just slides off a sratement that the committee onght. to reconsider the
conventional wisdom of having a separate program for drugs and a
separate program for the drug aleohol. Now. he just lets that go with-
out any documentation.

Ve are here to testify on the aleoholism hill, and in 1973 we fonght,
that adininistration proposal of combining three institites into one bag
of worms, which was rejected by this committee. Three institutes had
their own strong individual identity and responsibilities, and that you
will remember we' argued about. We do not say drugs are not an
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important probleni. We say each of the three. with all due respeet. to
Dr. Chafetz has vesponsibilities peculiar to it,

Then, the other statement that he did make, and 1 will go into my
statement becanse I do not think this is the point at which to debate
various points of view. except 1 do not think they ought to go by the
committee without sonie question. and we have several distinguished
gentlemen on this panel who have had a great deal of experience with
aleoholisin, ‘

There is a statement on page 10 of Dr. Chafotz’s statement where he
says: there is no guarantee in aleoholism recovery as to who will ro-
lapse and who will not,” and that js very true, “a finding in this study
reveals that relapse rates for those who go back to normal drinking
in the recovery period are no higher than those who are long-term
abstainers.” We find no evidenee for that.

In faet, the only seientific study that the National Council on Al-
coholism has seen’is that if cne recovers from aleoholism and beecomes
dry, then goes back to drinking, that is the end of him, he eventu-
ally becomes an aleobolic again. Thar is a study by JJohn Ewing of
the Tniversity of North Carvolira. a very distinguished scientist, Mr.
Hefner, and a man who has spent nminy, many vears in the field of
alcoholism.

So I just want to vaise a question—I am not going to make a de-
bate onit. T want to raise a question. You say O this guy has re-
covered and he can have just one or two dvinks, vou know, and all
right—one. two, becomes three, four. fivi. ix—bhoom. Tle is back in
business again. That is Ewing's study. and 1 do not know what study
Dr. Chafetz is veferving to. except that he has been up thinking at
Johns Iopkins, and mayhe they thought this up.

Mr. Canrer. On that very thing, T am in agreement. with Mr. Gor-
man. I believe that if an alcohalic takes one drink he does endanger
himself areatly, and probably ! relapse,

In fact, T had a friend who was an aleoholic. T had ielped him stop
drinking but he went into delirium tremens when he was at home. and
so he came to my home. He told me that as he was Iving in bed he
saw “Little Daddy”—who was his brother-in-law who had passed
away a few vears before—and said “Little Daddy” had his white
hat on: and when he waved that hat. he kunew it was time for him to
£o. So he got up and got in his car and he said. “On my way here,
Dactor. T picked up Pectoral,"—1I did not know who Pectoral was, but
he said “little children started jumping under the car as I came to
your honse.” “I did not want to run over them, Doctor, but,” he said,
“Pectoral could not see a one of them.”

And when he came in, of course, one thing which will relieve them
temporarily when they are in such a state is to aive them a drink.
I did not have one at hand. but I told him if he wonld take a drink
that all these things he had imagined would disappear. But the unfor-
tunate thing about it was that he took one drink and he never stopped.
He died of cirrhosis of the liver.

Thank you. Mr. Gorman.

Mr. Gorarax. This is the whole point. Dr. Carter. stated much
better than 1. Being a medical doctor. you know one drink is toe
many and then a thousand are not enough. One drink is too many.

Mr. CartEr. Yes, sir.
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Mr. Gorarax. Mr. Chairman, I really want to express on behalf of
this panel. this very diverse pancl. the deepest gratitude of all or-
ganizations in the alcoholism field. and related to alcoholism, to the
chairman for his introduction of ILR. 11317 before the recess. and
for his prompt scheduling of the hearings today.

As we understand. the legislation before us extends for 3 vears
witheut any increase in authorization Public Law 93-282, whiclh passed

_ the House in 1974 by an overwhelming bipartisan vote of 301 to 17, a

very close vete.

As you no doubt remember, Mr. Chairman, when we testified on
Public Law 93-282 late in 1973 before this very committee, we were
not arguing the point about the divisibility of institutes, clear indica-
tions that each institute must do its own job without a big bureaueracy
on top. We appeared us a panel and, as voun know and Dr. Chafets
has mentioned it. we had at that time great support from not only
the alcoholism organizations per se but from organizations like the
National Association of County Officials and the American Medical
Society on Alcoholism, AFL~CTO. and the education commission
of the States. a very distinguished organization. and the National
Congress of Parents and Teachers, and so on.

We Lnew then we were trying to build up the public's interest in this
problem, and it relates somewhat to some of Mr. Hefner's questions
about always having a drink on TV and that kind of thing, and these
are the organizations that are around this table that are now going
to question that. you know. counteracting such practices that as yvour
hostess opens the door she does not tale vour coat off. she hands vou
a drink and then takes vour coat off. Tt 1s a little difiicult. especially
if shie 1s a very nice hostess.

Now. in a prior appearance hefare the other hodv that same vear,
that is in 1973, Mr. Chairman. we testified for a higher. anthorization
than conta’ned n the present Lill hecause we had completed a smrvey
of applicatier: = aleoholism project grants at the grassroots which
indicated more meney was needed to stimulate the operation of aleohol-
ism treatment facilities in the.heart of the community.

For us. as citizens, that was the name of the game. not a big bureaunc-
racy but active treatment facilities right in the local community.

As sou know. the other body adopted our recommendations for
project ~rants «i. i level of 8190 million for fiseal vear 1975 and $110
millicr o fiseat cear 1976, which is the vear we are still in.

In the conference between the two bodies this project grants author-
ization was reduced to £80 million for fiseal vear 1975 and £95 million
for the eurrent fiscal vear.

Naturally. we would have liked the higher anthorizations because
we knew they were needed. but we are pragmatists and we understand
the necessity for some temporary belt tightening in light of the present
economic sitnation. and the present bill merely extends those anthor-
izations that were finally adopted in 1974

We are particularly pleased with the inclusion in H.R. 11317. Mr.
Chairtaan, of the special grants for implementation of the uniform
aleoholism trea: .ont act. '

Appr <imate:» one-half of our States—whether it is 25 or 27—have
decriminalized aleoholism over the past several years. In essence. it is
ne fonger a crime because we find you drunk. But many localities lack
finances to provide treatment facilities which are alternatives to the
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barbaric jailing of aleoholics, and that is true even here in the Dis-
irtet where we passed the first Deeriminalization Act in 1967,

It is rhetoric. LIf you do not have some place to put thew there is no
point in passing a deeriminalization act, having no treatment facilitios
available for alcoholics. Unfortunately, in n number of States, this
condition still exists, and that is an understatement, aud the aleoholie
who was formerly thrown into jail, he cannot be now if there is a
decriminalization act; he now finds himself ont on the street. That is
stmple, it is just that simple, he linds hinself out on the street, and they
would rather go back into 1he jail—it is warn, they have heat. some
place, bhut he 1s out on the street now becanse the aleoholie has heen
deeriminalized but there are no alternative treatment places where he
can go.

There 1s not a half-way house. there is nowhere where he can ¢o and
be taken eare of. We could make a number of sugreestions as to the
contents of the bill. We are not going to do it. I conld make 130, Mr
Chatrman. but T am not going to malke any of those heeause LI 11317
<2 darn wood bill. But we know that we have a time constraint. too.

In the ITouse Appropriations Committee. Chatrman George Mahon
ol the-great State of Texas has announced all appropriations commit-
tees muzt complete hearings by April 14, 1976, Tle made that statement,
m the record m early December of last year. Since we do not have an
anthorization for fiscal year 1977 and bevond. in other words. we are
only anthorized up to June 30. we are absolutely up. we are. therefore,
forcgoing any suggestions for major alterations of the legislation,

Furthermore. we think it is a darn good hill. TTowever. we sugest
one small amendment which is of vital importance to the smaller
States, aw] you gentlemen ean consider it and say, well, i it is Foing
to hold np. the passage of the bill. we will say okay, we give in. At the
present thne. the minimnm amonnt for a formula’ grant to each State
is S200,000° Now these formula grants go out to the various States. as
vou know, and the States use them to set up their own aleoholic
progran.s. :

Our studies have indieated that $300.000 is too low in many of the
smaller States. and we suggest vespeetfully that the minimum formula
arant which oes to the State authority” be raised to 2300.000. This
would not invelve any increase in the total amonnt contained in IR,
LE317. Tt wonld merely involve a small realloeation of these formmnla
grants between the Iarge States and the small States. That is all we are
asking. The sun would still be the same, but it would be realloeated on
the hasis of 8300.000 for cach small State.

Because of the pressures of time. we cannot at this juncture eive the
full report we would like to on the remarkable progress that the Na-
tional Tnstitute for Aleohelism Abuse and Aleoholism has macde agatnst
a1 dizease which heretofore was negleried for elose to two centurios in
this eoimtry. -

Dr. Chafetz has done a very fine job of pointing out nmany of the areas
that T have touched upon.and we arve a baby institute when you com-
pare us with eaneer and heart. And the chairman knows T Bave heen
in the eancer battle and heart battle and any battle abent health I
voulilwet info. But we are a new instifute: we are 5 vears old and we are
jnst beginning to grow, but T contend and say this in my statement,
and T hold with it: In a general way we contend in the short period

68801 =TG- 3
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of 5 vears since its ineeption the National Institute of Aleoholism
has made greater progress against this disease than that of any other
Looatute in HEW in comparable endeavors against their categorical
dizense responsibilities.

1L am very careful when T say that but T have been in this town for
25 years; and I have watehed the slow growth of these various insti-
tutes up to the point where cancer is rightfully, I think. at a S743
million figure, and heart s up to $360 million, and we are down there
among the lower ones moving up.

But we have nmde an awful lot of progress and 1 think an awful lot
of impact upon the American prople which is, I think, the most im
portani thing that we have been able to'do. the National Institute has
been able to do. and the voluntary organizations around this table, too.

We have one major caveat, Dr. Chafetz generally has dealt with
that very, very well. as has the chaivman in his questioning of it. Wo
believe that the National Institute must devote more of its funds to
prevention and education. We have studies indieating a frightening
rise In teenage aleoholism down to the elementary schools. You ean go.
and I have gone out into the District of Columbia sehiools and counted
the hottles, all kinds of pop. wine and stuif. During the recesses they
hring it to school. kids in the junior high school and senior hieh =chool
bring aleshol. nud I mean havd aleohol, not only beer to school with
thenmin their Irach haskets, T want 1o he just as tough as the next auy,
too. my huneh basket has apint o v inot and we are seeing an awful
lot of that. and I think the Natic+ Institute will publish shortly—I
have been informed-—a massive study of this rise in teenage aleoholism.

The kids are really boozing it up. and they are the ones that do the
late night drinking and they are the ones that go screaming down the
highways at 70 miles an hour. They are really a menace, and they
worry me. They worry me, tais trend toward aleoholism amone our
youth.

Now. last year the TLEW released the first followup of aleoholics
treated in aleoholism treatment centers which you and the Congress
funded, w2 d generally T think previous testimony has dealt wit!, this.
The stidy was done by the highly prestigious Stanford Research
Institute of California,

A major conclusion of the study showed that 70 percent of the indi-
viduals treated in these aleoholism centers showed a remarkable rodie-
tion in aleoholic intake. and Dr. Chafotz has gone into that problem
beeause it was during his 3-vear tenure as Director of the National
Institute on Aleohol Abuse and Alcoholism that this study was done
and completed.

Az result of your constant legislative support. the National Tnsti-
tute of Aleoholism has made sensational progress in an area which was
once thought hopeless—heavy drinking among Americar Indians and
Alaskan Natives.

Ihave that in my prepaved statement and T will skip over it and. if
T may. include it in the stateient that we have. T know that in 5 vears?
work on a newspaper in Oklahoma T talled about Tndian aleoholism.
They would say, “All Indians are drunks beeanse they are Tndians
and what are you sweating about. that problem for 7% T said, “Well. T
am just eurions. T think I have got a vein of enriogity inme as to why
this heavy drinking among the Indian aleoholie, and nothing is heing
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done about them beeanse nothing was done about the white
either.”

Inthose days. the Indian aleoholic was prevalent. Contrary to popu-
I impressions of people from States fike Nevada, elsewheye—Okla-
homa has more Indians than any State n the United States. that is a
Tact, nonreservation Indians, ¢ Yousaw many of them, and you saw
many Indiandrunks,

Now., just two more points and T will conclude my statement. M
Chairman. Mayhe the panelisis will either respond to gquestions {from
Youor mayhe give o one or two-aminnte précis of their point of view.

Along with the growth of-—fipst of alll T want to deal with labor
and management, and the pancl before this session today was snp-
posed to be ehaired by Leo Perlis of the A FL-ClO, chairman of our
new committee which we formed amone aomassive list of oreaniza-
tions, and appended to my statement. ~The Natjonal Coalition for
Adequate Aleoholism Proorams and imchudes every orsanization
from \ to Z and back to A thar woe asked-—und it is very heartening
that in the first meeting we held in December 1975, heeause we hud
just heaun this activity, woe invired 2| oroanizations, We received
acceptances from 19, and the otier {wo s they wonld talke it hack
to theirboards for joining.

We hope eventually 1o have o couple of hundred organizations in
this National Coalition for Adequate Nicoholism Programs. But |
think one thing that we at the NCA aro very proud of Land we work
closely with the National Tnstitute on this. St e have done o lot of
work on our own since 1964 on jt—woe have est ablished o powerful
Iabor-management departmoent working closely with indust rv oand
labor to establish aleoholism {reatment programs in hundreds of in-
dnstrial plants across the land.

It is many times the werker who imnst be detocted, who denies that
he is a drinker. but never comes into work on Monday. Tfe has an
aceident rate three or four times higher than the guy next to himy, and
it isa very tough problem of aetting to him

We wre getting to hitn more and more. and when T eay the worker
T must also include the corporate exeentive. heeause he also drinks
liis share, too. e also drinks his share and he has his ghare of
dential, too.

Now, under a grant from the National Tnstitute wo are establishing
both Tabor and management aleoholism progiams in 10 major cities,
as astart to o to industry in these varions places to talk to manage-
ment and talk to labor and say why don’t you get up an aleoholism
treatment program. If you approximate the average in the country,
you have got from 10 ta 20 pereent of your people who are aleoholics,
and Tdo not mean moderate ones. social dvinkers who take a cherry
hefore they g0 on the assembly Tine. or take a sherry hefore a corporafe
board meeting. I mean people who peally drink heavily, who are
aleoholies,

Along with the growth of teenawe aleoholism. as T have said hefore,
Mr. Chairman, we have established a strong department of preveniion
and edueation. Again. it is a beginning. bt T say it is a strones dopare-
ment in the NCA, which is working closely with the cchaols. with
families and with community leaders to get a2 hold on this problem.

aleoholice
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and 11 is going to take evervbody. We cic ot do this one alone. The
schools cannot do this alone, i

I have talked with school prineipals who say =T know there are
hottles out there, hut how abont the fandlv how about the comnmit y-—
somebody has to help us in preventing this epidemic thing.” So that
isa big problem. )

Onr thivd problem. as Do Chafetz dealt with: - 0 at we are deeply
concerned with the vise in the number of worci adeoholies, and the
figures are really stageering, as he told vou. Hois probably up to
about one-third of all aleoholies, and these are people who are sick,
they have the disease of aleoholi=m. They ave not social drinkers,
not. the gal who drinks the sociable shevey or sociable something else,
and here we are coneentrating mueh of our limited vesonrees—speak-
ing of the National Council on Aleoholisne, whieli is o private, volun-
tary organization—we are concentrating much of onr Hmited re-
sourees on bhoth State and National programs to bring this problem
into the open,and bring it under control.

We recently established o Women's National Steering Committee
which will advise, review and evaluate the findings and activities of
the State voluntary task foree< on women and aleohiolisim, which have
heen developed in about 20 States. We had a very snecessful confer
enee in the Stafe of New Jersey on this problenm. argely spurred by
Senator Williams, who is chairman of the Senate Labor and Public
Weliare Committee. and deeply interested in aleoholism,

We do not deny. Mr. Chareman, that although there is a muel
greater acceptance today of the fact that the aleoholie is a sick per-
<on. the stigma of aléoholism is foo prevalent in onr society.

Iowever, we are heartened by the fact that you, onr eleeted officials,
are in the forefront of the effort to wipe this uufair stigma from the
face of this Iand.

In conclusion, Mr. Chairman, may T point to one new and exeiting
development which is a direet. ontgrowth of your confidenee in us. On
November 26, 1975—then T go into it.and T do not have to go into this
again—the president of our organization invited these various other
orennizations—that is the 21 other organizations—to conwe to a meet-
ing to find ont how we could get a hiandle on many of the probles
that T have dealt with, and in conclusion we adopted several vesolu-
tions, and I have just one paragraph, the final paragraph—1I do not
lave all the “whereases” heeanse there weve about 35 whereases,

We eame down to this statement: “The undersigned submit to the
C'oneress of the United States that the legislative mandate of the
National Tnstitute on Aleohol Abuse and Aleololizm should he re-
newed and such funds be authorized and appropriated as may he
necessary for it o continue its vital leadership role in the prevention,
control, and treatient of aleohol abuse and aleoholism, and the reha-
hilitation of affeeted individuals™

Thanls you.sir.

[Mr. Gorman's prepared statement follows:]

STATEMENT oF MIint Goryay, Pasern Cuvinsay, Thiekeron or unnie Poniey
OFFTCE, NATIONAL COUuNCIL 0N ALCONOLIS

Mr, Chairman and memboers of fhe eommittee, first of all. we wonld Tike io
expross the deepest graditude of all orzinizations in the aleoholism ficld to the
Chndrman for his introduction of TLIL 11317 before the recess and for his prompt
sehieduling of the hearings today.

!
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As owe nnderstamd it, the legislation Defore us extonds three years—withont
any incerease ju authorizatins—I% 1. H3-282, which passed tiie House in 19741
by an overwhelming bi-partisan vote ot 301 to 17,

Ax you no doubt remember, Mr, Chairman, when we testified on 1" 1., 9-282
fate in 1973, we appeared as a panel which inchide! 2 number of organizations
among which were ; '

National Couneil on Aleoholism ;

Alcohol and Drag Problems Associntion of North Ameriea ;

U8, Jayees Foundation :

National Association of County Offieinls;

Association of Labor-Management Administrators and  Consultin:s on
Aleoholism:

American Medieal Society o Aleoholism ;

AFI~CIO

United Auto Workers Tntere-tional ;

Fdueation Commission of the Septes ;

Couneil of State Aleoholism Program Direetors:

American Indinn Commission on Meoholisin ;

Aszoeiation of 1alf-Way Aleoholism Irograms of North Amesien s and

National Congress of arent < nud Toa--liers.

T a prior appearanee before. the other bhody that szme year, we testiticd tor
higher authorizations than contained in the present hill heenuse we had com-
pleted a survey of applications for aleoholism project grants at the griase roots
which indicated that more soney was noeded to stimulate the opevatio n oof loenl
aleoholism trentment faeilitios in the heart of the eonmnunity,

As vou know, the other hody adopted onr recommendations for project grants
at it level of $100 millioh for Fiseal 1975 and $110 million for Fisxenl 1976, In the
Conference hetween the two bodies, this authoerization was redueed (o SN0
million for Fizeal 1975 and $95 million for the cuerent Fisenl year, Naturally,
we wonld like higher anthorizations, beenuse we know they are needed, but we
dre pragmatists ol we nnderstand the necessity for sonme temporary belt-
tichtening in light of ihe present economie sitnation,

We are partienlarly pleased with the inehwsion in 1T 11317 of the spoceind
rants for implementation of the Uniforin Aleoholism and Intoxieation Treat-
ment: Act, Approximately one-half of our states have deeriminadized aleoliolisi
over the past several years, but they ek the tinanees to provide treatment facit-
ities which are alternatives to the barbarie jailing of aleoholieg, There ix no
point in passing a deeriminalization aet and then having no treatment rreility
available for the aleoholic, Unfortunate y. in o number of states this condition
exixt, and the aleololic who was formerly thrown into jail new finds hiwsel?
out on the street.,

We could make a nnmber of suggestions ag {o the contents of the Lill, hirt wo
know that we have a time consteaint in that 1louse Appropriations Commitice
Chairman George Malion has annnounced that all approprintions comumitt ces
must complete hearings by April 14, 1976, Since we do not have an authovrization
for Fizeal 1977 mmd bevond. we are therefore foregoing nny suggestions for
nijor atteration of the legislation. .

However, we suggest one small amendment whieh is of vital importance to
the smaller states, At the present time. the mininam amount for a formula geant
is £200.000. Our studies have indicated that this is too low, and we suzgoest
that the minimimm formla grant which goes to the state authority he raised to
§300,000. Mr. Chairman, this would not involve any increase in the total amonunt
contained in TLR. 11317—it would merely involve a minor reallocation of these
formula grants hetween the large states and the «malj states.

Decause of the pressures of tinie, we cannot at this junetinre give the full ro-
port we would like to on the remarkabie progress that the National Tnstitufe
on Aleohol Abuge and Aleoholizm has made against a disease which heretofore
was neglected for close to two centuries in this country. In a general way. we
contend that in the short period of five years sinee its inception the NTAAA
has made greater progress against this disease than that of any other Tnstitute
in TIEW in comparable endeavors against their eategorieal disease responsibili-
ties, We have but one major caveat—we believe that the NIAA N must devote
mere of its funds to prevention and edueation. Tate last year, TTRW released
the first tollow-up study of aleoholies troated in the Aleoholism Treatment Cen-
ters which you in the Congress funded. The study was done by the highly Proes-
tigious Stanford Research Institnte. A major conclusion of the stndy showed
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that 70 pereent of individuals treated in {hese Aleoholie Centers showed a re-
markable reduction in aleohinlic intake—inclnding a high pereentage which in
certain airtegories achieved total abstention. The mumber of individuals totally
abstaining in the last montli of the year was 46 pereent, aninerease from 12
percent when the survey begian smwue two years before,

As o result of yonr constant legislative support, the NiAAN has made sensa-
titonal progress in an area which was onee thonght helpless—heavy drinking
among american Indians and Alaskan natives. Woe are all familiar with the
stereotype that practieally all Tndians are drunks, that they canttot hold their
liquer and tlert, therefore, it is hopeless to put them into any kind of treatment
program. With your support, the NIAAA has conducted a mindest program in
this area since its ineoption. A 1975 evaluation of this program points up some
remarkable results

Fitty percent of Indian a colinlism program clients ree ver and become pro-
duetive eitizens, . "

Approximately 20 percent get jolc iroush the program. This is espeeially
important wi'li exceedingly high rites of Indinn unemployment,

Most remarkable, approvimately 100 Indian Alcoholies Anonymons groups
have been established in the ;2st three years—an almost nnbelievable achieve-
nent, One must realize that there were 1o AA sroups among onr Indian popula-
tion prior to rhe establishmeut of the Aleoholism Institute.

The Stauford Research Institute study wiso reported equally dramatie and
comparable success in the Institute’s programs in labor and management, in its
work with drinken drivers aud in too many other ireas to reportt.ore,

This is not to say, Mr. Chairman, that the ciallenges before us are not
tremendous. Over the past few years at the NCA wae hace ostadlished a pow-
vrful Labor-Management Department working closely with industry and Iabor
to establish aleoholism treatment programs in hundreds of industrial Dlants
all across this laowd, Many of these programs are restoring GO to 70 pereent of
vitluedd workers to prodnetivity again, Under a1 NTAAA grant. we are estab-
lishing hoth labor and matagenient aleoholism progeEnns i fen major cities.
Alarmed ut the growth of teen-age aleoholism. we have established a stroug
department of prevention and edoeation which is working closely with the
seho ds, with families and with community leadors to et a hold on this problem. .
We are deeply eoncerned with the rise in the nimber of womnen aleohofies,
and here again we are concentrating mneh of our limited resourees on both state
ad national programs to bring this problem inte the open and to bring it under
control, The National Counedl on Aleoholism has recently establishod a Women's
Nutional Steering Committee which will advise, review and evahiite the findings
and activities of the state voluntary tusk forces on wonten and aleoholism which
have heen developed in about 20 statex, We do not deny that. althongh there is
much greater aceeptance today of the faet that the aleoliolie4s o sick person, the
stigma of alcoliolism is == {00 prevalent in enr society, IHowever, we are heart-
ened by the fnet that v mir elected offieials, ave in the forefrout of the effort
towipe this unfair stigma trom the face of this knd.

Tu eonclusion, Mr. Chairman, may T point to one new and exeiting develop-
ment whieh is a direet outgrowth of your confidence in us. On November 26, 1975,
John K. Maelver. President of the National Conneil on Aleoholisin. wrofe to n
nnmber of organizations directly or indirecily related (o the problem of aleo-
holisin asking them to join a ness eoalition for adeqnate aleoholism programs,
We had no idea what kind of response we wonld reccive, "Fo our utter amsazement,
when e held ear first meeting on December 11, 1975, nineteen of the twenty-one
national organizaiions who had been invited sent their top representatives for
that historie mecting at the AFL-CIO Bailding here in Washington. They rep-
resented millions of members from the AFL-CTO, the Salviation Army., the Vol-
mteers of Ameriea, the. Naticnal Nnurses” Society on Aleoholism and nmany more,
They jourueved to the meeting from California. Colorade, Miunesota. Michigan,
Toaisiaua. Georgia, and <o on, We wonld Yike to inelnde a list of the organizia-
tions repres<nted at this initial meciing at this point.

A number of resolutions were adopted and we would just like to quote here
the eoncinding paragraph of the basic resolution nnanimoush adopted hy the
members of the National Coalition for Adequate Aleololism I'rognmes:

The undersigned submit to the Congress of the United Stntes that the legis-
Iative mandate of the National Tustitute on Aleohol Abuse and Aleoliolism shonld
he renewed and sneh funds be authorized and appropriated as may he neees-
sarv for it to continue its vital leadership role in the prevention, control, mnd
freatment of aleoliol abuse and aleoholism and the rehabilitation of affeeted
individuals.
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NATIONAL COALITION FOR ADEQUATE ALCOMOLISM I'ROGRAMS

Teo Perlis, Director (Clinirman of Coalition), Dept. of Community Kervices,
AFL-CIO, 815 16th St. N.W., Washington, D.C. 20006.

Robert L. Moore, Ameriean Indian Commission on Aleoliol & Drug Abuse,
P.O. Box 945, Arvada, Colorado S0001.

Charles 8. Lieber, M.D. (AMSA), Veterans Iospital, 130 W. Kingsbridge Road,
Broux, N.X. 10468,

Ed Grant, President, Association of Anti-Poverty Alcoliolism Programs, New:
IIaven Alcoholism Center, Inc., New Haven, Conn. 06311,

Margaret Rudolpli, Director, Association of Ilalf-way Ilouses, Aleoholism
Programms of North America, 786 E. 78 $t., St. Paul, Minn. 55106.

Luis Gareia, Executive Direetor, National Comumission on Alcoholism for
Spanish Speaking, North East Valley Ilealth Corp., 14935 Rinaldi Street, Mission
Hills, California 91342,

Dr. Authony Carpenter. Director, Rutgers Center of Aleohol Studies, Rutgers
University, New Brunswick. N..J. 08103,

Cuodr. W, E. Chamberlain, Salvation Army, 120 West 14 Street, New York,
N.Y. 10011, )

Pag Greathouse, Vice President, United Auto Workers, S000 E. Jefferson Ave.,
Derroit. Mich. 48214,

Ilenry B. King, President, United States Brewers Association, 1730 Ik Street, .
NV Washington, D.C. 20006,

Col. Ray C. Tremont. Southern Regional Headquarters. Volunteers of America,
Metairire Tower, 433 Metairire Road, Metairire, La. 70003,

R. Brinkley Smithers, Christopler D. Smithers Foundation, 41 E. 57 Street,
New York. N.Y. 10022, .

Jim Baxter. Exeeutive Director, ALMACA, Suite 350 Park Plateau, 300 Wen-
dell Court, Atlania; Ga. 30336.

Malcolm larris, President, Distilled Spirits Council of the US, 1300 Pennsyl-
vauia Bldg., Washington, D.C. 20004.

Matthew Rose, Executive Director, National Association of Aleoliolism, Coun-
selors & Trainers, P.0. Box 756, 2504 Curtis Road, Arlington, Va, 22201,

Mike Gorman (National Ceommittee Agninst Mental Illness), NCA Iublie
Policy Oflice, Suite 8§12, 1101 17th St.. NW., Washington. D.C. 20036.

Dr. John Wolfe, National Council of Comunmity Mental Health Centers, 1346
Connecticut Ave., N.W.. Suite 931, Washington, D.C. 20036.

Juanita Palmer, Chairwoman, NNSA, 270 Brookwood Dr., Tongmeadow, Mass.
01106.

George C. Dimas. Exeeutive Director, National Council on Alcoliolism. Ine.,
2 Park Avenue, New York, N.Y. 10016.

David Vallo, Chairman, National Indian Board on Alcoholism & Drug ADuse,
2069 Fulton Avenue, Sacrawento, Calif. 95821,

AMr. Rocurs, Thanle yon, sir.

Thanlk yon very much for yonr statement in support of legislation
to continue the program. :

Now, T think we might go around the panel quickly. if we could. If
each of vou would point, up for us the main problem vou see, what
von think needs to be done quickly, and comment. 1s to whether we
shonld simply give a block grant to the States and let the States do
it. vether than maintaining a Federal program.

So, maybe we can have Miss Palmer lead off.

STATEMENT OF JUANITA PALMER

Miss Pararen. Beeanse the nurses have sueh a free vole in the treat-
ment, of all patients and in the avea of prevention and in the avea
of ‘education. case findings, treatment. vehabilitation—yvou name it.
we have heen some of the first people to reeognize the need of the
aleoholic in all these aveas, not only the aleoholic but his family, his
childrven, and have recognized before many others the need of fund'-
ing to help others understand the aleoholic and his family.
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So, therefore, we in these vital arcag, not. only in the health agen-
cies but in the comnumity where we work, we lave Degun trving to
not only recognize our own role in the treatment and prevention and
education in the field of aleoholism, but to help work with the cow-
nmnity, the hospitals, and so fortl, in this area.

I wonld say that beeanse of the nurse and her uiigpie or his unique
role, whatever, that it is rather imperative that we take a stand and
sy that we have seen over the many years that because there was not
the vecognition that aleoholism was an illness. there was not proper
treatment, and with the funding of the National Tustitute about 5 years
ago. we can took bael and say, gee, what a real change has been made
inall areas.

We, therefore, say we just veally are beginning hut we have a long
way to go, so we feel with the additional funding and with support
of what we have that we will continne to grow and so, therefore. repre-
senting the Nurses Society on Alcoholism T would Tike to Say we =up-
port the funding of thiz and any additional funding when appropriate.

STATEMENT OF MAJ. EARNEST A. MILLER

< M Mk, T am Maj. Farnest Miller. the divector of the National
Public Aftairs Office for the Salvation Army.

L represent an organization that has been active in the treatment
of alcohol abuse for more than 100 vears. with some considerable
guceess i rehabilitating many thousands of lives. And our concor.
of course. is for the individuals, the people who are the victims of
aleohol abuse, and the families of those people.

Much of our poverty in this Nation and elsewhere in the world as
welly can he traced to aleohol abuse, and perhaps the most arnte vie-
tims are the children and the wives and now the hnsbands of aleohol
abusers,

We have heen pleased that in vecent years new legislation has made
it poszible for us to upgrade zome of our aleohol alnse programs, that
i= to combine with programs that were essenfially voluniary pro-
Lrams. programs that were primarily the nse of alcoholie counseling
by aleoholies who were themselves rehabilitated. We have hoon ablo
to combine with that come technical expertize and some study that
was going on so we conld npgrade the quality of o Progras,

Incaddition to that, we have heen able to cooperate with the courts
and the local anthorities in many communities to croafe prosrans
rhnpjfwjel\‘o cooperative and supportive of the public sector and privafe
secrory thereby using the hest resonvees of cach. and we fool that {he
legiglation that is to be the most desirable legislation that may be
pacted. or the most appropriate use of publie funds would he {6 ro-
enforee the proven methods of aleohol abnse and treatient whicl we
believe is the vse of aleoholies to cornsel aleoholics,

We helieve that the most effeetive connselovs are those who have liad
experience of aleohal problems, and we helieve public moneys should
reenforee those programs, and we helieve that the hest divection s
to mnhiply the effectiveness of all of the resowrees hy combining pablie
funds with private funds. That is, the donated funds of private eiti-
zens to organizations such as onr own and those veprosented aroniie”
this table, and adding to- that the voluntary effort that can be adeded
tothe use of funds.
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We do not believe that the best service, or all of the service ought
to be bought and paid for. We believe that the use of vohmteers—
people who give their services and theiv eflforts—can multiply the
effectiveness of both private and public funds to good results.

We would like to see a continuation or expansion of those programs.

Mr. Rogers. Thank you very much for an excellent statement,

Mr. MiLrer. Thank you.

STATEMENT OF JOHN CARPENTER

Mr. CarpextER. Mr. Chairman, my name is Jolm Carpenter. T am
director of the Center of Aleohol Studies at Rutgers. and I have been
a full-time researcher sinee 1954 in this field. Now, my piteh is for
research.

First, I would like to say we support this bill. My pitch is for
research on the ground that research is cost effective. Before I ¢o into
that, I would like to say that we do not believe in supporting research
ar the expense of the other services and activities of the NTA A AL Those
things are essential. For one reason, it is going to be awhile before
research is suceessful.

Now, if research is successtul, the cost of the services. including
therapy, will no longer be necessary at least to this extent, and neither
will the cost of research. And Dr. Chafetz does not like the mfectious,
acute infections disease model. and it does not apply here in most
senses, but it does in one sense. It is a model of scientific success and it
you take a look at the history of polio you will sce that the National
Foundation for Infantile Paralysis had a life of abont 23 to 50 vears.
It went out of existence as far as support of polio, went out of business
when research was successful.

What I am suggesting is that the research branch of NTAAN @
o ont of husiness, too, once research has been successtul.

Where is the money going to come from? It is not going to come from
private sources. Private individuals think of research funds as welfare
for scientists, and I think that without support from the Federal
Government this is not going to come about.

[ Mr. Carpenter’'s prepared statement follows:]

STATEMENT oF Jouy A. CareeNTER. P, Dingcror, ReTeERs CENTRR OF
Arconon STUpirs, RuTcers UNIVERSITY

Mr. Chairman and Members of the Committee :

The Rutzers Center of Aleohol Studices supports TLR. 11317, the three year
renewal of the Compreliensive Aleohol Abnse and Aleoholism Prevention and
Rehabilitation Aet of 1970,

We support and urge the renewal of the legislation which established a federal
effort to deal with aleoholism and other alechol prohlems.

The health and societal problems associated with the abusive consnmption of
heverage aleohol are expensive to the abuser. to the abnser's family. to the
abuser's employer. to many people wlio come in contact with the ubuser. and
to onr economy. The direct and indirect costs of aleohol abuse, estiniated to be
in the billions. ix sn great that only the federal govermment can respond ade-
qurtely,

Mare important. alcohol problems waste human lives aml human potential and
leadd 1o an immeasurable amount of physical and emational saffering by the
abuser amd others. The exact mmmber of alcoholies, problem drinkers and people
affected by them is irrelevant—the fact is. it is a momnnental problem which will
not simply evaporate,

This Subeonunittee aud the Suheommittee on Aleohnlism and Nareotics in the
Senate reengnized the responsibility of onr governmen: when it wrote the orizinal
lezislation. The rencwal of the legislation is necessary to prevent the country
from «lipning back to a response of avoidance.
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The inroads and advances miade by the Natioual Institute on Aleohol Abuee
aud Aleoholism are important and, through the efforts or the Institute, a ticst
response to the aleohol problems has been undertaken, But these efforts will hive
been wasted it the Institute cannot bnild on the foundation that has heen set.

ILR. 11317 addresses an importaut segment of the health needs of this nation,
The physieal and emotional health of the wition is un essential compouent of 3
healthy sconomy.

Mr. Chairman and Members of the Committee, I want to thanlk you for allow.
ing me to testify before you today. The Rutgers Center of Aleohol Studies iy
available to assist you and the staff of the Subeommittee.

Mr. Roeens. Thank you very much.

Mr. Herser. Just briefly

Mr. Rocers. T was hoping we could let them all make a statement
and then begin questions.

My, FlerNenr. Iyield to the chaimman.

Mr. Rocers. Colonel Smith ?

STATEMENT OF LT. COL. HARRY SMITH

- Mr. Sacrrin. Tam Col. Harry Smith, from the Volunteers of Ameriea
in Baltimore, and it was not until Friday I knew I was comine. and
it was not until 20 minutes ago I kuew I was going to say anyvihing,
But whatever Isay is strictly from the top of my hed.

The Volunteers of Ameriea, of course, is 80-vears old this vear and
we are sincerely appreciative of the Nunding by the Government to help
out. with th alcoholic programs that we have in the country. We Lave
been dealing with the alcoholics and homeless men sinee 1896, our
inception, although we all know the alcoholic and homeles= main has
been with us sine Middie Ages.

I would like to mention that in Baltimore we operate a T-day emer-
geney shelter program for the alcoholic after he has complete:] the
detox center. IFrom onr program he theu coes-to either a aquarterly,
hatfway house, ov State hospital. and as T have said before, T did not
know I was woing to speak. The Volunteers of America is siineerely
appreciative of all the funding the Governuent has heen able (o lielp
this program with. '

Mr. Rocrus. Thank you very much, Colonel. for vour presence and
comments,

STATEMENT OF MATTHEW ROSE

Mr. Rosi. My name is Matthew Rose. and T am the direetor of the
National Association of Aleoholism Counselors, and I kind of agree
with the Tad who just spole. but 1 think he j= telking about a fairly
narrow =egment of the total treatment and recovery program that is
essential for the suecessfal operation of an aleoholisi endenvor.

O organization is a new one and we are trving to establish a new
profession, and T think at the present thne we have a constitnency of
about 3.000 or-L.000. and we are in all zorts of institntions fron, jeilsto
hospitals 1o residential care ovenuvizations. I would lilie to cen (he
day come when we conld Tnve o man capable of lumging a shingele out -
=ide of his house. aid heing an aleoholie counselor he wonld have a
fimetion of referring to the more appropriate resourees, and to earry
amanintoa program of recovery sueh as Aleoholies Anonyrmons where
he would have m: opportnuity and fair shalke af having an opportunity
tolive again,
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I think that this legizlation certainly should e anthorized as soon
as possible tormaintain the program we have got going. but to be
suuv&shll in this thinw. 1 think we have to tap into the regular health

are system, including third party payment, and we are right on the
ul‘r(- of it right now, and a little more and w little more cooperative
effort on the Federal agencies and the programing divection in this
area would open the resourees in the nature of S1or 22 billior., which

ally is the kind of money that is necessary tf any dent ix coing to
ln mide in the problem of aleoholi=m.

Thank vou.

M. ]mm s, Thank von g0 mueh for yonr statement.

M Davis!?

STATEMENT OF FRED DAVIS

M Davis Thank you, My, Chairman.

Mr. Chairman. T ame vepersenting the Talf-Way Touses Associa-
tion of North Ameriea and. as you know, we have advoeated the estal-
lishment. of halfway houses in our conntry. We support the passige
of TLR. 11817, the reazon being that we have had the opportunity
to work very elosely with the Institute,

With the kind of Fedeval dollars that have been put in the half-
way house movement, it has nade for a better halfway house situa-
tion and that we are now being able to change comniuity attitudes
about the acceptance of halfway houses in their community. We are
now getting halfway houses in hetter communities and there is now
beeoming a dividing line between a halfway honse and a flophonse.

For that veason snd for veaszons of the Lk of funds on the local
level, we support. thiz Dill and we support the kinds of attitudes that
the Institnte has taken. and the kind of effort that they have provided
in this movement,

Thank yon very much,

STATEMENT OF JOHN WOLFE

Me, Worer, M Chairman., we lizve submitied a statement for the
record. T would tike fo answer the gquestion that you ashon b with regmed
to the State hiock L s,

Ithink that ~aeh cinove wonld be a disaster for the field of alcohol-
= ag well as for watecorical Prograns. and just o beief, T think it
is inctmbent upon all of n~ to really consider and thitk of new ways
whereby not ouly the el Gov v'l“m-nt but alzo the State govern-
wents and loeal governments ean join together in funding vather than
this either/or Lind of sitnation thai we find ourselves in continually.
Al Tehink until we ean come to wrips with that kind of question we
are always woing to b faced with severe tinancial problems.

[ Me Wolfe's preepared statement follows ]

STaveMENT oF Jony Worrk, DL sNperrive DIRECTOR, Na1IoNan CoUuscli or
ComMyusniy Mesran fItavrin CENTERS

This statement is presente] on hehalf of the Natisnal Couneil of Commuuity
Mental Health Centors (NCOMHC)Y representing 307 comnnmity mental health
confers, most of whicn receive federal funding uwler the Community Mental
[Tealth Centers Act, and another 135 agencies which are developing CMEC pro-
=rams or which have o divect interest in comanunity mental health, This state-
ment addressses the need for additional authorizations for programs of nssist-
ance in the area of aleoholism and aleoho! ahuse.

(i
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NCCMHC supports the extension of aunthorizations thraugh fiseal year 1979 for -
aleoliol programs under the Compreliensive Ateolhiol Abuse amd Alcoholism Pre-
vention. Treatment, and Rehabilitation Act of 1970 which HR 11317 would
wecomplish,

Our principal reason for appearing before yon today is to make sure the record
shows that community mental health centers arve viable vehieles for providing
community based alcoholism services,

I'reventive measures are the Lkey to reduced saciotal costs of moental illness.
Publie Law 9463 authorizes a1 new consultation and cducation grants program
which will foeus on preventive mental hiealth services provided by community
mental health centers, The Act also requires centers to insure the provision of
specialized programs for alcoholism, which must also include preventive servives,
s well as treatuient of aleohol abuse and aleoholism aud rehabilitation of ol-
cohol abnsers and aleoliolics where those needs are currently not being met. Com-
nimity mental health centers which do nor add the required services within twe
Progran years (not fiseal years) will lose alt federal funding.

Aleololism is o major disease at this time with an estimated 9 million vieting.
On a national hasis approximately eight and one half pereent of all CMIEir
admissions are individnals with aleoholie disorders.

LLR, 11317 would provide additional federal funds for which communicy
mental health centers could apply thus enabling them to meet the requirements
of Publie Law 94-6G3. 1t is important that tegistation mithorizing comunanity
based alesholisim progams continue to recognize the commnity mental health
cenrer as an apbropriate resouree and facilitator in the delivery of such services.

We snpport the extension of quthorizations for these vital programs at a level
of funding at least equal to thag in 1ILR. 11317, Wo urge the comnittee to move
(quickly since the legislation mnst be reported by May 15, 1976 under the Con-
gressional Budget and Imponndment Control Aet of 1974,

Mr. Rocers. Thanlk you very mueh,

Dr. Carter?

Mr. Carrre. Yes.siry T have some questions,

When is an aleoholic unenable to treatinent /

M. Gorasran, When is he 2amenable to treatment ?

e Canrrr, Yes. When ean you treat him /

air Gomran. Well. not being an expert and being an M.D. and not
having practiced in southern Keatucky, I am going to he very wary
of that. ‘ .

L wonder if Dr. Carpenter. or somebody el=e af. this panel wonld
answer? '

Mr Caresnrrs, Nof heine a doctor from Rentneky., Teannot answer
it cither,

A, Worrr. T would Tike to respond to that aut of iny experienec.

[ work asa clinician. and have worked nz a elinician. T formerly was
with the Institute of Aleohol Abuse and Aleoholism. In my practice
I found different stages of aleolnlism are alwavs amenable to treat -
tent. T found people that were in the very begiming stages. did 1ot
even know they hiad o problent. would not have been diagnozed that
way medically. hut whe npon rezeareh thiougel therapy and counsel-
mg were able to identify they were havine diffienltios with aleelol.
narriage, job or whatever and were inenable to {reaf ment. ‘

My, Rose T the ecounseling husiness we have notjeed o real upsuree
i the young peops’- onting np. heing picked up and sent to a prograi.
and Joins in with tiee AN fellowship and really enjoys life ngain. very
Aeees=nl 16 and 17 venrs old.

Mr. Carrer, You have heen able to help thoze vounegsters?

M Rose Yes, recovery,

Mr. Carrer. Fine, With older aleoholics. particnlarly. there onee
wits asaying that one had to hit the hottom hefore he eonld come np.
Do vonagree with that ?
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Mr. Rose. T think we all agree with that. Wherever you stop it is
bad enough.or you would not stop.

Mr. Davis. Dwonld fike to say something else about that. T thinl that
has been a copont. that vou have to reach hottom before vorrean respond
to treatment. 1 think that is a copont on the part of service providers.
I think one of the responsibilitios of service providers is if a bottom
15 needed to ereate a bottom, if we (alk about combatine aleoholim
from the level of prevention to the fevel of chronie alecoholi=m. then wo
have to develop all kinds of expertise to intervene on these different
kinds of levels,

Me Carre. T feel iealistie, of course, since prevention is by far the
hetter method. 16 is worth evervthing.

Mr. Davis. T would agree,

Mr. Carree, Bt inomy experience, onee one beconies an aleoholie
he is rather diflicult to treat and enre.

Do you use antibise now in the treatment of aleoholism ?

Mr. Wourrk, Some people do. some do not.

Mr. Carreie Have you found it very effective, Doctor?

Mo Worre. T have not used it Tam a psychologist.

Mre. Cawrer. You have not used it. Have any of vouused it? _

M. Syrrn Some of the people coming info on program are under
the antibuse program at the hospiral. and they will he using it. We
have some that do take medieation and some do not.

L think with the yvouneer people. as far as the drinking problem goes,
I think the main thing ix the motivation of the man himeelf. at. what

partientar level he stops and he decides he does have a problem of

drinking.

[ think at that particular point vonr motivation comes into foree
at that partienlar time, if you have the proper man that is skilled. may-
be a paraprofessional, one that has had a drinking problem before,
combined with the skill of the man with the MSW, and vou have a
prepared program at that partienlar point. I think yon ean stop him
if you can work the motivation on the man.

Mr. Mineer. T do not think it is possible to say that any one treat-
ment will he effective for all aleholics. We have in one city which 1
know in the Salvation Army there are four sepa ate and different pro-
arams foraleohol abuse treatment. Some 3f those prograus go in con-
trary diréctions. None of thent mect the needs of all, but all are of-
fective with some. Their needs to be a variety of programs, T do not
think there is any one direetion which ean bé adequate for all needs.

Mr. Carren. Incother words, the treatment should be tailored to the
individual’s requirements or needs?

M. Micree. That may be diflienlt to do when vou are trvingeto do it
effectively with many different people, but eertainly individualizition
of the program is necessary, and there needs to be facilitios on a hroad
cnongh spectrum of diflerent tyvpes of programs to meet the needs of
various people.

Mr. Prarr. We have tried almost 23 different approaches over the last
20 years in various forms of treatment. We have found that transac-
tional analysis. which is a pxyehological form of treatment, has given
us by far the best recovery. We have found when men voluntarily
accept Aleoholies Anonymons, there is a very high

div. Carrer, When will they aceept £
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Me. Prarr. That is the problem we have of offering Alcoholics
Anonymous in a treatment center. Very often they will not aceept. So
we had nmeh more suceess when we gave psychologieal treatment
under transactional analysis, and I think one of the studies that we
have to-make is the comparative suecess of the varisis approaches.

I do support many approaches but 1 think some in onr experiences
are far better than others.

Mr. Worre. Dr. Carter, I would like to snpport what the major
from the Salvation Army said. U think the Institute has taken the
approach there are different kinds of aleoholic people with different
kinds of needs. That is why you sce around eight or nine different
population groups served by the Institute—Indians. poor people,
Spanish speaking, and women and drunken drivers. 1 think it was
the very thing that the major said that focused on the individunal
differences so that the programs indeed are responsive to the needs
of alcoholiec people that are being zerved, and that has to continue.

Mr. Carrenr. Thank you very kindiy.

Mr. Rocirs. Mr. Hefner ?

Mr. IHeesen I think we have to talk very strongly in terms of
prevention. I think one thing that Major Miller said is a bit sad but it
15 g0 true. Many times, as far as drug nbuse and alcoholism are con-
cerned, somebody who has been there is much more effective than all
the directives and all the literature you can put out. I think this is
one wrea we need to work in.

I know this from my own experience in the schools in my State. I
have worked very closely with high sehool drng abuse programs, and
we brought in some former drug addicts. They were much more effee-
tive than somebody from the Attorney General's office, or another
State agency. '

I think this.is one area we should exploit to its fullest. If vou
have somebody giving testimony who has been there, it is nueh more
clfeetive.

One of the things Dr. Carpenter alluded to, was polio. Do T read
vou right io say that you believe that in the forcsseabile fTutnre it is
possible to come to grips with the disease of aleoholism. Mavbe to have
some drug or some iioculation to solve the problem of potential
alcoholics?

Mr. Caxrenrter. Tused polio asan example of scientific success, T just
read a boolk on polio, that it was in existence for 1,300 vears hefore
Christ, and did not get its name as a ¢linical entity until 1840, 1t was
knocied ont early in the 1960%s. During that period the people, es-
peeially i the forties, in the thirties started running into these kinds
of conferences and having these kind of confusions, where there was
argumnent and contradictory evidence, and =0 on. .~

IEven though it is not at the present time the same kind of problem
that aleoholism s, it is not the same as aleoholism, there is no reason
ta believe Leeause of the present confsion that we would not solve
it. and that we will solve it by knowing a lot about it, and that i
ilone by rescarch.

And to answer vour question more directly. if we put in 50 vears
of research, and it is very expensive. we still will be cogt effoctive on
it beeanse we would not have to go on inrever paying for therapsy,
services, aned so on. Reseaveh is always cost effe {ve, )
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Mr. Herzer. I understand. T think polio was determined to be a
form of virus. Am I right?

Mr. CarrextER Yos,sir.

Mr. Herxer. Are you familiar with the work in our own State of
North Carolina that Dr. Ewing is doing?

Mr. CarpENTER. Some of it.

Mr. Herxer, We had a meeting with Dr. Ewing. I regret T am not
as knowledgeable as I shonld he. T would like to get some data we
had then. e sces, within the foresceable fnture. a breaktlnvough in
research to show that alcoholism could be related to genes.

Mr. CakreNTER. Yos. sir.

Mr. Herxer And that it would be possible to determine how sus-
ceptible a person would be in becoming a potential aleoholic. This
conld go a long way teward the problem we are confronted with.

Are you familiar with any of this research?

Mr. CarPENTER. Yes, I'am. We have some going on at the Cenier
of Aleohol Studies at Rutgers. As von know, the diffienlty in tracing
heredity of aleoholism, the difficulties ave very great. and the studies
that have been done. primarily by Goodyin, have been inconclusive in
a certain sense, statistically.

There is another possible attack on it and that is dircet biochemical
attack. At the present time, for example, two known steps in the proe-
ess of the metabolism of aleohol are known to be genetically deter-
mined. We do not know vet whether or not there is a difference between
these isoenzymes and aleoholism and normal people. That is one
problem.

Furtherore, we cannot get the. livers of aleoholics to do the stiidies
with. Tfospitals will not. give themn up.

The other problem is 1f we knew this we would still have to show it
was related to aleoholism in the sense that it was cansative. because it
is a part of the process that nobody vet thinks is part of the cause of
alcoholism, but 1t serves as a moidel that wonld be independent of the
kind of studies that g«t done where you trace families—I have forgot-

ten that name—genealogical studies. which are so hard to do. I think a
direct hiochemical. a genetic attack is possible.

Mr. ITerxer. Yon do think perhaps there is some hope in the area
that Dr. Ewing iz studying?

Mr. Canerxrre. Ido not know what he is doing, but the general area
of geneties I think is very important. If that is what he is tallking
about. the answer is. ves. I do not know specifically what he 1s doing
on thix,

Mr. ITerver. We are all potential aleoholics?

Mr. CanreNter. Tdo not think so.

Mr. Herxer. Well, you wonld support the theory that there is a
continumm

Mr. Canrexrer, Genetie material that interacts with the environ-
ment to produce aleoholism and if yon have all of the genetic material
and you have a drink. you become aleoholie, and if von have nene of it
vou can have aleohol going out of your cars aud it will not make any
difference.

That is what T think. it is very hard to prove but it is a workable
liypothesis. it is hbecoming more workable all the time.

M. Herxge. Well, we are almost all predestined for something.
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Mr. Canrexrenr, That is true.

Mr. eeyer. Somebody made the statement one time that it all de-
pends on what gocial position vou belong in: if you are wealthy, and
you drink, you are eccontrie: if vou are poor and you drink, you are a
drunk. So. there is a distinetion there.

No further questions.

Mr. Rourrs. Thank vou.

Wehavea call tothe floor,

Let me ask this. Would vou indicate cither with a yes or no whether
vou think it would be prudent to turg over block grants to the States
rather than continning a Federal program,

Would you tell me whether vou think it would he well to do that or
not.?

Mr. Goryax. No.

Mr. Davis. No.

Mr. Roares. Could we go down the line and just

Mr. Worre, No.

Mr. Davis. No.

Mr. Gonyax. No.

Mr. Rocrns, Ts there anyone who would agree it should! » done?

Myr. Prarr. No.

Mr. Rosg. Ne,

Mr. Roaens. Well. that is vory helpful to the committee because we
will be looking at

Mr. Gomyrax., It has been tried before. and T think it would negate
everything we tried to do in bringing the vigibility of alcoholism to
the American people. Now. we will eall it health revenuo sharing in-
stead. and people will say what is that, is that. something to eat?

Mr. Rocens. Thank vou so much for your presence. The committee
is grateful to each of yvou for being here and the committee will stand
adjourned until 2 o'clock this afternoon when we will conclude with
the witnesses listed for today.

The committee stands adjonrned until 2 o'cloclk.

[ Whereapon. at 12:05 pan.. the subcommittee recessed, to reconvene
at 2 p.m., the same day.]

ANTER RECESS

[The subcommittee reconvened at 2 pam. ITon. Paul G Rogers,
chairman. presiding.]

Mr. Rocers, The subeonmittee will come to order, please,

Dr. Carter is on his way. ITe should be here shortly, so T think we
will start.

Our first witness this a fternoon is Mr. Leonord Boche. president, Al-
cohol and Drug Problems Association of North Amoerica.

We welecome you te the committee. and yonrstatement will be made
a part of the record in full [see p. 78] and you may proceed asx vou
desire.

STATEMENT OF H. LEONARD BOCHE, PRESIDENT, ALCOHCL AND
DRUG PROBLEMS ASSOCIATION OF NORTH AMERICA

Ar. Bocue, Thank you. Mr. Chairman.

As president. of the Aleohol and Drug Problems Association of
North Ameriea I represent treatment programs, individnals. and
States. T make my living as the administrator of g local alcohiol and
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drug program in Tlennepin County, which ineludes the eity of Minne-
apolis. and it is out of that perspective as well as {he perspective of
my fellow treatment service deliverers, I would like to address the
committee.

We need continning Federal leadership in the field of aleoholism
and aleohol abuse, and we need it on a categorieal hasis.

The Institute has provided leadership which makes it poszible for
loeal communities and for local elected officials to be able to appropri-
ate the necessary funds for the implementation of local programiug.

T come from a particular jurisdiction in which 73 pereent of a K45
million annual commitment to aleohol and drug programs iz coming
ont of local appropriations. If the Federal Governnient throueh the
Tnstitute does not provide an ongoing commitment it will discourage
the commitment that loeal jurisdictions have made. hecanse onee again
the local jurisdictions fear'that the Federal Government has initiated
and then iz withdrawing when the oing gets rongh,

We are at that stage in delivery of services where we have ta ken on
the challenge that hias heen presented to us. we have committed our-
selves to particnlar courses of action. and we are in the midst of imple-
menting what ave very revolutionary strategies in the management of
intoxicated persons and the delivery of rehabilitative services,

I come in behalf of my fellow sorvice providers to plead for a con-
tinuing Federal commitment and leadership. .

I think there are several aveas where this leadership can and shonld
be earried forth. The reduction of social stignmia needs a national cm-
phasis and national direction for it eannot be done loeally.

Through the formula grants and the ereation of State plans. coonrdi-
nation and infegration of the delivery systems on a loeal and State
level have taken place.

We strongly support the continuation of the formuly arant program.
an:l the increaze of the mininum to $300.000 heeause. for the most,
part. we are not talking about small States. but rather large States
with small populations.

We need assistance and leadership from the Federal leve] in areas
of vesearch which we cannot de on the loeal level. The djrect ions that
Dr. Carpenter carlier referred to are the kind of activitioes wiieh will
support us in the local delivery of services. Weo need lo
the Federal initiative can provide in the ave:
training.

[ would like to shave the experienee in Minneapolis for it iz not the
same experience which Indianapolis has had regarding the repeal of
publie drunkenness Iaws, Mr, Pratt and T have disenssed his differ- -
ence previously, Minnesota repealed the publie drimkenness laws of-
feetive July 1. 1971, and we have had 4145 vears experience with the
repeal. During this period of time we have hiad 36.000 admissions to
our substitute detoxitication program. We have had one death,

At the time of the vepeal of publie drimkenness the eity of Minne-
apolis had 1.100 people who were elassified as desocialized, chronie
aleoholies residing on skid row. Today, that number Las been redneed
to 256,

Last year we had admitted 4.800 people {o the substitute defoxifica-
tion program., Less than 3 percent of those people fit into the chronic
dezocialized entegory,

adership whiech
15 of prevention and

GS-8G1=TH e
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We helieve that it is possible to make signifieant breakt hroughs,
and we have witnessed great progress in rentoving the chronie drunk-
enness offender from the eriminai justice system and seeving that
person in the healthand social serviee care systems,

Under the old system of arvests ehout 12 percent of (hose people who
were processed threugh (he conrt went into extended {rentment,
Under ¢ivil management that percentage has inereased (o 0 pereent,
aned e believe that wa have an expertence base that speaks affirmia-
tively to the poticy of repeal of public drunkenness Inws,

[ will support Me. Pratt’s contention that it is neeessary to have a
contimring treatment system, It is not enongh simply o substitute
detoxifiention. There must be a continum of eare and basie snorashord
of relabilitation i the strategy isto he ellective.

I my testimony 1 have made comments regarding income from
taxes on aleohol and in so doing it should not be constried that. those
convnents are in support of dedicated funds, but merely those com-
ments in my written festimony were to illustrate two facts. (o) That
1ominority of consumwrs of alelolic hevernges consume a dispropor-
tionate amonnt of the totalaleoholic heverages sold.

The California Bgures estimate that. 10 pereent. of the comsimers are
con=nntag 50 pereeet of the produet. We arve tatking about sick
Feopie whoatre cotustming ereat volines,

£ The second point of illostration iz to onee again remind YO as
onr clected representatives that a vers small portion of the Federal
income from aleohal comes back into the treatment svstenn,

Wevery-muel want and support the continidien of the authoritios
of the National Institute, snel though we may have otlered through
o stallx some stigaested changes in the bilt the tnportance of con-
tinnalem substantini's overrides some of the concerns we have for
iniividial chanees of onre own jnduiaent,

Fowill be happy to answer any guestjons vorrmay have,

M Bochie’s prepared statement follows !

STATEMENT 01 [I LioNaen Bocni, PeESibes», ALcotron a8y bscs Pronteas
ARSOCIATION o Nolin Joaeaniea

Mr. Chaiviman and mienbers of {he snheommitiee, it is a pleasure to nppear
betore vour for the Aleohol and Drog Problems Assoeintion of North Americea
CADEE O, s to Bave this opportunity in behalf of the ageneies, individonls
wdd state programs that make up oor maewbership to support your efforis to
exterd the progeom anthoritios uader thee Comprohensive Meohol Abnse and
Ateoholism Prevention, Treatment, and Rehabilitation Aet, The fraleral lisulership
and initiatives nenle possibile nnder fhese aathorities mst b continned, 1T'hoy
Lerve been erueial to the development of o federal, state, amd loeal partnership
in shich govermmental and nongovernmental organizations and resonrcees have
fnereasingdy committed themselves to deal with the brond speefruam of ccotomie,
social and personal consequences that resall from the nse il misise of the
heverage sleohol, A diminished foderal iuvolvement at this e wonld jeopardize
the conmitment. to this paretiership, I is not o matter of o lof o federal dellars
the issie is one of national poliey leadership and the continned  wd aetive partici-
pation ol the Folerat government, :

The Nitional Tnstitute on Aeoliol Abnuse and Aleoliolism (NTAAM)Y has man-
aged to stinmlate a bhroad coaiition of inferests jn shite of the uneertainiy of and
inndevquate support from the HIEW and Administration, Repoated attempts to
impomul or reseind funds and to kil this nafional effort after its first year of
spersttion in 1972 have not helped, Now it appears (hat, the Foderal involvement.
is on the hrink agzain, We nnderstand that aleoholisin programs will be nmong
those fnelwded in an Administreation proposal for o wmassive eonsolidation of
fedderal health programs iato a $10 biian Fevemne sharing package,
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Your initiative to extend the program anthorities nnder the Act is reassorine,
It vepresents a determination to support continned Federal involvement in elforts
at every level to deal with aleoliol abuse and aleoholism. In eontrast, the Admin
istration's proposal represents a diminution ef their obligation to iopletienc
the Act and on continuing any portion of their responsibilities for nadieual peliey
leadership, Wo need the continued involvement of the Federal govemaeat and
comnwend you for your support,

There are certain things the Federal government ean do that the ere givers
conuot. "The Federal government under existing anthorities has provided the cir-
cumssinees in which program development has taken place. Under-served yopnla
tions have received attention. employee assistance programs have been jwftinted
and enmmunity based programs have been stimnlated, The formnla grant pro-
aram has served as the eat: t to the formation of coordinated state delivery
systems in which the federal-state-local partnership has in fact been detined and
implenented,

The federal government ean serve as a ecentral repository of information on
neve knowledge and the activities of programs thronghont the nation, No one
clse hias this kind of responsibility. A sharing of these experiences with eare
vivers will assure the continned growth in the qnality of services and represent
:unigqne funetien for and contribution by the Federal government.

The Federal gevernmeat is nuigue in its eapacity to support national efforts
to reduce the stigma associated with aleoholisin and to prevent the misuse of
abeohol, Tt can involve the mass medin and stimulate peblie serviee slots 1t can
wather as well as develop materials for local nse. It ean respond {o the growing
awareness of the need to modify attitudes and behaviors that contribute to
the mizuse and especially the oxcessive misnse of alcohol. In Calitornia. for
example, 10 pereent of the drinking popnlation is paying 50 pereent of the $600
million in federal exeise taxes. These Kinds of data help to detine the importance
af developing effective prevention programs on the responsible nse of aleolol.
Weo helieve there is an nrgent need for a major prevention effort at the national
level to supplement the present support for treatment. training and researcl.

Tesearel is another example where the Institute peeds to provide more and
contitmied support. The intramural research program in partienlar is inetlicient.
and remains isolated at St Elizabeth's Hospital, Congross could direct the HEW
to move the progratm to g sotting and climate that is more conducive to the eol-
laboration ot aleoholism rescarchers and otlier researchers from suel areas as
heart disease, cancer, rescearceh of the brain, ote,

Auother Federal rezpousibility is the convening of a national advisory group
of distinguished eitizens from the bread spectrum of interests in this field o
consider national poliey directions and program priorities, .\ National Advisory
Council on Aleohol Abuse and Aleoholisim wis established by the 1970 legislation
but it does not assure this broad representation. At present. for instance, there
are no care givers represented and there is no State Aleoholism 'rogram Director
on the Couneil, ADPA would recommend an amendment or expression of Con-
gressional intent to assure o more representative makeup to the Advisery Conneil.
Perhaps the members should he drpwn from the govermmental and nongovern-
ment.  organizetions and individuals who hioce become involved in this fielil,
Or, woomight draw from and somewhat modify the statute thar established the
National Advisory Counecil on Drng Abuse, Tt conld read as follows: “The ap-
pointed members of the Couneil shall represent a broad range of interests, dis-
ciplines and expertize in the aleohol area ad shall be seleeted from outstanding
professionals amd paraprofessionals in the fields of medicine, social work, eduea-
tion, seienee. the social seiences and other related disciplines, ineluding eleceted
oflicialz. who have been active in the areas of alecohol abuse prevention, rreatment,
rehabilitation, training, research and related pudlic poliey considorations”

The forezoing observations emphusize the contimiing role of the Federal Gov-
ernment. It complements other governmental and nongovernmental efforts o
the national, state and loeal levels, TTEW and the Admninistration are attempting
to"abregate their responsibilitios, They need to kumw that Congress infends to
continue the Federal role and expeets more support from HEW and the Adminis-
tration in the implementation of the et Passage of ILR. 11317 will coanmuni-
cate this message and we urge yoir to renew these anthorities withont delay.

There is a need for this kind of aflireative action lest state and local govern-
ments despair at having responded to anether Fedeval initiative only to have the
Federal Government déop ont. States and loeal commmpities, for example, ave
responded to Federal leadership in the decriminalization of pnblic drunkenness.
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Twenty-four (24) states have taken this leznl step and most gre at the point ot
iruplementing the Inw., I the Federal Govermnent zo longer eopsiders 1his gn
froportant arca of suppert. the etfect would he demoradizing to many of the Loenl
nuits of goverument like my own where the hulk of the eosts for the implementa-
tion of 4 commmnity vare approach to the problem are borne by them.

The Federal investment in aleoholism services has i distinetion of providing
one ol the greatest payvotys, hoth in returning citizens to nseful prodhietivity ant
i eneriting scrte and loeal funding that far exceeds the Federal eomtaitment
of dollars. Formula dollass in Florida represont only 20 pereent or fhe Sinte's
tunding for aleoholism brograms; in Calitornia the total aleoholism budiger (o
tiscal year 1975 wax 8208 million. The formvla share was $0.5 million, A this
has heen achieved without g mittehing requirement.

The existence of the Institute sid {hese wodest approprintions continge to
provide leveraze for uncovering additionnl soirees of fnuding for aleohnlism
services, Rtate and local sonrees L. responded. amd on oeension, revienne <hnre-
ing dollars have been used by «ity tuthers to support a halfway Louse prrosean,
Other Federal health care and social service stellars are being (uobilized to ad-
dress aleoholism awd related conditions, We are fire from havitgs sntlicient support
Yar those who need eare, Treatment facilitios are stil inadequate to meet the need
s are funds to support sncl services, But we nre mabkine progress, Tn thoso - tares
where Dealtlr insuranee hax heen made available to this popalativn, wrem <rides
Liave been made in the private sector,

Federal support hus helped to stimilate a growing number of national, stafe
and loeal groups to commit and foens their rFeSOItrees ol priovisies o this aren.
Over 60 nrganizations joined in Decenther of 1974 to sponsor the Novth Aerienn
Congress on Alenhnl wid Drug Problems, The organi fons minged Sooun the N
tiomal Couneit on Aleoholism, the Drug Alnse Conneil, and onp orzanization to
the American Bar Association, Amorican Medienl Association and vther profes.
stonal associntions to gronps concerned with the full range of cotummnity priori-
ties like the US, Conterence of Mayors, Nntional Asspeintion of Vonaties, Ni-
rional Congress on Parents aad Teachors sid the A IT.- L0,

A Finding Task Foree was an ontgrowth of the North dmeriean Congress,
The ADPA has served as the Secretariat for the Tasl Foree as it has hoen for
the North Anerican Congres< Uhis Casl: Foree reviewed (inding sourees for eifi-
zens with aleohol and drugz problems. There Wave o fonr comuiiiives of the
Tusk Foree located in the West, Sonthwest, Midwoest and Kast,

“The Task Foree drew from the wide NZe of experienees among i memlepe-
ship to produce o report which identities and deseribos funding resosees as they
res Uy exist and.impact service delivery, It is the mos comprehensive exami
tion of the funding issne thar 1 have seen aind very relevant ta jhe {ogisl:
anthorities on which the Subeommittee is holding hearings today, T will not take
the time to review this reference. hut will provide a copy for the feenpl,

To conclnde, the ADDPA fully supports your initintive to renew the three an-
thorities under the Aleoholism Act through Septesher 30, 1979, A unmber of
additional amendment= and other suggostions have heen mentioned. Afso, T boliove
it nnraber of possible amendments were shared witly the Cliairman. in enrly De-
cember when yon discussed renewnl of the Mtthoriries with Mr. Gornan il
Mr. Beauregard, We waonld fupport those ameadnrents ax well, But | winhf to pnt
onrsupport in perspective,

ADPNA s interested in Congress' favorable consideration of these amendmoent s
onlt» <o fong as they do not delay the renewal of the Dasic anthoritios contained
in the present ILR. 11317, Onr concern wnd hope is that these anthoritieos will e
renewed before the end of March o the programs nnder this Act can Lo eon-
sidered dnring the House Appropriations Committee Learings on tisenl vear 1977
funding, We do not want to provide the Administration and TTEW anxy additional
exenses for delaying the implementation of this Act.

This conelndes the formal part of my testimony. T will be happy 1+ answop any
anestions that you or the members of the Subcommirtee may have, Mr, Chairnn,
Aazning thank yon very muel for this opbortimity to testify,

Mr. Rocers. Thank you very mueh for a very helpfal staterent and
the facts yon bhrought forth to the committee. T know & v ] help them
in muking a judgment.

Mur. Hefner!?

Mr. TTeex e Thank yvou. Mr. Chairman.

Tapologize for being Iate and missing the arlierportion,
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Ten percent of the drinking population is paying 30 percent of the
SGoo million in Federal exeise taxes?:

Mr. Bocue, Thar is the evidence we have, that a small proportion,
10 pereent. are in effect consuming approximately half of the heverage
aleohol. When per capita consumption rate of soealled social drinkers.
are compared with those who suffer from alcoholizm, there is a great
dizparity,

Al Hrexer, Well, in alot of arcas. snehas in my own part of North
Carolina. the financiz] support for a lot of schools and a lot of local
programs i< made up with revemie from aleohol taxes.

Do vou have any figures of how mueh the manutacturers of aleolol
contribute to rehabilitation and research ? Do they contribute their fair
shire for researeh and rehabilitation ?

Mr. Bocue, Mr. Chairman, Congressman, I do not have data in
that reaard. T kuow that we have made cefforts between the treatment
and rehabilitation commmity to develop common understanding be-
tween the rehabilitation commumity and the beverage aleohol eom-
munity. Asiothe amount of total commitment. 1 do not have that data.

Mre dTersun Welll does private industry. which is so vitally affected
by job lossex and time lost on jobs. contribute a shave to rehabilitation
and researeh 2 I wounld think it would be very vital in that sector.

Mr. Becni Tean refer specifieally to our experience in Minnesota.
Industry has supported the inclusion of rehabilitative services in pri-
vate health insurance for employees. 16 weans. in edect, that the em-
ployer is picking np-the rehabilitative costs through provision of
health insmrance coverageo,

Welave found that this inelusion has been very helpful in terms of
developing employee assistance programs and rehabilitation policies
within the einployment sector,

My ITeeser. haveno further questions. Mr. Chairman.

Mre Rocers. D Carter.

Mr. Carrer. Would you agree that the problem of aleoholism has
increased in recent years?

Mr. Bocerne, It is diflienlt, Mr. Chairman, Representative Carter, to
gay that the problem has inereased. What we arve very sure of is that it
lias hecome minelt more visible, There are some reasons to think that
what we have is the iceberg coming ont of the water. With a broader
understanding and with the reduetion of social stigma, we are now able
to treat people who before were hidden.

I am uot convineed that our aleohol problem is larger but rather
that we are. in fact, starting to create the conditions out of which
we ean address it.

Mr. Carrer. Are vou satisfied with the efforts that have been made
Ly—on the Federal level to assure coordination of aleoholic treatment
procrams?

Mr. Bocir Thelieve that the strongest vehicle that has come throngh
this legislation has been the formula grant program. and the require-
ment of State plans associated with the formula grant. This has gone
a long ways to pull together State rehabilitation efforts and the faster
interrelationship between the private and public sector. We are more
able to look at one rehabilitation system rather than competing
systems.



O

ERIC

Aruitoxt provided by Eic:

o

T helieve that this—shall we eall it the carrot of Federal funding -
has gone a long way to ereate the conditions out of which coordination
tales place,

Mr. Cawren. Ias there heen mueh researeh activeiy nnder the act £

My, Bocre, My observation of it is that the researveh that has taken
plice throngh that partieular vehicle is very practical researeh aronnd
problem solving. It may be deseribed as management researeh more
than basic long-term research. I helieve that basic re<eareh is hest
handled by the Institute rather than by the States or local units of
government,

Mr. Cawvrer. T understand that one of the vespon=ibilitios of the Na-
tional Advizory Conneil on Aleohol Abuse and Alecholisi is to make
sugrgestions for future improvements. ‘

What recommendations have been made and what has been the
result ¢

Mr. Bocure. I cannot actually report to vou the activities of the
Advisory Council. 1 think what I ean vespond to is that the Advisory
Comneil has not been as representative ax many of us would like to
have seen it. :

I feel that theve ave cerinin gaps in its membership. T do not feel
that that the rehabilitation community, the people who are o the
firing line, ave adequately represented. I do not believe that the States
are adequately represented on that Advisory Conncil. I believe it to
be a productive mechanism, but T wonld appreciate the expreszion of
congressional intent as to its makeup.

Mr. Carrer. Then yon do not think that the Conneil is broadly
represeutative?

Mr. Boene. That is my personal judgment——yes.

Mre. Canrer. What have been sone recent studies which link drink-
ing to heart mmscle damage and deteriovation of the brain? Iave
you heard?

Mr. Bocene T will have to pass on that. The material that T have
available to me is pretty much that which is in the popular press, amd
T would have to nurn to some of my scientific friends.

M. Cawree. Do you agree with this finding?

Mr. Bocue. I believe this is an area of research that sheuld have
attention and that the basic area of alcohol rezearch should he done
in the context of research with other health problens.

Mr. Carrer. Thank vou, Mr, Chaivman.

Alr. Rocers. Do you think there should be soparate State agencies,
or shonld wleohol be combined with mental healt]) ?

My Bocne. T helieve that there needs to be an identifiable progim.
I see that States organize differently and under different administra-
tive philosophy but I believe there is a need to have elearly identifiahle
for aleoholism a program. whether constitnted within mental health
or within the social serviee ageneies. T think the issue is identity rather
than organizational separateness.

In that regard, T share with the committee that T am one of the fow
people aronnd who eame through the aleoholi=m field who is now
director of a mental health program.

Mr. Rocers. And T was wondering what was the pyramid vou were
talking about turning arvound?

Mr. Bocne. Yes. sir.

M. Roarrs. How is the best way to do that?
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Mr. Bocne. I would like to address that pycamid, if T might. We
find that in the agency in which I am involved, which is a local serv-
ico delivery, our administrative costs are about 11 percent. Qf that 11
pereent, approximately half of it is required of us by State and Ifed-
ceral regulations. whieh we would not include if it were not necessary to
meet external requirements.

So I do mot share the same concern that Dr. Chafetz did earlier.
Specifically, I believe I do not share it beeause we are operating out-
side of a hospital context and ouiside of a rigid medical model using
the full range of puraprofessionals, and using a social service mudeol
which provides us o great deal more tlexibility in which we can in-
corporate medical services as supportive services within that delivery
system.

Mr. Rocers. Does Minnesota treat aleoholism as a erinie?

Mr. Bocue Tv does not. Tt repealed the public drunkenness law in
1071, and the legishature directed that each area of the State must
have a detoxification program no later than June 30, 1973 We con-
formed. We have a statewide detoxifieation system and alternative
care system together along with the repeal.

Mr. Rocers. Thank you so much,

Mr. TTerNer. You may have to go back and refresh me. You quoted
the ficures that so many aleoholies were in the streets. or whatever.

Mr. Bocire. Yes. sir.

Mr. ITeexen, s compared to this year?

Mr. Rocre. With the vepeal in 1971, the estimates were that we had
1.100 chronic de-soc alized people suflering from alcoholism. The study
that we have done this past year, within our delivery svstem, identi-
fies 254 individuals who have ten or more admissions in any one vear.

Mr. ITerxer. Where are these people?

Mr. Bocur. There are several things T helieve that has happened to
the population. One is that we fonnd that within the criminal justice
system we were carryving on a form of “placement’” and when we
started to deal with these people within a health and social service
system, we started to find healthier piuecements for them than simply
running them through the jail. Some were placed in board and care
homes and others in nursing homes, where the mediend reasons
indicated.

We were able to take out of that population sick and debilitated
individuals who were routinely rofzted throngh t1e eriminal justice

-system. )

Another group of people were frankly successfully rehabilitated,
as Mr. Pratt has i Jicated. That that population. if given the appro-
priate tatmer -etting ean respond and can recover. I think we
have te @ L once this system was established and people were

expected fo ptaprove, we found that less homeless men scemed to
migrate into cur city.

We got off of the trail. so to speak. of migrant chronic.aleoholies
who might come through Minnecapolis. because we did place on
these individuals as thev came into our system the expectation that
they should recover and that they can recover. Persons who '+ 1 at
like that kind of expectation. they tend to find another city.

Mr. erxen. This just wonld be a gness. Wonld vou not s+ - that
the problem we have is closer to 10 percent of the population f this
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country that 10 percent of the population wre admittod aleoholies ?
Isthat not correet

Mr. Bocne, The fgures which has been worepted for employed
peralation is 10 percent. When yew get outsid» of the employed
population and start including the Young and the aged. your figures
become diluted. thougl obviously from previous testimony there are
drinking problems among the voung at! imong the aged.”

Mr. Huexei, Probably their aleoholic problom is more severe than
we would Tike to believe,

Mr. Boere, I believe that is the ease, once we have the ability and
courage (o permit the problem to come out in the open.

Mr. Herxee. Thanls vou, sir.

Mr. Cawrer. What Is your rafe of recidivism ameng the patienis
you teat / '

My, Bocne, These 254 individuals constitnte less than 5 pereent
of the people admitted they consume over 13 pervent of our services.
so for this population we do have multiple use of our health and
social service facilities. As we looked ar the population one of the
questions we raised is how low is it realistically to expect this popula-
tion to he redueed in simple managenent terms ?

Mr. Carrri. 1 mean how many of vour aleoholics treated in vour
mstitutions have to eome back for further treatment ? ITow many
are enred ?

Mr. Bocrme, All right.

Me Caprer, Permanently.

Mr. Bacme, Well. T think what we have foensed on is a eriteria
of success which would not fali in the category of permanent. cure,
hut weuld fail into the category of mmproved functioning, social,
family, and emplovmeni.

[n other words, if yon want to put it in very clear economie terms.
the criteria of sucerss is direeted to the question. has the individual
after eare been able ts improve in terms of holding a jobh, and sup-
porting his family 2 We ars using these eriteria for treafment suecoss,

Now, oliviously ¢ liave an interest in people’s Tong-term recovery
axd we do epera’c under a philosophy of total abstinence as an intri-
cate pert of the treatment system. hut -this does not deny the fact
when we are looking at outcomes we ean document in terms of social
productivity., .

Mr. Carerrr. And you really cannot document the rate of recidivisin

“then?

Mr. Bocue, O (lat hasis. it becomes more difficnlt. We ean with
vertain popunlaticus sneh as our chronie friends beeanse we see a lof,
«.f theni for these 234 individuals. .

We know that these 254 individuals are costing us in documented
socal eosts about £0.000 a vear.

A Carrer. How many psyehiatrists does vonr center employ?

e Bocge. Nonee We have one consultant who hasieally work
through e direct care giving stall whicl are connselors and soeal
service peonle,

Mr. Conree. ITow do yvou pay this psyehiatrist? i

Mr. Bocne. We retain hier on a contract hasis from the Trniversity
of Minnwsota and serves approximately 15 percent of her fime.

Alre Carmer. Fifteen percent of her time. ITow mnch does that
amo.iof toin dollars?

8
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Mr. Bocrix. I believe we are pavin
&25 an hour.

Mr. Carter. 825 an hour?

Mr. Boce. Yes, sir.

Mr. Carren. Thank vou.

Mr. Rocars. Thanls you so nuaeh for being here.

Mr. George Hawkins. exeentive divector of the United Indi: an
Recovery _\»om.umn lad to leave but he destres his statenwent to be
made a part of the recard. wnd witheut objection it witl bemade a part
of the record at this point.

[Alv. Hawkin's prepeced siateent foilows:]

aal a dollav rate ol approximately

NTATEMENT OF GEoRGE Iawians, Execurive Digeceror, Usnmen Inpiay
RECOVERY A 3500101108

First, Honorable My, Rozers, T am wost gratefnl in being ai'vsded this eppor-
tauity to appear before your Subeonnnittee and secondly, 1 mnst state that 1am
not an official representative of Indinans,

I only giving my judemental conelusions: derived from iy past and present:
positions in the tield of Aleoholis:u,

I'am what isx genceally termed a “recovering aleololic™ and at the incention
of thix period, T helpea to ereate an erganization (1969) termed. “Indian Dovel-
oprient Center'”, in Oklahoma ©ity, This arganization was governed by o Loard
of concerned Indiius, assisted by an Episeopal Father, and had set as itcs wonl
T'o help the Urbin Indian< primaciiy the AMeoholie, who was e stitt is in dos-
perate straits. We initisted this effort with a one time graut of $2,000 trom the
National Committee on Indinn Work (an Episcopal affitinte) and a continming
donation of $100 per moenth fron the Episcopal Diocese, headquartered in Okla-
dount City.

T was elected Chairian of the Roard and Executive Director, possibly o con-
flict, but 1 geemed ro be the feaieal person to aet ax Director beeanse U waotked
for the Kerr-MeGee Corporation, in Puilding Maintenance (Janitor) and my
hours were St pume till 2:00 aan., therefore, T could keep the office open most
of the day. agmn obviously, T needed the job with Kerr-McGee as we had uo
resources to pay any salaries dand any other resonrces we needed for our elicuts,
Such ax reat money, lqu, sie, came fronr chnrches, private eitizens and one own
FeSOUrees,

Arn this Jirwetive, T would like to stop and attempt to make this point: The
leadership in the Indian Community, City Government, County Governm 't and
State Government div st and to a great extent, still does not realize that the
Aleohalie need: amld Wleserves help, Most programs stem from the efforrs of
srecovering sleoholies” and could possibly be pin-pointed through the initial
eflorts of two /nes, forty years ago.

With thw establishiment of the O.E.0. and the subsequent emtetment of the
ITughes Act of 3970 (1. 91-616), the National lv:ul(-hlup determined that the
Alcoholie needed und deserved hielp, and at that peint. funding from the Notioual
level was sntiiated te help the facilities that were clnerging and strugeling to
stay in existexnce. Subsequently, I retired from Kerr-MeGee amd moved on to
Directorship of rhe Clheyenne & Arapaho Rehabilitation Center in Bessie. OKla-
Lirma, 0s a fu!l thae salaried employee.

Lhere was esttblished nine (9) more Indian Aleoholism DPrograms in the
crates of Kansis, Oklahoma and Texas, through the nuspices of L. #1-616G, nnd
a fimmer foundation was establiched to help the Aleoholie and also to attempt
to sensitize the leadership and members of the tribal entities, municipal, County
wmd State constitie-ncies to the problem of Alcohol and Aleohnl Abnse.

During this process, we (the nine Direetors) eame to realize what a tre-
mendous nndertaking this was. getting aeross the iden that Aleololisin is n
respectabie aud treatable disease, to the leadership of both the Indinn amd non-
Indinan commmaities and beeanse the Directors were totally involved with the
Alcoholic gnd counld not concentrate on the effort to erase the stigma of Aleo-
holism frem the minds of the general public. a central office for research com-
municatien and advocacy was needed for these three states.

The Federal Government has already invested, through DI Tudian Iealth
Service ($25,000) and NTAAA (875.6%4), a total of £100.684 and we are iuformed
that we have to stop inthe middle of onr work. Is this good management?
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A proposal was promalgated and sabmitted to NTANN and weas awarded for
ol ver atd the =second year would be granted =nbhject to the availability of
funds, (Keep this in mind, as we have been naritied, verbally, that there are no
funds available for the <econd year and we Lave to close up =hop January 51,
176, 1T was sedected to be the Direetor of this organization, 1egional Indian
Field Study ™. Advocaey, we feel, is needed because treatment for Aleoholism is
<o new that the estiablished eutities do got know where to plice them, ie, State
and Munieipal Inws, ordinanees, anything in the area of regulating tunetion, a

case in point, we tried to establish @ halt-way house in Coalgate, Gklaloma, The

owner of the facility was in agreement ad o contreact was signed but a group
of nefzithors Jdid not want a buneh of drunks<" in their neighhorhood, 2o they
circulzted a petition md had that pariicular facility re-zoned, =0 we had o
tind anntlier place,

Thix alwe holds true with some private agencies, Tnsuranee Cowpanios for
instance, while Director of C & A Rehab Center, I negotiated an Hsiranee Poliey
in which we were elassitied as a Rehals Center with the Premium to he $1185.00
[er annuni The second year, 1T was informed by the Insurance Company, that
they lad reviewed their contract and we would have to he placed in a different
citomory s a Mental Prychopathic Institution-Governmental and our Aunual Pre-
arnrne would he $100.00 per bed, toral $2,018.00,

During this period, 1 wax on the Planning Commniittee to establish a National
Intian Board on Aleohol and Drug Abuse, and am now an Alternate Memboer,

Mewhoer of the Okluhoma Aleohol Advisory Doard, anthorized by Aet No, 620,
(OKln, St

Momber of “Task Foree No,o 11, Aeohol awd Drug Abuse, authorized under
0. 93--080, which established the American Indian Poliey Review Comnmission.

In sumnmunurr, yonr Honor, T wonid like to present these observations and
recotpmendations,

L. In geueral, the Tndians realized thet through the Hughes et of 1970 (.1,
91 6161 we had hope and help that something could be accomplished in the
alleviation of the number one Health problems of the Tudians today.

2. Npecifie provision must be incorporated within the legislation to:

(21) Tnsure that Indians will be in a poliey making position,
th ¥pecifie amounts will be set aside for Indians.

The Hnghes et afforded a group of coneerned citizens not athilintcd with any
governmental <tracture, either Indian or non-Indian to do =eriething and tor this
reason categorical grants should be continued. Past history indicates that the
virions governmental structures have Leen very reluetant to do anything in the
field of Alecholism and Aleolhiol Abuge. either to approve the establishment of or
appropriate any tunds for prograis, It has bheen only through the lo.ulonlnp at
the National level that any concerted thrust is being made.

The Indians find it very difficult. if not impessible. to get any help fmm the
Stati- or local level, (Formula Grants)

In referenee to 20), we feel that the intent of Congress iz somotinmes subverted.
as i indieated in the Act of 1934 (25 vse 4T2) (also, see Mancori v. Morton, 94 8.
Cto 2170, which legislation established, uand reaffirned, *The Secretary of the
Pterinr is directed to extablish standards of health, age, eharaeter. experience,
knowledoe, and abiliry for Indians who may be appointed. il hout regard to
Ciril Nerviee Laqes, 2 to the various positions maintained, now or hereaftor, by
the Tndian Office, in the administration of functions or services affesting any
Indian Pribe, Such qlnhﬁcd Indians shall hereafter have the preference to aps
pointigent of vaeaneies in such positior.™ (# emphasis supplied)

After over forty (40} years, or possibly two generations, have we been given
the cpportuity to chart out ewn lves? You could review the personnel within
this funétion aud determine he v the intent of Congress has been earried out,

Mr. Rearrs, Our next witness is Dr. Tom Price. excentive director,
Conneil of State and Terrvitorial Aleoholizm Authorities.

We wel-ome you to the committee. and you may proceed as you
desite,

STATEMENT OF TOM PRICE, EXECUTIVE DIRECTOR, COUNCIL OF
STATE AND TERRITORIAL ALCOHOLISM AUTHORITIES

Mr, Price, Thank you, Mr. Chairman, members of the committee.
Lam here becanse Mr. MeCord, who is onr president, could not be here.
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"The testimony is presented in his nae, and I will read it and be happy
to answer I any QUestions.

Before I begin, on the way up here, the aleohol und Drug Problems
Association of North America asked me to subwit this docunient on
funding sources for aleoholisim prograwus, Federal funding sonrees,
basically, for the record.

Mr. Rocrrs, Without objection, we shall place the docmnent in the
record following your statement [ see p. 94].

Mr. Prrce. 1 will leave this here.

The Couneil of State and Territortal Alcoholism Authorities—
CSTAA—Is pleased to have this opportunity to appear in support
()l vour initiative to extend the program anthorities muder the Com-
pwll(- 1sive Aleohol Abuse and Aleoholismi Prevention, Treatmoent,,
and Rehabilitation Act.

Our organization is the national association for the 36 State alco-
holism program directors who administer the formmla funds anthor-
ized under the act. and like the Natioual Institute on \lcohol Abnse
.m(l Alecoholism, NIAA A, at the national level, are charged in each of
the States to provide leadership in the dev olopmcnt and coordination
of cfforts to help citizens deal with the use and misuse of the beverage
aleohol.

Most. State governments had established aleoholism programs prior
to the passage of the Federal act in 1970, and were active in efforts to
obtain Federal legislation. Qregon, for example, had a program as
carly as 1943, Goorwn, nnder then Governor Talmadge, established
its program in 1953 : Minnesota started prior to 1960: yvonr own State
of Florida initiated a progrmmn in the mid 1950's. Sonth Carolina—
where Mr. McCord is—passed legislation in 1954 to create an alcohol
Ielmbilit-lt‘i' « and adult edncation program,

Mr. MeCord became the first full-time director in 1959 and has
held the position ever since.

But it was the program anthorities under the 1970 act. and their
initial funding in 1972, that conunitted all the States to participate
in a Federal, St'lte, and local partnership in which governmental and
nmwmmnnmnt.ll organizations and resources have nmo‘unwl\ com-
mitted themselves to deal with the multifaceted economic, social, and
personal consequences that resnlt from aleohol abuse and aleoholism,

Mr. Chairman, we commend your initiative in the renewal of these
program anthor ities and commend you for the leadership and support
you have given to these cfforts. We recall yonr determination in 1969
to enact the initial act, and over the years since then, yonr persistent.
snpport in the face of many other priorities for vour ‘time. You and
vour colleagues in Congress have been steadfast in your support in
spite of the administration’s atten.pts to kill the national program
after its first vear of operation in 1972, to impound funds in 1973, and
to rescind or otherwise delay the expenditure of funds appropriated
by Congress.

State and local programs have become more viable under the Federal
policy leadership of the NIAAA and the determination of Congress
to sce that this leadership remains strong and undiminished. Inconsis:
tent and insufficient support by HEW and the administration. how-
ever, has hindered these efforts and, in our judgment, the ability of
che Institute to adequately 1mplcment the act and its many fine
provisions.
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For example, new and higher level positions have been authorizel
for NIAAN by Congress. Tt TTEW has not filled them, An inter-
ageney committee to achieve wreater coordination at the Foeder]
level has not been convened fully a yearand a half afier Congress., by
statute, directed the Secretary to do se.

States were willing to help aplement and monitor compliance 1o
the provision to prevent hospitals from refusing admission for medi-
eal conditions soely because of aleohol abuge or aleohiolizm, Responsi-
bility Tor itz implementation was delegated to the Civil Righis Di-
vision of ILEW, but thus far. to our knowledge. regulations and pro-
cediurees have not heen issued, Maryland, for instance. is frying to -
plement the provision with little or no help from ITIW, ,

Such foot dragging on the implementation of some provisions of
the act, and an on-again, off-again approach to funding State gl
community assistance efforts have cansed muel uneertainty at Sage
and toeal levels, For example, the Governor of Florida. in ii=eal vear

19730 planned to identify aleoholism as {he State’s Noo 1 health pri-

ortey. and to ask for up 1o 516 million Tor aleoholisn sorviroe, asix-
tocight-fold inerease in State funds. When the adnm aisteation eut baek
to its commitment and attempted to impound over 76 million of
NIAAA funds, the Governor modified his plan to a =t million eflon.

- Other resources have been wasted or lost from =hifts in Feleral op-
erating policies, Expectations have heon reduced and personnel hard to
retain. Much has been accomplished in spite of these diflienlties. hut
there is a need to find ways to develop amore stable Federal, State, il
local partnership so that resources are forthcoming and stabie ar all
these levels,

Most simply and inmaediately, the THEW and adntini=tration need
to know the Congress intends to have this national effort irpleneiod
and not derailed through a premature conzolidation into a Lhialth
revenue sharing puclkage, Paszage of TLR 11317 will rewssert 11ix in-
tent aud we encournge vou. first and foremost. 1o move ahead to ronew
the authorities, :

There arc a number of additional amendmonts that would improve
the accountability. quality, and coordination of covernnental
nongovernmental program efforts at Federal. State. and local Tevels,
I believe these sngoestions flivst were shared with the chairman in early
December when von disenssed renewal of the authorities with My,
Gorman and Mr. Beaurcgard. At thistime. CSTAN would ke to shape
with the subcommittee the specifie reasons for our interest in thew
changes, and to put our support for these and any other sigwestions
1 perspective,

We Dbelieve these amendments would further reinforee the prosrag
effectivencss of existing statutes and gpecifically improve the -
ministration of the State aleoholism program=. At the =ame time. wo
want to emphasize that we are intorested in Congress" consideration of
these additional amendments only so lone ax thev do nor delay the
renewal of the basic authoritics contained in the present TLRL 11317,

CSTAN is cognizant of the crueial need to renews these authoritie-
before the end of Mareh if they ave to e considered durine the TTonse
A\ppropriations Committee hearings on fiseal year 1977 fuadine, Our
primary interest and priority. therefore, is the extension of the nu-
thorities to authorize appropriations for State an CORMMLNITY dasist-
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ance. With this perspeetive in mind, T will turn to some of the addi-
tional amendments we would support.

Section 102(1) of thie act requires an annual report from the Seere-
tary on the activities under these authorities. In our judgment, this
lias not been a very meaningful report. A more explicit requirement
to include State plan information and information diawn from status
reports on grants and conteaers would inerease the value of this report
and help to relate these programmatic activities to the policy delibera-
tions of the Institute. Specifically. we would recommend the annual
report include an evaluation of the extent to which there Las foen
Federal, States and local program coord'ination in the developnient of
comprehensive aleohol abuse and alcoholism prevention, treatment,
and rehabilitation resources for every citizen. We would further
recommend, as mentioned. the nse of State plan information and
mformation from status reports on grants and contracts as principal -
references in making such an evaluation. The intent would be to provide
aspecific appliention of these sourees of data, =0 the Congress and tlie
public could more realistically determine the value of 1heir invest-
rent= Fowould eniphasize the basie intent of these suthorities as in-
strinents of progrian development.,

Section 302(a) of the act provides for a minimum allotmient to any
State of %200,000. We would support an amendment to raise the
minimum allotment from 200,000 to $300,000, to provide (o the States
thiat receive the minimunt grant their first inerease since the formnin
grant programn began in tiscal vear 1972 when £30 :nillion was
distributed. J\s the appropriation has increazed other States havoe
qualifiedand received increases over the 1972 anoent every vear, Based
on fizeal year 1975 amounts, a total of 1.1 States would receive an in-
crenze in the event the minimunt is raized te 8300,000. This number is
based on the distribution of £52 million to States in fiscal year 1975,
The total inerease to the States would be £1.282.0:

We need to point out, however, thet Congress has appropriated €355
A00.00 - in- formula grants for fiscal year 1976, und lopefully, the
anmennt for fiscal year 1977 will be more in line with this subeonmit tee's
anthorization of %30 million, Most States would receive an inerease at

the 255.500.000 Tevel. The minimum States, however, would receive no

inerease, The inerease from S200.000 te £300.000 in the minimum
States. while admittedly affecting other States to sonie extent. is right
and overdne.

Scetion 303(a) (10) requires the State programs in the submission
of their State plan to set forth standards for facilitics and services.
This requirement was added under the 1974 amendments to the act.
To date, 53 Stuies have legislated or promnlaated standards for li-
censing =nd acerediting aleoholism treatment facilitios and programs.
Twelve s-lditional States are in the process of developing standads.
Fight States have not acted on standards. The objective of snel stand-
ards is to assure a higher quality of cave to citizens who seek help from
community tesonrces. States have traditionally Tad respensibility for
the licensing of facilities and the establishiment of standards.

There are national gronps such as the Joint Commission on the
Acereditation of Tozpitals that serve to complement the establish-
ment of standards by States by national veluntary acereditation of
programs.

9.
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There are also State and volunfary efforts to certify eertain fvpes
of professional persounel. National vilorts 1o facilitate eertification
of personnel are valuable to each Staie's attempt to assure adegiaie
standards of care. National voluntary efforts provide for areater uni-
formity and higher quality standards among 1he States, a sharing of
experience and knowledge, and contribute 1o the utilization of per-
sonnel i those States which agree to recognize the eredential ol o
person certificd according to nationally recognized standards,

The CSTAN would favora specific amendment to support the efforrs
of States and other governniental and nongoveranmniai aronps at
National, State. and loeal levels to esiablish voluutary Navional bodies
to facilitate the neereditation of alcoholism progriuns and the certili-
cation of personnel. ‘

Specifically, the eonnsel would support an amendment to section
A02 which wonld add a new subseetion at the eud thereof allowing for
np to 2 pereent of any allotment or allotiients of the formmula urant,
at the diserction of the State. in support of these volnntary national
efforts. The purposes would be to reinforee and supplement the logeal
responsibility of the States for standards under zection 303(n)(10),
and to support. greater eooperation among governmental and non-
governmental groups at National. State. and local Tevels that seek to
assire Nich quality care for eitizens with aleohol drinking problems,

There has been inereasing coneern among State direetors with 1THEW
efforts to modify the Federal administration of the formil grant
program. The Tnstitute las been instrueted to adopt w so-called simpli-
fied program and budget approach. Under this administrative pro-
cedure, the documents that, according {0 the law. the State <shal] sub-
wit to the Seeretary™ to receive a grant ean he retained in the State
and instead. “incorporated by reference” as part of a simplified hindgeot
doeument. We believe such a procednre cireumvents program respon-
sibility and reduces contaets to a relationship between Federal and
State fiscal oflices. Thix management proeedure eliminates the prin-
cipal basis for a meaningful Federal-Keate program relations<hip. and
further, makes impossible an adequate evalnation of the Stgte pro-
aranis by the Institute and any accountability for the nse of these
Tunds by the TTEW,

The adminiztration’s so-called simplified approach wonld os<ent jally
eliminate the Federal program role.

Tt is our conviction that the process of preparving, submitiine, and
negotiating a State plan is an important part of establishing and
maintaining a stable Foderal-St »¢e partnership that s in turn, sespon-
sive to chanering loeal needs,

Therefore, we wonld favor sueh modificntions ag are necessary o
section 305(a) of the act and expressions of eongressiona! nfent thad
wonld make explicit the requirement that the State plan. ci any other
modifieations thereto, mnst b submitted to the Tnstitnie. and hat
o administrative modifieations would he in Leeping  with this
reanirement.

State progeam directors have contimmlly einphagized the hapor-
fance af having alcoholism services aveilable as an intereal nart of
the hroad spectrunt of eomnunity eare resonrees, With {his in mine.
we would snpport an amendment’to section 311(h) of the act to malo
wore explicit. in the caze of projects snpported by grant=and contraet s
under this anthority, the importance of ntilizing existing conmunity

95
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resotrrees siel az conannity hospitals and convitleseent conters, family
BCPVICD agencies, commuiity e ntal health centers, and other conuni-
nity social service and coinseling facilities,

The language of the act at present specilies the importanee of
utilizing community imental health centers, We uve sugoestine the
explicit awddirion of other community resourees as well.

Mr. Boche. in his testimony for the Aleohol aud Drenge Problems
Aszociation of North America. has recommended that the Tustitute
commit more of its resources to prevention. The council also would
\uppmt {his priority by statutory mo:litic ation. if neeessary, A total
of 28 Srates have 1(1011!1(\0([ prevention activities ax a State plan pri-
ocity for fizeal year 1975 and allocated a portion of lmnn.m orant
funds to nnplvmont this priority. '

Before any such conunitment to legislation. hovever. we recommend
the Congres 2 insist on a more explicit understanding of what i< meant
by ¢ lnv‘.(mw:!. “ Ceriainly we do not consider the periodie distribu-
tion of pamnit’ tsa viable and effeetive approach to the prevention of
alechol abuse.

Th notion of prevention i somewhat illusive and tarceted Tands
Tor thiz purpoese can and en oceasion have been poorly used. Treatment
that prevents the lo=s of Luman lives to ateohol abuse and aicoliolism
1= a Torm of prevention. Attempts to invelve individuals af an earlier
stoge in the development of their aleohol drinking problemn may also
be defined as prevention. At the other extreme. this Nation embarked
in the early part of this century on a venture to prohibit the consump-
tion of alcohol. This might he viewed by some as pure prevention. The
Nation learned from that experience that we cannot prevent conzmup-
tion and pessibly learned something far more important. that pre-
vention is essentially a personal decision. Tn our judgment a coneered
cotnnitment to prevention must address itself to the moditication of
the social and cultural factors that encourage the misnse of aleohol.
Positively, prevention eflorts must address the social amd cultural
factors that enhance and support the individual’s eapacity to wmake
rezponsible decisionsg inall areas of life,

As mentioned, there are 28 States that have identified provention
as o priority. Many have very exeiting programs aud we world he
pleased to review thess in more detail for the subeommittee. In miv own
State of South Carolina, we have a program called Operation Reach
Out. These are services for elementary school age children of problem
drinking parents. The purpose is to provide an opportunity for a
normal social adjustment for this target population and to supply the
services necessary for the healthful. emotional, psyeholozical, rorio-
logical, and scholastie development of such children.

An interesting progemm is about to gec underway " Caltfornia.
Governor Drown himself has v\]nu%od some personal coneern for
preveution and has authorized $1.7 million of State moners= for each
of 3 vears to do an infensive community prevention program,

This will he focused on neighborhoods and will use a model that
was snecessful in the reduction of coronary heart disease. Many ve-
sources will be used ineluding mass media and community edueation
in neighborhoods, schools, and worls settinus. The attenmpt will be to
change attitudes and behaviors that contribute to the excessive con-
sinption and misuge of alechol.
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Basically, the program sendsevolunteers into neighborhoods and
institutions of the commumity to worlk with individunls.

California plans to focus on one or two rogions of the State on a
demonstration basis, The expectation is that at the end of 5 vears they
will e able to measure signifieant reduction in excessive drinking. The
measures will e based on such factors as whether there is a rednetion
in excessive drinking as reflected in a drop in revenues from aleohol
beverages, whether there is a reduction in mortality from alcoholism,
whether there will be changes in traflic deaths and aceidents. This
demonstration is Tunded entirely ont of State dollirs heeanse thore has
never been enough Federal dollars to carry out such an extensive
underiaking.

The CSTA N also supports the ADP.\ concern abont the inframural
research program at NEXA N The program has remained at St. [liz-
abeths Hozpital, This is not an eflicient setting and is isolated from
other rescarel that is meaning ful in the healtl) fickd, We reconunend
that the Congress direet the 1TEW to provide u setting and climate
that iz comducive to greater colluboration by researchers in aleoholism
with researchers in other avens like heart disense. cancer, research of
the brain, et eetera,

In concluzion, My, Chatrman. T would like to emphasize the arowing
viability of State programs. In 1975, only -L3 percent of the formula
grancwent to an administvative overhead, The remainder was utilized
m the States for trentment services, planning, coovdination. training,
mtervention. prevention, education, and evaluation, Over 5 pereent
was =pent at the focal Tevel and at least 50 peveent went into treatnent
services,

The States have nsed the Tormula dollars to Tenerate State and local
commitments of funds and other resources. In Your own State of
Florida. for exmnple, $11.691,519 was channeled into alcoholism pro-
graming from all sources in fiseal year 1974, Formula arant funds
malke np only 20 percent of that total.

9%
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Some 24 States have enacted a Uniform Act which includes de-
criminalization of public drunkenness. Eleven additional States have
enacted some form of comprehensive aleohol abuse legislation. In this
regard, the special grant for the implementation of the Tiniform Alco-
holism Intoxication Treatment Act. authorized by Congress in 1974,
has been & strong incentive to the States in their passage of this basic
legal foundation for a community care approach to citizens with alco-
hol drinking problems.

Thirteen States have enacted mandatory coverage for alcoholism
treatment in group health and hospital insurance plans. This has been
an interesting development in obtaining third-party payments for
treatment. There are other sources of funds that are being explored
and obtained such as funds under title XX of the Social Security Act.
I would emphasize, however, that the continuation of Federal support
for State programs and community efforts under this act is essential,
in our judgment, to achieve the leverage necessary to consolidate parti-
cipation in other health and social service funding sources.

The first half of the 1970’s has helped to focus attention on the extent
and nature of the problems of alcohol abuse and alcoholism in America.
There is a great willingness to seriously consider a portion of resources
to deal with these problemns and a realization that the citizens affected
can be helped.; Further, there is a growing awareness that there must
be a commitment to modify the social and cultural factors that en-
courage the misuse rather than the responsible use of the beverage
alcohol. .

This concludes the formal part of my testimony. Thank you very
much for this opportunity to share our views and suggestions in sup-
port of HL.R. 11317. )

{ Testimony resumeson p. 203]. :

[The funding report referred to follows :]
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This report has been written pursuant to contract
No. 271-76-1009 with the National Institute on
Drug Abuse, DHEW. Points of view or opinions
expressed herewithin do not necessarily represent
nor reflect the position or policy of NIDA.
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FOREWORD
At be v report on funding of services in a field such as
alcohc. i drug problems reflects the beliefs and experience

of the parsons who prepare the report. Because the Funding
Task Force -of the North American Congress on Alcohol and Drug
Problems includes members from only four areas of the nation,
many experiences and points of view are unavoidably absent
from this report,

The Funding Task Force intends to continue its work, and wel~

. comes any comments or suggestions specifically about portions

of the report, or generally about the funding of alcohol and
drug abuse services. These comments should be addressed to
Mr, A. H, Hewlett, Alcohol and Drug Problems Association of
North America, 1101 15th Street, N,W., Washington, D.C., 20005,

We acknowledge with appreciation the support from the National
Institute on Drug Abuse of the Alcohol, Drug Abuse and Mental
Health Administration, U.S., Department of Health, Education and
Welfare, that has made this report possible, and we particularly
acknowledge the continuing interest in and support of the work -
of the Task Force by Dr., John Scanlon, Associate Director for
Program Operations of NIDA, Mr. Melvin Segal and Ms Mary Cahill
of NIDA's Office of Program Development and Analysis.

This report could not have been prepared without the very

capable expertise and efforts of Nancy A, Wynstra, one of the
founders of the Task Force, who served as the report’s principal
editor. Our thanks also to Mr, James Pearson of the Alcohol and
Drug Problems Association of North America, to all Task Force
members whose thinking and contributions made the report possible,
and to Ms Vicki Granat and Ms Laurie A, Kalvig for help in the
report preparation,

H. Leonard Boche .
Steering Committee Chairman
Funding Task Force
North American Congress on
Alcohol and Drug Problems
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REPORT OF THE FUNDING TASK FORCE

December 31, 1975

I. PURPQOSE OF THIS DOCUMENT

Public concern about drug and alecohol abuse reached a high level
by the middle of the last decade. Mu-ch of that concern was tied to the
apbarent relationship between the;e problems and the frightening increase
in erime. But the problem was broader than criminal activity.

In the case of drug abuse, evidence suggested that a substantial
level of "street crime"” was committed by narcotic addicts to finance their
drug need. Hallucenogenic drugs, barbiturates, amphetamines and
cannabls were becoming ever more popular in "counter-culture” groups
involving younger people and military personnel. For alcoholism,
apart from the frequency of alcohol use as a factor in assaultive crimes,
analyses of police arrest statisties in several urban areas revealed that
as many as half of all arrests were for public inebriety. Chronic alcoholic
persons were taking the time of the police, clogging the courts and crowding
the jails, thus diluting the resources available for the eriminal justice
system to focus on crime. .Analysis of h}ghuay accidents indicated that
high blood alechol levels were present in one or more of the drivers
in as mauy as half of all fatal accidents on the nation’s roadways. The
incidence of aleoholism in the United States was estimated to be
9 million persons.

New and innovative methods for dealing with alcohol and drug

problems were sought through many of the social, health and educational
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prograns enacted at the federal level from the middle 1960s.

++ An amendment to the Highway Safety Act of 1966 called for
studies on the relationship of alcohol to highway accidents.
As a result of these studies the Office of Alcohol Countermeasures
was established within the National Highway Traffic Safety Admin-
istration of the Department of Transpor.tation. Thi‘t.ty-five Alco-
hol Safety Action Projects, employing varying combinatiora of
countermeasures, were funded throughout the nation over a 3-year
period. Several of these were picked up by state or local govern-
ments at the end of the demonstration period; ten continue to be
funded by the Department of Transportation. Many of these programs
proved highly successful in the reduction of traffic accidents in

+ their respective areas.

++ The Model Cities Act of 1966, implemented by the Department of
Housing and Urban Development, included provisions for the training
of alcoholism and drug abuse counselors for inner eity clinies 1n
selected cities. N

++ After passage of the Law Enforcement Assistance Act of 1966}‘.
special programs for the handling of drug dependent defendants .
were funded by the Justice Department's Law Enforcement Assiztance
Administration, as were detoxification centers for both aleohol and
drug toxicified patients. More recently LEAA has funded drug
diversion programs in 30 cities, based on a model developed by
the Spectal Action Office for Drug Abuse Prevention.

+» In the President’'s Health Message to Congress of 1966, he announced

ERIC

Aruitoxt provided by Eic:



O

ERIC

Aruitoxt provided by Eic:

-3

the establishment of the National Center for the Prevention and
Treatment of Alcoholism within the National Institute of Mental
Health. Thia was the forerunner of what is today the National
Institute on Alcohol Abuse and Alcoholism. This announcement by
the President followed two federal court decisions which held that
chronic aleoholics could not be held criminally liableAfor public
inebriety; drunkenness by these individuals was symptomatic of an
illness and not a crime. The decisions called for more humane
treatment within the appropriate health care system rather than
handling through the criminal justice system.

Attention to alcohol and drug problems within the Community Action
Programs of the Office of Economic Opportunity was given priority
emphasis when Congress amended the An:fpoverty Act in 1967.

The Veterans Administration, by administrative order in 1964, pro-
claimed that alcoholism ahould be treated under that diagnosis,
rather than under othe; labels. At the time, despite the fact that
there were 26 million veterans, most of whom were male and in the
age group in which alcoholism is most prevalent, only a few VA
hospitals were treating alcoholism as alcoholism and none were So
treating. drug abuse. There is now a special office on alcohol and
drug abuse in the VA Central Office in Washington and treatment
for these conditions is available in 71 VA Hospitals.

The Alcoholic Treatment Act for the District of Columbia, introduced
in 1967 and signed into law in 1968, was the prototype for the

Uniform Alcoholism and Intoxication Treatment Act promulgated by
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the Naticzal Association of Commissioners on Uniform State Laws.

The Uniforz Law, which decriminalises public intoxication, has been
passed by more than twenty states and is under consideration by

most others.

Tu; Presidential Crime Commissions were named in 1967 - one for

the District of Columbia and the other for the nation as a whole.
The reports of both commissions, published in December 1967, con-
tained separate chapters on the problems of drug abuse and the
chronic drunkenness of fender. In response to these reports, in his
Crime Message to Congress of 1968, the President asked for passage
of the Alcoholic Rehabilitation Act of 1968 and the Drug Abuse
Treatment Act of 1968. Both were amendments to the Community Mental
Health Centers Act of 1963 and were designed to encourage Community
Mental Health Centers to include components for the E:catmént of
alcoholism and drug abuse.

In 1969 Senator Harold Hughes of Towa took office. Within 3 months
he had been named chairman of the Special Subcommittee on Alcoholism
and Marcotics. Through a series of hearings in several cities, he
developed the Comprehensive Alcohql Abuse and Alcoholism Prevenéion,
Treatment and Rehabilitation Act thch was signed into law in
December 1970, This Act upgraded the alcoholism component of NIMH
to Institute status; and designated the new institute as the focal
point of Federal efforts in alcoholism; created the National Advisory
Council on Alcohol Abuse and Alcoholism (NIAAA}; and authorized

block grants to states, project grants and contracts to public
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and private organizations, institutions and individuals. This Act
also required that alcohol abuse and alcoholism treatment programs
be available to all federal civilian employees and milirary personnel.
The Dru, Abuse Office ané Treatment Act of 1972 established, for a
3-year period, the President's Special Action Office for Drug
Abuse Prevention. The mandate of the office was to coordinate all
Federal drug abuse prevention and treatment functions and to
develop a-comprehensive Federal strategy to combat drug abuse.

The office was instructed to give special emphasis to dealing with
problems related to drug Abuse and criminal activity. In carrying
out its functions the office received a substantial appropriation
for grants and contracts in this area. The Act also established a
National Advisory Council for Drug Abuse Prevention to assist the
Director of the Special Action Office in developing policies, ob-
jectives and priorities for all federal drug abuse prevention
functions. Among other things the Act prohibited any hospital
supported in any way by Federal funds from refusing adnission or
treatment to drug dependent persons who were suffering from emer-
gency medical conditions. In addition to authorizations for
speclal contracts and grants, the Act authorized a substantial
appropriation for formula grants to the states for activities re-
lating to druy abuse prevention and treatment.

At the time that SAODAP was created there was also authorized the
establishment of the National Institute on Drug Abuse. The Institute,

which came Into being about a vear prior to the termination
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of the Special Action Office, assumed many of the responsibilities
of that office and, in addition, responsibilities in the area of
drug abuse prevention and treatment commensurate with the responsi-
bilities performed in the area of alcoholism by NIAAA.

«. The Alcohol, Drug Abuse and Mental Health Administration (ADAMHA)

was created by legislative act in 1974. Within ADAMHA are three
separate and organizationally equal institutes - The National
Institute on Alcohol Abuse and Alcoholism: The National Institute on
Druge Abuse; and the National Instltute of Mental Health. By this
action, Congress recognizea the growing problem of alcohol and drug
abuse; the need for high level and independent activity of the federal
agencles with primary responsibility in these areas; aud the need

for close coordination between the efforts in mental health, drug
abuse and alcoholism,

The primary need in both alcohol and drug problems in the early years of
federal programming was for treatment services. Thus some 95,000 drug abuse
treatment slots have been federally funded since 1972, and a large portion of
the NTAAA budget has been utilized for staffing grants and other treatment
services.

More recently the federal emphasis has been turning to an examination of
the quality of treatment, and more attention is being given to prevention
efforts and research.

The recent emphasis on establishing ulcohol and drug abuse programs
through the vehicle of Faderal project or staffing grants has assumed that

these grants would act as start-up money, to be replaced by other funds.
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However, alternative funding for these purposes has not been readily ob-
tainable. In view of the prospect of declining federal funds for projects

or treatment staff, the recent émphasis on revenue sharing, and recent pro-
posals for Hea}th Revenue Sharing and National Health Insurance, it 1s impera-
tive that those interested in alcohol and drug problem services understand
thoroughly the various existing funding programs and the several proposals
under consideration by Congress and the Executive Department so that they

can identify alternative sources of funding for these services, as well as

‘the impact various funding mechanisms may have on service delivery. To

this end, several persons, representing various organizations, established
the Fuading Task Force of the North American Congress on Alcohol and Drug Prob-
lem; at the initial meeting of that body which was held in the_;it§.of
San Francisco, December 12-18, 1974. More than 20 organizations are repre-
sented on the Task Force which is comprised of four components - the West
Coast Group, the Mid-west Group, the Southwest Group and the East Coast
Group. Each group has held a series of meetings during 1975 and addressed
various issues. The National Institute on Drug Abuse, which has sent
observers to each of the East Coast group meetings, contracted with the
Alcohol and Drug Problems Association of North America, the permanent
Secretariat of the North American Congress, to develop this report of the
Funding Task Force findings.

The initial purpose of the Funding Task Force was to serve as a vehicle
for program oriented individuals to advise federal representatives about the
impact of various funding. pr.oblems and funding sources on programs. The

Task Force does not consider itself necessarily representative of the field;
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it is a loosely-structured, provider-oriented group which has invited jnput
and participation by any interested person or group. This paper discusses
funding issues identified through this process.

’ Primary responsibility for the drafting of this document has baen
assumed by the Task Force Steering Committee, composed of the Chui;éursons
of the four Pegional Groups and a few other indfvidials.

The focus of this document is to identify funding problems identified
by any component of the Task Force and to illustrate these problems with
the specific experiences of programs represented in the group. We believe

these experiences, although unique, are illustrative of generic problems, -

II. DRUG AND ALCOHOL ABUSE PROGRAMMING

A, Continuity of Care Process

It is imporcaﬁc that any funding mechanism for alcohol and drug services
cover a broaq enough spectrum of services and service providers to insure
that individual patients or clients are provided with a continuum of care
which is adequate and appropr:ite rs their needs. Such care may include a
combination of inpatient hospital services, direct medical care, residential
care in various sheltered environments, counseling, job training and place-
ment assistance, family assistance and aid in dealing with various life
problems. Such care may be given by a variety of personnel, some of whom
lack traditional academic credentials. Funding must be set up so that care
is determined on the basis of individual needs and ﬂoc on the basis of
what care is covered by the financing mechanism. Funding poses a problem
in providing the appropriate continuum of care, both generally and for
individual patients, in that funding mechanisms tend to respond to a partic-

ular organization or to particular service providers, regardless of actual
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service needs. Also, each funding source has different policies, standards,
and requirements, but-provides no funds to assist programs in meeting
these various standards.

Continuity of care is also important because alcohol and drug problems
are so intertwined that in many cases one leads to another. There are many
ex-addicts who are alcoholics and vice-versa. . Moreover, abuse of alcohol
and other drugs often leads to other health problems such as cirrhosis of
the liver, hardening of vessels, hepatitis, and so on. Services should be
structured so that treatment for all problems related to alcohol or drug
abuse can be provided or arrang?d for at a central point.

A key issue, in this regard is the question of whether alcohol and
drug abuse efforts should be under the same administrative umbrella. Some
29 states now have combined State-level "substance abuse" agencies, and
there is some strong support for such an administrative structure. Many
in both fields agree that alcoholism and drug addiction have much in common,
and that persons addicted to alcohol and drugs could be treated either in
the same program or in programs that are very much alike. Some programs are
already using the same staff and treatment methods with both alcoholics and.
polydrug abusers. In some cases, alcoholism programs have opened drug units.

However, some persons in both the drug abuse and alcoholism fields are
seeking to prevent such a combined program on vhe basls that the diverse
backgrounds and ages of the abusers would prevent a harmonious, therapeutic
rehabilitation effort. Some feel that the “substance abuse” concept is a
poor one, for both the drug abuse and alcoholism fields, and from both the
programmatic and funding points of view. They feel that werger would
decrease the 1dentity of both fields, but especially of the field of

alcoholism - an 1dent1t& won only after a long and hard battle - and would
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therefore likely cost it the support of some of its constituency. This is
an especlally important consideration since the field's large and voluntary
constituency has been one of its strongest assets.

Certain major goals are éhared by programs for alecoholism and progranms
for drug addiction. Both strive Jor an interruption of addictive behavior,
improved health, adequate coping ability, resoci%lization, employment,
reduction of crisis in the patient’s life and, finally, elimipnation of drug
misuse, including the misuse of alcohol. .

Where alcohol and drug abuse programs are separate,. it 1s often difficult
to transfer a person from a treatment program fdf heroinnzédiction to
another program for alcoholism, should the patient develop that problem.
This is important because a siénificant number of narcotic addicts become
involved in .the abuse of alcohol at somé point in their addictive history,
anq an adequate response to such individuals requires treatment of hoth
problems. Thus, programs which treat multiple addictions, and/or policles
which encourage easy transfer from drug to alcohol programs, may well be
desirable.

One approach which might improve cooperation between drug ana alcohol
service agencies would be cross—training of staff and placemént of separate
detoxification facilities in ‘the same physical location.

Funding sources generally are divided between sources, usually referred
to as categorical funds which fund complete program operations, and sources,
generally known as third party payers, vhich reimburse particular programs
for services rendered to individual clients. While there 1s presently a
great deal of eﬁphnsis on the need for drug abuse treatment programs to

utilize third party payments, it is lmportant, in the context of care, to
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understand that third party payers maintain artificial payment categories
which are essentially not client-oriented. Horeo?er: third party payers
have various policies and standards but provide no mechanism for funding
'programs to assist them in meeting these standards.

For programs which have previously been funded through grants or other
non-reimbursement mechanisms, a switch to financing through third party

payments poses cash flow and other problems. These problems are likely to

" be especially severe with respect to street programs or other programs which

* are highly responsive to client needs and which are not structured to con-

form to traditional provider orientations. These programs may weli'lack
the management expe:iise or other sophistication to deal with the financial
intricacies of funding a program through third party payments. Moreover,
third party payment funding assumes that services and facilities are
available and operational and does not provide a mechanism for the develop-
ment of new facilities or the capitalization of physical plants.

It 18 a concern of this Task Force that a growing percentage of total
program funding is being used to meet overhead requirements, at all levels
of‘program administration, r;:her than to the direct provision of services.
The development of detailed standards and qualifications for payment for
services may be valid in terms of controlling the quality of such services.
Unfortunately, however, many innovative programs, which offer important and
effective services, cannot function within the classic health care mechanism.
Consequently, care must be taken to assure that the need for developing
payment standards 1s balanced against the need to provide a full spectrum
of services to allow providing the appropriate continuum of care in

individual cases. To this end, it ig important to synchronize funding

1i3
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mechanisms to eliminate, insofar as possible, conflicting policies and

regulations and to insure the avallability of adequate financing for the

full continuum of necessary alcohol and drug abuse services. FunQing must
be available for traditional and non-traditional services, including
services whichk cannot be financed on a client reimbursement basis and
services which do not fall uilchin the medical model.

B. Components of Care
1. Consulcacion'and Education, Prevention: This category
{:. ludes services aimed at individuals and entities involved
with alcohol and drug abuse programs in order to develop
effective alcohol and drug abuse programs, promote coordina-
tion of services and increase awareness among citizens of
alcohol and drug abuse problems and resources.
2. OQutreach, Assessment, Referral
3. Crisis Management (Décoxificacion)
a. Residential
1) Hospital
2) Non-hospital
b. ﬁon—resfdential
Crisils management is defined as activitiles associated with
addressing an emeryent or {mmediate situation perceived by
a client as being tlhireatening to himself or others. This
category includes activities generally identified as pro-
tective services, subacute detoxification, and acute detox-

ification.
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Primary Treatment and Rehabilitation
a. Residential
1) Hospital
2) Non-hospital
b. Non-residential
Primary treatment and rehabilitation is defined as a set of
intensive activities, of limited duration, designed to pro-
vide the person in treatment with a positive substitute oOr
alternative to addiction, dependency and assoclated behavioral
activities.
Transitional/As .« -are/Extended Care
a. Residential
1) Hospital
2) Non-hospital
b. Non-residential
Transitional/aftercare is defined as a set of on-going
supportive activities, fnciuding professional and self-help
programs, designed to maintain behavioral change.

Halfway houses and other similar programs may fall into
this category, but, depending on the program and purpose of
the activity, they may also fall within erisis management or
primary treatment and rehabilitation.

Supportive Services
Supportive services are services provided to the client as
part of on-going care, either as a direct part of a program or

as "ancillary" services arranged for by the program, such as
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vocational rehabilitation, legal services, education,
income maintenance, and family counseling.

The above components of care and the accompanying definitions were
developed by the Steering Committee as a reflection of the components of care
which should be available to enable the provision of adequate and compre-
hensive services for individual alcohol and drug abusers. These components
of care and the accompanying definitions reflect the Committee's view of
what should be rather than what {is.

In arriving at these definitlons and components the Committee reviewed
various other suggested organizations for alecohol and drug treatment services
delivery, including the categories of care listed-in the JCAH standards for
accreditation of alcohol treatment programs and the proposed JCAH standards
for the accreditation of drug treatment programs. The Committee felt, in
reviewing these categories, that they tended to be provider-oriented and
medically oriented rather than client-oriented. Thus, the Committee attempted
to take a different perspective and identify the components of care necessary
to provide adequate client services rather than organizing the necessary
service elements to comply with the often arbitrary definitions used by
funding sources. As a general matter the Committee believes that care'
components 1 and 2 (Consultation, Education and ‘Prevention and Qutreach,
Assessment, Referral) should be program funded. Once a client enters
program component 3 (Crisis Management), and thereafter, throughout the
treatment sequence, it should be possible to track individual clients so
that funding can be on a reimbursement or client basis. Although all
supportive services (component 3) could technically be funded on a client

reimbursement basis, it may well be that certain such services should be

v
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’ programmatically funded so that the provision of the service is not

disrupted by the need to determine client eligibility for refmbursement

from various sources.

C. Relationship of Servicé.Catqgories to Funding Mechanisms

The matrix following this page has been filled in by the Mid-West
Task Force to indicate sources of funding available, in that area, for

various program comporents. A similar matrix could be developed for each

state and most localities, based on state or local funding realities.

Development of such a matrix, perhaps more than any other single

mechanism, 1llustrates graphically the actual funding situation in a given
area and the extent to which specific care components and the full spectrum
of care are supported by: a) particular funding sources, and b) the range
of available funding. An accurate matrix provides an excellent mechanism
for alcohol and drug programs to identify gaps in their ability to obtain

funding for comprehensive prevention, treatment and rehabilitation programs.
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IIT. CURRENT FUNDING SOURCES
A. Public Funds - Provider or Program Oriented
1. Federal Project Grants

a. Eligibility and Requirements

Categorical grants are available to support public and
private programs aimed at particu!;r discrders, {.e., alcohol,
drug abuse. Categorical project grants are noimally aimed
at helping a project get started; they are uot avallable for
permanent funding. Often categorical grants require alternate
funding (“match”) for an increasing proportion of the project
budget in each succeeding year. The greatest worry of most
categorical grant recipients is the grant's life expectancy.
b. Limitations

Categorical funds are not strictly limited in terms of
allowable services, houéver, certain costs are considered
unallowable costs under federal regulacions. These include
social activities and entertainment for clients, which are
beneficial for their rehabilitation.
c. Problems

Frequently progrums have funds from a number of categorical
grant programs, yet the regulatory agencies involved are often
unable to agree on policy matters. This poses gerious
difficulties for programs who must try to comply with conflicting
requirements or risk loss of funds. Also, many questions come
up during the year to which no agency will glve a definicive

answer,
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I1. many cases funding for individual programs is
dependent upcn having a certain number of clients in the

program. This means that programs may lie about the number

of ciients in treatment or - worse - may gear the treatment

program to attract clients by such mechanisms as excessive
doses of medication, payment to clients and the like.
As ghe categorical grant progresses through lts
funding period, a program must continue to provide compre-
hensive services to an equal or increasing number of clients
as the federal portlon of the grant is decreasing and the
non-federal is supposedly increasing. This creates many
problems, especially during an inflationary period where
there i. much unemployment and local communities are reluctant
to provide any services or give any funds to be used as
matching funds.
d. Recomuendations
1) There should be reglonal and national seminars on
various topics of concern to programs. Regional
programs should be focused in areas with severe addiction
problems. These seminars should be conducted with an
extensive period of study and learning and not as
conf;rences.
2) There should be an on-going mechanism for exchange

of experience among programs.
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3) A number of issues ;oncerning categorical grant
funding need exploration. These include detailed study
of in-patient and out-patient costs and allowable matrix
costg; use of government land for federally fuuded programs,
1.e., residential centers, therapeutic communities; and

dealing with revenue sharing.
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2. Formula Grants
a. Eligibility and Requirements
Both NIAAA and NIDA, in the alecohol and drug abuse areas
respectively, administer formula grant programs whereby each
state receives a pre-established portion of a national alloca-
‘ tion upon receipt and approval of a State Alcoholism or Drug
///// Abuse Plan. Approval for funding is handled by the ﬁIAAA
//‘ Regional Offices and che Community Assistance Division of
NIDA. The Governor of each state is required to designate a
single state agency as being responsible for the preparation
and implementation of the aleohol or drug abuse plan.

According to P.L. 91-616 the purpose of the alecohcl
formula grant program is to assist states in "planning,
establishing, maintaining, coordinating, and evaluating
projects for the development of more effective prevention,
treatment, and rehabilitation programs to deal with aleohol
abuse and aleoholism."”

P.L. 92-255, 8 409(b) specifies that drug abuse formula
grants, for which $45,000,000 was authorized but only
$35.000.006 appropriated during FY 1975, are to be used:

"(1) for the preparation of plans. . .
(2) for the expenses (other than State administra-
tive expenses) of (A) carrying out projects under
and otherwise implementing. . . this section, and
(B) evaluating the results of such plans as actually

implemented; and
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(3) for the State administrative expenses of carrying

out plans approved by the Secretary. . ."

These funds are, by volume, the fourth most important source

of support for drug abuse programs.

b.

Limitations
None
Problems

There is no national mechanism {or coordination of alecohol

and drug abuse planning at the local or sfate level. Even if

the State Agency for Alcohol and Drug Abuse 1s combined there

i{s separate accountability for formula grant funding.

d.

Rocommendations

1) There should be a definite mechanisw to insure local
input into the process of formula grant planning and
spending.

2) Steps should be taken to enable states with joint
alecohol and drug planning to obtain approval of a joint
plan from a central Suthority.

3) The Alcohol, Drug Abuse and Mental Health Administra-
tion, and its member Institutes, should address the
problems, policies and procedures involved in joint
planning for alcohol and drug abuse services, and for
these services combined with mental health, and should

issue a clear policy statement in this regard.
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Local Funding
a. Eligibility and Requirements
Local funds are an important element in funding a compre-

hensive system. The amount of local dollars appropriated for

aleohol and drug programs cannot easlily be documented

(although a recent study by the National Association of State
Drug Abuse Program Coordinators found local funds to be the
third largest total funding source for drug programs), but
may very uéll exceed fedérai appropriations in these two
areas. In addition, local funding, for matching purposes, is
often a prerequisite to the accessibility of other funding.
Local funds allow a program to address the full range of a
client's needs and problems, with a minimum of counter-
productive labeling, and provide the most proéram flexibility
of any publiec funding source. While there are often restrictions
and constraints placed on programs utilizing these funds, they
are lmposed by local funding agencies and may be removed or
modified with a minimum of difficulty. Funding parameters tend
to be much more individualized than funding from other sources.
b. Limitations

Because of the extensive demands made upon cities, countles,
and school districts, the ability of these local governments
to bear responsibility for funding drug and alcohol programs
is limited. The only revenues available to the units are those
ralsed from local property or other tares, and most such
revenues are required for support of mandated programs or

activities or to serve as local match for State and Federal

129
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funds. The limitations on local tax bases greatly restrict
the extent to which such funds can be expected to fully
support existing local programs or serve as a funding
mechanism for new efforts.
4. State Funding
a. Eligibility and Requirements -
States provide funding for a broad range of services and
programs aimed at dealing with drug abuse and alcoholism.
According to a recent study by the Natlonal Association of
State Drug Abuse Program Coordinatcrs, state funds are the
most significant source of support in the drug abuse area,
with states appropriating $325,077,825 in FY 1976. Of this
amount $197.2 million was spent for direct treatment servlices.
Thus state efforts in the treatment area exceed NIDA efforts
($121 million) and probably all federal efforts (estimated at
$207.8 million) aimed at providing direct treatment services.
Additionally, states are spending $176.6 million for community
assistance, much of which 1s treatment related, and $3.2 million
for rehabilitation services. 1In dr;g abuse prevention, the
study indicated that the states are spending more than twice
as ouch as the Federal Covernment; state corrections dep;rt-
ments spent $48.9 million for such services as compared with
$12.2 miilion spent by the Federal Bureau of Prisons.
b. Limitations ’
State and local governments are unable readily to increase
taxes to obtain additional funds for alecohol and drug abuse

programs.

130
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State fﬁnding flexibility may be limited by the imposi~
tion of federal rcjuirements concerning service priorities,
match, ete.

‘¢, Problems

Although the Federal Covernment pade a commitment
during the years.i973 and 1974 that the level of 95,000
federally-funded treatment slots would continue to be supported
without additional cost to other levels of government, this
level of treatment slots has actually been maintzined by
foreing state and local governments to increase match rates
above the amounts called for by existing grants and contracts.
For FY 1976 state and local governments have been required to
raise $15 million in order to maintain the federally-

_ mandated treatment slot level because cutbacks in the federal
. budget made that budget inadequate to support this number of
treatment slots. These changes in the required match ratio
have forced state govérnments either to increase the funding
available for drug abuse programs or to cut back the level of
such services available. Even where states have been able to
increase their drug abuse program budgets to meet increased
federal match requirements, the fact =hat svch increased match
requirements were arbitrarily imposed has significantly decreased
the ability of state governments to utilize their drug abuse
program funds in a flexible way to insure that their programming

is geared to actual drug abuse service needs in individual states.
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d. Recommendations

1) Federal match requiréments. both as to percentage and

as to hard vs. soft match should be clearly stated and

should remain constant, except where a change 1is

Congressionally mandated.

2) The states should focus attention on the fact that they

are the primary funding source for d;ugmabuse 1! -aes, and

they should be appropriately reprgssnted in any federal dis-

cussions on drug abuse needs, priogifies, and funding.
Revenue Sharing
a. Eligibility and Requirements

Under the State and Local Fiscal Assistance Act of 1972
$30.2 billion is available to be distributed among units of
general government (states, cities, counties, towns, townships,
Indian tribes and Alaskan native villages) between Jan. 1, 1972
and Dec. 31, 1976.

The money is allocated by a formula based on population,
per capitz income and tax effort.

Revenue sharing makes possible a continuation or expansion
of programs without commensurate tax increases. It is a
potentially important source of funding for alcohol and drug
abuse programs.

There must be regular reports to both the public and the
Federal government on how revenue sharing funds are utilized.
Additionally, each reciplent of shared funds must involve the

public in deciding how the funds are to be spent.
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Funds may be used for capital expenditures of any typs or for
operating and maintenance expenses in eight specified "priority"
programs. These priority categories include public safety, environ-
mental protection, public transportation, health, recreation,
libraries, social services for the poor or aged, and financial admin-
istration. Shared funds may be used to supplement (but not mateh)
other Federal grant funJ;:Echin the priority areas.

Use of funds within the allowable categories is entirely dependent
on local needs. Revenue sharing has made it possible for some local
areas to absorb cuts in Federal programs without cutting services or
increasing taxes.

Revenue sharing offers a source of funding which enjoys many
of the benefits described in the subsection dealing with local funding.
Such funds may be used by cities and counties to fund a wide variety
of drug and aleohol programs or general community programé which deal
with drug and aleohol abuse within a community context aimed at
improving the total quality of a client's life. While some juris-
dictions restrict the use of revenue sharing to capital expenditures,
or limit the categories which may be served to the poor, the aged,
or citizens disadvantaged in some other measurable manner, even the
use of such c¢riteria miy often be comfortably accommodated within a
broadly based c;mmunity effort aimed at dealing with aleohol and
drug problems.

b. Limitations
There are no statutory limitations that affect aleohol and

drug programs. Many local leaders are, however, unaware of or



O

ERIC

Aruitoxt provided by Eic:

129

~26-

unsympathetic to the need for alcohol and drug abuse services. -This
acts as a practical limitation on the availability of such funds
for these services.

Also some localities have adopted a policy of only providing
revenue sharing funds to programs that can demonstrate an ability to’
obtain other financing.

c. Problems

A primary drawback of revenue sharing is that local officials are
always unsure as to how a program so supported is to be funded in
future years. Any program which provides nceded services to a
community will develop a political constituency, and, should revenue
sharing funds available to a local government diminish or vanish, --
a possibility totally outside the control of a local elected offteial --
great pressure will probably be brought to bear on the local official
to fund the program with local general fund revenues. Local political
bodies are wary of such situation because of their potential impact
on local tax rates.

A second concera {s that vevenue sharing may soon be subjected
to cacegoric;l restrictions. If, for instance, any drug or aleohol
programs funded with revenue sharing funds were required to adopt
a medical model and treat their clients witnin either a publie
health or community mental health format, much of the flexibility
of many existing programs would be destroyed. Local Afficials are
also concerned that requirements of P.L. 92-641 and similar legis-
lative regulations will greatly increase the overhead and buréau-

cratic nature of drug and alcohol programs.
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Recommerdations/Program Experience

There is a wide variety of program experlience with
Revenue Sharing funds, although it appears that not a great
deal of such funding is going into human services programs.
However, the overall impact is favorable in that revenue '
sharing may free other funds for human service programs.

In Orange County, California there is a requirement
that 25% of revenue sharing funds go to human service
programs, with a priority for programs which can demon-
strate a cooperative arrangement with cities.

Revenue sharing has now developed its own traditions,
so that funding is likely to g0 to programs or areas

which were previously funded.

Eligibility and Requirements

The Law Enforcement Assistance Administration (LEAA)
is a potential source of both funding and technical
assistance. Two sources of funds are available -~
block grant funds allocated to the state planning
agencles and discretionary funds awarded directly by
LEAA or one of the ten regional offices. Technical
Assistance 15 avallable through organizations receiving
contracts from LEAA to provide on-sjte consultation and

technical services.

The bulk of the funds are allocated to the State
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Plinning Agency (SPA) in each state. Local planning
units must submit plans araually to the SPA for incor-
poration into a state couprehensive plan. The state plan
is approved by'LEAA. Proposals must be submitted through
local planning units for funding. State policy on
allocation of funds should be 1nvest1ga£ed first, since
some states do not fund alccholism or drug abuse programs.
Discretionary grant applications pust also be endorsed
by the SPA before approval by LEAA. Local planning units
should be contacted before applying for discretionary
grants. Discretionary funds break down into two types—--
Part C, which amounts to 15 percent of the total block
grant category, and Part E, 4 category earmarked in
the Crime Concrol Act of 1973 for corrections programs
and facilities. The federal legislation specified that
grants awarded under Part E "provide necessary arrange-
nents for the development and operation of narcotic and
alcoholism treatment programs....."

LEAA funds are generally short term, start-up funds.
Limitations

Generally programs funded through "**‘ must provide
services to people who are 1nvolvéd in the criminal
Justice system, Assistance may also be available to
prevent future criminal jistice activity.

LEZAA will often not fund alcohol and drug treatment

services,

’
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c. Problems
Problems here are the same as with project grants.
Iclis difficult to pieck up the costs of LEAA started
programs because of the nature of the built~in overhead.
It is difficultlfo pool LEAA funds with other funds.

Variation among regional interpretaticus is a

particul.r problem with LEAA.

d. Recommendations
1} There should be better integration, at all levels,
among federal programs.
2) Funding requirements should be more flexible.
3) Pooling of funds from various federal programs should
be encouraged and made easier.

7. Juvenile Justice Delinquency and Prevention Act*
a. Eligibility and Requirements
The Act (P.L. 93-415) contains broad Federal initiatives

for primary prevention ‘and early intervention, with author-
izations for block grants to State and local governments
ag well as grants to public and private agencies for
developing juvenile justice prr +-w~ -~ with special
emphasis on deinstitutionalization, diversisou, and
prevention. With respect to drug abuse the Act

specifically states that "existing programs have not

* Informatiou on Juvenile Justice Delinquency and Prevention Act taken
primarily from the November 1, 1975 issue of the publication of the
National Associatlon of State Drug Abuse Program Coordinators
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adequately responded to the particular problexs of the
increasing numbers of young people who are addicted to
or who abuse drugs, particulacly non-oplate or polydrug

abusera.”

The major . ...ctives to LEAA in administering the

Act include:

- To make formula grants to State and local
governments. (These funds are allocated annually
among the States under a formula based on the
relative population of people under the age of
18. 1In order to be eligible for funds States
are required to submit yearly comprehensive plans.)

- To coordinate the overall Federal policy regarding
juvenile delinqucney.

- To develop a discretionary grant program for
special emphasis and demonstration programa.

(LEAA retains from one-duarter to one-half of the
funds appropriated under the Act for demonstration
projects.)

- To provide technical assistance to Federal, State,
and local governments, agencies, organizations,
and individuals.

- To conduct research into juvenile delirquency issues
and to conduct evaluations of juvenile justice

programs.
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At least 25X of funds available under the Juvenile
Justice Act must be spent for discretionary purpeses.
The Juvenile Justice Office Le¢s developed the following
priorities for discretionary funding: ‘
~ Removal of status offenders from detention and
correctional facilities;
— Diversion of offenders from the juvenile justice
system;
— Reduction of serious crime committed by juveniles;

and

~ Prevenuicn of delinquency.
At least 75% of the Staie's formula grant funds
must be used for advanced techniques, to include:

~ Community-based programs and services for the
preveation and treatment of juvenile delinquency
through the development of foster-czre and shelter-
care homes, group homes, halfway houses, homemaker
and home health services, and other designated
community-based diagnostic, treatment, or re-
habilitative servaces;

~ Community-based programs and services to work with
parents and other family members to maintain and
strengthen the family unit so-that the juverile

may be retained in his home;

Youth service bureaus and other community-based

progrums to divert youth f-.uu the juvenile -ourc,
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or -to prqvide counsel, or provide work and re-
creational opportunities for delinquents and
youth in danger of becoming delinquent;

- Comprehensive programs of drug and alcohol abuse
education and prevention and programs for the

treatment and rehabilitation of drug addicted youth,
and "drug dependent” youth.
= Educational programs or supportive gervices designed

to keep delinquents in elementary and secondary

—schools-or-in-alternative=learning—situationgi=———s==icem-~

- Expanded use of probation and recruitment and
training of probation officers, other prbfessional
and paraprofessional personnel, and volunteers
to work effectively with ynuth.

- Youth-initiated programs and outreach programs
designed to assist youth who otherwise w&uld not
be reached by assistance programs.

Limitations

Available only for services or prograns aimed at
youth, but within this area there is a broad latitude
for gervices.
Problems

In terms of delinquency prevention funds no money
is available for any program within a state unless the
state, and all its components agree to deinstitutionalize
status offenses. As a result, many states are declining

to participate in the program.
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8. OMHC (Community Mental Health Center)*
a. Eligibility and Requirements

The coumunity mental health centers program was
established by Congregs in 1963 to make a wide range of
mental health care services readily available to residents
of a gilven geographic area regardless of ability to pay.

: Services range from prevention to inpatient care,
///// but the accent is on ambulatory care which facilitates
/ an easier adjustment after treatment and permits the
{ndividual to remain a functioning, productive member
of society while recelving treatment.

While the centers are intended to develop effective
community alternatives to long-term institutional care of
the mentally 111, they have a number of other responsi-
bilities which make them unique in terms of program focus
among mental health programs.

Unlike most federal programs, CMHCs have responsi-
bilities which go far beyond the delivery of direct
health care services to those in need.

Piré:, each CMHC 1s responsible for serving a
sgecified geographic area, termed a catchment ares, ana
for p;oviding a full range of services to all residents
in that area, including preventive Services, early
intervention and emergency services. .

Each center must either develop a full range of
mental health servicks, or ensure that such services are

* Information in this section taken from the November 17, 1975 issue of the
newsletter of the National Council of Community Mental Health Centers
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avallable in the community through other agencles which
affiliate and cooperate with the CMHC. These services
include various outpatient theraples, emergency services,
partial hospitalization, transitional living arrangements
and other alternatives to institutional care and after-
care cervices as well as 24-hour inpatient services. In
addition, specialized and comprehensive programs to serve
the needs of population groups with special problems must
be established. These include programs for children and
the elderly and, if no altefnative services are available
in the community, programs for alcoholics aud drug addicts

and abusers. P.L. 94-63 reaffirms the responsibility of

- a CMHC to provide alcohol and drug abuse services.

A vital part of any CMHC program is its consultation
and education service -- the preventive, early interven-
tion and health education program. Through these programs,
centers develop consultation services for various com-
munity agenciles =-- schools and other educational insti-
tutions, police and correctional agencies, welfare depart-
ments, social serQice agencies, and various health pro-
fessionals. Consultation from the center enables the
staff of these other agencies to better handle problems
arising from mental or emotional disturbance, tolunder—
stand the services of the centér and to more appropriately
refer individuals in need of treatment to the CMHC.

This greatly facilitates early intervention. Through

these consultation programs and through various
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education programs operated by the centers' agencies,
providers and individuals are better able to understand
and recognize mental health problems and to deal with
them. '

Two other important aspects of the CMHC's role are
the accessibility ofngervicea and continuity of care for
patients under care. CMHCs are charged with ensuring that
the full range of required comprehensive gervices are both
avallable in the community and accessible to all parts of
that community in terms of their physical location (ease
of travel to the facilities, etc.) and other barriers to
service arising from socio-economic factors. Services
are to be available to all, regardless of their
abflity to pay.

Fragmentation and lack of coordination between
services.is a major problem in the delivery of human
services. CMHCs are charged w!th ensuring that all gervices
required under the Act are prpvided, either by the center
or through agencies yhich have written affiliation agree—
ments with the center. This ensures continuity of care
for patients and prevents individuals from "slipping
through the cracks” -—- an all too common problem when no
formal linkage exists between services in a community.

] ‘CﬁHCs are also required by law to ensure that these
required mental health services are properly coordinated
with other related health and social services in the

community.
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b. Limitations
There 1s no mechanism for payment by a CMHC to other
providers of alecohol and drug abuse services, other than a
formal affiliation agrecement, approved by NIMH.
e. Problems
Many CMHC's do not offer alecohol and drug treatment services
directly, nor do they have affiliation agreements with alcohol
or drug treatment programs in or near their catchment areas.
Even where such services are offered, it is often by staff without
specialized aleohol or drug abuse training or experience.

Current federal third party payment programs for health
services -~ Medicare and Medicaid -- do not facilitate support
for services provided through community mental health centers.
Although a number of centers are able to participate under thgse
programs In many instances they are inappropriately classified
(as psychiatric hospitals) or receive reimbursement for services
provided by individual members of their staff based on a fee-for-
service rate. Provider reimbursement through Medicare, for
instance, is not available for about 80% of CMHCs.

The cause of the problem is the Fmpha;is under Title XVIII,
and to a lesser extent Title XIX, on services provided through
traditional institutions (hospitals, nursing homes) and through
private practitioners: The centers program, which has grown in
scope to a substantial program at this date, was not operational
when Title XVIII was first written. No amendments have yet been
made to include the centers because federal categorical funding

was available.
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Now that federal categorical funding is terminating for
a number of centers which have reached the end of their eight
years of federal support, the issue of Medicare coverage has
become critical, and the National Council of Commuhity Mehtal
Health Centers (NCCMHC) has proposed amendments to Title XVIII
to enable community mental heslth centers which meet federal
standards to participate as providers and to receive reimburse-
ment for mental health services provided uynder appropriate
conditions. This would include relmbursement for all services
provided by mental health professionals, not only the services
provided by or under the direct supervision of phaysiciuns, as
under the current law.
d. Recommendations
1)  Any CMHC which does not offer alcohol and drug treat-
ment services, or have a formal affiliation agreement with
an alcohol or drug treatment program for such services,
should be required to make an affirmative showing of lack
of need for such services before obtaining federal funds.
2) CMHC sraff providing alcohol or drug treatment should
have specialized training,
3) Third party payers should pay for alcohol and drug
abuse treatment provided {n a CMHC or through a formal
affiliation agreement.
9. Dedicated Funds (Earmarked taxes)
These taxes are generally imposed on the sale on alcoholice

beverages, and "earmarked" as funding for prevention or treatment
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programs. Alchougn.n similar program could, hypothetically, be
established in the drug area, it has not, this far, been done.

The arguments below are those most frequently made on-bo:h sides
of the issue, and do not, necessarily, reflect the views of the
Steering Committee.

a. Argumeﬁts Fér
1) Dedicated funding 1s self-sustaining and self-generating,
and Is capable of some expansion even in periods when it is
uwot feasible to increase general taxes.
2} Dedicated funds are available for a full range of alechol
gservices, not just services based on the medical model.
3) A speclal tax 1s generally 12;5 regressive than a general
tax.

-

4) Earmarked taxes are a tax shift (from general sales and
income taxes) rather than a tax increase. Since a small minority
of consumers consume the majority of alcoholie beverages, and
since this group is the at-risk population for aleoholism, it
is appropriate that they should bear the cost of alcohol services.
5) The tax can be dirvectly related to the amount of aleohol
purchased and consumed, which is clearly a significant measure
of abuse.
6) At least in California, surveys have shown that tax payers
favor higher aleohol taxes to support alcoholism programs (46%
were in favor, 45% opposed, 9% undecided), while there is

opposition te a general tax inecrease to finance such services.
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b. Arguments Against

1)

2)

3)

4)

5)

6)

7

8)

Alcohol is not the cause of alcoholism and it is
therefore unrealistic and unfair that funds for
dealing with this condition should come from ear-
marked taxes rather than from the general revenue.
To earmark taxes for alcoholism effect{vely remove;
this condition from the general health area and
establishes it, in the public mind, as a condition
that is somehow different than other health problems.
Earmarking gives undue emphasis to the difference
between users and non-users.

Earmarked taxes are not flexible enough to deal
with the alcoholism problem and, since the problem
does not 1imit itself to product sales the base

of support for treatment programs should not be

so limited.

Public health problems should be addressed through
general tax revenues.

There 1s a danger in tying public programs to
specific taxes. If aaticipated revenues do not
materialize, serious budget deficits can result.
Budget -urplusses resulting from earmarked taxes
may lead to make-work programs and wasted revenues.
Dedicated funding tends to shelter public agencies

from annual legislative review of program needs.

The use of dedicated funds, which are sheltered from
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annual review, tends to create narrowly drawn
vested Interests.

9) Earmarking of taxes 1s a denial of the claim that
alecoholism is a public health problem which can be
treated in the same way as other illnesses. In
effect earmarking taxes provideé alcohol programs
with special and preferential funding treatment.

10) Dedicated taxes mean that those who do not abuse
alcohol are paylng for the treatment and rehabili-
tation of those who do.

c. Program/State Experiences
In Alabama where an alcohol tax was imposed to finance
mental health care none of the resulting funds have gone
for alcohol tceatment or prevention programs.
In South Carolina the special tax is returned directly

to the county in which it was generated.

.B. Publie Funds - Client Oriented (continued next page)
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Medicaid
a. Client Eligibility

Medicaid is a program which provides rfederal assistance to
the states in meeting the cost of certain types of medical care
to the needy. Each state program has considerable flexibility
in deciding who is eligible for Medicaid financial assistance,
although all states are required to provide such assistance to
the categorically needy who include individuals receiving aid
under either the AFDC or the SSI programs. States nay eleet to
provide assistance to nor-categorically related ncedy persons or
to the medically indigent. The medically indigent are generally
those persons who do not qualify for categorical public assistance
programs because of the level of their income or resources, but
whose income and resources are inadequate to meet the costs of
their medical needs.

(Each state program is different, thus the California
experience is cited as unique but i{llustrative.) 1In
California's Medi-Cal program both the categorically needy and
the medically needy are eligible for Medj-Cal assistaace.
Alcoholism and drug abuse are not factors in determining Medi-Cal
eligibility. Cali.zrnia's program !s divided into two parts
called Reform Medical and Short-Doyle Medical. Reform Medical
is generally the reimbursement mechanism for private practitioners,
whereas Short-Doyle Medical 15 focused on program funding.

b. Provider Status
Each state has its own mechanism for according provider

status to a program, facility, or individual who delivers services
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eligiblc for Medicald reimbursement. In order to be reimbursed
a provider .must have complied with whatever procedures are
laid.ouc in the state Medicaid plan and regulations. A proviqfr
must be officially accorded provider status to be eligible for
Medicaid reimburSCmcnt.. Generally the program is orlented to
finaneing traditional medical care so that provider status is
most likely to be accorded to physicians, general hospitals,
speclalized hospitals which meet JCAH standards, hospital
outpatient services and organized outpatient clinics. ir. states
have provisions for according provider status to programs which
are not patterned on the medical model. Also, even where servlces
are given in a medical model program, direct medical services are
more readily reimbursable than are rehabilitation services.
c. Services Covered

All states participating in Medicaild are required to cover
the following services when they are rendered to individuals
participating in the Medicaid plan:

1) Inpatient hospital services except those in an ingti-

tution for tuberculosis or mental diseases.

2) Outpatient hospital services.

3) Services in a skilled nursing home, except an insti-

tution for tuberculosis or mental diseases, for iudividuals

over 21.

4) Laboratory and Xx-ray services.

5) Periodic health screening and diagnostic servic2e Lo

identify physical and mental defects for individuals under 21.

6) Physicians' services.
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7) Home health services f.r certain categories of Medicaid
recipients.

) Family plan;ing services,

A state Medicaid plan can impose limitations on these services.
In addition to the required services a state may elect to offer a
series of additional services which, as specifically relevant to
alcohel and dcug treatment, include ciinic services, other diagnostic,
screening, preventive and rehabilitative services, inpatient psychi-
atric services for‘persons under age 21, or ovev age 65, and any.
other medical or remedfsl care.

Again, there is wide variation among the states as to which
services are covered. Tie state Medicaid plan for each state indi-
cates what services are covered in that state. It is estimated
that up to one-third of the states specifically exclude alcohol and
drug abuse services from any Medicaid reimbursements.

In California, under the reform Medi-Cal program, a patient
receiving alcohol and drug detoxification services in the
psychiatric section of a general hospital is covered for up to
elght days, regardless of the age of the client. Alcohol and drug
detoxification which is provided in a psychiatric hospital is a
covered service only for those under age 21 and over age 65. Trere
is also an.eight day limitation on this coverage. Reform Medi-Cal
does not cover on-going treatment beyond the eight day detoxifica-
tion period. Conversely, under the Short-Doyle Medi-Cal program
patients are not covered for detoxification services, but alcohol
and drug tveatment services are covered, if a patient is receiving

related psychiatric treatment.
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Both reform Medi-Cal and Short-Doyle Medi-Cal provide
coverage for outpatient methadone detoxification.

d. Legislative/Regulatory Restrictions and Conflicting P-licies
1) There 1s no federal restrietion against Medicald coverage
for a full range of aleohol and drug abuge treatment scrvices.
However, many states elther directly ! - coverage for such
services or do not reimburse the kind roviders who are

most likely to provide such services.

2) There i{s an immense variation - orv-rzms from state to
state. Because the program w s ‘o .17 w for state v~ria-
tion, there {s no vehicle fo- Lot rrovision of ser-
vices other than those specifical , coated.

3) Programs within particular states report great difficulty in
getting consistent interpretations, within the state, as to the
extent to which various drug and alecohol programs are eligible
for reimbursement. An example of such internal policy confliccs
is the opposite apprcich to detoxification and treacmen: coverage
taken by the reform Medi-Cal and the Short-Doyle Medi-Cal
programs in Calié;rnia. .

4) There is no real fiscal incentive for states to recognize
alcchnl and drug treatment as covered services since the federal-
state cost sharing in Madicaid is generally more expensive for a
state than the match ratio required under categorical programs.
3) Although federal estimates are that $12 million in Medicaid
funds were spent last year for drug abuse services, and probably
more than that for alecohol abuse services, in most states federal

reimbursements are not used for program expansion but racher to
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reimburse state treasuries for state tax funds expended for
these programs. Thus, even in states where Medicaid reimburse~
ments are available fer alcohol and drug abuse services, the
availability of such pavments may have no actual impact on the
ability to dali#er services.

e, Impact on Prcgrams .
Where alcohol and drug treatment services are eligible for
reimbursement under the statr Medicaid plan there 1s a tendency for

the programs to structu:e themselves !n whatever way will permit
maximum ref:bursement rather than in a way best suilted o mect the
needs of the community or the client.

Even ‘men alcohnl ..nd drug abuse servicec are specifically
eligible for reimbursement, a program cannot receive Medicald funds
until 1t has been recognized as a qualified provider. Moreover,
relmburscments are wot available except for cl'ents who are
Medicald eligible in that state and who have actually registered
and been through vhatever process the state renuires to recelve
8 Medicald card. And even for programs who have been accorded
provider status and who are treating Medicald covered clients, it
is necessary for the program to bill Mediecaid for servi;es rendered.
All of these factors mean that, for a program to receive Medicaid
reimbursements, the program may have to develop additional admin-
istrative capabilities and to demonstrate that it complies with
standards which it would not otherwise have to meet. This may
result in a program being required to put a substantial proportion
of its total budget into overhead costs rather than into the pro-

vision of the direct client services.
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Becaus: there 1¢ such a wide varlation in state Medicaid

' prngrans, these programs are especlally susceptible to political

changes which may result from shifts in power in either the exec-

utive or the legislative branch of the state government.

f.

Recommendations

1) Either the Medicaid program shouid be fully federalized in
a way which insures that al<ohol and drug abuse services are
reimbursable or alcohol and druyg abuse services should be
included within the mandated services.

2) There should be uniform ellgibility standards for Mecicafd
recipients.

3) Services covered in the alcohol and drug treatucenc area
should be cevered consistently regardless of the treatment
settiry In whlch the services are provided.

4) The feasibilizy of cveating a mechanism for claiming reim-
bursement for services rendered to alcoholics or drug abusers
without labeling the recipients of the services as alecohol or
drug abusers, should be explored.

5) There should be a mechanism for states, localities and
programs to share their experiences with Medicaid reimbursgment
and related problems.

6) Steps should be taken to make it easier for alcohol and
drug abuse programs to gain provider status under Medicaid.

7) Medicaid reimbursements, and 1ndeéd all federal reimburse-
ments which are tied to the delivery of particular services to
1nd£v1dual clients, should be statutnrily requived to be

utilized for program expansion rather than being utilized to

o,
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reimburse state treasuries for state tax funds which are
approprinted for alcohol and drug abuse sarvices, where this
results in a decrease in the total amount availsble for such
services. It shculd be a requirement that Medicald funds, and
those available through the other reimbursement programs,

be used to increase the services available over and above the-
amount of service which was available for alcohol and drug

abuse programs in whatever year is used as a base.
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Medicare
a. Client Elgibility

Medicare provides assistance in the purchase of medical
care primarily to those ower 65 years of age. Also eligible
are thosze under 65 and entitled to cash benefits under Social
Security or railroad retirement because of disability for
24 months, those who have been SSI recipients for 36 months,
and children, aged 18 or under (up to 22 if a full—t;me student),
of a Medicare beneficiary. Alcoholism/Drug Addiction/Abuse has
no bearing on Medicare eligibilicy.
b. Provider Status

The hospital or provider must be certified as participating

-

n the Medicare program.
c. Services Covered

Covered services include all services which are directly
provided by a physician. Up to 5250 per year is available for
outpatien: psychiatric care. Service In an inpatient psychlatric
hospital in the private sector is covered up t: a lifetime limit
of 190 days.

Medicare also covers services in a participating skilled
nursing facility 1f the following five conditions are met:
1. Client has been in a hospital at least 3 consecutive

days prior to transfer to a skilled nursing home.
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2. Client is transferred to the skilled nursing
facility because he requires care for a
condition which was treated at the hospital.

3. Client is admitced to the facility within a short
time (generally within 14 days) after he leaves

the hospital.

i o
A

4. A doctor certifies that he needs, and actually
receives, gkilled nursing or skilled rehabilitative
services on a daily basis.

5. The facility's Utilization Review Committee does
not disapprove the stay.

There are two major divicions of Medicare. One is
Hospital Insurance for the Aged and Disabled which is
authorized by Part A, Title XVIII of the Social Security

““Aét. Hospital Insurance, frequently referred to as Part A
Medicure, helps eligible individuals with the cost of
hospitalization and related care. The other major
division is Supplementary Medical Insurance for the Aged
and Disabled which is authorized by Part B, Title XVIII of
the Act. Medical Insurance, frequently referred to as
Part B Medicare, helps eligible individuals with the
cost of medical and surgical services by physicilans. Also
covered by Part B are some services in connection with a
physician's treatment, €.8., X-ray examinations, laboratory
tests, durable medical equipment, orthotic appliances and

prostheses.
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To be eligible for Part B Medicare payments,

a mental health clinic must meet the Social Security

Administration definition of a physician directed

clinic and <omply with the guidelines for services of
paramedical personnel which are incident to a physician’s
services.

A physician directed clinic is one where a) a physician,
or a number of physicians,is present to perform medical
rather than administrative services at all times the clinic
is open; b) each patient is under the care of a clinic
physician; and ¢) the non-physician services are under
medical supervision.

In order for services of paramedical personnel to be
covered under the "incident-to" provision of the Social
Security Act, certain conditions must be met. The
services must be a) incidental to some professional
services of a physician; b) of a kind vaich is commonly

furnished in physicians' offices: ¢) either rendered

"without charge or included in the phystcian's bill; d)

performed ﬁnder the direct supervision of the physician;

and e) provided by -w=xiliary personnel who are employees of
the physiclan. There paramedical personnel and physicians
are employees of the same entity, "incident-to" reauirements
may be considered met where the supervision is provided

by a clinic physician.

[y
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"Direct supervision"” requires that the physician
must at least be on the office premises or place where
services are performed and immediately available throughout
.the rendition of services. 1In this context, the term
"office premises" cannot be construed to extend throughout
a building or an institution such as a hospikal. The
office must be confined to a separately identified area
‘of an institution.or building in a realistic amount of
space. A physician would not be considered on his office
premises if he were simply somewhere in a bu.lding or
available by telephone. Under such conditions, the
direct supervision requirement would not be met.

Medicare way reimburse for services such as day
care, orcupational therapy, dance therapy, etec., when
rendered by non-physicians in a physician directed clinic
if such services meet the "incident-to" requirements.

This means that individuals receiving such services must
be under the care of a physician who performs or has per-
formed a covered physiclan gervice to which the service

of the paramedical personnel is incident. A physician
must also provide supervision and direction of the
therapists. A factor to be considered in connection with
the physician supervision requirement is the collaboretive
development by the physician and the therapists of a plan

of treatment. The physician does not necessarily have to
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have outlined in detail the exact services for the

patient, but he is expected to advise the therapists

of the goals he wishes to achieve. As a professional
person, the therapist develops the details of the plan

and obtains the physician's approval. However, unless

the paramedical service is related to a covered physician's
services as an integral part of a medically necessary
diagnostic provedure or treatment or course of treatment,
it 1s not relmbursable.

In addition to satisfying the coverage requliements
of "incident-to", the services must be reasonabls and
necessary for the treatnent of the illness. Some facilities
incorrectly regard any patient activity 22 a form of
therapy. An activity which nerely setves 10 keep the
ratlent busy should be regarded as diversional rather
than therapeutic. Activities such as occupational
therapy, dance therapy, social therapy, and day cére must
be part of a medically necest4ry planned course of treat-
ment integrally related to a zovered physician's
services rather than a diversion, or method of keeping
the patient occupied, in order to qualify for
reimbursement.

Regardless of the actual expenses for physicians'
services incurreq in connection with the diagnosis and
treatment of mental, psychoneurotic or personallty dis-

orders of persons who are not inpatients of hospitals,
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the amount of such expenses that can be counted in a
calendar year is limited to the lesser of $312.50 or

62.5 percent of the actual evpenses. Since the $312.50
represents 62.5 percent of $500.00, any amount of
non-inpatient psychiatric service expenses in excess of
$500.00 would not be considered in computing incurred )
expenses subject to reimbursement. Since the Medicare
Program's share of covered expenses (after the $60.00
deductible) is 80% of the charges, the maximum possible
payment for services would be 80% of $312.50, or $250.00.
Legislative/Regulatory Restrictions and Conflicting
Policiles

Nothing significant.

Inpact on Programs

Minimal. The impact of Medicare on alcohol and drug
treatment programs is somewhat indirect, because the main
population at risk for these ccnditions 18 under age 65.
To the extent that abuse of prescribed drugs by the
~iderly is or becomes a problem, the impact may increace.

Medicare is primarily oriented toward hospital or hospital

related programs.
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3. Vocational Reabilitation o
Vocational Rehabilitation (VR) is a national program
that provides services and materials for the rehabilitation of those whose
physical or mental disabilities inhibit their employment but who, as a result
of VR services, can reasonaﬁly be expected to become gainfully employed.

VR funds are distributed through the Rehabilitation Fervices Administration
of HEW to each state vocational rehabilitation agency on a formula grant
basis. The stite agency, Iln turn, reimburses those individuals and projects
it judges most in need of VR services. Although the majority of program
funds (75%Z) are federal, states have considerable autonomy in determining
how they will be used.

Many state VR agencles offer services to drug addiets and alcoholics,
although services often are not specifically directed to alcchol and drug abusers.
The specific nature of services provided and the requirements of client eligibil-
ity vary widely from state to state. Additionally, service availability often
varies within a given s<ate on the basis of relative need. For example, services
to addicts are'tore lixely to be offered in a metropolitan area than in a rural
one. In general, experience indicates that alcoholics and drug addicts are most
likely to be included in VR services in the South, Southwest, and ‘Jest, and
least likely to be included in the North and Morthwest.

A. Client Eligibiliry

The 1973 Vocational Rehabilitation Act directed that state VR
agencies emphasize services directed at the gseverely disabled'’ and listed
several specific conditions in.this category. Additionally, criteria were

established by which an individual not falling into one of the defined
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categories could be classified as being severely disabled. While substance
abuse 18 not included in the list of severely disabling conditions, it may
meet the criteria.

Client eliéibility is a problem in many areas in providing vocational
rehabilitation services to the addict and alcoholic. Some state agencles
have criteria that exclude those under 17 years of age. In other areas, the
client must have a specific level of substance abuse before he/she can
qualify for VR. 1n some states VR won't accept alcohol or drug abusers unless
they have successfully completed treatment programs. Looser eligibility
eriteria might provide greater flexibility so that VR can address the
unique needs of substance abusers. The definition of disability, which was
supposed to be corrected by the 1973 amendment:  ontinues to be a problem.
B. Provider Status .

There are no special requirements for provider status under QR.
Generally, a state rehabilitation agency works in conjunction with a
drug abuse trestment prozram to provide Services to the program's clients.
VR may offer employment counseling, skill training, and placement services
to an individual who has been treated, or is currently being treated, by
a drug program. In some cases, the state agency will place a VR counselor
in the program on a full-time or part-time basis. Less frequently, VR
will refer addicts to a Hrug treatment program for services and reimburse
the program for such services. State VR agencles have shown some reluctance
to expend their limited funds for services provided by another federally
supported operation. This is especially true when such services are also

made available to individuals without cost.
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C. Services Covered

Covered services include any item or service considered necessary to
render 8 handicapped individual employable. These may include, but are
not limited to, evaluation of rehabilitation potential; counseling, guidance,
referral and placement services; vocational and other training services;
physical and mental restoration services, including corrective surgery or
therapeutic treatment for physical or mental conditions, hosp:italization,
provision of prosthetic devices and visual services, diagnosis and treatment
for mental and emotional disorders; malntenance during rehabilitation;
and other services or devices related to an individual's employability such
as senséry aids, occupational training, licenses, tools and equipment.

Despite the flexibility of this definition VR agencies often do not
provide the necessary range of support services to alcoholics and drug abusers.
An example of this is the agency that gets. the client a job, but fails to deal
with a personal or home situation which lmpacts on the client's ability to
cope with job reéponsibilicies.

D. TlLegislative/Regulatory Pestrictions
There are many legislative, regulatory restr.ctions and couflicting
policies in vocational rehabilitation. The major problems in this area are

the multiple standards, certifications and licensing situations that every

program has to comply with before services can be rendered to the clients.

These standards are often conflicting, and become obstacles to rather than

protectors of client services.
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E. Impact on Programs
If VR is not a direct program service, it 6ay create problex , 4lthough
it both offers third party reimbursements, and adds to the program's spectrum

of gervices. .This impact is both negative‘and positive. Many programs have
abandoned VR programs rather than deal with the problem areas. The
greatest problem is "eriteriaizing" programs to death. The greatest
positive thing about VR is that it gives the client hope.
In traditionally restrictive areas or areas vhere VR monies are fully
' comnitted, it 1s hard to get alcohol and drug services included in VR.
, Alcohol and drug services-may be last 1h, first out, which causes problems
for both programs and clients.
F. Recommendations
1. More Federal Vocational Rehabilitation service funds should flow
directly to aleohol and drug programs.
2. Standardize standards, regulations, and eriteria.
3. Make standards more client oriented.
4. Develop rehabilitation programs that meet unique needs of alcohol
and drug users.
5. Include alcohol and drug abusers within group specifically eligible

for VR gervices.
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Title X

Title XX of the Social Security Act was part of the
Social Security Amendments of 1974 and became effective on
October 1, 1975. Title XX supercedes those portions of Title
IV A and VI of the Social Security Act which provided social
services to individuals receiving assistance under those
provisio;s of the Act. Under Title XX the Federal government
has allocated $2.5 billion annually to be apportioned among
the states on a formula basis based on population. The
Federal share 1s 75X for eligible services (90% for family
planning) under Title XX.

Each participating state must comply with
certain mandated procedures in developing a state pl-n for
the provision and distribution of Title XX services. The
plan must include specific indications of the tvpe of services
to be provided to iudividuals and groups in each categorical
assistance category and in each geographic region of the
state. Although no specific services are required, it is
necessary that 50% of the Federal funding a state receives
under Title XX be used to provide services to those receiving
or eligible for Medicaid, AFDC, SSI, or state financial
assistance.

a. Client Eligibility
Eligibility for reimbursc..ent for scrvices under Title XX

is based on the income of the service recipient. A
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state may recelve reimbursement for one or more s.rivices

*o anyone who receives cash payments under AFDC or SSI

or who has an income not in excess of .115% of the

median income nf a family of four in the state. To
recelve reimbursement fees for services must be charged

to those having an income above 80X of the state mealane
Prote~tivé services and in{ormation services are available.
without determination of eligit'lity to those of all
income levels.

The process of eligibility determination is at
confliet in spirit with the confidentiality regulations
regarding chemically dependent individuals in rehabili-
tation programs. Sources and amounts of family income
must be{verified, resulting in contacts with employers,
public assistance sources, ete. It is extremely difficult
to maintain confidentiality while at the same tiue
collecting financial information regarding the client
and/or the client's family. If Title XX is the sole
source of program funding, income limitations may <~
courage ipvolving - n-indigent clients in treatment programs.

Recause of : .. stringent verification requirements
some areas have decided against funding alcohol and
drug programs under Title X and have instead used the
funds in other areas where verification is less ot &

problem.
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Provider Status

Programs must be specifically accorded provider

status. Services may be provided directly, by compact,

or

under purchase of service agreements. In some

states all alcohol or drug treatment programs may be

involved in master contracts with the State Social

Services program.

Services Covered

1

2)

3)

4)

5)

To be eligible for Title XX funding services are

be directed to one or more of the following goals:

To achieve or maintain economic self-support to
prevent, reduce, or eliminate dependency;

To achleve or maintain self-sufficiency, including
reduction or prevention of dependency;

To .prevent or remedy neglect, abuse, or exploitation
of children and adults unable to protect their own
interests, or preserving, rehabilitating, or re-
uniting families.

To prevent or reduce 1nappr;priate institutional care
by providing for community-based care or other forms
of less intensive care; or

To secure referral ;r admission for institutional
care when other forms of care are not appropriate,

or provide services to individuals in institutions.
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Title XX gervice categories do not prohibit the

inclusion of modalities normally included within the
continuum of care. Within the states there may be dis-
putes about what aspects of alcohol and drug treatment

are covered. However, priorities are up to the state and
virtually any service may be covered if the state is
willing.

Legislative/Regulatory Restrictions and Conflicting Policiles
In some states Title XX is being used to replace mandatory
state funding despite maintenance of effort provisions.

As noted earlier, there is potential conflict between
confidentiality and income verification. In addition,
several other restrictions and/or requirements pose
potential problems:

1) Need to redetermine eligibility versus halfway houses~--
Title XX requires that eligibility be redetermined every

6 months or when the client has a change in his/her

living situation which may make the client ineligible for
Title XX reimbursement. Obviously, halfway house clients
are encouraged to seek employment; however, upon

securing employment which compensates above the
established cut-offs, the halfway house must either
terminate services or seek reimbursement from alternative
sources (or ignore the increased income and in effect

enter into fraud.)

Y
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2) Financial limitations are placed on costs for medical
and board and room services within the total budget. No
more than 25% or 40% of a program's total budget may be
spent for medication and board and room expenses,
respectively. Although these limitations have been
waived for a four-month trial period, pursuant to
amendments introduced by Senator Hathaway, there has
been no indication from HEW/SKS to state Title XX
agencies of this trial-modification.

3) Limitations on Board and Room: As in Title IVA,
Federal reimbursement for board and room costs is available,
up to 40% of total charges, for only a six-month period;
ghus, extended rehabilitation services must seek alterna-
tive sources of funding for board and room costs after a
client has completed six-month participation.

4) There may be conflicting interpretations between the
Title XX Agency and-the Medicaid Agency concerning what
gervices are reimbursable under each program, and a
program may have to choose one or the other as 1its

primary funding source.

5) There is a cloud over'che full and imaginacive use

of Title XX funds because of the problem of later audit
exceptions (the refusal to reimburse the state af;er
services have been delivered according to the state

plan). This is often related to the need for individual
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eligibility determinations and tends to force states

into conservative postures regarding what they seek to
fund under Title XX. It also discourages the use of
these funds for services. Some states, for example, have
had reimbursements for alecoholism services denied.

6) There are great differences in regional interpretations.
7) Title XX funds are available for rental payments for
program facilities, but not for mortgage payments. Thus,
programs seeking ownership of their facilities cannot
receive aid for this purpose, although they could receive
rental monies for the same facilities.

Impact on Programs

It is not practical to use thése funds for some services
because of overhead cnsts. It should be noted that when
programs are required to conduct the verification processy
more staff timé may be spent in clerical areas, neces-
sitating reallocation of resources to administrative
costs/overhead rather than treatment.

Recommendations

Based on our concerns, some of which may be met by the
H;thaway amendments depending on the Regulations developed,
the following recommendations are made:

1) Clarification of the confiict between confidentiality
and income verification. Obviously, one concept must be

considered to take precedence over the other.

-
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2) Re-wording of redetermination requirements to permit
halfway house clients to secure employment without fear

of economic penalty.

3) Limitations on board and room have been amended by the
Hathaway amendments. However, there has been bureaucratic
inactivity in advising states and local units of
government about the trial modifications. This foot-
dragging will likely enable legislative opponents of the
modifications to successfully defeat contirued application
of amendments.

4) Removing limitations on length of board énd room
reimbursement thereby insuring federal reimbursement for
board and room costs for the duration of extended treatment
programs.

Issues that Need Further Explanation

Two additional areas of concern have been ralszd; however,
it is unclear as to whether these are prompted by the
regulations, HEW's implementation of the regulations, or
state welfare departments' implemenration of the
regulations.

1} In Miamesota, detoxificativn services are avatlable
for finar.:ial r :inhbursement only {f ciients meet aligi-
bility criterfa. FKowever, Titie X¢ allows for adult
protective cervices rc¢ be extendes without regard to

income. Tie Ropional Office says juvenile protective
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services can be residential, but protective services
for adults cannot. This appears to be a very conserva-
tive approach to defining services which are included
under the adult protection category.

2) Information and referral services are defined as a
"brief assessment” which is not to include diagnosis
and evaluation. In addition, I & R services must be
provided only on a one-to-one basis. There has been
little substantive assistance provided to local
governmental units in defining what is included under
"brief assessment." In addition, prohibitionms against
group I & R services reduces the opportunity to fund

innovative I & R activity.
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Supplemental Security Income

A

Client Eligibilicy

Supplemental Security Income (SSI) is an income
supplement program which was established in 1973

as a repiaccmenc for federally assisted state public
assistance prograns. The program replaces most
previous Federal-State programs of financial assistance
to ;ged, blind, disabled. While alcoholism and drug
addictioniélone do not render an individual as disabled
for purposes of the Act, they may be the basis for a
finding of disability if they render an individual
unable to engage in any substantial gainful activity
and the condition is expected to result in death or

to last for more than 12 continuous months.

Individuals receiving SSI by virtue of disability
due to alcohol or drug use, or if alcohol or drug
addiction 18 a contributing factor to a finding of
disability, must participate iu appropriate treatment
if a program is available. There are no funds set
aside to pay for the required treatment. For indiv-
iduals whose disabllity 1s due to alcoholism or drug
adéiction SST payments are maQe to a "representative
payee" (which could be a treatment program).

Although disability standards under SSI appear to

be stricter than under former programs - especially

r[ {i_
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for alcoholics and addicts - some areas repert thar the

standard is actually less strict.

Services Covered

Not relevant since this 1s a cash assistance program

to the categorically needy.

Legislati;e Restrictions and Conflicting Policles

In some states SSI agencies will not release income

documentation information. Where this is so ic

severely handiceps compliance with Title XX regulations.
Although voluntary assignment of SSI benefits to a

representative payee is relatively easy, involuntary assign-

ment is difficult. This is a problem where, as is often the

case, an addiction is present but it 1is not the primary

basls for disability so there is no treatment requirement.

There is 2 serious conflict here between care needs

{which reﬁuire guardianship) and civil liberties (which

require freedom™to continue the addiction).

Impact on Programs

It is estimated that 20% to 30% of the clients using local

alcohol and drug services are recipients of SSI. [or many,

chis.income is a blessing. However, SSI payments,

e;pecially where addiction is a secondary d{agnosis 80

there is no representative payee requirement, may

simply be used to support the addiccién. Except for

individuals whose primary disability is alcohol or
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drug abuse it 1s much more diff{cult to obtain some

form of guardianship or protective payee status for

SSI clients than it was for clients in the previous

public assistance programs.

E. Recommendations

1. There should be tighter monitoring of. the program;

2. There should be more frequent reassessment of client
eligibility;

3. There should be better provision for guardianship
status; and

4. There should be broader cooperation with other agenciles
for such purposes as complying with Title XX

regulations.
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6. CHAMPUS

.Y

Client Eligibility

The CHAMPUS program applies to all of the seven United

States Uniformed Services: Aruwy, Navy, Air Force,

.Marine Corps, Coast Guard, and the Commissioned Corps
of the Public Health Service and the National Oceanic
and Atmospheric Administration (formerly Coast and

Geodetic Survey a-d ESSA). Civilian healtn care benefits

under CHAMPUS are available to:

~ SpouseS and children of members on active Aduty, and
the surviving spouses andlchildren of deceased active
duty members.

~ Retired members and former members who are entitled
to retired, retainer, or eguivalenc pay; their
spouses and children and the surviving spouses ana
children of such members who are deceased.

- Children include any unmarried legitimate child, an
adopted c¢child or stepchild in one of the following
categories;

a. Under 21 ye;rs of age.

b. 20 o; over, but incapable of self-support because
of a mental or physical incapacity that existed
before the 21st birthday, and is {or was at the
time of the member's death) dependent on the member

for more than one-half of his support,

[y
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c. Under 23 and enrolled in a full-time course in an
accredited institution of higher learning and
dependent on the sponsor for more than one-half
of his support.

(An unmarried child or stepchild who was illegitimate
at the time of birth and is dependent on the member may

be covergd under certain conditions.) e

b. Provider Status
Medical services may be provided by a civilian physician
or by other medically related speclalists as ordered by
a physician (nurse, physical therapi;t, social worker,
etc.). Authorized services of a clinical psychologist
may be provided without a physician's order. Services
are also authorized from Christian Science approved
pfactitioners and in a certified Christian ScienFe
sanatorium. Inpatient and outpatient care must be in
faciliti=s approved by Champus.

JCAH accreditation is required for all psychiatriq
hospitals. Residential facilities such as half-way
houses can be considered "hospitals" subject to
approval of CHAMPUS. A physiclan nust be actively
involved in prcviding treatment and prescribing treatment

conducted by those other than physicians.

68-561 O - 76 - 12
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Services Covered

Generally, CHAMPUS wili share the cost of any necessary
medical or surgical procedure or any type of necessary
medical care which is accepted as being part of good
medicai practice.

Treatment may be either on an inpatient or out-
patient basis. Treatment in inpatient facilities is
generally authorized for an unlimited number of days.
When a patient requires continuous hospitalization in
excess of 90 days for treatment of a chronic condition
o1 a nerveus, mental or emotional disorder, the
proposed course of treatment must be specifically
approved.

Treatment for alcoholism and drug sbuse ig
subsumed under the rubric uf crze £or nervous and mental
conditions. Authorized care tur aleohol and drug abuse
must be "medical care" or an integral part of a
medical treatment plan. Servicea provided by half-way
houses or other residential treatmert facilisies
specizlizing in the treatment of alcohol rr drug abuse
may bz authorized as "huspitalization” provided a
physician is actively involved in the supervision of
treatment and faciliﬁy otherwise meets CHAMPUS require-

ments for acereditation. (Generally JCAH, alt¥ough

[y
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CHAMPUS is not presently proposing to accept facilities
accredited pursuant to the JCAH Standards for Drug
Programs, because they are not sufficiently medically
oriented.) .

Treatment or counseling provided by a wide range of
individuals other than psychiatrists o? licersed
psychologists must be specifically requestgd by a
physician and such treatment or counseling must be
"recertified"” by the physician every 30 days. Treatment
for psychiatric conditions (excluding alecohol and drug
abuse) is limited to 120 days of inpatient care or 60
outpatient visits per calendgr year.
Legislative Restrictions

Because of the.rapidly increased costs of the
CHAMPUS program, particularly in the area of nervous and
mental care, legislation has been proposed to exclude all
services not considered "medical" and all providers
of servz;cs, individuals or institutions, nq&.ponsidered
part of the medical team. Thus it is probable that

services provided by social workers, cducaﬁors.afamily

and child counselors and "others not considered a part
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of the medical team'" will be curtailed. This may
seriously décreasc the potential for reimbursement for
aleohol and drug services to any program which does not
strictly conform to the medical model.

e. Impact on Programs
In the Orange County, California, facilities which have

been approved for CHAMPUS coverage, there is no problem in-

e o _e)iept. crvaraga £ Jamhalis d3 Thiq tmalisd
all mental health services related to alcohol where
gservices are provided directly or requested by a
phys{cian. CHAMPUS in Orange County will ndt cover
where a drug dependency diagnostic code 15 used.

f. Recommendations
1. It should be clarified, on a national basisfchac
services delivered under a diagnostic code of drug
dependence will be covered.
2. CHAMPUS should endeavor to regularly determine its
costs for alecohol and drug treatment services on a total,
per facility, and per patient basis.
3. Alcohol and drug abuse services should not be too
strictly foreed into the medical model to collect
CHAMPUS payments. e

. Note: CHAMPUS is only one of variety of Federal programs for
the purchase of services for individual clients. Other

relevant programs include those operated for active duty
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military personnel by the Department of Derense, Veterans
Administration programs, and Bureau of Prison programs.
These prograns may produce revenue for local programs in a
variety of situations, including some program components,
such as half-way houses, which are often excluded by

other funding sources.
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C. Private Funds
1. Health Insurance

a. Coverage for Alcoholism and Drug Abuse Treatment
=~ Ttaditioﬂélly private health insurers have limited,
and in many cases totally excluded, coverage for treatment of alcoholism
and drug abuse. In recent years, however, a number of conpanies have taken
steps to significantly expand the availabiliry of coverage for such treatment.
Prgsently most insurance companies cover alcoholism and drug abuse on the
same basis as they cover other conditions. Thus, treatment of alcoholism
or drug abuse, up to the policy limits for any condition, would be covered
if the treatment occurs in an approved facility (usually a general hospital)
and is given by an approved provider (usually a doctor or related health
care personnel operating under the supervision of a doctor).

A few insurers have moved beyond this to cover alcoholism and drug
abuse treatment services in settings other than a general hospital, and to
reimburse for the services of non-physician providers. Such expanded
cove;age 1; only beginning and insurers voice a number ;f concerns about
general movement in this direction. Such concerns include a lack of accepted
standards and modalities for the treatment of alcoholism and drug abuse, a
lack of state or local licensure programs for such facilities, and ailack
of accepted national standards upon which insurers can base their decision
to pay or not pay for care by cettain providers in certain facilities.

Thus, although coverage for treatment for alcoholics and drug abusers is
increasingly available in private insurance policies, such c0vet$ge

rarely covers outpatient programs not assocla.ed with a hospital, or
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residential or day treatment programs which are not patterned on the
medical model. .

There 18 an iacreasing awareness on the part of insurers and treatment
providers that the kind of 1nsurgnce coverage prese:tly generally available
for such condifions encourages treatment providers ca opt for the type of
care which 1s most expensive---inpatient care in a licensed general hospital---
when other kinds of care are available which are equally or more effective
and significantly less costly.

Thus a serious problem with private insurance reimbursements for
aleohol and drug treatment services is the fact that such payments are
available only to programs based on the medical model.

HMOs have found the use of non~hospital, non-medical services—--
particularly in the alcoholism area---has a significant cost reduction
effect. Early intervention ii. both aleohol and drug problem areas makes
overall treatment less expensive.

b. Mandatory Coverage
A number of states, in the past two or threc years, have

enacted legislation prohibiting exclusions of cove'ge for treatment of
alecoholism and drug abuse in insurance policice so'd in those states.
Twelve states have enacted such legislation concerning aleohol treatment
aqﬁ five for drug abuse treatment. The specific provisions of such laws
vary widely with some simply prohibiting the exelusion of insurance benefits
for such treatment while others mandate the inclusion of specific insurance bene~
‘lts for alcohol and. drug abuse treatment servicés. \here benefits are mandated

they normally are simply required to be equal to benefits available for

184
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treatment of other conditions. A few states have also reguired insu~ance
companies to offer a benefit for alcoholism and drug abunc services with
the option being in the policy holder to decide whether such services are
desired. Since most mandatory coverage statutes Simply place alcoholism or
drug abuse services in the rame position as treatment services offered for
«iher 1llnesses, the existence of a mandatory coverage statuts normally
means simply that inpatient treatment costs, or the costs of -medical
services for alcohol or drug abuse treatment will be covered.

However, mandatory coverage legislation uaé responsible for pushing
HMO's to Include payment for lower-priced care alternatives in the alcoholism
area.

c. Program Experiences
Yiinnesota has had a mandatory coverage statute in effect

for approximately one year. Under the Minnesota statéte services provided
in either hospital based or free standing licensed residentlal treatment
programs are covered. Currantly private insurance payments are the single
major source of income for hospital based chemical dependency treatment
prograas, and the smount of private insurance reimburscment being obtained
by Sree standing treatment programs is increasingly sigrificant. The
Minnesota experlence has thus far been satisfactory and iasurance companies
generally are complying with the legislative mandate.

There are, however, two problems. The statute only applies to contracts
written in Minnesota,which means that persons insured under a group
contract written in another state méy not have coverage for alcohol.ium

and drug treatment services, despice the fact that such individuals live
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and work in Minnesota. Also, the legislatioa does not apply to self-
insurance programs so that any companies which write r%oir own insurance
would not be coveved.

Kansas and Missouri have mandatory coveruge statutes applicable only
to alcoholism. Although there {3 1ittle vxperience'to date under these
statutes, the local Blue Cross/Blue Shiazld plans cbiected to théir enactment
and express concern thaf claims rould beccome ev.:essive.

In some states where {nsuranie companies have voluntarily extended
benefits to cover alcohol treatment, there has been reluctance to use the
secvices because employees fear that their employers will learn of their
alcohol ur drug problems 1if they claim insurance tenefits. In California,
whote alcohiol treatment barefits ware incovputated into the insurance bene-
fit pa~kage of all State employees, utilization of the benefit has been

far belo.s the anticipated levei as reflucted in the appropriation.
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2. HMOs (Health Maintenance Organizations)
As 1is true in thé indemnity insurance field, there are
a number of approaches to funding coverage for alcchol and drug abuse in the
HMO/Prepaid Group Practice-;eétof of the delivery system. Although there is
wide variation in structure, size and benefits among such plans, for pur~
poses of this document the generic term HMO will be applied to all prepaid
group practices,

The {L2y act of 1973 dictates that certain services relating to alcohol
end drug problems must be included as part of the basic benefit package
for any federally-qualified HMO. These 1nc166e provisions for emergency,
referral and follow-up care. Unfortunately, there t; no ;1;;r definition
of wﬂat these services encompass. Nonetheiezs, HMOs which scek federal
qualification and/or funding for feasibility, development or initial operation
must factor these services into thelr capitation rate. WNo reliable data
appear to be available on the actual cost of such services, although, as
previously {ndicated, some IRMGs have demonstrated that it is less expensive
to provide such services through early intervention and outpatient programs
than through inpatient care.

The House has passed an amendment to the HMO Act which moves alcohol
and drug abuse services from the basic benefit package to the supplemental,
or optional, category. .The Senate is holding hearings in December and
January on the iMO Amendments. Current indications are that there is

strong support in the Senate Committee for retaining alcohol and drug

abuse as basic benefits for federally-qualified HMOs.
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Operational HMOs which offer aleohol and/or drug abuse coverage approach
the coverage and funding in various ways, and benefits range from none to very
comprehensive. Coverage is sometimes included under the Mental Health bene-
fit, which also varies considerably. Funding is approached from several
percpectives. In some plans, the benefit is an add-on at extra cost; in
others, it 1s contained in the basic package. Some health plans offer
coverage to only a portion of their membership (generally employer groups
which have requested 1t), others make it availa:le generally. There is a
co—paymeﬂt feature in many HMOS, where the user is required to pay a certain
percentage of che cost on a predetermined scale for specifie types of
services.

Virtually all HMOs are providing emergency services for aleohol and
drug misuse. BPEmergencies may be handled directly as cases of acute toxicity
or, less directly, as a secondary presenting symptom or trauma resulting
from alcohol and/or drug use. Apart from emergency treatment, however,
alcohol and drug abuse are not routinely diagnosed and treated under specific
diagnoses such as aleohvlism, addiction or non-medical use of drugs; As
in the health care system generally, there is a lack of proper training
in recognizing and treating patterns of abuse as well as attitudinal and
cultural barriers to dealing with patients in this area.

A few IMOs ds have an in-house capacity for treating alcohol or drug
abuse, or a contractual arrangement for referral and payment 0 other
programs. More plans, but still not many, make referrals to other
community resources, ranging from AA to inpatient hospital programs, with

the expence generally borne by the patient.

[y
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The Croup Health Association of America 1s conducting a demonstration-
research project funded by NIAAA, to examine utilizatinn and health care costs
for persons identified as having a primary alcohol-related problem. Figures
Qill be ;alcula:ed ;;tﬁ'prior ;5 ;;d subs;quent to ;xposure to aleohol treacment
The results. may show a.change in the pattern of utilization of the health
plan which will actually reduce costs over a period of time by making primary
aleoholism diagnoses and providing appropriate treatment rather than treating
;econdary presenting symptoms and emergency situations. The response within
the limited number of health plans involved has been enthusiastic.

There appears to be less acceptance by HMO staff regarding dr. abuse
clients. This may be the result of the national focus, which has implanted
a st: image of the drug abuser as a street person using opiates. How~
ever, at lgast one plan is surveying drug utilization and prescribing
patterns of the potential legal drugs of abuse. Additionally, as part of the
aleoholism project, CHAA is trying to determine if there is a concomitant
misuse of certain drugs, including both legal and illegal substances, on
the part of patients identified as having an alcohol problem, or by members
of their families.

The HM0s have a potential for an effective approach to identifieation
and treatment, beth as to cost and effectiveness, which is unique. The
relatively closed system, where every provider contact is available on
one recoré, could be utilized effectively to assess patterns of alcohol
and drug abuse and alternative treatment mechanisms. Since preventive
health care 1s the basis of the HMO philosophy, HMOs should be encouraged

to increase their awareness of the need for and.efficacy of providing

i
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appropriate treatment services for those of their members who suffer from

or develop problems .f misuse of alcohol and drugs.
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3. oOthers

a) Foundations: With rare, but notable exceptions, natiomal
foundations do not provide regular or ongoing funding support
to addiction service programs. As a rule, foundation
support “for local funding of aleohol/drug programs cannot i
be viewed as a long temm source of finanecial assistance.
There is a wiue local variation in the availability of
foundation support for aleohol and drug services. However,
while local foundations may be a very good contact for
partial initiation funding or one time capitalization
expense, the funding behavior of most family foundations
does not extend beyond a onr. or two year commitment.
liighly visible community oriented projects with broad
based éupport have considerable appeal to foundations
with geographical ties but, as noted, they are normally
not a viable scurce of ongoing funding of aleohol/drug
services.

-b) Local "Scrounging": Scrounging is the term generally applied
to efforts of community-based programs to sustain or en-
rich their ability to deliver services. To some extent
scrounging may desecribe activities aimed at locating and
soliciting public or foundation funds available to
sSupport community-based programs or a portion of their
components. As such resourras are covered elsewhere in

this report, however, this statement vill address itself
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to more informal, creative efforts.

Most locally-based drug and alcohol programs utilize
a variety of forms of fund raising. Some have znnual or
even more frequent formal bénquets which serve the dual
purpose of acquainting the comrunity served with their
activities and ralsing needed revenues. There are also
a wide variety of raffles, fiestas, bazaars, and saléa
wheeh 3ving Iin a trickle of funds to the agencies
organ’:irg them.

Community centers also utilize a wide variety of
services and supplies obtained from the community. Some
centers have few if any paid staff and rely almost totally

on volunteers. Centers also operate out of donated

facilities utilizing equipment and supplies uhiéh have

been donated by clients and/or community individuals and
organizations.

Scrounging, at best, tends to be a very uncertain
source of program support. On so;e occasions a program
wmay be highly aucéesaful and be able to provide a wide
range of services to the community it serves. When
economic difficulties hit the community, however, re-
sources formerly available to scrounging programs tend to
disappear and communities are deprived of aerviceaAat the

very times they most need them.
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As a funding mechanism, scrounging very simply
means that ataff,‘;nd in some instances clients, un-
abashedly so};cit the community in which their program
is located for money, goods, and services. Most often,
however, the contributions are in kind donations. To .
enhance the appeal and insure a community contributicn,
the scrounging project is often organized around a
special need. The two clearest functlons satisfied
by scrounging in the context of all other funding
mechanisms are an increase in community awareness of
the particular program, and the obtaiﬂing by a program of
goods and services which are not available through
other more routine channels.

Alcohol and drug programs, especially community-
based programs, tend to be very good at scrounging. They
have had to develop this ability in order to survive.

Interestingly, as programs are able to scrounge
more funds they are often also able to get more public
funds. It 18 important for formally funded programs
to maintain their loc;1 choung}ng ability to maintain
community contacts and to provide a source of funds for
new and innovative programs. Although the ability of a
program to obtain funds by scrounging suggests that the
program 1s responding to public needs, it 1s possible

that scrounging support itself may become institutionalized
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gso that funds flow to a program which is non-responsive
to the public.

It is often difficult for programs which have been
highly dependent on scrounging to make a smooth transition
to more bureaucratic forms of funding.

Because scrounging 1s an unstable and unpredictable
source of sunport it ig difficult to support basic treat~
ment programs through secrounging. Community-based, non-
traditlional programs are more likely to have this type of
funding.

The ability of a program to scrounge effectively is
directly related to the community's awareness of the
underlying problem. In some areas the community denies
the existence of an aleohol or drug problem-—-and does
not respond to efforts to scrounge support for programs
in these areas.

Match requirements in project grants, where applied
to community-based programs, encourage continued efforts
at scrounging support. Although scrounged funds may
support a project prior to the receipt of public funds,
scrounging cannot be a substitute for a Federal or State
commitment to dealing with aleohol and drug problems.

In some instances clien:s-a are required to scrounge

as part of the rehabilitative process.
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One form of scrounging, which combines most other
kinds and should be given a great deal of additional
study, is the service-for-service concept. Centers
using this pfogram ask each client to agree to return
to the program money, service, cr supplics approximately
equal in value to services received. As each individual
ha; some unique abilities and/or resources, and as
increased self-esteem is usually an important aspect of
therapy or treatment, not only does the program gain an
increased ability to sustain itself through this mechanism,
but clients tend to feel increased self-esteem through
their ability to pay their own way; In economic hard times,
when even a client eager to repay the center has difficulty
supporting himself and finds it almost impossible to fulfill
his debt tc the drug or alcohol program, perhaps some form
of Government loan to the program in the name of the

individual would be a useful supplement. )
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TII. NATIONAL HEALTH INSURANCE (NHI)

1. Ceneral Concepts of National Health Insurance

National health insurance, as it is generally discussed, would
create a mechanism.for the payment of specified health care costs for
individuals covered under the program. Among the numerous bills which
have been introduced in Congress there is a wide variation on a number
of basic points including the questions of eligibility (universal vs.
limited), benefit structure (comprehensive, semi-comprechensive with
phased-in benefits, or catastrophic), financing (out of general tax revenues,
spécial taxes or premiums, employer contributions, employer-employ: 8t
sharing, etc.), administration (private insurance carriers vs. governmental
administration), and cost sharing (full payment for all services vs. some
program of deductibles and copayments). Obviously ﬁhe way in which each
of these issues 18 resolved can have a significant impact on the extent to
which a national health insurance program iﬁ available for and utilized
to provide financing for alcohol and drug ébuse treatment services. The
resolution of these issues will likewise determine the extent to which
national health insurapce fimancing supports a continuation of the trend
toward utilizat;on of high cost medical and hospital services or encourages
the substitution of lower cost forms of health care, perhaps provided
by non-medical personnel in non-hospital ﬁacilities.

Although all of these issucs are important the two factors which
would appear to have the most impact on aicohol and drug abuse treatment
programg are the question of eligibility and the question of benefit

structure. Either a catastrophic national health insurance progra& or one
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with a henefit structure would have far less potential for
substance dbuwie program financing than would a program with a benefit
structure wh;ih provides coverage for a full range of alcohol and drug
abuse services, including services given in a non-hospital setting and
services given by non-medical personnel. Likewise, a program with less
than universal eligibility, particularly if the eligibility is related

to employment, will leave without coverage those categories of individuals
whose alcohol and drug problems are most likely to involve them in

crime or other antisocial behavior and whose treatment, therefore, 1s most
socially‘bcneficial.

The range of potential benefit structures under the bills which have
been introduced thus far varies widely. Of the bills proposed in the 94th
Congress, only two provide explicit coverage for alcohol and drug problem
services. They differ in approach and coverage.

The broadest coverage is proposed under the Health Security Act of
1975 (H.R. 21), intrcieced by Representative James C. Corman and Senator
Edward M. Kennedy. 1his bill woﬁld provide the following coverage for
alcohol and drug «buse treatment:

1. 1Inpatient Benefits---Unlimited. Treated as any other physical

illness. No deductibles or colnsurance.

2. Physicians' Sérviccs---Unlimiccd, as'in the case of all other

physical {llncsses covércd by the bill.

3. Outpatient Benefits---A person diagnosed as alcoholic would be

able to receive services not only from hospitals, mental health

centers and other providers who offer alcoholism and drug services,

but could also be treated as an outpatient in a free-standing

ambulatory center.
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Somewhat more limited is the National Health Care Services Reorgani-
zation and Financing Act (H.R. 1), introduced by Representative Al Ullman.
This bill provides the following benefits applicable to aleohol and drug
treatment services:

1. Inpatient Benefits~-~90 days of inpatient hospital ecare received

in any benefit period; copayment $5 per day. '

2. Physicians' Services~--Limited to first ten visits to physicians
and services of other qualified health professionals and allied
health personnel per coverage year. Copayment $2 for each
physician visit.

3. Outpatient Services---Qutpatient institutional care programs for
physically disabled, mentally 111, aleoholie and drug-abusing
persons would include day care or part-time serYices. A person
diagnosed as an aleoholie or drug abuser would Lé entitled to
;hreé days of outpatient care in place of each.day of inpatient
care allowable duriné a benefit period.

The other bills rely on conventional or standard forms of hospital

and professional care. They tend to ignore the range of services needed

..outside the medical care setting and thus would be limited in the applica-

bility to aleohol and druf services. The lack of coverage for aftegpiza
services would likely abort any treatment gain initiated in the hospital
for alcohol and drug problems.

Unlimited coverage of inpatient benefits and physician services may con-
tribute to higher cost éor services. Thé;e is some limited data in the
California experien;e to suggest that citizens with alecoholism problems and

treatment providers favor hospital care, 1if there 1s no clear incentive to avoid

it. A great deal of aleohol and drug abuse care can and should be provided in

’
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non-hospital settings. Much also can be done on a non-residential basis.
Perhaps there should be limits on‘inscitucional care and in addition,
incentives like that proposed by ﬁeprescncative Ullman, entitling a person
to three days of outpatient care in place of each day of inpatient care.

2. Discussion of Benefit Package

a. Ideal Coverage
National health insurance should be a mechanism to provide
nceded health care, not just medical services. Alcoholism and drug abuse
should not be singled sut in NHI legislation, either for special inclusions
or special exclusions. However,léﬁere #s a need to include under national
health insurance a full range of services applicable to alcohol and drug
abuge treatment, and to the treatment of other conditions.

The ideal coverage package is one which would provide coverage for
the full spectrum of medical care and related supportive servi ns for the
treatment of alcoholism and d;ug abuse in addition to comprehen-iva
co?erage for other health care problems. Such ideal coverage woul’ include
a full range of inpatient and medical services as well as outpatient and
residential programs and appropriate care given by non-medical personnel.
Although a full range of services should ideally be covered, 1t is entirely
appropriate that reimbursement be contingent upon service providers, both
personnel and facilities, conforming to appropriate standards of guality
care. Such standards might include state or local licensure, JCAH
accreditation, and state or national certification or credentialing of

treatment personnel.

i
e
.-
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It is important that NHI fund sufficlent aleohol and drug treatmeut
services to allow patients to receive the continuum of care diserssed
earlier. What is important ig that an individual be carried from his
present state of health to a better one. NHI‘should encourage the use
of the range of services necessary to achieve this goal, and should not
be structured to interfere with the utilization of the necessary continuum
of care. '

Ideally, then, NHI should cover all care for the direct treatment of
alcoholism or drug abuse whether or not the care is delivered by a program
or facility based upon thé medical model. Looking at the c;mponents of care
1deﬂtifted earlier, it is the Task Force view tha; Cr1;1; Management, Primary
Treatment and Rehabilitation, Transitional/Aftercare, and Supportive Services
are appropriate for NHI funding.

b. Minimum Coverage

In the event that it is determined that coverage for the full range of

aleohol and drug treatment services will not be available under national health
insurance, and that NHI will be primarily a medical reimbursement System, it is
important that no exclusion he made for the tfeatment of such conditions. , At
minimum, the same services for treatment of aleoholism and drug abuse should be
covered as are covered for the treatment of any other physical or mental condition.

If NHI will not be available to cover the full range of services
necessary to provide treatment to an individual suffering from alcoholism
or drug abuse, because many of cheﬁg gervices do not conforﬁ to the medical

model, it must be understood that NHI will have limited applicability to

290
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financing treatment for these conditions. Alternative sources of funding
should be specifically {dentified.
3. Limitations
A number of the necessary services for ché treatment of alcoholism
and drug abuse fall outside of the spectrum of hospital/medical care which
is normally covered by health insurance programs and which 1s the immediate

target of NHI legislation. To the extent that national health insurance

continues this focus, it is unlikely that NHI will provide for the full

range of necessary services. _Enactment of any NHI package, even one which
does not fully provide for alcohol and drug abuse treatment servicés. may
lead to a decrease in categorical funding and, thus, may lessen the avail~
ability of resources for home care, counseling services, work-related programs,
and other forms of scrv;cc which have proven successful in dealing uigh
individuals with alcohol and drug abuse problems at considerably less cost
than care in hospitals or other medical institutions. Prevention programs,
which are unlikely to be funded under NHI in any event, would also suffer if
categorical, funding {5 decreased because of NHI.
Further, national health insurance, assuming such a program is based
upon a traditional health insurance model, will have the characteristics
aud limitations of other third pasz‘paymcnt mechanisms. These include:
- Rcimyurscmcnt of services rendered. There is no provision for
the development of facilities, the training of personnel, the
design of outreach programs and so on. The assumption {s that

providers are ready, willing and able to serve an increasing
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ﬁumber of patients---if only they or a third party would pay their
bills.

- Third party health payment schemes usually fail to specify the types
of medical services to be made available, such as eye, ear, nose and
throat. Instead, they break services into such categories as
hospital, physicians’, nursing, inpatient and outpatient. Given
such categories, it i{s often impossible to determine the speclfic
treatment being reimbursed since the reporting system falls to cut
across services as they relate to Lllnesses.

= Third party health payment is primarily hospital and physician ariented.

- Third party health payment is available only through "éualified
providers," however they may he defined. This relates to the whole
issue of who dctermines provider eligibility and who sets the
standards.

= Third party payment is available only through eligible programs.
Again, program eligibility for reimbursement and the mechanism by
which standards are set are critical issues.

~ Third party health payment is available only to eligible clients
and often under rigidly define! circumstances. The question of who
1s covered under a particular health plan and the exclusions undef
whicg that coverage 1s extended becomes a vital consideration.

It is ciear that 1f NHI is Lo be a viable source of funding for a

broad range of alcohol and drug services it will have to be defined as a
program for the provision of health care rather than a program for the

provision of medical services. To the extent that this occurs and qualified,
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nor- traditinnal alcohol and drug service programs are reimbursable under

51, NHI will have relevance as a funding mechanism for alcohol and drug

tveatment services.

Do
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Differences in Alcoholism and Drug Abuse which may have an 1mpac£ on
Funding

1. Alcoholism tends to be more broadly covered by private insurance

than is drug abuse.

2. Alcoholics ‘%?é to bfﬁ?OEQ{ffflucnt than other drug abusers and are
more likely to have private health insurance than are oplate abusers.

3. A larger portion of the drug abusing population is seriously involved
with the criminal justice system, solely by reason of their drug use,
than is the case with alcohol abusers. This factor has an impact both

on public perceptions and reactions to drug abuse and the drug abuser

and on the point and mode of client entry into the drug treatment
delivery gystem.

4. Alcoholism is more widely known and acceptable than is drug abuse,
and carries a significantly lesser degree of social stigma. Moreover,
drug use in and of itself carries, at many levels of soclety, a stigma
which is not carried by alcohol use. These factors impact on the general
sympathy for the two conditions and, therefore. on the avallability of.i
funds.

5. Historically, the alcoholic tends to be older than the drug ahuser.

204
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V. ADDITIONAL RECOMMENDATIONS
(These recommendations are in addition to the recommendations specifis ily
contained under the discussions of specific funding sources.)
1. Because of the impact of service definitions on the availability of
funds through reimbursement programs, the JCAH should give leadership in
the development of conzistent service definitions for the alcchol and
drug abuse field.
2. Alcohol and drug abuse treatment programs should be encouraged to
structure themselves on a management by objective basis so that they define
for themselves specific goals and objectives, rather than being forced
into present structures because they have been traditionally utilized
by funding sources.
3. A funding source matrix, aloung the lines of that contained in this
report, should be utilized by the Federal Government as a continued f{eed~
back mechanism on funding sources for local and state programs.
4. More attention should be focused on assuring funding for the full
continuum of services rather than on arbitrarily defining acceptahle
services in terms of funding resource categories.
5. Total Federal funding available for alcohol and drug services
should increase, whether through increased authorization and appropria-

tion for formula grants, or increased project grant funding.
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VI. ISSUES THAT NEED FURTHER EXPLORATION

The Task Force identified a number of key issues relating to the funding
of alcohol and drug services, which it could not explore in this Report
because of constraints of time and resources. These lssues are listed here
with the hope that NIDA, NIAAA and/or private organizutions will initiate or
support studies of them.

l1. The varying impact of formula and project grants.

2. 1Issues relating to confidentiality problems in dealing with

various funding sources.

3. The relationship of third party payment funding to the total funding

needs for alcohol and drug abuse services as definced by the continuum

of care concept outlined in this paper.

4, The impact of 93-641 (thclNationa] Health Plann;ng and Rcsource

Development Act) on glcohol and drug abuse programs.

S. The impact of various funding mechanisms on special populations.

6. The impact on the delivery system of mandatory and voluntary private

health insurance coverages.

7. The development of a mechanism to routinely collect, on a system-

wide basius, funding information such as that contained in the matrix.

8. The impact of NIDA slot contracts on programs.

9. The "cost of accountability”. By this the Committee means the

impact of increasing overhead requirements on programs ability to L

deliver services., .-

10, A comparison of the model benefit packages for alcoholism and drug

abusge.
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11. An aslsesmr:nt of the varying constituencies of alcoholism and drug
abuse and how these {mpact on develoring needed public support for such
programs.

12. Definitions of service clements as they relate to various funding

sources.
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Mr. Rocers. Thank you very much, Dr. Price, for a vezy helpful
statement, and we appreciate your being here and givire it to us.

Mr. Hefner?

Mr. Her~Er. Thank you, Mr. Chairman. -

I have no questions at this time. T would like to reserve the right for
a question later.

Mr. Rogegs. Dr. Carter?

Mr. CARTER. You are an M.D. ?

Mr Price. No,sir; I ama Ph. D.

Mr. CarTEr. Psychology ?

Mr. Price. Asa matter of fact, sir, it isin theology. I am an ordained
clergyman in the United Methodist Chnrch.

Mr. Carrer. What is yonr present position, please, sir?

Mr. Price. I ain the executive director of the Council of State and
Territorial Alcoholism Authorities.

Mr. CarTER. Exeentive director?

Mr. Pricr. The Council of State and Territorial Alcoholism
Authorities.

Mr. CarTER. Yes, sir.

What are your duties?

Mr. Price. We have a grant from NTAAA. We are the National .

Association of the State Alcoholism Program Administrators in the 56
States. We have a grant from NTAAA to coordinate State programs,
to develop information about what is going on in the States. and to
work with States in strengthening their State programs. We com-
municate State needs to NTAAA. We communicate some of NTAAA
directives to the States and

Mr. Carrer. And support every increase in appropriation and
anthorization.

Mr. Price. I am sorry

Mr. CarTer. And support every increase in authorization and ap-’

propriation : is that correct ?

Mr. Pricr. Not as a matter of ideology. We also have a large amount
of money to evalnate treatment programs at the State level.

Mr. CARTER. Are you an evaluator?

Mr. Price. T have an evaluator on my staff.

Mr. CarTER. You have an evaluator on your staff. What is his train-
ing, please, sir?

Mr. Price. He has a Ph. D. in physics.

Mr. CarTER. Physics?

Mr. Price. And he came to us from Rand Corp.

Mr. Carrer. He has a Ph. D in physics and he is evalnating your
program on alcoholism ? ’

Mr Price. In terms of the technology of systems development, in the
collection of data, and the use of computers. This is where his expertise
1; The development of criteria regarding treatment and this sort of
thisg—0v0

Mr. Carrer. Describe to me how an aleoholic gets help from one of
your divisions, how you contact him, and how he is assisted.

Mr. Price. Our association does not provide direct treatment
services.

Mr. CarTER. You are just a coordinator and collator of facts, and so
on; is that right, and provide——
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Mr. Price. And provide technieal assistance. .

Mr. Carrer. What is your particular expertise in this tield hesides
being a doctor of theology?

Mr. Price. For 10 years, I was with the United Methodist Chureh as
director of their department of aleohol problems. 1 was Program
planner working with clergy and with laypeople

Mr. Carrer. Lot me comuend yvon on that. T think that is fine.

What percentace, actually. of the funds which are appropriated for
alcoholism actually goes to treatment, and what perventuge goes to
administration?

Mr. Price. The figures we have. sir. whieh T quoted. were put. to-
gether by NTAAA. On the formula grant funds only -£3 percent is
carmarked for administiation.

Me. Carrer. T know it is only that hut T believe more than that is
spent onadministration. a lor nore.

Mr. Price. Tt is hard to teii.

Mr. Carrer. No: it is not too hard. neither.

Mr. Prick, The fignres T was quoting are based on State plan budgets
where at least 50 porcent- - .

Mr. Cawrir. Why do some of owr mentnl health assoeiations say
that the cost of adininistration shounid be ot Ly 50 pereent !

Mr. Prrce. T am nar e ag all,

Mr Carrer, Yes, sir,

Coudd conn tell e nbont thie =atfine of mental health. of conters for
treatinent ot aleabol” yoand dr s Luse and <o on, :

Mrc Prrer. Toagn afvacd b ocauaor dooihar b any detoit. Whai we
have

Mr. Carrer. Ave vou not the coordinator of these aroups? Tt seemns
vou ghould know the intricate details of eaeh one of these. if vou are
oing o coordinate them and tell them what to do. and vourare under

~agrant from NTII to do this.

Mr. Price. T am sorrv. sir. we work with the State aleoholism
ageneies

Mr. Carter, Yes, sir, .

Mr. Price [eontinning]. To provide corvices (o them.

Mr. Carrer. Do you visit any of the conters for treatment of aleo-
hiolism 2 [Tave vou ever visited then ?

My Prrer. T linve visited centers. ves siv, but it is not our primary
funetion to work with loeal treatiient programs.

Mr. Carren. Yes, =iv. Your primary fanciton then is to eoordinate
groups for whicli von are not hasieally trained: is that correct ?

Mr. Pricr. No. sir,

Mre. Cawrer. T think vou have aomeral infer=t. certainly, but so far
as vour actial fraining i concerned, Arve von srained for this?

Mr. Prict. Tam by expericnee. :

Mr. Carrer. T eomplinent von on vonr moral approach. T wonder
about the other,

Thank vou. Mr, Chairman.

Mr, Rocees. TTow often do von meet with vonr State people?

Mr e, We iave 1wo meetingsa vear and-——

Mro Rodens, T presumie you receive’n large input from them?

Mr. Prier. Yexowe Lave input from them constantly.

Mr. Rocers. Your official meetings are twice a vear?
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Mr. Price. That is right. T think T would agree with vour feeling
fhat your experience has qualitied vou to work in the tichkl of alcohol-

i treatment.

Mr. Rocrrs. T don’t know that 1 feel it is essentinl that we require
vrofessionally trained health personnel in all phases of aleohol treat-
stent and rehabilitation. As T understand, there are many successful
programs using rehabilitated alcoholies or individuals whe have had
long experience in the field.

Thank_yon so much for being here. and for letting us have this
information,

Mr. Price. Thank you.

Mr. Rocers. It has been most helpful. .

The last witness is Mr. Avthur D. Pratt. National Association of
Flynn Christian Fellowship TTouses, Indianapolis.

I'understand there was some mixup this morning on the panel, but
vou did want to make some specific points to the committee, and we
will be glad to hear from you.

*

STATEMENT OF ARTHUR D. PRATT, PRESIDENT, NATIONAL ASSO-
CIATION OF FLYNN HOUSES. INC., EXECUTIVE VICE PRESIDENT,
INDIANAPOLIS MUNICIPAL COURT ALCOHOLIC TREATMENT AND
REHABILITATION PROGRAM

My, Prarr. Thank you, Mr. Chairman, Mr. TTefner.

My remarvks primarily concern the homeless aleoholic with whom
I have been dealing for' 20 years as president of the Flynn IMalfway
House.and as director of two treatment prowrams,

The 1970 legislation, insofar as it influenced homeless alcoholics.
primarily concerned the promotion of the Uniform Aleoholies Act
which promnlgated the removal of the aleoliolic from the arvest svstem.

The objective of the accompanying statement with mv statoment.
T presented a study we had made of the many studies made by NTAAA
and other agencies of legistation having to do with homeless aleoholic
treatment. So T am making references to that stucy from time to time.

Federal funds were paid to States for enacting this legislation.

The object of the accompanying study iz to nrge that a really thor-
ough study be made of the resnlts and costs of this legistation.'T have
sent researchers into Baltimore and Washineton for the Tast 3 vears,
and onr enrsory studies indieate that this legislature is a disastrous
failure. ITere ave onr reasons: ,

Removing the homeless aleoholie from jails demanded the estab-
lishment of costly detoxification centers. Reeidivism in these conters
i tremendons. Aleoholics go into the conter for 1 or 2 days, go «ul
again and get drunk and veturn to the center again within a month,

Now, T would like to panse and say that my experience with the
aleoholic shows that he first of all depends on his mother, then on his
wife, and when they ave done with him then he besins (o depend on
detoxification centers, and he hecomes highlv dependent upon these
centers, he returns to them time and time agnin,

And T ran such detoxifieation center in Baltimore from 1958 to
1961, T detoxified 3.000 persons. T did a study of 300 of these persons.
None of them had stayed sober. They had all veturned time and time
again fo the facilities an average of 10 times a vear, and T begin to sce

AH-861 O - 76 - 14

2ivu.

ERIC

Aruitoxt provided by Eic:



O

ERIC

Aruitoxt provided by Eic:

206

that T was actually adding to their problem by providing a way for
them to sober up once they had gotten drunk.

I want to cite some other statistics. When the detoxifieation center
was first founded here in Washington in 1963, they have their recid-
ivism figures, those tigures show that 45 percent of the persons who
came in the first year returned five times or more to that center, so
they were having exactly the same problem I had.

The third statistie—in Indianapolis yesterday I learned that our
detoxification center is now experiencing 85 percent of the men as
recidivists. T questioned their personnel and they told me many of these
people are veturning 20 times a year.

I'am not asking the committee to accept my statistics, T am asking
that.a study be made of this problem. not by the NTAAA. that have
promulgated this legislation. but by on objective body that will take
a hard look at this and see if there 1s trnth in what T am saying.

I will continue with my statement,

There are no statistics on long-term recovery of the aleoholics
going to these centers. In my opinion. the veason for this is that there
18 no-—o1 very little—recovery, Alcoholics requive at least 60 days
inpatient treatment. rather than 2 dayvs in a detox center. to effect
total vecovery. Our statistics from the munmicipal court program in
Indianapolis bear ont this point.

We are showing men who are put on probation by the judge and sent
into the 6-month treatment. At the end of that period. 78 percent
are sober. From the men who come voluntarily into treatment, plus the
men on probation, we show only 38 percent sober at the end of 2
months,

So, we feel that there are very areat advantages to the nse of pro-
bation when it is combiard with treatment. Whepn the aleoholic is
removed from the arrest system. the police tend no ¥nger to pick him
up on the street, resulting in his possible death from DT's or exposure—
T was told by the Washington anthorities here they knew of snch deaths
since cecriminalization in Washington—and/or his becoming a public
nuisance on the streets.

The detox centers cost a great deal of money and get little resnlts.
I wonld =ay that instead of decriminalization being reversed, that it
be hulted. and that we take a hard look at its results, T foel that an
objective study is the prime thing that needs to be done. To go ahead
and spread this legislation when there are grave questions as to its
effectivencss. to me. is disastrons.

RECOMDMENDATIONS

That decriminalization legislature bhe halted. that aleoholies be
sent to jail and the jails themselves be nsed for detoxification with
their own detoxification ofticers. and that the money now spent for
detox centers be largely diverted to'treatment programs that render
at deast 60 days inpatient treatment and 4 months nutpatient treat-
ment,

‘That police pick aleoholics up on the streets and that judres be
advised to send aleoholies into treatment reinforced by at least 6
months probation. This paint is central to our experience : Aleoholics
stay in treatment and recover nineh better nnder the pressure of pro-
bation than when they come voluntarily. In 1975, the first quarter
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statistics of the mmmieipal court program show 78 percent of our
alcoholics sober after an average + months period against only 58-
percent recovery for owr total population. including approximately
two-thirds that eame veluntarily. Mandatory treatment proguriums in
Atlanta, Ga.. appear to show the same results,

Now, I cite our experience in Indianapolis. There is one other place
where this has been tried and that is Atlanta, Ga. It has been sue-
cessful there, and T would refer those of vou to the study of what
they have done as well.

I further recommend that more funds be spent for alcoholic infor-
mation progrmms which indnee aleoholics to aceept treatment. A
stady by Tealth Management Service. in Tndianapoliz, show 63.000
alcoholies in Indianapolis of wiiich only 5.000 have become involved

_in all treatment programs, including Alcoholics Anonymous,

I think that is an extremely important matter. Tt seems to me that.,
the vast nnmber of aleoholics are still not. accepting treatment of any
tvpe. There are women proteeted by their hmsbands in their homes,
famihies that do not want to expese themselves to the public egrada-
tion of the problem who will not.bring their aleoholies in for rreateni,
We must take a hard look at how we can bring people more effectivels
into treatment.

Finally, that more thorongh efforts be made to collect exact sta-
tistics on deaths from alcoholism. For example. & recent study by a
medical group of 1,000 accidental deaths in autos and at home. brought
mto the D.C. General Hospital. show that approximately 59 percent
were legally drunk at the time of their death. The tendency of doctors
not. to record drunkenness or aleoholism as the eause of death—ue
to consideration of the family—obscures the tremendous fatality rate
resulting thereform.

I wonld only like to add to this comment on Mr. Boche's testimony
here. He said there had been a great improvement in reducing the
number of persons being picked up on the streets in Minneapolis for
public intoxication,

Now, we have had that sort of improvement in Indianapolis, too.
while we have not deeriminalized. T believe the veason for this inprove-
ment. is the one that Mr. Boche stated. namely. that when von have a
central eollection agencv—and von may want to call it. a detoxification
center—yvon get a far hetter placement system,

In Indianapolis, we have developed a placement system in which
the Salvation Army. the missions. onr treatment programs are all
involved. and we are able to structnre not only treatment bnt long-
term custodial help for a honieless alcoholic, and that has reduced the
number of arrests in onreity. without decriminalization,

T think thot nnwittingly the detoxification centers serve as a better
purpose as this type of collection agency than they do for detoxifiey-
tion. and my own recommendations to the committee wonld be that we
greatly cut the medical personnel of these detoxification centers and
use. them largely for placement. Onrs in Tndianapolis does not need
fonr RN's. Tt does not need three T.PN s, Tt needs one profeszional with
a number of paraprofessionals, and it e do an adequate job of de-
toxification and a far more important job of placing the persons in
the types of strnetures that.they need.

Those are the types of results that T wonld iike to see conie ont of a

study.
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I also take very profound objection here in the intimation of some
of the panel members that all treatment programs are more or less
alike. T have traveled to many cities’ founding halfway houses, and 1
find a tremendous difference ranges in the quality of treatment, and 1
think we onght 1o take a hard look at the quality of treatment. with
the emphasis on long-termi recovery and fund the progenms that are
working, and get rid of the ones that are not working.

[The attachment referred to follows:]

THE IMPERATIVE NEED FOR A STUDY oF LEGISLATION DECRIMINALIZING ALCOIIOL-
ICS. TREATMENT PROGRAMS ARISING FRoM SUci Lecistanion, ‘I'nem Rescirs
AND CosTS (THE 1070 ALCONOLISM TREATMENT AT AND TR 'NIFORM ALco-
HOLISM ACT)

(By Arthur D, Pratt. 225 N, Now Jersey Street, Tilianapolis, Ind.)

At the conclusinn of this paper, there is a lengthy hiblingraphy of studies of
the treatment of homeless aleaholies. Aftor research on many of these studies,
we find that they are distinguishuble by three claringly important fiucts:

1. With the exception of the 8t. Lonis Kty there are no stati<ties on long-term
recovery from aleoholism ackieved by federally finnneed treatment Progriams.,
{In St Tonis, 19¢% of the men treatod showed ~ignificant improvement, though
not all of thexe persons had stayed sober.) .

2. With the exception of the Report, “Comparison of Three Dotoxifiention
Centers During the First Year of Operation.” * there are no statisties on how
frequently aleolinlies returned (o programs for treatment (the recidivism riate),
However, in “Comparison of Three Detoxification Contors During the First Year
of Operation.” the Washington, D.C. Detoxifiention Contor shows that 459, of
the men treated returned to the Center for detoxification five times or more
during the first year.

3. There i no adequate knowledge of the exact eost of these programs,

There is an nrgent need for a study to prodtuce these statisties on alenholic
treatment for the follnwing three reasons

(1) Death rate. Most homeless aleoholies do not recover but die of their eon-
dition, In my experience in treating over 10.000 aleohnlies in the last 19 years,
I (Arthnr Pratr) estimate that ne more {han 267 achieved total sohriety, The vast
majority dies slowly of their econdition. If this can be proven statistically.
it should be a pnblie faet of the first importance, wirning that ateolmism is in-
deed a deadly killer mneh more widespread and lethal than all other drug sddie-
tion. Alsn, snelr statisties wonld expnse the faet that our present methods of
treatment are inadequate,

{2) Results, Current legislation (ecriminalizing the aleolinlic and conscaquently
transferring his detoxification from jails to Detoxifieation Centers may he a
tremendous failnre. The resnlts of the Washington Detox Coenter. mentioned
above. would indieate o failure. Tn the Baltimore Flynn Honge, we detoxed 2.000
men in the perind of 1938-61. Then we made a sample study of 300 of these men.
AR200 had gotten drnnk, many returning innmerable fimes to onr facility. They
were getting drnnk with the assuranee that we weonld detoxify them,

In lieu of 2 days detoxifiention. we now feel that 60 tn 90 days inpatient treat-
ment i< far more snecessful. Statistics on the above points could @nide ns on
whether to spend publie finds on Detoxifieation nr on In-Patient Treatment.
There is an indieation that sindies do not show Iong term results in terms of
snbriety because these results wonld he necative,

(3) Costs, After diseriminaliziation in Marvland, $700.000 a yeuar wias being
spent in Baltimore alone in 1973 for Detoxifieation and Follow-np servicos, After
detoxifieation, aleohmics were xent to the three Mentul TTaspitals near Baltimore,
oceupying a very Lirge nnmber of heds at approximately 30,00 g day per mian bhed,
Sinee these men comld leave voluntarily. they frequently left prematnrely——with-
ont appreciable recovery—only to return azain drnnk in o fow weoks. 1 extimatod
the costs for these serviees for the Stite of Maryland at g minimun of £10,000,000
for the year 1973,

fJ. Weler, Final Evaluation Report, “The St. Louis Detoxificatlon a2 Diagnostic
Evaluation Center™

2 Coniparison of Thrae Detoxifiention Centers Durine the First Year of Operation.”
Division on Aleoholisni. Indlana Department of Mental Health.
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Raymond T. Nimmer, in his study of taking the Public Tnebriate out of the
Criminal Justice system for the American Bar Foundation entitlest T Million
Unnecessary Arrests? disenssed the experiment in detoxification centers in St
Louis, He says that the staff consider.rehabilitation as cerueial”; he goes on to
add, *while we are not propared to say that the detoxiticntion center is merely a
re-Litheled version of the revolving door, its apparent faihire to establish rehabil-
itation sneeess is important. The program is costly and spends approximately
forty-one dollars per pationt per day.” The statisties in e stndy point ont that
the cost of the program, even after subtracting critninal/justice savings, resulted
“in g new inerease of oxpenditures of atmost SES0,000,

Now. the point ix: After considerable research, we find no study firmly doeter-
mining these costs and relating them to the results obtained from these programs.

THE INADEQUACY OF PRESENT FEDERAL. STUDIES

Look at what is bound to hecmne a clagsic in government “white papers” as it
brings a new tool to measure suceess: the computer projeetion of cost compari-
sous. The maehine that ean’t be wrong says that we'll save a ot of money ten
Years from now if we spend a ot now, The Human Eeology Institute under the
sponsorship of NEAAN madde a cost analysis of treating Aleoholies in Baltimore
amd Atlanta, <Costs for Alternative Pablie Incbrinte Services,™? They feed the
material into a computer and let its eirenits projeet the costs for the next several
years;and then from this information hinnan beings drew some conclhnsions. The
resubts could he summarized : Eliminating the aleoholiv from the eriminal justice
system will not el jts casts, but may keep it from having to expand ; the hest
aleoholie treatment isa Co-ordinated systen of services: the lnrger the system the
more persons it can serve: the more people served the morve relabilitation: the
more rehabilitation the greater the savings. The people who inhabit George
Orwell’s novel 1984 with its *Newspeak™ wonld he prowd of this effort,

To reiterate, there is an imperative need for an objective federal sty showing
the results of deeriminatization of aleoholies and of its allied treatment PrOgrims
and the cost of sueh programs. Sneh a study should not he made by the NTAAA
which sponsored decriminalization legislation and its resulting programs bt by a
Congressional Committee.

A bibliography of studies referred to in this paper, plus other important studies,
follows, : :

ADDITIONAL REFERENCES |

1. Task Force Report : Dronkenness, the President’s Commission on Law Fn-
forcement and Administration of Justice, U8, Printing Oflice, 1967, -

2. Proceedings of the Seminar on Aleoholism Detecetion, Troatment and Re-
Iabilitation with the Criminal Jostice System. October 18, 1973, 1LLIA.

3. Jonrnal of Stadies on Aleohol, 197419735, the Center of Alcoliol Stndies,
Rutgers University,

4. "From Damned Drank to Aleoholie—Ry God and By Law.” Gertrade I
Nel=zow, ACSW, Division of Aleoholism Control, Maryland Department of Men-
tal Hywviene,

5. Uniform Alcoholismn Aet, U8, Congress (the hasis of deeriminntization
legislation).

6. Staristies Relative to 2,836 Patients Admitted to the Rehabilitation Center
for Aleoholies, Oceoquan, Virginin, August 21, 1967 throngh September, 1H70,
James A, Vanderpool. Pho Do, Clinieal Divector. Rehabilitation Center for Aleo-
holics, Occeoquan, Virginia (Central Washington, D.Cy.

7. Detoxifieation, Decriminalization, and the Criminal Justicee System. Doston
Aleoliol Detoxitication Project, LLEA.

8. The Tmpact of Deeriminalization on the Intiake T'rocess for Publie Inebrintes,
First Project Report, Decenther 23, 1974, LLEA.

9. Detoxification, Decriminalization snd Crintinal Justice Systenn in the City
of Boston (1975), LLEA.

10. Revolving Door: A Funetional Interpretaion. Aleoholism and Drug Addie-
tion Foundation (1966). °

F=Two Million T'npecessary Arrects Raymond T. Nimmer, Ameriean Bar Foundation.
S Three studies are involved here, all by the Tuman Forology Tnstitute
(a) Alternative approaches to the Publhe Inebriste Problem in Twn Metropolitan
Areas: A Summnary
(hy Costaf altarnative I'nblic Inekriate Services : Baltimore, Maryland.
(f) Cost of alternative Pubiic Inebrinte Services: Atinnta, Georgia
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11. Revolving Door: A Study of the Chronie Police Case Inerbriate, D, Pittman
and C. W. Gordon (1938), ) :

12, The Chronic Drunkenness Offender in Connecticut, E. Lisansky (1967).

13. The Mizdeamant Offender ixeﬂ_lllinnis. H. Matlick and R. Chuseel (1967).

14, Aleohol Problems : A Report of the Nation. T. Plant (1967).

150 Aleohol. Alcoholism and Liw Enforcement. 1. Gillespie, editor (1969).

16. The Chronie Drunkenness Offender: Physical Condition. J. Olin (1968).

17. Soclety. Culture and Drinking Problems. D. Pittman and C. Snyder. edi-
tors (1962).

18. The Chronic Drunkenness Offender: The Courts, . Giffon (1666).

g)!();});l'lm Drunkenness Offender: T. Cook. ). Gadby and E. Itensmen, editors

19069).

('.3()‘ Philadelphia Skid Row: A Demonstration in IHuman Renewal, Blacker
1967).

( 21, )Il7f51\i1:11.~' Replacing the Drunk Tank in St. Louis. S. Auerbach (1960).

22 Fealnation of the Emergeney Care Program for Acute Aleohol Intoxication
at the Detoxifieation Center. Washington, D.C.. C. Weyman and A. Riordan
(1970).

Mr. Rocers. Thank you very much.

Mr. Hefner?

Mr. TTer~er. T have no questions, Mr. Chairman.

Mr. Rocers. De. Carter?

Mr. Carerer. Thank you, Mr. Chairman.

You paint a bit of a gloomy picture of an aleoholic; is that corvect?

Mr. Prarr. T would like to be honest. in saving T do not believe that
there 1> 2 percent recovery f aleoholism in the United States. T think
most =+f the people afllicted with this illness are dying of it. I think the
sooner the public knows that perhaps the sooner people will see how
dangerous alcohol is. and e willing to treat it with more temperance
than they are at the moment.

Mr. Carrer. Perhaps we should put more emphasis on prevention.
What do vou feel?

Mr. Pratr. T have stressed in my statement that imaginative ways
to treat prevention. T think are very important. and T think they
should be funded. : :

Mr. Carrer. Tknow in St. Louis you stated that 19 percent. evidently,
had shown improvement. approximately all of them did not stay sober
or part of them at least did not stay sober: is that correct 2

Mr. Pratr. That is right. T think that the persons who talk about, as
Mr. Boche did, improved functioning as a criteria for recovery are
somewhat selling themselves down the river. If an aleoholic impr.ves
his job relationship somewhat, if he improves his family relationship
but he still gets drunk, he is going to destroy the improvement that
he made. »

So.improved functioning T do not hold with as a very good criteria
for success. T hold with total sobriety as such a criteria. I think it can.
be achieved throngh the sort of excellence of treatment that we have
developed in Tndianapolis. and some other cities have developed.

Mr. Carrer. And in Washington, D.C.. 40 percent of the men treated
returned to the center for detoxification five times during the first year
isthat correct?

Mr. Pratr. That is a statistic apparently published by that center
and appearing in the study “Comparison of Three Detoxification Con-
ters During the First Year of Operation™. published by the Division
on_\leoholism. Tndiana Department of Mental Flealth.

Mr. Carrer. Yes, sir. These are rather tough statisties. They do not
show much improveisent in onr aleoholics. or their ability to “kick the
Libit with help™. if we should put it that way.
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It is a pretty sad state, However, I think ycu have been perfectly
frank with us and fair.

Thank you, My. Chairman.

Mr. Rogers. Let me ask yon now, as T understand it, yon are saying
that Indiana still recognizes alcoholism as a erime? '

My Prarr. Recognize it as what?

Mr. RogEgs. As a crime~—it i% sflil classified as a crime in your State,
as I nnderstand you tosay ?

Mr. PraTr. Yes; a misdemeanor.

Mr. Rocers. Now, can you deseribe yonr exact treatment program?
I know you bring them i and detoxify them, and have an inpatient.
treatment.

What is it vou do?

Mr. Prarr. AsIstated this moming——

Mr. Rogers. Yon may remain seated.

My, Pratr. I would prefer. if L might, to stand.

Mr. Rocers. Certainly.

Mr. Prarr. We have experimented with many forms of treatinent,
and we have found that the psychological treatment program de-
veloped under transactic 1! analysis extremely effective in the vecovery
of aleoholics. We have o umber of men now sober 2 to3 years. and
showing a great deal of the emotional and intellectual maturity that
we feel earmarks total recovery from alcoholism.

We feel that emphasis on programs which say that vitamins are
going to effect recovery from alcoholism or that biological incentives
are going to is mistuken. We have tried many of these and now feel
the problem is largely psychologieal in its natine.

The treatment involved in both A.A. and transactional analysis,
brining a person to recognize the nature of their own problems. and
making decisions themselves abont the reversal of these problems works
best. This 1s why I have great reservations abont any biological ap-
proaches to the problem. I think that alcoholism is a self-induced
1llness and I think the person who has it mnst make decisions hiniself
about his own recovery. It is the role of the therapist to help them
make those decisions, not to impose these decisions npon them.

Mr. Rocers. But what T am asking is. what does your treatment pro-
garany consist of? Conld von jnst explain it for ns so the committee
would have the benefit of knowing what you are doing in Indianapolis?

Mr. PraTr. We give 30 to 60 days of inpatient treatment.

Mr. RoGers. Where is that given?

Mr. Pratt. We have two treatment centers; 25 to 30 inen are treatetl
in one of thse centers. These are what were called therapentic com-
munities. That is. evervbody involv@d in the centers treats one another
and paraprofessionals (recovering aleoholics trained as therapists)
have a great deal of fanctioning in this.

" Mr. Roaers. Do vou nge former aleoholies in the treatment program?

Mr. Prarr. We use almost. exclusively fomner aleoholics and they
are trained paraprofessionally,

Mrc. Rogers. Who'trains them?

Mr. Pratr. We have a combined training in which Indiana Uni-
versity School of Psvehology and Christian Theological Seminary,
which sponsors a program of treatment based aronnd transactional
analysis participate plus onr own training porgram. We have all three
of these for the training of paraprofessionals.
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Mr. Rocrss. Do you try to help them relabilitate themselves in this
transactional

My, Prarr, Transactional analysis,

Mr. Rocers. Is there a religious basis to this type of analyvsis,

Mr. Prarr. No: transactional analysis is purely a psychological
program. We refer persons to A.A. for spiritual help.

Mr. Rocers. So you keep them for a period of 30 to 60 days?

Mr. Pratr. Yes: and. we have const antly expanded the time. We
started with 15 days, 2 years ago went to 30, now we arve at 60, and
we feel that perhaps even a longer period. We have 6 hours a day
of intense psychological training. including what is called contronta-
tion therapy. psychodramas, all aimed at seH-understanding plus
understanding of the influence of parents. Parents have a great deal
to do with the formation of aleoholism. We find that with many
alcoholics, their fathers were aleoholics. too,

Mr. Roaurs. Could I ask a few (uestions to get it in"my mind?

You first would detoxify them. or do you?

Mr. Prarr. We have done it—but is a very “small part of the
treatment. .

Mzr. Toarrs. 1 nnderstand. But when they come to you drunk, do yon
detoxify them frst ?2

Mr. Pratr. Yes; we have detoxified them, and we have used our
detoxification center in Indianapolis.

Mr. Roaers. Then you keep them in inpatient treatment for 60 days?

Mr. Prarr. That is right.

Mr. Rocers. And they are given psychological help?

Mr. Prarr. That is correet. We also. sir. give them a complete phy-
sical examination and treat any physical illness they have.

Mr. Rocers. During the inpatient treatment phase?

Mr. Pratr. We also nse high protein diet and vitamin therapy.
Those things ave muel less important than the psychological.

* Mr. Rocrrs. T understood you. Now. at the end of 60 days. what
harpens?

Me P We have o placement sevvice in which wo help them to
get employinent. We have them return {o onr center for continming
outpatient treatment for 4 months. We also work with their familios
so any family problem might be readjusted.

Mr. Rocers. And what 1s the cost of that program?

M. Prarr. The cost is a little less than Q5 a day per patient. and
the reason for this is the extensive use of paraprofessionals and the
nse of our other eity ngencies to eut down the expenses. )

The average cost in a mental hospital for the trea{ment of alcoholics
15 838 a dav. We feel that this form of {reatment is mueh less expen-
sive. and is.more successful, The budget, of conrse. heing based upon
the pse of paraprofessionals,

A Roeers. Now, who pavs for this?

Air. Prarr. We veeeive 1 by State legislation from every Mum-
ieipal Court fine in Indianapolis. so the aleoholics pay a lnt_thmP-
selves. beeause people arrvested for public intoxicated are paving &1
from their fines.

Tnoonr halfway hiouse facilities, our s sgram iv strietly: Yon must
work. you must pay $25 1 week for cor room and board. We stress
this with our alcoholics and all 32 ¢+ o halfway houses. of which
T am president. operate in this mannc:. We derive abount 80 pereent,
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of our income from this payment of $25 a weel. The balance is given
to us by concerned individuals and oceasionally we will nse State
moneys but we are reluctant to do so.

AMr. Rocers. Now, are they assigned to you by the court 2

Mr. PPrarr. Mr. Chairman, when the conrt assirns them to us,
when the judge says *Look. vou have five dr inking ar rests and 1 think
1t is time tm you to aceept (lomnunt don’t yon ¢ The man smiles and
says “ves.” And the judge savs “All vight, [ am going te put you info
treatment, you will be on pmlmtmn 6 months, Tf vou drink in this
time vou will be picked up and incarcevated.”™ When this happens,
the aleoholic is most likely to stay and treatment to sueceed.

What happens, after this. is that it takes about 1 month for that
man to really begin to take hold of himself. It iakes about that period
of time for him to understand that he traly can recover. The biggest
problem. gentlemen, is that the aleeholic is defeated. e has a <r101t
deal of guilt. e does not really DLelieve hie can recover. and so the
first month of treatiment is aimed at convineing him that he ean do so.

After that you begin to get tremendonus personality changes. gveat,
enthusiasm, the fact that the judge sends the person makes a great
ditference.

Mr. Rocens. Do you have-any reeidivism in the 78 percent that von
cure after-h months?

Mr. Pravees We ddo have some but it s hot nearly as high as we had
befare we adoptod these treatment teehniques.,

Me Rockrs. Has o study Deensnade of-that ?

Mr. Prare. Noszand we wonld Tike to be ineluded in any studies
thai nre e,

Mro Roceis, Towepdered 3f you had done o study on what the
recidivism rate iz

Now. as T understand 1. von do favor mandatory treatment?

Mr. Prarr. We anly favor it heeanse we found that it works best.
T was very much for decriminalization in my early carcer in this field,
and it was only throngh hard cx;- .r\h\(‘ ihat T changed my view-
point. T know 10.000 alcoholies persona!iys and have treated them. I
leavned that they very frequently walk ont within the first 2 weeks of
treatment when they come voluntar ilv. and so T had to reverse my con-
cept of taking the aleoholic out of the arrest system beeanse T fomnd that
the arrest system was actually valuable in mandating probation and
keeping the man in the treatment.

I would like to refer vou to the Wall Street JJoornal of last month
in which a group of industries are nzing exactly the same technique.
They are saying to aleoholics “we are going to fire you unless you ac-
cept treatment.” and they are getting a 70 ])m(ont treatment recovery.

The use of the law, the positive nse of the law. is a very rehabilita-
tive factor.

Mr. Rocees, Well. T just thonght it was interesting that vou elaim a
certain rate of cure while at the same time the Minne applis program,
which is not compulsory, also claims a rather significant vesult,

Now. let me azk von this.

How is it with the snecoss of this program you still are only veach-
ing 5.000 out. of 6:3.000 aleoholics in Tndianapolis?

Mr. Prarr. That is an excellent question. Mr, Chaivman.

We are. as T said in my statement. dealing with homeless aleoholies
These are the men who are arrested {ime and time again. Tn Tndian-
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apolis they constitute a population of about 2,000 derelict persons.
They are arrested four or five times a year. The vast number of al-
coholics unreached by any treatment programs are not arrested that
way. They are middle class persons protected by the police and their
families.

If a middle income person is found on the street drunk, the police-
nian-often takes hini home. The protection of the aleoholics” wife, or if
it happens to be a woman, her husband shields her from this type of
arrest, and this is why you had this disproportionate statistics that
you observed.

Mr. Rogers. Then, is the fact that beeause in Indiana alcoholism is
a criine, it is a prohibiting factor to coming in for treatment ?

Mr. Prarr. Nos to no significant extent.

Mr. Rocers. What T am snggesting is that there would be no need
to shield aleoholics from arrest, and thus treatment. if aleoholism were
decriminalized.

Mr. Prarr. I think Mr. Boche has said that there is some iu-
dication—

Mr. Rocers. I was thinking of your situation where vou say you
are not reaching a vast number of alcoholics hecanse they are shielded
from the law that makes aleoholism a crime.

Mr. Prarr. Ithink perhaps a small pereentage are influenced in that
way. I imagine that a very large pereentage are not influenced at all.
They do not dream of being arrested,

I do know this. That one of our leading aleoholics in India napolis,
who is a doetor, makes this statement, Ie said that the first time he
was arrested was the eritical moment at which he admitted his problem.

In other words, it took this kind of experience to shake him loose
and really heip him to face himself.

Mr. Roarrs. Evidently that is not necessavily trne in other parts of
the country because we are having many come into treatment pro-
grams voluntarily.

Mr. Pratt. We have many, of course. come in voluntarily to us. The
problem is that they do nes stay.,

However, Mr. Chairman. I think that there is some validity in the
point that you are making, and I personally would like to sce an ob-
jective study of that.

Mvr. Rocers. Yes: T wanted to clear that up.

Let me ask one question and T will conclude. You commented that
imaginative prevention programs would be good.

- What are some examples of imaginative provention programs?

Mr. Pratt. Well, possibly just the realistic sdmission of the tre-
mendous death rate and the proper nse of that rvpe of statistic,

Mr. Rocers. Education then is what vou mean by prevention?

Mr. Pratt. Yes: I think we have many young people coming in ot
our program that have been on drugs and are shifting to aleohol be-
cansg they find that they don’t get husted—TI am using street language,

Mr. Rocers. We understand that.

Mr. Prarr. They do not get busted when they are on aleohol,

To take a drink at the high sehool level is a sort of noble act, yon are
one of the boys, everybody is doing it. ot cetern. )

But the use of a good statistic on death rates might get young peo-
plo to really refiect on what they are facing when they do use alcohol.
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Mr. Rocers. Do you have any other ideas on good prevention
approaches!? - .

Mr. Prarr. Of course, the erveative use of aleoholic information cen-
ters. 1 was at the National Association’s weeting in Asterdant, Hol-
land 2 years ago and 1 tonnd that in Englad for example. they
have aleoholic information centers that very extensively nse television
and other sourves, We are going to stiut to do that in Indianapolis. We
put on a dramatization of au aleoholic and his wife in the sort of mutu-
ally destructive situation that builds up and put that sort of thing on
TV,

Let people =ee the profound naisve of this preblem, Of course, inten-
sive use in high schools of alcoholie speakers is another very goed toal
that can be used. '

I think those things genceraily are like the treatment programs: they
must be done with great care and with great imagination.

Mr. Rocrrs. Thank you for being here. You have been most helptnl
to the committee,

Mr. Cawrrer. Of the Federal moneys spent on aleoholisni. how much
do you feel goes for treatment and how nneh for administiation ?

Mr. Prarr. Well. T ean telt you what we pay. Our program in In-
dianapolis cosiz 2130000 a yvear, Our professtonals, of which there are
three full titme amd one part time, get 256,000, Onr paraprofessionals
and the actual cost of food andd 20 forth get the other {94,000,

Of conrge. Fam very wary about the use of professionals in this area.
I have that very grade reservation about their effectiveness. 1 feol
very arave reservations about the building up of bureaucratic admin-
istrations that seem to ne to be overcompensated.

Mr. Carver. Would you think that some of them had delegated par-
tieular people as “grants men.” to come here to Washington for in-
ereased orants?

Mr. Prarre Possibly. T was very disappointed this morning that
there was no more specific talk about what really reeded <o be done. Tt
seemed to me nearly everybody restifying was the sort of person vou
are talking abont, advoeating appropriating a lot of Federal money. T
was shoeked that they were not more willing to sav “T think that we
do need to <tudy detoxification, I think we do need to study the quality
of the treatnient.”

People who have high religions motivations i this work onght to
have the integrity to speak out and say where we are failing. and why
we need to take a much harder look.

I was shocked this morning, and T went away sick.

Mr. Carrer. Has it been your observation that whenever we set up a
bureaneracy for whatever purpose it might be, that immediately there
comes forth an oraanization to support authorizations and appropria-
tions for that pavticular group?

Mr. Prarrs Yes: but T think we desperately need an organization
with integrity that can look not only at the need. but ales ar the costs
of the need and T wonld not recommend the inevease from $200.000 to
S500.000. T want to know how well we are doing with this program. T
am disappointed. I think before pntting that kind of money into this,
you gentlemen deserve to know what is being done here.

Mr. Meryer. T think Tmentioned this morning the fact that a volun-
teer. whether it be a drug junkie or former aleoholic. in many cases

229



O

ERIC

Aruitoxt provided by Eic:

216

is much more effective in group therapy than some highly paid person
with atheory.

Now, is that what yon are saying to us? That vou ean use the people
who have been on the streets and who have been rehabilitated to tell
their stury to educate, and that many times the prevention would
cost you the snme as the enre?

Mr. Peatt. I think you hit the nail on the head.

Alcoholics Anonymous is completely run by recovering aleoholics.
Our halfway houses are completely run and financed by recovering
alecoholics. Tight of the eleven stafl’ members on our treatment pro-
gram in Indianapolis are recovering aleoholics. So 1 think that a great
deal of the evidence bears out what vousay.

I would also say this to you. gentlemen. that if von combine vour
drug and aleoholie programs together adiinisteatively, 1 think that
vou will save money ami he as effective. We find that one-third, 50
pereent of our aleoholies. are also addicted to drugs, that the program
of treatment is equally applicable to both. And to me. to have the two
agenetesseparated is a waste of public money.

Mr. Herxer. Do you think it would be educational to a point to
show the gory details of automobile aceidents caused by slrunk drivers
that take the life of a father or a mother? We show evervthing else on
television. Why do we not show the gorv side of aleoholism as weli
asshowing what the beantiful people are doing with aleohol ?

I feei very strongly on this line. 1 think that woukl be very eduea-
tional and very awakening and very shoeking to the people. Why do
we not show it and let the people decide in many eases for themselves
what the consequences ean be?

Mre, Prarre. You know., T agree arith vou and T also think there is a
disguising of the true natvre of the aleoholic wher vou talk about.
aleoholism simply as a disegse, :

[ have dealt many. many times with the abandoned wife and ehil-
dren of aleoholies who literally dropped then, placed them on wel fare.
I have dealt many times with employers who have had aleololies walk
out on them. ruining their equipment.

To <imply define this condition ax an illness when there is that sort
of irresponsible conduet. and to gloss over this antisocial hehavior that
the aleoholies has is not 1 realistic view of the person’s true condition.

Mr. Rocers, Thank you so muca, and the committee is arateful {o
vou for being here,

This concludes the hearings for today, The committee stands ad-
journed until further notice, ’

[Whereupon. at 345 pam., the subeommittee adjourned to recon-
vene at the eall of the Chair.]
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COMPREHENSIVE ALCOHOL ABUSE AND ALCOHOLISM
PREVENTION, TREATMENT, AND REHABILITATION
ACT OF 1970—EXTENSION

MONDAY, JANUARY 26, 1976

House or REPRESENTATIVES,
SvseodnyOTER oN FEALTIC AND THE ExvironyeNT,
Codxndrrree oN INTERSTATE axp FoREGN Coadrrce,
Washington, D.C.

The subcommittee met at 10:30 a.m.. pursuant to notice, in room
2325, Rayburn Touse Office Building, Hon. Paul G. Yogers, chairman,
presiding.

Mr. Rocrrs. The subcommittee will come to order. The subcommittee
will conclude its hearings with respect to the provisions of TI.R. 11317,
which wonlil extend the programs of assistance under the Comprehen-
sive Aleohol Abuse and Alcoholism Prevention. Treatment, and Re-
habilitation Act of 1970 by receiving testimony from administration
witnesses.

This is the first subcommittee hearing since the release of the Presi-
dent’s hadget. for fiscal year 1977, which proposes the termination of
somo 17 programs developed by the Congress over the vears, inchid-
ing the aleohol program. and replaces all 1T with a block grant pro-
gram for the States. This subcommitice will he interested in the admin-
istration’s justification of this decision.

This morming we are pleased to have as administration witness,
Dr. Theodore Cooper. who is the Assistant Seeretary for IHealth,
accompanied by Mr. James Tsbister. Administrator of ADAMHA.
T believe we have Dr. Endicott, HRA Administrator listed. but T
don’t see him. Dr. Martin Cummings, Director of the Library of Med-
icine. Mr. Gene Haislip, Deputy Assistant Secretary of Legislation.

Good to sce you. If there are others, we will let you identify them.

STATEMENT OF THEODORE COOPER, M.D., ASSISTANT SECRETARY
FOR HEALTH, DEPARTMENT OF HEALTH, EDUCATION, AND WEIL-
FARE, ACCOMPANIED BY JAMES D. ISBISTER, ACTING ADMINIS-
TRATOR, ALCOHOL, DRUG ABUSE, AND MENTAL HEALTH
ADMINISTRATION; ERNEST NOBLE, M.D., DIRECTOR-DESIGNATE,
NATIONAL INSTITUTE ON ALCOHOL ABUSE AND ALCOHOLISM,
ADAMHA: JOHN DEERING, M.D., ACTING DIRECTOR, NATIONAL
INSTITUTE ON ALCOHOL ABUSE AND ALCOHOLISM, ADAMHA : AND
GENE HAISLIP, DEPUTY ASSISTANT SECRETARY OF LEGISLATION
(HEALTH), DHEW

Dr. Coorer. T will be pleased to identify and introduce the others.
Mr. Rocrrs. And I might say your statement will be made a part
of the record [sce p. 221], without objection.
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Dr. Coorer. Mr. Chairman, T would suggest that you allow me to
submit the statement for the record in their entirety, and we will spend
what time available you have for discussion of some of the issues.

Mr. Rogers. All right, sir.

Dr. Coorer. I would like to introduce, in discussing the question
of the extension of the alecohol activities, Dr. Deering, the Aeting
Director of the National Institue on .\lcohol Abuse aud Aleoholism,
and also Dr. Noble, the Director Designate, who will be on board with
us full time soon. We are delighted to have him with us, and we are
delighted to have been able to recruit him.

Mr. Rogers. Dr. Deering and Dr. Noble, we welcome you to the
committee.

Dr. CoopreR. As we get on to the other problems, I will introduee
some other program leaders who are here with me. But these, as you
have indicated, are two separate kinds of issues that we need to discuss
this morning.

In discussing the alcohol programs and our progress on aleoholism, I
think the first point 1 would like to make s that we do recommend ex-
tension of the activities. We think aleoholisu is a very seriets publie
health problem that has been increasing in the past years.

We think that implementation of the Federal activities under the
various authorities since 1968 and so on have had impact. They have
generated not only awareness, but some comprehensive activities that,
have begun to show impact on control of the problem, on prevention in
key target population groups, other nnderstanding of the biologiceal
implications of excessive alecohol intake, and the like. All of these
were areas that did and still do need attention, and we do recommend
continuation of the activities.

T could spend some time, but I would just refer you to page 5 in
the testimony which describes some of these measurements of the pro-
gram. I do not want to spend all of the time saying the good things
that have been measured, althongh I do want to eall them to your
attention. At the same time, I would acknowledge

Mr. Rocers. I think it might be well to go over those, if you don't
mind.

Dr. Coorer. All right, T will be pleased to discuss several of these
points because it does underscore the notion of our appreciation of the
importance of the problem, and the fact that despite some difficulties in
implementing a very complex program. there has been progress.

Now, I think as we have pointed out here, alcoholism is now being
more and more accepted as a health problem, as opposed to a eriminal
issue. Twenty-seven States have now adopted the Uniform Aleoholism
and Intoxication Treatment Aect: 16 of these States have received spe-
cial grants for implementation of the act.

Public interest, generated in part by two major NIAAA congres-
sional reports synthesizing rescarch knowledge in the alcohol field.
has been amplified by widespread public edueation campaigns. The
social stigmas attendent to the illness of alcoholism appear to be lessen-
ing. There are now an estimated 300 national voluntary citizen and
youth organizations involved with the alcohol problem.

Since 1970, there has been a tenfold increase in outreach programs
by businesses to assist affected employees. There are more than 275
occupational programs serving 2,750,000 people.
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Among the programs for special tavget populations, the Institute
has supported 160 projects originated and run by Indians.

In conjunction with the Department of Transportation’s alcohol
safety action program, special treatment prograus have been sup-
ported. '

Technical assistance has also been provided to enable treatment
and rehabilitation projects to become self-sufticient and able to collect
third parvty payments. In addition, NTAAA has initiated activitios
that are leading to an expansion of health insurance coverage for
aleoholism,

A National Clearinghouse for Alcohol Information has been estab-
lished. Its library and reference system contains more than 45,100
items, and some 8.5 niillion infornation items have been disseminated
throughout the Nation and the world.

In total over 730 prevention. treatment, and rehabilitation projects
aeross the Nation have been funded.

Now these are some of the things that we report to you.

We are aware that some of the other witnesses last week reported
somo of the other biological facts of good trends in understanding the
biological impuct of aleoholism and. supported by the research activi-
ties, the impact of providing training for people. We basically ave
pleased with the trends that all of this activity has produeed.

Now, the administration proposal, as vou have already nientioned
in your opening statement, is to include the community and service
aspects of these activities in what is now called the block grant pro-
posal in its jargon, bhut which is called the Financial Assistance for
Health Care Act, which we will be submittine.

Mur. Rocers. All right.

Dr. Coorkr. In the near future.

Mr. Rocers. I think it will be well to go over this portion of the
testimony so the committee could better understand your proposal.

Dr. Coorer. Very good. I will begin on page 7.

It would seem reasonable that having made strides roward over-
coming the problem of alcoholism and aleohol abuse and having dem-
onstrated alternative approaches to dealing with it, we now must begin
to enhance the capacities of the States and localities to deal with the
problem at their levels—in the context of the regular community care
systent. through the financial assistance for health care program.

Under onr proposal, Federal grantees will be guaranteed—{romn the
States—a percentage for the first 3 years of the program of what they
received in 1976 from the Federal Government. (}rantees will be guar-
anteed at Ieast 80 percent of their fiseal year 1976 grant level in the
first year, 50 pereent in the second year, and 23 percent in the third
vear.

I would like now to briefly discuss the proposal which we are pre-
paving to introduce. It will inchide the present aleoholism program
with a nnmber of other current categorical authorities as part of a
single major administration initiative in the health cave area. The
implementing legislation is to he known as the Financial Assstance for
Health Care Act and is being designed to accomplish the following
goals;

Distribute Federal health dollars more equitably to those persons
most in need ;

-
i
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Allow each State to set its own priorities for health programs based
on the purticular needs of its population and its resources;

Give States the leverage and motivation necessary to control rising
health eare costs; and

Reduee Federal redtape and constrain the growth of Federal
emplox ment, ‘

Under our proposal, funds will be distributed to the States accord-
ing to a formula to be based on the poverty population in the State,
per capita income, and the State's tax effort.

The States would be able to spend their aliocations for a broad range
of services, including those now covered by medicaid, and other HEW
grant programs, for the provision of medical outreach and referval
services, for home health aide services, and for living arrdngements
that would adequately substitute for institutional care. ,

A major feature of the legislation witl be a requirement that St‘ltes
spend at least 90 pereent-of ‘the funds on personal health care services.
The States will set their own requirements as to eligibility and the
benefit package but will have to focus their efforts on the poverty
population.

A minimum of 5 percent of the Federal supplement. will he ear-
marked for community and environmental healrly, specifieally for com-
munity-based mental health services inelnding alcoholisn and drug
abuse, and for community health 1,10to(tmn——tm example, disease
coutrol, environmental health. food inzpection, and health education.

We will insert a provision which requires the States to address the
folowing goalsin theirservices plans:

Assuvance to all citizens of the State, and particularly ehronieally
underserved populations, of equal access to quality health services;

Development. and utilization of preventive health services;

Prevention o1 reduetion of inappropriate institutional care by pro-
viding for ax bulatory, home-based care or other forms of noninsti-
tutional services peirieularly for the age and disabled :

Fneouragemsr, use of ainbulatory services in licu of inpatient
services;

The provision of primary care services for medically underserved
populations and those whicl are lorated i vural or economically
depressed areas;

-\ppl' nriate, of etive and efficient urilization of existing facilities
fm(l ser 5 and

Prom..  10fcor nmitvwide health efforts,

Within the plans. the States will be required to submit a quantita-
tive assessment of their needs and resources to provide the framework
for assuring the eficient and effective use of Federal funds,

Mr. Chairman, 7 want to stress that we are offering a vealistic al-
ternative ‘o the | oliferation of isolated. narvow eategnrical health
eare progr lmc‘th we. have seen in recent véars—programs that are
gradually becominz more costly to administer at the expense of the
services they are desizned to provide—programs that are frequently
inappropriate for some local needs and inadequate for others. There-
fore. we secomme ! that this subeommittee support the proposed
Financis  ‘ssistar for lealth Cave Aet,

Accorvigly, we are opposed-to H.R, 11317, Notwithstanding our
basic disagrecement with the conceptual approach of TL.R. 11’%1(. we
must point out that ite total arinnal authorization levels of $188 mil-



O

ERIC

Aruitoxt provided by Eic:

221

lion ure excessive. 11 the financial assistance for health care program
is not enacted. we would strongly recommend a total authorization
level of about $79 million which is consistent with the President’s 1977
budget and adequate to meet existing Federal commitnients to these
prograuns,

['do have attached to the testimony, Mr. Chairman, members of the
committee. a fact sheet which goes into considerable detail to the speci-
fications of the Financial Assistance for Health Care Act. whicl, is
the core of our proposal to deal with many of these points,

[ would be pleased to try to answer any question: which vou or the
ethermembers of the subcommitice may have,

|"Festinony resunies on ., 231,

[Dr. Cooper’s prepared statement and attachments follow 1

STATEMENT oF ‘TREODORE Coorii, M., ASSTSTANT SECEETARY FoR AL,
I)le-.\l:'r.\n-:.‘_r or [Ixarmir, EnueaTioN, axp WELFARE

Mr. Chairnuo and wmembers of the subcommittoe, T nm pleased to appear Le-
fore you today and to present our views on ILIL 11317, a bilt te exrend the pro-
srans of community assistance under the Compreliensive Aleohol Abuse and Al-
vololism Prevention, irentment, and Rehabilitation Act of 1970 ns awended,

ILE. 11317

[LR., 11317 wimld provide starting with fiseal vear (977—sq straight three-
year extension of the 1970 Act, as mnended—i.e., continuation of the formnmla
srant program at autherization levels of S8R0 million: continnation of authori-
ties to implement the Uniform Aeoholism and Intoxieation Treatment Act at
18 million levels: and continuation of the community-based projeet grants and
contracts at $95 million lovels,

As you know, the Administration disagrees with the narrow categorieal pro-
rrame approach within the health delivery system becstise we believe it in-
equitably singles out for special Federal assistance certain seguenls of the Dop-
uliation or certain communities from many others similarly sitiated with equal
or greater need for assistinee, Likewise, it inhibits needed diseretion in sgeluet-
ing loeul priorities and in devising effective means ol earrying out prograns,

We have long maintaine:] that the Federal Governnient should provide wenernl
tfinancing through programs sneh as Medicare and Medieaid and allow the States
and loealities the flexibility to develop and support health delivery services which
arc tailored to the particular needs of enell area.

FINANCIAT ASSISTANCE FOR IIEALTI CARE ACT

Today we come to you with what we believe ix nn innovative and positive
proposul—the Financinl Assistance for Henlth Care prograin—to accomplish our
zoals. We recognize thuat there may exist a philosophical difference between our
approach and the approach refieeted in LR, 11317, However, we strongly heliove
thut the Finacial Assistance Health Cuare proposal is a more equitable and
appropriate way for the Federal Government to assist Stiates and loealities in
meeting the health needs of the low ineome and other population groups, Pro-
Lrams such as the one you uare considering now which have contributed in meot-
ing speeifie hiealth care needs in this nation would be continied at State and loend
discretion pending enactinent of the proposed health bhloek grant which would
include the existing aleoholism programs,

With respect to our new proposal. I am attanehing copies of o paper which
indicates the major elements of our approach. Before discussing theni, however,
I would like to briefiy review with you the highlights of the Department's
alcoholism program to date.

BACKGROUND IIISTORY

Most Federal alcoholism treatment nuthorities wore originally established by
the Aleobolie and Nareotie Addict Rehabilitation Amendmont s of 1468, and subse-
quently expinded Dy the Community Mental Health Conters Amendments of 1970
(P.I. 91-211). In December 1970. the Comprehensive Aleohol Abnse and Alco-

G8-861--76 15
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holism Prevention, Treutment, and Rehabilitation Act of 1970 (1M1, D1-616)
authorized a State aleoholism formula grant program and ereated the National
Institute on Aleohol Abuse and Alcoholism within the National Institule of
Mental Health, This Aet was subsequently amended and extended in May 1974,
by the Comprehensive Aleohol Abnse and Aleolwolism Prevention, Treatment, and
Relabilitation Act Amendinents of 1971 (DL 93-282) whieh (1) added pro-
visions for a program of special grants to States to himplement the provisions
of the Uniform Alcololism and Intoxieation Treatment Act, (2) increased and
extended the anthorization levels for formula grants to States and comnmunity
assistanee project grants amd eontracts, and (3) established the National Insti-
tute on Alcohol Abuse aid Aleohelism axs a hureau level component of the Aleohol,
Durng Abuse, and Mental Health Administration organizationally and program-
maticaly equil to the National Institute of Mental Mealth and the National
Institute on Drug Abuse,
PROGRAM ACTIVITIES

Sinee its ereation in 1971 the National lnstitute on Aleohol Abnge and Aleoliol-
isim (NIAAA) has funded a wide range of demonstration community-based
treatment and prevention activities.

Over the past five years, there have been substantial accomplishments in the
arean of Aleohol:

Aleoliolisit is now more identified as a health problem, as opposed to a
crimital issue, in 27 States which have adopted the Uniform Aleoholism and
Intoxication Treatient Aet. Sixteen of these States have reeeived speeial
grnts for the implementation of the Act:

Public interest generated in part by two major NIAAA Congressional
repores, svuthesizing research knowledge in the aleohol ficld, has been
amplified by widespread publie edneation eammigns, The social stigmas
attendant to the illness of aleoholisiy appear to be lessening, There are
qow an estimated H00 national veluntary citizen uul yonth organizations
involved with the aleohol problemny

Nince 1970 there has bhoen a ten-fold increase in ontreinch programs .
husinesses to assist affected employaees, 'There are more than 275 occeupa-
tional programs serving 2,750,000 people;

Awong the programs for =peciial target popnbations, the lInstitute has
supported 160 projects ovigimated and vun by Indians:

In conjuncetion with the Department of Transportation’s Aleohol Safety
Action Program, special treatiment programs have heen supported:

Technieal assistance has alzo been provided to enable treatment and reha-
Lilitation projects to become self-sutficient and able o colleet 3id panrty pay-
ments, In addition, NIAAA has jnitiated activities that ave leading to an
expizion of health insuranee coverage for aleoholism ;

A National Clearinghensc for Aleohol Information has been established.
Its library and referenee sys<tem contains more than =15,100 items, and some
S5 mitlion intormation itews have leen dissemineted throughout the nation
sund the world ¢

In-total over 750 prevention, treatment and reliabilitation projeets aeross
the nation have heen funded,

The iecomplislinnents listed above reenforee our belief that States and locallties
are ready to assume responsibility for addressing this problem, especialiy sinee
the stigma essociated with alevholisin has decreased, States have enaeted the
Unitorm Act, and ocenpational programs have greatly expanded.

ADMINISTRATION PROPOSAL

Mr. Chairman, the Administration supports the objective of aleohol abuse pre-
vention, treatment, and rehabilitation, It would =eem reasonable that having
made strides toward overcoming the problem of aleohiolism and alcohol abuse and
having demonstrated alternative approaeclies to dealing with it, we now must
begin to enhance the capacities of the States and localitiex to deal with the prob-
lem -t their levels—in the context of the regular community eare systew, through
the Finaneind Assistance for lealth Care Program. -

Under our proposal, Federal grantees will be guaranteed—from the States—a
percentage for the first 3 yemrs of the program of what they received in 1976
from the Federal Governnment, Grarcees will be guaranteed ac least 809 of their
FY 19706 grant level in the firgt year, 50% in the sccond year and 2565 in the
third year, .
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I would now like to briefiy diseuss the propusal which we are preparing to
introduce. 1t will include the present aleoholism program it a nuntber of other
current categorical authorities as part of a single major administration initntive
i the health care arca. The implementing legislation is to be known as the
Financial Assistunce for Health Care Act and is being designed to accomplish the
followiug goals:

Distribute Federal liealth dollars more equitably to those persuns most in
need;

Allow each State to set its own prioritics for henlth programs based ou the
particular npeeds of its population and its resourves;

Give States the leverage and motivation neeessary to control rising Lealth
care costs ; and o

Reduce Federal red tape and constrain the growth of Federal employment,

Under our proposal, funds will be distributed to the States ieeording to a
formula to be based on the poverty population in the State, per eapital income, and
the State’s tax effort. :

The States would be able to spend their alloeations for a ° read iange of sery-
ices, including those now covered by Medicaid, and other = -y grint progrons,
for the provision of medical vutreach and referral serviees, for home heatth aide
services, and for living arrangements that would adequately substitute for in-
stitutional care.

A major feature of the legislation will be a requivement that States spend nt
least 90 percent of the funds on personal health care serviees, The States will sot
their own requirenients as to eligibility and the benefit packiage bhut will have to
focus their efforts on the poverty population.

A minimum of five percent of the Federal supplement will be earmarked for
Community and Environnental Health, speeitieally for commanity-lased wental
health services including aleoholisim and drug abuse, and for community health
protection—e.g., discase control, environmental healih, food inspeeiion, and hiealth
cdueation.

We will insert a provision which requires the States to addres< {he following
goalsin their services plans :

Assurance to all citizens of the State, and pa rticularly chronieally nndoer-
served poepulations, of equal aecess to quality health <erviees

Development and utilization of preventive ealth serviees ;

Prevention or reduction of inappropriate instinutional eare by providing
for ambulatory. lome-based cure or other forns of noninstitutions| HOrVires
particulariy for the aged amd disabled ;

Encouragenient of use of ambulatory services in len of fnpattient serviees;

The provision of primary care services for medically underserved popnla-
tions and those which are located in vural or ceonomiznlly depressed oo ;

Appropriate, effective and efficient utilization of existing facilifies sl
services ;

Promotion of eommunity-wide health efforts,

Within the plaus, the States will be requived to submit n aquantitative aseess-
ment of their needs and resources to. provide the framework for assuring the
efficient and effective use of Federal funds.

Mr. Chairman, I want to stress thot we are offering a realistic alteruative to
the proliferation of isolated. narrow categoricnl health eare progams that we have
seen in recent years—programs that are gradually becoming more costly to
administer at the expense of the services they are desigied to provide —progeams
that are frequently inappropriate for some losl needs and inadequate for otiers,
Therefore, we recommend that this subcommittee suppost the proposed Finaneial
Assistance for Health Care Act. Aceordingly, we are opposed to ILR. 11817, Not-
withstanding our basic disagreement with the conceptual approxel of TILR. 11517,
we must point out that its total annual authorization levels of $188 million are
excessive and if the Financial Assistance for Health Care 'rogram is not enneted
we would strongly recommmend a total authorizition level of abont ST million
which is consistent with the Persident’s 1977 budwzet and adequinte to meet exist-
ing Federal commitments to these progrims,

CONCLUSION

Thank you very much Mr. Chairman. I greatly appreciate the opportunity to
share with you the Department’s position.

My colleagues and I swould be pleased to try to answer any questions which you
or the other members of the Subcommittee may have.
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FINANCIAL Ass18TANCE ForR HEALTH CARE AcT—FACT SIHEET

The President’s F'Y 1977 budget proposes to improve delivery of health services
to the poor by consolidating 16 Federal health programs, including Medicaid,
into oue $10 billion block grant to States. The proposal, called the “Pinaneial
Assistance for Health Care Aet,” is designed to:

huprove iecess to quality health care at reasonable cost.

luerease State and local control over lienlth spending.

Control Federal spending, restrain growth of the Federal bureaueraey, and
reduce Federal red tape.

Achieve awore fair and cquirable distribution of Federal lealth dollars
among Stiates,

The proposal ineludes a requirement for the development by States of a State
Iealith Care Plan. Publie participation in the development of the plan ix required
to insure that inereused State respousibility is conpled with expanded publie
acconnting of Sfate health policies. )

Muain features of the proposal are listed below. The Administration regards
these concepts as the basis for working with Congress, the Governors, and other
futerested groups with respeet to enneting legislition,

I. Programs Included

The sixteen programs shown in Attaclient A will be included, effective Octo-
ber 1. 1976, They fall into four major eategories: (1) Medieaid; (2) Public
ITealth Service (PIIS) preveutive and community health pregrmns; (3) health
planuing, constraetion, aud tesonrces development progriams previously sub-
suted under the National Health Planning and Resources Development Aet of
1974 and (D the developmental disahilitios program.

Il. Funding Request

The FY 1977 Budget requests $10 billion for the Siate block grant with 8500
witlion anmual increments in Federal funds in fature yoars, An additional $1.5
million in budget authority is requested for program administration ecosts for ap
estimited 100 positions,

1L Distribution Formula

After an initial period of transition. funds will be distributed according to a
formuty giving primarvy weight to a State’s low-income population. ‘The formula
gives weight ko to the relative “tax effort™ made by &t State aud to o State's per
capita ineome, Under the present systenn of pritehing grants and the eategorienl
eligibility strueture, some of the States with highest per capita incone receive
more than fonr times as mueh Federal money per poor person as do Seates with
low per capita ineome. Under this proposal. the poorer States will realize. the
greintest inereases in the share of total Federal assistancee,
IV. Phase-in of Formulu

A phase-in of the distr'bntion formuln will avoid any reductions in FY 1977
below the nmounts States ave estimtted to receive in FY 19760 A gradual phase-in

P ssimes ennetioent of the Presidenl’s 1Y 1976 Budueet,

will allow States to make the necessary program adjustnients. The formula will
be applied begiming October 1, 1976, with the proviso that the maximnn increase
for any State not exceed 10 pereent the first year, and that the remninder of the
total be distributed <o that all States not receiving the full 10 pereent realize an
cqnal percentage increaxe over 'Y 1076, This will be about K percent (81 per-
cont). In subsequent years States will move toward the amount alloeated by the
formulat ; increases in any year are Hinited to a maximum of 20 percent over the
prior year, and decreases are limited to a maximum of 5 pereent. Attachment B
shews the distributions of block grant funds in Y 1977 anid 197<,
V. Protection for Direct Federal Grantees

To avoid disruptions in health services delivery and insure «n orderly, gridnal
transition to the bleck graut program. direet Federal grantees (e.g.. emnmnnnity
mental health centers, neighhorhood health eenters, and aleoholism programs)
will be protected fronm large budgetary reductions dutving the first three vears
o the program. Grantees will be guaranteed at least 80 percent of their Y 1976
grant ievei in the first yeur, 50 percent in the second year. and 23 pereent in the
third year.
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V1. State Financial Participation

No State match is required under the block grant program. States and localities
spent 816 billion of their own funds for health purposes in 1975 and at least this
level of spending is expected to continue.

VI Reimtbursement and Cost-Sharing

States will have broad latitude on reimbursement levels and methodologies,
except that pnyment aimomits should be sufficient to assure necess to services by
the tirget population. States may impose any level of premiums or cost-sharing
they deem appropriate on services.

VIII. Covered Services

1. Personal Health Carc (minimum 90 percent).—At least 90 percent of Fed-
eral funds must be spent on personal health care services. These inelude a broad
range of activities including all services now eovered by Medicaid and other
grants being consolidated, as well us other health services dectied appropriate
by States (e.g., living arrangenments that potentially substitute for institutional
care). Services currently provided under Medieaid and the PHS grants are
listed in Attachment C.

2. Community and Environmental Health Activities (minimnm § percent).—At
teast i percent of Federal funds must he spent for (1) community health protec-
tion e.g.. disease control, environmental health, health cducation) ; (2) commu-
nity-based mental health services. including aleoholism and drug abuse treat-
ment. and (3) development disabilities programs.

3. Other Health Activities (maxinnnn 5 percent).—The remaining 5 percent
may be sperit on other State-selected health aetivities including State and snb-
State planning, rate regulation, data acquisition and analysis. and resources
development. ‘I'hey may also be spent for services in categories 1 and 2 deseribed
ahove,

I'X. Targrt Population and Eligibility

States will have broad discretion in setting income and other standards for
defining the elizible popnlation, except that funds must_be used to assure that
the State's-basic health services are provided to low income persons. Stiates
are not required to use Federal eategorical restrictions in determining eligi-
bility (e.z.. childless couples, single persons between ages 21 and 65, and intact
families may qualify for assistance), and may deduct out-of-pocket medical
expenses in counting income. )

States may not imposs duration of residence requirements as a condition
of participation, or illegally diseriminate against service applicnnts or recipients.
Changes in eligibility from existing State standards mnst be presented for public
review and comment as part of the State Plan.

Services financed with the 5 pereent eommunity health protection. mental
health, and disabilities monies may be offered to all individuals without regard
to income.

X. State Plgn Requirements '

I. A State Iealth Care Plan must be deviloped annunally as a condition of
receiving Federal funds. It will have two major components: Part A will cover
the entire State population. hoth publicly and privately financed health services,
Part B will concentrate on the popnlation and serviees covered by the Financial
Assistunce for Health Care Act.

The State Health Care Plar should be directed at o minimum, toward achiev-
ing the following goals :

Assuring all eitizens of the State, and particularly populations covered
under the Financial Assistance for Health Care Act access to needed health
services of aceeptable quality.

Development and utilization of preventive health services,

Prevention or reduction of inappropriate institutional care.

Enconraging the use of ambulatory cire in lieu of inpatient services.

Provision of primary care services especially for those located in raral
or niedically underserved areas.

Assurance of the most appropriate, effective, and officient utilization of
existing health care facilities and services.

Promotion of community health.
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2. Part 4 Requirements—This portion of the State Health Care Plan must
include, at a minimum, the following informuation:

Evaluation of the supply and distribution of State health :are facilitics
and services (e.g., inpatient, ambulatory, and long-term earej ;

Assessment of the supply of health manpower and manpower training
programs;

Analysis of the sourees of health financing available te State residents
(e.g., private insurance, publie subsidies) ; and

Evaluation of the health needs of the population, espeeially those in
medically underserved areas (e.g., rural areas).

3. Part B Requirements—This portion of the State Health Care Plan must,
at a minimun, inelude the following:

Definition of the eligible population, ineluding the numbers and eate-
gories of individuals to be served (e.g., aged, ehildren). States must pro-
vide a rationale for differences in coverage from the plan of the previous
year or, from ecurrent eligibility standards,

Definition of eovered serviees—ineluding amount, duration and scope—and
a rationale for any change from current State programs, (Sece Attachment
C).

An assessment of the health eare needs of the target population, and a
deseription of the needs assessment process.

Estimates of individuals to be served and of the expenditures for each
service to be provided and cach category of individuals to whom services
are provided.

Identifieation of categories of service providers and their distribution
by geographie area.

Specifieation of the standards for each group of providers, explanation
of the process for enforeing these standards, and identification of the
State agency (ageneies) responsible for enforeement.

Desceription of the methods used to reimburse eaeh eategory of pro-
viders and the levels of reimbursement proposed to be offered.

Assessment of the finpaet of the serviees progrums on partieular popu-
lations, including, but not limited to, ehildren, the elderly, migrants, the men-
tally ill, the develomnentally disabled, the handicapped, alcoholies and
drug abusers.

Explanation of the meehanisms for program ecoordination bhetween the
State's personal health services program and other human service pro-
grams {e.g., Medicare, SSI, Title XX and the overall State Health Planning
aetivity.

Description of a system under whieh serviee applicants and reeipients
may file complaints and receive a fair hearing.

Provisions regarding the safeguarding of information on applicants and
benefleiaries.

.Definition of the organizational strueture responsible for administra-
tion of funds provided under the Financial Assistance for Ilealth Care Act.

Deseription of quality assurance systemn(s) to be used for eaeh type of
provider. A rationale must be presented for any differences from the norms,
eriteria and standards used for Medicare patients.

Deseription of the State planning, evaluation, and reporting aetivi-
ties for implementing the Finaneial Assistanee for Health Care Aet.

4. Plunning Process~-An open and publie planning process is required in
whieh broad input from health planning organizations representing health
interests (e.z., providers, consumers, insurors) at State and sub-State levels is
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assured. Both Parts A and B of the State YHealth Care Plan must be pub-
lished and made available for public review and comment. State Plan publi-
cation, review, and amendment procelnres wil| be monitored by HEW,
IX. Certificate-of-Need

To assure etficient develvpment and distribution of costly institutional Leadth
services, States st adwminister a certiicate-of-need progrum that ineludes
a revlew and approval or disapproval of new institutional health care services
proposed to be offered in the State.

XIi. Quality Assurance and Ulilization Revicw

States must have guality of care systews, including peer review of services
based an objective norws, eriteria and standards.

XilI. Reports and Maintenance of Records

States must submit a report to HEW at the end of each program year which
acconnts for the expenditure of funds in accordance with the State Plan and
explains major variances, States must also maintain records necessary for the
proper and eflicient operation of the program including records regurding
applications, determinations of eligibility, the provision of services, and pro-
gram cxpenditures.

XIV. Enforeement, Compliance, Penaltics

States must have a mechanisia for citizens to file complaints and receive a
learlng. In addition, aggrieved citizens may bring civil snit. IIEW will track
conformity by States to State Plan and Federal requirements and complete
an annual financial andit of State records. HEW may hold compliance hear-
ings and terminate all Federal funds when there is both a -finding of noncom-
plinnce and State refusal .o come into complinnce or alternatively, reduce
Federal payments by np to three (3) pereent for each requirenent for whiclt
a State is not in comnpliance.

XV. Federat Health Planning Aetivities

1. National Council for Health Planning and Policy—A\ Natioual Health
Planning and Policy Council will continne to serve as a fornm for addressing
issues of nationwide concern affecting health eare in the U.S. The Counell
will be composed of representatives of major health interests, including con- -
simers, State and local goverunient providers. insurors, and educational insti-
tutions. The Council will address such concerns as (1) health costs; (2) man-
power; (3) resources allocution/planuing and regnlation by States; and (4)
the impact of new medical techinology on the costs and quality of health care.

2. Federal Technical Assistance and Rescarch for Ilealth Planning.—The
Department will continue to develop technical assistance materials, including
data, analyses, comparative studies, and guidelinos to assist States in their
Lealth planning and regulatory activities. The Depurtment will also continue
to conduct researchh cn the impact of heulth planris, and regulatory deci-
sions. Finally, HEW will continue its efforts to develop national guidelines
describing a more desired distribution of health resources.
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ATTACHMENT B

FINANCIAL ASSISTANCE FOR HEALTH CARE, GRANT AMOUNT BY STATE, FISCAL YEARS 1977 AND 1978

i [Obligations, in millions of dollars}
Fiscal year—
1976 estimate 1977 1978
Alabama. . il 150.6 165.7 198.8
. L1 2.6 11.6
12.1 13.3 16.0
...... 107.3 118.0 141.6
1,086.2 1,174.6 1,127.6
8.9 96. 2 100.8
106.7 115.3 110.8
12.5 13.7 16.5
.7 77.5 74.4
158.9 174.8 209.7
221.6 250.4 300.4
28.3 30. 29.0
30.0 3. 39.6
linois. 442.4 478.5 459.5
Indiana 152.4 167.7 184.7
lowa. .. 83.8 92.2 110.6
Kansas_ .. 68.5 75.3 90.4
Kentucky. . . 147.2 161.9 194.3
Loyisiana. 155.0 170.5 204.6
Maine. .. ... ... 62.2 .4 72.2
Maryland__ ... .. . .. .. 163.9 177.3 170.2
Massa. husetts__.._._..___._... 341.9 369.7 354.9
Michig.n. .o ... 445.6 481.9 462.8
Minnesuta.._..___....._ ... 186.7 201.9 196.6
Mississippi. ... ............ 112.4 123.6 148.4
MISSOUTE . L ittt iiaaan, 101.1 111.2 133.5
Montana. ... ... 24.9 27.4 32
Nebraska ... 1111l . 39.2 43.1 51.7
Nevada e e et eae e —e e emeeaeea 15.2 16.7 26.1
NewHampshire._____ . ... 24.8 26. 8 28.2
New JBrsey. ..o e e 236.0 255.2 2451
Naw Mexico. ... ... . 33.4 6. 7
New York. . . i B 1,609. 2 1,740.2 1,670.5
North Carolina.. . .. .. ... 168. 2 185.0 222
North Dakota. ... .. . il 20.4 22.4 26
.............................. 2919 3211 344.7
Oklahoma. . 130.0 143.0 169.3
Oregon. .. .......... 75.6 83.2 .2
Pennsylvania_........ ... ... ... 436.4 48).0 517.6
Rhode Island__ .. ... ... ... ... ___..... 58,5 63.2 60.8
South Carolina. __............ ... . .. ... 100.0 110.0 132.0
SouthDakota. .. ... ... ... ... ......o....... 22.4 4.6 29.6
TEnnessen. ... .. ..o iieean. 155.4 170.9 205.1
.............. 486.5 535.1 - 642.2
................ 37.3 41.0 49.2
................ 30.9 34.0 32
.............. 135.2 148.7 178.5
.............. 132.8 143.7 138.0
................ 47, 52.7 63.
.................. 266.6 288.3 276.9
Wyommg ...................... .- 2.7 8.5 10.2
Other I . 42.2 443 46.4
L P 9,184.0 10, €000 10,500.0

! Puerto Rico, Guam, Virgin Islands, American Samoa, trust territories.

Nota: Tha zhare of total Federal assistance ¥o|ng to a State after phase-in is completa is daterminad brf!ha formula
i

PXTE/PCL. Components are: P, the nunbar o
leve:, TE, refativa tax etfort, and PCI, per capita incoma.

08-801 -76——10

parsons in families with incema lass than 1.5 times the o

cial poverty
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ArracuMeN? C—Services Now CoveREp UNperR MEeDpICAID AND PHS GRANTS

MEDICAID SERVICES
Required
Hospital services (inpatient and outpatient).
Physician services.
Labs and X-ray services.
Skilled nursing facility services for persons over 21,
Screening, diagnosis, and treatment of childr - (includes outreach and referral
services).
¥amily planning.
Medically-reluted Home Ilealth Care services.
Transportation to necessary medical care.
Optional
Private nursing services.
Clinic services.
Dental services.
Physical therapy.
Drugs.
Intermediate care facility services.
Mental hospital services for persons over 63.
Prosthetic devices, eyeglasses, and hearing aids.
Inpatient psychiatric hospital services for persons under 21.
Other diagnostic, screening, picventive, and rehabilitative services.
Skilled nursing facility services for persons under 21.
Services of other practitioners licensed under State law.

PHS GRANTEE SERVICES

Community Mental Health Centers.

Alcoholism: Services.

Rat Coatrol.

Lead-based puint.

Immunizations.

Venereal digease.

Comprehensive Health Centers.

Family Planning.

Maternal and Child Health.

Emergency Medical Services.

Migrant Health Services.

Ilealtl: Planning, Construction. and Resonrces Development.

Mr. Rocers. Thank you very mnch.

Dr. Carter.

MMy, Carrer, Thank youn, Mr, Chaivman.

What you are proposing now, Dr. Cooper. is to consolidate different
programs administered by the State. In effect, you would give them
a block grant and let them set their own priorities, or would you set
their priorities?

Dr. Coover. No, sir; we would allow them to set their own priorities.

The only other comment T would make on yrur question is that some
of these programs are not currently administered by States; some
of them are, in some form or another, as by formvla grant. This 1s
an accumulation of 16 specific programs, inclnding medieaid, the total
resources of which wounld be allocated to the States on o formula basis,
as I have mentioned, on poverty, per capita Ineome, and so o, and
allow the States to set their own priorities basicaliy.

Mr. Carrer. Yes. Concerning mental fealth centers, of which I be-
lieve we have 15 different ones in Kentueky. cach one of these has a
mentnl health service which ineludes treatment for drug abuse and
also for alcoholism. Funding for this from 20w on wonld be throngh
the States—is that correct—throngh your block grant?
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Dr. Coover. Tlie proposal wonld be to require that for the first 3
years that there be an insurance of mininum continuity while the
States reaiine their priorities. '

Following that period, their funding would be eontingent on other
sources of income, including the block grane determined by State
priority,

Mr. Carerer. Yes, sir, and

Dr. Coorer. And there is also in the proposal a requircment that,
as I mentioned, there be set uside 5 percent of the total for community
services, incliding comnumity mental health programs, aleoholisni,
and drug abuse. Ninety pereent wounld be set aside to insure that the
money go to personal health services and the reniaining 5 pereent to
other kinds of specific activities, including activities like planning.
So we reeognize that the commnnity health center, the comnumnity
mental health center program has dimensious of hoth personal care
and community eare, Therefore, the State would have the option and
the requirement to address it in both of these dimensjons.

TTowever, after the first 3 vears, we would not require a specifie
formula for continuity of a given program: rather. the State would
set that within those larger framework provisions.

Mr. Carrer. We have heard a suggestion that the legislation shonld
carnrk zome 520 million of appropriated money for prevention,

Dr. Coorer. Well, we think prevention is an absolutely essential
part ol a program for the control of aleoholisni. Your administration
doest’t support that specitic number, as T have already said. However,
wo do think the high priority should Le given to a program in pre-
vention,

Mr. Carrer. What are your ideas on prevention? ITow would you
implement prevention?

Dr. Coorrr. Well, prevention in many of these chronic disease and
public health arcag——

Mr. Carrer. We are talking abont aleoholism specifically. .

Dr. Coorer. Alcoholism is a partienlarly complex arca, because it
has a large amount, of social interface with the problem. Although we
do consider it a health problem. many of the ways to prevent alcoholism
depend on the solution also of other social and economic issues.

For example, we do recognize that when unemployment increases,
the tendeney toward aleoholism increases, and other kinds of social
problems of that kind. So that we cannot look at a total program of
prevention n a vacrmum here as only a health problem. 1t i$ a com-
munity problem, and a social, economic, and cultural one as in the
point of the special beneficiary population of the Indians.

Now. tho specific answer to vour question

Mr. Canrer. Yes; I would like to get to that.

Dr. Coorer. I will try to get to that. T wanted to et to that frame-
work, Dr. Carter, hecause T thinle it is important.

First, we have to identify the target populations and specifically
try to find out what it is we are trying to prevent in each gronp; and
in each category, it is not necessarily the same.

Second, I'think we have to have a sensible program of health educa-
tion, for example, in the children—as has heen started. This is abso-
lutely essential that the life models that these youngsters have learned
through other kinds of exposure to media and other home life, and
$0 on, are important to coumteract.
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I think, in addition, we must develop the criteria to deteet on the
early signs and medical criteria for abuse, vn organ deterioration,
deterioration of organ function, and I think from then on, we get into
areas of secondary prevention. -

Now, T have also written in previons reports, as you are probably
aware. that it is probably timely to also discuss what other social
actions need to be considered in the sense of the relationship of ad-
vertising, the relationship of determining the content of various kinds
of beverages that the population is exposed to.

This is not a reconunendation for a return to prohibition.

Mr. Carrer. Just prohibition of advertising, is that right?

Dr. Coorrr. No, not prohibition of adverfising. but a realistic as-
sessment of the propriety of it and the ability of the citizen to make a
fair choice. T mean, if he only gets one spectrum of how good it is to
imbibe, T am not sure that’s a fair choice. )

Mr. Cawrer. Well, it looks to me like it. would not be a fair choice,
but rather an invitation.

Have you found the recovery rates for aleoholies are linked to spe-
cific forms of treatment? :

Dr. Coorrr. Well, in reviewing this with the staff. T think that the
general feeling that we get is that the treatment specilicity is not
linked to the recovery rate but the fact that there 1s treatment, that
thero are many wodes of treatment.

Mr. Carrer. All vight, if that is true

Dr. Coopex. That can be in certain settings. :

Mr. Carrer. Is recovery rate related to treatment? I hope it is.

Tr. Coorer. That's right. ves. :

Sfr. Canrer. What reductions have you made in the rate of aleo-
helism in the past few vears?

Dr. Cooprx. Well. T un not sure T ean put a firm number on that.

Mr Carrer. Have we made any reductions or hasn't it gone the
other way, really. :

Dr. Coorsr. T think T wonld have to break that into two categories.

In dealing with the population which has come under treatment., I
link wo have made some reduetions, In dealing with aggregate num-
Lers of possible abusers, then we probably have not.

Mr. Carrer. There has been an inerease in the number?

Dr. Coorer. Probably that is the case.

Mr. Carter. Of abusers?

Dr. Coorrr. But T think we have to not conclnde from that. that
there has heen cither no effort or no effective effort. 1 don't know what
the inerease woukd have been withouta concerted effort.

Mr. Carre. Well, what abont the use of the drng Antabuse?

Dr. Coovrr. Well, again this ix one mode of treatment. which has
been around for some period of time which under certain controlled
conditions has had some heneficial effeet. Tt obviously is not the answer
to the solution of aleoholism.

Mr. Carree. Towill tell vou one thing. Tf you get a person to take it
regularly, they will not drink aleohol regntarly.

Dr. Cooprie. Well. T think vou have hit on the point—if yon get them
to take it reenlarly. T think that many of nx who have dealt with the
patients for several of these problems that require chronie consnmp-
tion of the mewteation over o long period of time know that it s very
difficult to maintain the motivation necessary to accompli=h that.
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M. Carrer. Thanlk you.

Just one thing. I vealize I have talked perhaps more than I
should

Mr. Rocers. That's all vight.

M, Carrer. But. Doctor, 1just want to say that T feel that the social
stricture of our conntry must undergo a change, that we must have
Inrge playing fields for our youngsters, more supervised reerveation. I
don’t mean just the teams, not just the Washington Rodskins. bt we
must volve all of owr yonngsters in pursuits of athletic or arts or
msic or whatever it might be,

[ have said this time, after time. after fime for 12 vears. this is the
12th vear and we are making no effort in this area. T regret that we
are not. bt 1f we involve our youngsters and our people. we can avoid
alot of problems,

D, Cooree. 1 rubseribe to that, Dr, Carler,

Mo Carree Thank you, sir.,

D Coorer, T think this ix o the =ame vein 2= T was trying to point
ont. the =ocial interface here, Ldo think che development of altereative
activities and Intevests for the young=ters in our population is funda-
mental to this problen.

M Casrire Welll don't you thinﬁarunll_\' that when we have par-
ties s many ol us do here on the THIL that really we should stop
serving Livd Tigquor? Shouldn't we just stop doing those thines?

Dro Coorer, 1 thinlz the model that the yonngester <ees ax to what
suecvss i2 aml what s =ocially aceeptable s an bnportant factor in
detesining thenr habits and  think we have to ke chetees in that
regurd,

Mr. Capren. Thank you. sir,

My Recenss T ounderstand from your testimony that von fecl we
have made some progress in the fight against aleoholism aml drng
abize ! '

D Coorere Yesgsir,

A Rosenss Taothe drng abuse program also covered in the block
erant !

Dr. Coopre. No, sir it iz not, Tt = specifieally exchided. and is rec-
omuended forsone spectfie new things to implement. the recommenda-
tions of the Domestic Couneil. so-called Domestic Couneil White Paper
on Drgr Abnze, Tt is not recommended at this time for inclusion in
the bloele erant. '

My, Rocres. Why not similar treatment. forr-aleoholism? T have al-
wiys ronght that aleohol ix the most abnzed drng in the Nation

D Coorrn, T would guess it is; ves, sir, )

Me Rockes, Is there any disagreenient with that statement. doctors?

M Bsersrere Tdon't disagree with that stafement.

Mr Hocers, But von propose the blocle grant approach for the most
serious subtance almse prolilem but intead to separate the dige abuse
probleuwr and keep it here in Washington. .

Dr. Coorer, No, '

My, Rocers. Why?

Do Coorrne Tet me ey to explain that, Mr. Chairman,

Mre. Rocres, Yes T find that herd to understand.,

Dr. Coorzr, Whereas aleoholism or aleohol mny he the most widely
abusod substanee, that doesn’t necessarily mean i is the most serions
socinl problem, .
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Mr. Rocens. ITow many deaths are related to aleoholism ? Tt is about
11,000, 1sn’t it.?

Dr. Coover. Well, direetly

Mr. Rogens. Twelve ?

Dr. Coorrr. But there ave much more that are devivative. T think
that is a short number,

My, Rocers. Exeunse me.

Dr. Coorer. 1 think that is a short number I would not debate with
you how large the impact could e on the death rate from the direet
causes of zleohol itself. the exacerbation of other organ diseases, auio-
mobile aceidents.

Mr. Rogers. Family.

Dr. Coorur. Family disruption.

Mr. Rogers. The public. .

Dr. Coorer. All of these—T subseribe to the seriousness of this
problem. .

Mr. Rogers. Yos, .

Dr. Coorer, T also think that the drug abuse problem and the soeial
setting. as pointed out in that report. is of a different dimension be-
cause of its relationship with the criminal justice system. and its rela-
tionship with health as well as social aciivities in that sense.

The President, in my view. in proposing this initiative docs not
nican to convey—and I think he does by separating out drug abuse—-
that there is no room for special Federal initiatives and. in faet, by
doing it in that way he underseores the idea that we are willing to
discuss separate special Federal needs under those eriteria.

Tt is for that reason. T think that the President, fecling that the so-
called hard drng problem is so serious. that for the time heing it ought
to be retained under coordinated Foderal direction. whereas some of
the other longer existing categorical programs would he ready now
for incorporation into a State priority setting meehanisun.

AMr. Rocenrs. Docs this mean we ean do o better job in the Federal
Government with drug abuse problems than the States can?

Dr. Coorer. Well. T think what the implication Tiere is eleardy that
for the time being. the program will do better with coordinated Fod-
eral supervision than turning it lose at this point in time in the sane
sense as the other activities.

Mr. Rocers. Well. that wonld Tead this committee perhaps o helieve
we shonld e wary of taking away Federal coordination in the ather
programs if we ean get hetter vesnlts throngh the coordinated mechan-
1sng of the Federal Government ?

Dr. Coorrn. Welll T would contend heve, My, Clinirnan., that it doos
not neceszarily follow that heeause one program wonld fare Lotter
that all programs neceszarily would thrive in that manner.

Sinee a velatively madest proportion of their hudeet i< only Federal
support, programs with good community support whieh many of the
categorieal programs already have. would De in o position (o he loeally
direeted with @ saving at ihe Federal Tevel in manpower and adminis-
trative costs,

Mrc Rocees, Ts it my anderstanding that vou now feel that pro-
grams donot lnve community <upport-at the loeal level?

Dr. Coorer. Welll it is onr imderstanding, let me suv, from disens-
sion with some of the representutives from State and local govern-
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ment, that they feel that they are now both willing and capable of

dealing with the administration of these activities in a way more
responsive to the needs of their local citizens. They feel that the

Federal administration puts on them complicated bucdens which are

exacerbated by a proliferation of regulations that malkes that less

efficient than they could do by themselves. It is my understanding from

those discussions that this is a sincere thonght of the representatives of

local government.

Mr. Roaers. Well then. you feel that any guidelines ave unnecessary,
useless impediments that the Federal Government places on these pro-
grams. Ts that the reason the administration wants to ehange it?
~ Dr. Coorer. No. T would not conelnde personally that the regula-
tions which we write are ill fonnded, or uot directed toward useful
or constructive things.

Mr. Rocers. T would hope not.

Dr. Coorer. No, sir.

Mr. Roarrs. Would the bloe grant eliminate all gnidelines or all
requirements?

Dr. Coorun. No, sir. Attached to the testimony. as I said. T would
direet your attention to the factsheet to the sections on State plan
reguirements beginning on puage 4,

Now. this outlines in seetion 10 following all the way down throngh
pages 7 and 8 what the requirements for compliance wonid e,

Mr. Rogurus. How do they vary from present requirements?

Dr. Coover. Well. the requirement here is to ask the State to define
their populations. specific health needs for these poputlations. how they
are going te approach these. require that they be discussed so to speal
in the sunshine. reqnire then that they perform according to their own
plan. and shonld they uot then perform, then they would he leld

liable and wonld be snbject to removal of Federal funds for those

purposes.

Mr. Rocrrs, Isn’t that about what we ave doing now?

Dr. Cooren. Well. in_specific provision we have different dimen-
sions of this, ves. I think in onr current programs all of the 17 activi-
ties do not necessarily cover all particular felt needs, and T think this
committee Tas Treard testimony and will hear move in their hearings
on national health insurance about what is not covered, particularly
for the disadvantaged populations, that answer being not another set
of additional specific categorical eflorts, but an opportunity {o change
the eligibility requivements and to change the henefits package to
enable themto o broader. not narrowoer., '

My Roarrs, Does it require broader eligibility?

Dr. Coorer. Well. if you serve more people at the smme cost,
obvionsly it will cost more money. TF yvou serve more People more
eflicient Iv it need not necessarily cost more money.,

M Rocens, ITow do yon assure ofticieney ?

~Dro Coorer. Well, T thinke iF we could reduce unnecessary duplica-

tion of eapital resources. and expensive instruments whiceli in {heom-
selves do this. and in changing the incentives for reimbursement so
we can pay for what the patient needs rather than for what the insne-
ance poliey or the speetfic prosran determines. then we can perhips
get ot some of these problems of constructive eost contaimmnent.
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Mr, Rocurs. Do you have such regnirenients in your proposai? T
thought you were going to leave it to individual State determination.

Dr. Coorex. Under seetion 9, we require a certifieate of need; for
e\.unple under section 11,

Mr. Rocrrs, That'salready in present law 1 is it not ?

Dr. Coorer. Yes, but what I am saying is that we will continue to
require ‘those kinds of programs, inclnding quality assurance and
uttlization review,

M, Rocers. Which is also in the current law.

Dr. Cooren. Yes, although not necessarily working as effectively as
the Congress and onrselves might like.

Mr, Tocrrs, Well you haven't had time, Tf it hand't been for Fed-
eral enconragement. I doubt if many wonld have e.. v been established ;
would youagree with that.

Dr. Coorre, Wello T think te the extent that it s being conzidered,
that wonld be correct. T think theve were jur Nh(tlmlk quite willing m
underiake models,

Mr, Rocees, A few,

Dr. Cooree. Models before this,

A o=, Well, T eee on page § thai vou wonld distritmte Fedeval
dollars more equitably to thosy perzons =i in need under the Finan-
cinl Azsistance for Health Care Aet, TTow is that accomplished by a
bloc grant to a State?

D, Conprn, Welll the exaet fornmla for that, M. Clhinirman, T ean-
not relate to vou in ereat detail, Some of 1t ix based on the so-callwd
Olshan=ky data. bhased in again on the poverty population in the Siate,
per capita incanmes. and the tax effort. The tdea then wonld be to assure
that thoze wonld be the prime determinanis of the alloeation rather
than the other eriterin which now determine the mateh. for example,
in medieaid.

Mr. Rocres. Tu other words, iF a State didn’t have an income tax it
wonld be taken into constderation.

Dr. Cooren, T wonld presume their total tax sitnation would he a
determination,

M Rocers, Similar to the Reagan plan,

Dr. Coorer, Noz it isnot the Reawan plan nosir,

M, Rocues, 1t would allow each State to et 1i= own ])Ii()lilit‘\ for
health programs based on the particular needs of its population and
s vesources, T this new £

Drv. Coorrn. Welll in the gense that States feel that they do not
have the fexibility to allocate their resonrees as they wounld like. They
Teel some of the constraints on the calegorical programs. as T under-
stand it vequires theme i they want this kind of activity. to have a-
cortain kind of matehing allocation, T that sense it is a constraint on
theirsetting of their own priovities.

Mr. Rocers, Tnother words. you don’t eare if the mainfenance of
State effort continues !

Do Coorpe, Tndeed we doswe vt i io inerease.

My Rocies, How ean yon zssnre it by Towering the amonnt of Fed-
eral funds they receive and reguiving o maintenanee of effort /

Dr. Cooran, Not o we propoze giving them Federal money, My
Clatrman, '

Me Ruaens, Tor S yvears?
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Dr. Coorer. No. We propose insisting that they continue the cur-
rent categorically supported programs while they reassess how they
want to do their long-term activity. Bot we do intend to recommend
inereasing alloeation of TFederal dollars to the bloe grant in subse-
quent years, TE my memory serves me correctly, the President recoin-
mended in an additional half billion for each of the subsequent 2
years.

Mr. Rocres. Ts that based on prejected inflation or some other
Tormula?

Dr. Coorer. Tt is based on the anticipation that hoth the population
to be zerved might inereage, ag well as healtly eare costs will continue
to inerease. although we woull like very much to hiope that =one of
thiz world be brought under control,

Mr. Rocres, How do yvou a=ssure that it would be brought under
control?

Dr. Coorer. Well, T eannot assure yvon that it would be under con-
trol. A= all of the health proposals in the state of the Union nessage
and in the budget are couched, we reatly wonld like to optimistically
foresee some curtailment. in the rate of esealation rather than absolnte
control, and those ave proposed by the varions techniques proposed
in the hudget, '

Mr. Rocres. Wello then, T presume in these programs von would
attempt. to control it by placing a cetling on the amount of Pederal
dollars,

Dr. Coorrn. We control the Federal outlay by that mechanism: yes.
sir.

Mr. Rocers. Inoother words, no matter what the need might be, you
set a ceiling and——

Dr. Coorer. We set a celling: ves, sir.

M Rocuis. And disrecard the results,

Dr. Coorer. We set o ceiling which would eonstitute the Tederal
participation ceiling. Tt does not mean that we set a ceiling for the
total activity.

My, Rocers. T understand that. The State can do whatever it wants
to do.

Dr. Coorrr, Welll T think there ave other participating sources of
revenue i the whole health system. one of which is the State, and one
of which is the private sector, and the others we expeet will continue
to participate in it.

Mr. Rocers. Well. that's the case presently, isn't it?

Dr. Coorir, Yes: it is enrrently so. We, Federal. and State govern-
ment. as you are awnre, support between 33 and 40 pereent of costs
m that industry, :

Mr. Rocers. Now the propased 500 million annual inerease would
be Tess than the projected inflationary inerease -in medicaid alone,
woitldnt it ¢

Dr. Cooper. Yes: according {o recent. vears' criferin, the rate of
ezenlation wonld be Tess, ’

Mr. Rocers. And do you have any proposals for controlling the cost
of medieal eare?

Dr. Coorer. Well T think we feel that cost containnients in again
are dependent on three or four setivities thar ausht to go on in a new
propasal sueh as bloel grants or invan effective way under current or
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new programs, be they no change. modification of existing programs,
or even something as extensive as a comprehensive national health
insurance proposal, We need to have a system to insnre that there is no
mappropriate duplication of capital resources in the medical field.
There needs to be appropriate, eilective monitoring and prohibition of
inappropriate or nnnecessary utilization of medical resonrces. )

I personally think that the most appropriate system for that rests in
asuccesstul PSRO program, as opposed toa UR activiey. )

And thirdly, T think the incentive svstem for rermbursement is
coing to have to be modified progressively in order to allow some of the
lower cost things like home health care, ambulatory care, outpatient
drugs. rather than foreing institntional care by the forms of the reim-
burscment proposal.

Mr. Rocers. But your block erant proposal would not affect those
kinds of changes beenuse you let all of those judgments be made by
the State, do younot?

Dr. Coover. Well, the fact that we reconmiend that the States con-
sider those judgments obviensly doesn’t consider it as a Federal pro-
gram of a speeifie type, althengh we clearly are giving direction as to
what needs to be considered.

[ believe we have to start from the propesition that these are hon-
orable nien. that we are all concerned in providing better services to
the citizens of the country and that they will aet responsibly.

Mr. Rocens. Now. allowing each State to set its own priority for
health programs based on the particular needs of its popnlation and
resources is exactly the purpose of the Tlealth Planning Aet.

Dr. Cooren. Yes, sir,

Mr. Roares. That this committee developed in the 93d Congress. Tt
was cneted last Jannary,

My, Carrer. T the gentleman will vield on that ?

Mr. Rocers, Yes.

Mr. Cawrere Tt lets the areas set their priorities, doesn't it/

Mit Rosers. And the Stares,

Mr. Carreee Well, really and the State. the avea itself has priority
Lo a certain extent over the State, .

Mr. Roeres, Tt lets the loeal people malke their own judement= which
T inderstand is what von want.

Dr. Coortn. That is correct.

Mr. Rocues, And that is what the bill is intended to do. the Presi-
dent siened itcand the adminiztration supported it,

We require eaeh localbarea to plan forr their necds, and then o State
plan iz madeap from the Toeal proposals, Tt wonbd et the priority for
health programs= in that Stace and in those loeal areas,

Mes Cowrer, My Chademan, won't vour legizlation aetally form a
controb for this block arant Won't it e in ebarge of expenditnre?

Mr Rocenss Teearrently s,

Dr. Coorer. And ander omr proposal it would noi, Dr. Carter.

Me Coarree. Sie Tt wonld not be.

Do Coore, Uiider o pronosal we worli cecomniend that one of
the vrogeams enfolded tnio the Fingneind Aesisianee for Fealih Care
Avtbe the Planning et Pubiie Low 95641 bt in the requirements
for the Stare phan the prineiples that vou just enineinted wanhl, in
effect, be reiipozed in developing this comprehensive ACTIVITY <inen,
i effeetowhat yon are sayvine i= =07 this e frameworls aeainst which

o
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- we are saying, yes, that shoukd be incorporated into the block grant

and then you should earry it out under that.

Now there is a diflerence. As yon will reeall. in Public Law 95-G4L,
the local agencies are not nnder the direet jurisdiction of the Srate.
There are certain relationships which we have heard from you about
our regulations, for example, that you think are a liftle too strong Lo
be mterpreted in relationship to the State role, as a matter of fact,
rather than the relationship between the loeal areas and the Depart-
ment. So there are some differences in intent.

I would not try to deceive you in that regnrd although the prin-
ciples enunciated in the Planning Act of what we are trying to accom-
plish for the allocation of resources and the containment of cosis we
subscribe to. We think at the present time we should review this deei-
sion, in the light of this opportunity to consider this more comprehen-
sive activity.

Mr. Rogers. Well. are you saying you would not implement the
Planning Act?

Dr. Coorer. We will eavry out the law as it exists. Mr. Chairian :
I want to assure you of that. While these dinlogs eo on, we will malke
every effort to implement the act as intended. Tt the Congress is will-
ing to consider the Planning Act and its inelusion into the Financial
Assistanee for ITealth Care Act, we would make every eflort to see that
the principles and objectives that are fortheoming ave included in the
specifications for that act.

Jut, I think yon will see when the legislation is finally proposed
that. in fact. it involves an exchange for Public Law 93-641 in that it
1s not continued in its current forn,

Mr. Rogers. TTow would you give the States the leverage and maoti-
vation necessary to control rising health eare costs?

Dr. Cooren. Well

Mr. Rocers. Arven’t these tools in the enrrent planning law?

Dr. Coorenr. Well. T think they have plenty of motivation as it is
how. As you are quite aware. they are being forced by the current
fiseal situation to curtail a great deéal of the services in certain Statos
hecause the costs that they are incurring become prohibitive. T thi, &
they have every bit the same stimulation to be concerned as we do.

My, Carrer. Mr. Chairman. would vou vield on that ?

M. Rocers. Certainly,

Mu. Carren. In many eases T rather doubt that. T regret to sav this
but many times State jobs depend upon the number of patients. the
nimber of peeple whom they zerve. Aud some of onr etuployees, for
instance, in the Office of Feonomic Seenrity ng we eall it in Kentneky.,
o ont il insizt fhat ot er people come inand e advantaee of this,
Thiz iz why T think HS.A is quite. will be quite adve s zeons heeanse
you will have vitizens there who nye eimploved by no ovs, who owe aflin-
iy o me one. They themselves will jake decigions »f 11 o local Jovel as
to Low that meney i< to Lo spent and T heliove it wiy? he wizelr done.

T hove thought for vears that we ought to hav o, aups of citizens
who shonld pass on eligibility of a lot of these people,

Dr. Coorge. Well, we think » very important monitor on this svs-
tem and leverage on this systen, as you gav. Do Carter, is the public,
nongovernmental employee. whether it be State or Federal. T thinl the
same principle involved as ya. are sayving—what vou infended in Tub-
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lic Law ‘>.‘}~()H——dv|wml~, np()n that open public dizewssion, mud the
involvement cf the eitizen, the consunter, the provider as well as the
governmental employvee, whether he be State or Federal, What we are
saying here is that we would like yvou to consider that you could main-
tain the same levers age of the l)lll)lll on the erployee by converting it
from the Federal employee to the State emplovee.

Mr. Coareerr. Wello Lam beginning to think that this, that HSA legis-
Iation is going to ave a very bene Ju tal effeer on the adminiseeration of
legislation coming 1inder the purview of your ofiiee. ‘erinindy I hope
it will.

Mr. Rncenrs. Tthink so too.

Now. vou say vour plan will reduce Pederal ved tape and comstrain
the growtliof the F “ederal hureaucracy.

Dr. Coorkr. That is our Liope.

My, Rocers. Well, now, how do yvou intend to cheek all of (hese State
plaus that vou have added here, It looks to be abont the sme Lvel of
activity as we are undertaking now. Who wenld cheek it

Dr, Coover. Yes, sir, we \\l” abvion=ly have to have i acministia-
tive stafl to check this, and in the President’s budget, there were iden-
tifieation of employees necessary for that. T wonld <ay thet until all of
the specitications are out, 1 would be better able todisenss this i 0 ogreat
detail as™ Vo specilic activities when the progrim is complete.

It is expeeted that since there are changes in granis nanagsnent and
in=everal of those kinds of things that the number of Governient em-
ployees would e less, but we obvions v would have to continue o re-
lationship with them.

Mo, Rocers. Athongh vou hasically ean’t make any detevininations
for them.

Dr. Cooper. That is correct.

Mr. Rocres, Aha. And conld you Tet s know Low many fewer em-
Plovees would be needed inthe F “ederal Government 7

Dr. Coorez We would give vou an estimate of thai. T have a Jdealt.
I do not have it with me, hut we will provide yvon with thai.

Me. Rocers. T vou could put that in the record for us.

[ 'The 1<)llm\'m'r formation was reveived for the vecord

FEarniare oF PosttioNs Toar Coven B o ared Ie Fivavceisg, Sssisiasen
w ianrn Cank Liarsnarios Te Mvaorn

Listed below ix an estimate of positions that conld he elindne o i the Fine
cial Assistanee for Health Care legishiaion were onaceted, along with sssoeinted
tallae ensts, Thic estimate inchides tud-time equivalent of crher postiions as
well ns pormanent positions,

It ix estimated that approximately 8558 million wonld bhe saved from the
climinther of full-iine permanent ymsitions< and he eguivalent of ofhere positions,
These savings wonld be offset by 815 mittion for positions tooroapnue the pew
blucek wrant progran, resnlting in a net savinues of approxinutoely i,

lelow i oa table which jdentitics the position and dollar rednetions asseeintod
with the hivck wrant proposal,
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1977 BLOCK GRANT PROPOSAL

Full-time

Full-time equivalent §
permanent of other Dollars (in
oositions positions millions)
Health Services Administration. . __.._..._._._..._ ... ... ... —619 -15 ~8.7
Center for Disease Control ... .. . - -1 7"777C - =413 .. 1-7.0
Alcohol, Drug Ahuse, and Mental Health Administration. —175 —40 —6.5
Heaith Resources Administration =367 ... -6.3
Sublotal, PHS. .. —1,574 -55 -28.5
Medicaid........ ... ~-816 ... ....... —-24.3
Developmental disabilit ~6) L. -L6
Total reduction. ___ ... ... ... —2.451 —55 —54.4
Assistant Secrelary for Health . 100 L. - +1.5
Netreduction_. ... ... ... ... s —2,351 —55 —52.9

' Amounts are based on average GS salaries identified in the personnel summary of the President’s budget.

Dr. Coorer. For the entire block grant proposal. I helieve it is a re-
duction of about 2,000 people, but 1 will get that number for you.

Mr. Rocrrs. Now, when will the legislation be submitted ?

Dr. Coorer, Again, do you have a State date?

Mr. Haisuie. No, we don’t have a date. I suspect it would be perhaps
2 or 13 weeks, not maueh longer than that, certainly.

Mr. Rocrrs. This committee will look at it when it is introdneed.

Now, I think it would be well thongh in ease the committee decides
not to'pass it that yon also give us the estimates of menies neeessary
to support the programs we are considering today.

Dr. Coorer. As I have said in my testimony. Mr. Chairman. in the
event that the committee does not consider the program appropriate,
on the bottom of page 11 I have recommended that we continne the
authorization at a level consistent with the President’s budget level for
1977, whiel: is about $79 million.

Mr. Rocers, And that amount is a component-of the block grant ?

Dr. Coorrx. Tt is reflected in the block grant, but I would eall your
attention also in the block grant that in the group that is called the
medicaid add-on the estimate for medicaid is betwoen 0.1 and 9.2
billion. The add-on package or the tump in is $10 billion. Therefore,
there are in addition to the whole level figires from 1976 from the

" President’s request, an additional $200 or $900 mithion that wonld be

available for adjusting programmatic needs in various alocations,

Mr. Rocrrs, What has been the compavison of the noneys appropri-
ated und spent in these same categories? What would those totals be
over the last 5 years?

Dr. Coover. Mr. Ishister?

Mr. Rocers, Certainly.

Mr. Tsmisrer, Mr. Chairman, T don't have the figures going bacl
5 years but T will provide them for the record.

Mr. Roaers. Yes. full, please.

[The following information was received for the record 1]

The specifie sectionk of the law now authorizing aleohol eommunity project
granrs amd contracts were enaeted in FY 1975, Previously the Commuuity Mental
Health Center authorities were used. 1'he following tuble provides u tive year
history denoting the appropriate legislation.
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My, Ismisrin, Thefiseal year 1975 appropriation foraleohol commun-
ity programs, including st atling grants, was $116.9 million. The amount,
contained in the Appropri intion Act enacted by the Congress was
$123.9 million in fise: 11}(:11 1976. This compares with 579 million in the
1977 budget, plus $12 million for Indian aleohol programs.

Dr. Coovex. And that was vetoed.

Mr. Tsmisunr, That is the aet that was vetoed.

Mr. Roarrs, Yes. So, the Congress appropriated more than was ve-
quested.

D, Cooper. Yes, sir.

My, Rearnrs, From 117 te 124, But you pick upat 749,

Dr. Cooven, Yes, sir, i

Mr. Rocres, And this will give what, ~ cent of what they have
heen reeeiving !

Dr. Coorex. Approximately.

My, Rocens. And then it coes dowi to w'

Dr. Cooreat. Sixty and tifty,

My, Tseisrer, Fifte and twent v

Dr. Cooppr. Fiftyand twenty2fi

Mr. Roarns. Fifty nud twenty-tis

D, Coover. Yoz, sir,

Mr. Bosens. Now, what happens if a state ean’t mateh those funds?
Whart if a State like New York were having finaneial diflieulties,

Dr. Coorr. We will have not made a recuirement that the State
mateh.

Mr. Rocres, So yvou anticipate that if they don’t have the money
they would close programs?

Dr. Coorer. Welll ot me read fronn page 2 of the supplement nnder
No. 6. State Finaneial Participation, No State mateh 1= veqived under
the block grant program. States and localities spent $16 billion of
their own funds for health purposes in 1975, and at least this level of
spending iz expeeted to continue.

But I have no way of assuring vou under this proposal that they will
continue to match any specific c.lt(-rrm\ by enrrent formula. The pur-
pose is just.the opposite. to allow them'the flexibility to do that as they
wish ornot at all.

Mr. Rocens. And has any analysis been made as to what projected
services will bo closed?

Dr. Coorer. I do not have suel an analvsis. There are stndies going
on now. I do not know if it answers that partienlar question, M.
Chairman, T-wonld be glad to forward to you what we have on that,
if vou so desire.

Mr, Roarrs. Well, I think this would be a most important considera-
tion for this committee. If what von are proposing simply closes serv-
ices. I think we shonld know that. and to what degree we might antiei-
pate it and T presume if you go from 80 percent to 25 percent in sup-
port. you will have a rather swmﬁc'lntnumber(‘lnsed

Dr. Coorkr. No, it doesn’t mean that in that form, Mr. Chairmnan.
What we are saying is that there is no reason why from our stand-
pnim that the activities support should necessarily decrease at all
cluring this period of time. ITowever, recognmzing that in certain States
their achwt\ in alcoholism or in any of the other categorical activities
may he poor operations, inefficient, unnecessary, if by chance that the
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State would have the option of terminating that just as we do on oe-
aRion for an inappropriate ov mvlloctl\cpmJoc .

On the other hand. that provision is not toset a level of activities for
those 3 vears but just to insure that they arve continuing to think of the
continuity of those periods duving that period of time. Flere is no re-
quirement. that they reduee the activity and no necessary anticipation
that any given State would =et say alcoholism as o low priovity iten.
They may indeed eleet to nerease llw allocution for aleoholism,

Mre. Rocis. But. then other service would be deereased if they in-
crease their aleoholis alloeation.

D Coorers Welll L don’t know that any gervice would be cut out. al-
lllmwll I sonme States, as vou are seeing now. things like the provision
of optometrie care o falie teeth or other things are being gradually
pruned from <ome of the public service programs.

[ cannot. T.do not know. and I don’t know how we conld anticipate
at this poine in time what States would elimirate or inerease what
\('l\l('(‘*

Mre Rocres, Wellowe have State plans,

I)r. Coorrr, Wellowe would have after we =i the plans, yes, sir.

- Roteiz, We Lave State plans in enevent lanw, Flasn't THEW in-
*'~l('(il|)1' the law -

D Coerrre You mean inmedicadd 2

M Roarss, T niean in stare health plans.

Dy Coorte, Well in the Comprehensive Flealth Plaving Aet.

Mro Bocies  Welllof conrse, that preceded the present planning bill.

Dre. Coorer, Yoo

M. Rocus, They were to bave subnitted plans. T presume you had
thesn \.m)rlll! H not. vour 1).t'¢h-(~<-~~()|ulul I hope.

Do Coorrr, \\ el if one =eratinizes those that T have had the plea-
sure of ~eeine Ddon’t think we canextract from it that kind of speeifie
data in numbers, beeni-e as voirare well asvare from the dizsenssions woe
had priov to the consideration of Public Law 932641, the comprehen-
stve pl.m- 1w activity was aquite uneven and not auiform across {he
country, Therelore, w»lnpwln nsive plans rarely reflected State ae-
tivity reports rarely veflected the kind of specific data that we wanted
Lo wet o ven niler 31 tDoSo T riinls werhave @ ways to go in being able
to provide :' st and an that sense the requirement for a new compre-
hensive placawith the specifie data ax painted our under the |)l.1u
reitire nn-'x'~ heveo will help us in planning that kind of evaliarion,

Mr Rogers, Welll 1 think this committee shonld have some knowl-
edere s to what will happen to existing health services i we pass this
type of progran.

Mo Canrees M, Chairiaan,

Mrs Roserse We have to aceamnt to the taxpavers for Federal ox-
pendditures: not just let it zo our and be unsble to tell what ix
havpening. ’

Yeo!

NMovc Camree T eertaindy agvee on that, T don’t keow. Tdon't helieve
this questien has lwvn 1~l\m at leust I ll ave not heard it

How dobese anthoriz mnn~ i PLEL EIBTT connpare swith anthoriza-
tions for the preceding 5 vears !

D Conrrz They ave the same as the fizeal vear 1956 awhorization,

MicCarree Thev are loss?

24
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Dr. Coorer. Mr. Isbister can give you the =pecific details for the
record.

[ The following information was received for the record :]

The specific authorizing legislation for project grants and contracts was not
enacted in tixeal year 1975, The authorized levels compared with those propesed
by ILR. 11317 are as follows :

Fiscal year—

1977

1974 1975 1876  (H.R. 11317)

Lo ) 80,000,000 95,000, 000 95, 000, 000
Sec. 301...... e eieiieeeeiiaeeeaeeeanas 80, 600, GO0 80,000,000 80, 000, 000 80, 600, 000

Mur, Carrer. And we are not requiring the States to put up any
matching funds, 1s that correct 2 ‘

Dr. Coopex. That 15 correct. The block grant does not require speeitic
matching funds. We expeet that they will continue to support total
health services in theiir States by as much or more contribution than
tbey have in the past and that they would not terminate. T have to take
ax an article of their interest in people, as is ours. that they are not
interested in terminating productive. nportant servie

Mr. Cawrenr, Of conrse on mediead do vou intend to continue the
sime fornmla as vou have with differont States? .

Dr. Coorer. Mo, <

Mr. Cawrer. Yo don't? .

Dr, Coorer. Noosiv, We mean to have a different formula that wor. |
be determined, and this would be a shift. two differences. One is the
there would be not matching requirements for the whole package,
Including the medicaid prograni. The same statements would obtain
what T just said. :

And second. the total Dlock of grants of Federal money. the $10
billion that are included. would be determined by the poverty popula-
tion. the income per capita. and the tax effort of the State,

Mr. Carrer. You would require a State contribution, would you
not.?

Dr. Cooren. No. sir,

My, Carrez. Not for medicaid.

Dir. Coorer, For nothing,

A, Carrrr. Well, at the present i

Dr. Coorer. And a State the statement iz on section 6.

CAe. Carren, Well, what about——

Dr. Coorrnr. We expeet that they will, and we hope, that they will,
continne to contribute the $16 billion or more, hut we will not propose
a leal requirement that they doso.

Mr, Carree, Up to this tine hasn't the Federal Government heen
providing approximately 75 pereent of this and the States abont 25
pereent.? :

 Dr. Coorre. Welll our estimates. T think yvou would sdée heve. Dr.
Carter. would he somewhat tess, not for the whole package. We think
we are providing in this category about $10 bhilliorn. wherens the
Statesave providine about 16,0 it is a little less thar half.
Mr. Canrer. Welll onr State T think the percentage is much larger.
Dr. Coorer. Some Statés are much larger and some are smaller.
68 -8R - Theee 1T
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Mr. Canren, Yes, sir,

Mr. Rocenrs. But there would be no variance between States under
the block grant ¢

Dr. Coorer. Yes, no, no.

Mr. Rogrrs. You havea formula.

Dr. Coorer. There wonld be variance based on the poverty popula-
tion, per capita income and the tax effort.

Mr. Rogers. Bit not necessarily the need.

Dr. Coorvin. Well. if you consider that the need is primarily focused
on the.disadvantaged population, there is a relationship to need, but
it 1s not determined by specific categorieal disease need.

Mr. Rogrrs. Welly aleoholism afificts more than just the poverty
population,

Dr. Coore Yes, there are—=—

Mr. Rocens. Doesn’t it ? :

Dr. Coorer. Yes; T think some of the activities in aleoholism ob-
viously impinge on all strata of society and that is why the proposal
does not say only disadvantaged population. Tt says prin rily focused
on it. There are other categories that we will discuss tomorrow. and
major medical services which is another eategory with other unique
special relationships. So we won’t want. to again necessarily excliude
any type of speeial Federal relationship. but we want to get at the
probler of how to efficiently allow loeal priovity setting in this health
service eategory,

Mr. Canrer, Mr. Chairman, on that T won't say it cuts straight across
the sccial stratas at all. It has been shown that the poor and those
who are unemployed imbibe more. T believe. Recent statisties show
that. do they not?

Dr. Coorrer. Yes: T think statistics show that.

Mr. Canren. Yes, gir. it is so. If what I read in the newspapers is

correct.

Dr. Coorrr. Well, I just wanted to» make sure that evedyvbody didn't
o away with the notion that the aflhient didn't drink.

Mr. Carrer. Well, T know some that consume quite a lot or scom to.

Mr. Rocers. Well, T am concerned that the Congress must. have
some mechanism to account for the funds we spend. We are held se-
conntable when we go up for election. And I have some concern about
siply turning over funds to governmental bodies who have no re-
sponsibility or accountability for raising the funds. T am not sure that
this is a very good principle to establish—that you hold one body ac-
conntable for raising the funds and they have to explain the tax bite,
but then you give them no responsibility as to how the funds are to bo
spent. Instead you let another governmental body, which has nothing
to do with raising the money. spend it.

Is that a good governmental principle; does OMDB really believe
that? Now I know you can’t speak for them.

Dr. Coorer. I can’t speak for OMB. But, I speak here for the
President rather strongly if I may and that is that the President is
not interested in nonaccountability. ITe is very interested that the pub-
lie dollars be spent efficiently and effectively and this is at the heart
of his whole fiscal program.” And on a very serious thought, I think
that he is interested in accountability and effective use there.

On page 7 we do require reports and maintenance of records and
we do think that the real bottom line, as you are going to keep asking

Y og g
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us program after program, under any form. is whether the people are
getting any better or the health of the Nation is getting any better and
ag we reported to vou recently. T think we are making progress. So
there are forms of d((‘()llllf‘ll)llll\

The-other point T wonld make is that it is not that different a pro-
posal. T think, in many respects vis-n-vis this issue as other forms of
revenue sharing.

Mr. Rocerz. Which T voted agaiust, vou might be interested in
knowing. T have great concern abont the principle of just turning over

230 hithion in revenue sharing.

Mo Correr. Well, Mr. Ch.mmm There is much to be concerned
about. Sonte people think it iz manna from heaven when actually they
have contributed to it.

Mr. Rocens - Tt is their own money.

Well. T know we will be going into this further in the future.

T think we have gotten the thrust.

Dr. Coorkr. We will have another item tomorrow that is also
for imchision.

Mr. Rocrrs. Yes, well that will be fine.

Now is there anyothing that should be said about the aleoholizm
progranton the part of those whe are administering it ?

M. Ismsrer. T think Dr. Cooper did a good job, Mr. Chairman. of
sunmarizing sonie of the ae 4)1111)l|~‘mwnts that we wanted to present
to the subeomimittee,

Alec Rogers.. What are the failnres?

\[1 Tsmsrrn. T will speak to that briefly and perhaps Dr. Noble will
take it fiom there.

! think that in any program you never make progresa 3 quite at the

rate that veu want to. Our concorn ultim: itelv 1s tor the l\md~. of out-
comes th: 1r D, Cooper was talking about with Tor, (‘mtor that 1s to
say. what is happening to the 1)1()1)10111 within the couniry in terms of
rates of aleoholism.

Mr. Rocrrs. Yes. Let me ask this. Are there any States where they
are still putrmsz aleohol abusers in jail without real treatment and
follow-up?

Mr. Tsurster. Well I think one of the areat

Mr. Cawrer. Yes, Mr. Chairman, T can attest to that.

Mr. Tsmrsrrr, But I think that one of the areat accomplishments
of the Federal effort is working with people at. the Stute and local
level as Dr. Cooper referred to carlier. Mr. Chairman, the fact that
some 25 or 27 States have now adopted the Uniform Aleoholism Act,
the much greater attention to the problem within the health and medi.
eal community, the vecognition of alcoholism as a health problem, the
treatment of ‘alcoholism oufside the criminal justice system, are all
areas where we have made remarkable progress in the last few vears.

Mr. Rocrrs. Now, how many have adopted the Uniform Aet within
the last 2 vears.

M. Tsurster. FTave enacted the uniform act?

Mr. Rocers. That we know of.

Dr. Drerrve. An additional 20 States.

Mr. Rocers. Twenty in the last 2 years?

Dr. .Derrixe. Yes, cither in its ‘basic entirety or in a somewhat
modified form. There are now approximately 35 or 3¢ States which
have some form of the uniform act on their books.
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Mr. Rocrrs. Do they ? But only 27 have descriminalized aleoholism.

Dz, Deritize. Noo 1 am sorvy, 25 States Iave enacted the nniform
act almost in its entirety and a further 10 or 11 States have adopted a
somewhat modified version of it, but basteally in agreement with the
major principles of it.

Mr. Rogers. As a health problem?

Dr. Deerineg. Yes.

Mr. Rocers. Inother words, they don’t throw people in jail.

Dr. Deerixa. No. -

Mr. Rogers. So we have about 30 some odd now.

Dr. Deerive. About 35, yes.

Mr. Rocers. What other problems exist ?

Dr. Nosre. Are yon asking me?

M. Rocers. Yes, Doctor.

Dr. Nosur. Well, as X sce it, I have come at the time in the Insti-
tute’s history when there is a tremendous momentum generated and
an awareness. but I think we have just barely seratched the surface
when you talk about issues and problems in onr country. There is
a tremendous incerease of aleohol abuse in our children, and it isa pro-
blem I anmisure of great coneern to all of us here.

There is, I think, an inercased ineidence, for example. of aleohol
abuse in terms of its effect. The 9 million figure that we have given. [
an not sure that that is correct as of today. So we are going to have to
soo the incidence of that and the epidemilogical data. I have a hunch
that is probably a bit on the rise. I think we have by no means stemimed
the tide.

So to answer vour question in terms of problems. there are problems
aenerated. There are about 3 million womnen aleoholies in owr country,
but agzin we are not sure of that number beeause a lot of them are
what we eall eryptic alcoholies or in the home and we have to devise
methods to try and rind these peopie and then render them help.

We have problems that have come up with research in torms of an
alcoholie syndrome where women who drink alcohol when they are
pregnant have defective babies. T think these are problems coming to
onr attention as more research is being done n this field.

So I think there are a great many problems vet in front of us.

First T wonld like to see the tide being stemmed. T like to see evi-
dence that our drinking is coming down and the abuse problems in
alcoholismbut T don't have the feeling vet of that,

Mr. Rocers. Do we have cnough trained personnel to deal with the
problem?

D Nosrr. That is a problemn also. We would hope that more people
would beecome trained at the State and the community level. We are
doing our share to stimulate that. espeeially aleoholic counselors—
and not go much perhaps in terms of people to be trained de novo.
from the start. but we are tryving to get people who already have had
some inglvement and get them into the aleohol field.

Mr. Rocres. And wonld vou let ns have for the record your sugges-
tions or the Institute’s sugeestions as to what should be done in the
areit of prevention.

D Nosre, T owill be happy to.

[The following information was reecived for the recerd ;]
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PREVENTION OF ALCOUOLISM PLOGEAM

Lot e fivst point ont that the prevewtion of aleohiolism is vory complex, We
arc ot dealing with an itlegal deng, or even obe which is hannmml if nsed o
mderation, Thevefore, we do not suggest abstinence, s rather g concept. off
re<sponsibitity, ‘I'hix coneept las many faeet=, for example, the prevention of long
viee edical problems loss of job and foamily, teallie fatalitios, ore,

Ax o new Dirvector, T wonld ike to see the prevention of aleohol abnse made
U peiority autong the National, Rtate and oea) orgavizations. Youth edueitional
1 rosraiis on the respousible use of aleohol siionhd e expaneded, Provention poro-
dicsc b the eavly reeognition of aleohol problege amd vesponding to the needs
aleolinl abusers, shonld also Le promoted. T wonld like to see the preveution
craponuenis of exisibns treatment cand rehabilitation project= expanded, Move re-
RS ul« want o the development of better prevention Irogrins should he
IRIIRNT tnaddition, move evaluation shoull be condueteld on the diTerent Pre.
voibon teehknfpes inorder to assess their effectiveness far cerain conmimitjes.
Ao Toworld Tike to develop greater prublic awareness of aleoliol abuse and
aleeholison throngh one Natioual Clearinghounse for Aleobol infornition and other
prevention efforts,

O prevention proginta atterpts to foetns on all of this and 1o einphasize
cerhin arens gecording to o certain conunttuities, Although the prevention efforrs
i< mostoeomples amd chatlenging it vemains an arca where the potentianld rewa s
are the grentest.

Mro Rockns, What arve the most <igniticant progrmnms H-lt Ive de-
ve lu, dehave voue eticoninged activities in one State 1o be used by
oilier States, for instanee ?

Peo Nopree T othink we are just getting into that. John perhaps
couhil niswer more of the specifie 5.

D Diemisa Yesoa punher of onr deconsteation projeces 1 think,
e eneonraged other Siates to mount scme what ~imilar 1»1«)«r1.nn-
We e chrrenily spending some =10 to 212 mithon a vear on o mnge
oF netiviiies and T think we are just beeinning o =ee sorae of the pay-
ot~ from those,

M Careee Mo Clindeioan,

M Reares, Yes

Moo Canmm On thaty already vou are snending some 210 to 8§12
witllion a vear far w

Nivo Bocies, Demonstrations,

Moo Caerne, Demonstrations?

Do Dreisas Forall of our provontion aetivitios, isaclly defined,
-“.\'

Mec Curren, Suelas what ?

Dre Dipiisa, We have got quite a constderable < of woney in eur
Vot Ik 4 cormmnnity e ediention aciivities,

M Coarrree, Where do you conduet these——

Byes D, These are——

Me Canreee [ mlt’i"uina] Fdueational activities,

Di Drrava, These nre conduensd at the loeal grass roots level, A
tor ol then are chaneeled throngh sueh ormnizations as the PTA,
the Falneation Comrdesion for States, of cotern—throngh the school
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Mr. Carrer. Thanl yvou, =ir.
Dr. Drreise. Jayeees.
Mr. Cawren. There is one other questior. About how many paiients
do you have. do yon treat in 1974 under the aleoholism program ¢

Dr. Deeiza, Our larest figurves arve for 1973, Total patient contacts
are estimated as being slightly under a quarter of a million from onr
aleoholism conmunity treatnient project grants. -

M Carrer, You treated 230000 ¢

Dr. Deerisa, About a quarter of a million.

Mo, Carrie, Yon treated that many people 2 Of that munber, whar
was vour rate of recidivism g

Dr. Duriixa, We have just coneluded an 18-month follownup, and we
hope to have shovtly the results of a S-vear followap on a random
sainple of this poputation. We find that” we have had a faivly good
recovery vate i about 70 pereent of the population passing through
Onr progrims,

Mr Carrere You have a 70 pereent ?

P Deenisa, Yoes,

Dr. Coorkn. Good eating—rnor vecidivism.

My Roces, Thirty-pereent vecidivism,

D Conprr, Thivty pereent,

Mo, Cawrer. That 1 the hest T have ever heard.

D, Coore, We don't want to oversell that. It i= a <hovt-term project,

Caie Cavre, T would like 16 <ee hannd statisties to that.

Do Deviexe, We will be glad to submit a copy of that.

Mrv. Rocus, T vou will submit that for the record, that would be
helpiul.

[ The following information was received for the record )

Study finding. from a <sample of 1,329 clients entering treatment in onr NT.AAA
funded Aleoholism Treatment Contoers (A1TC) revealed that 700z were siznifi-
cantly improved at eichiteen months afier tiest contaeting the program, Forry-six
pereent of the elicils studied were abstinent. Sevenly pereent Ll redieed their
level of drinking helow one ounce of pure ethanol per day, inehwding the abstinent
#ronp, In addition, an employment increase of 1666 was reported for A'TC elients
i thé Tubor foree with a eorresponding 41.9¢7 inerease in monthly eirned income,

DroDrerixa, I ihink one of the miost enconraging things is changes
i the levels of emplovment over mnemaplovient. 1f vou like, the de-
cline in_unewployment that is going on within onr programs=. the
dectine incthe e of other inpationt facilities and alo the deciine in
the Tevels of Impairment among the populations which are heing
trooted,

Mr Rociis, A oright.

Any orhersuggestions v anyvthing that the connnittee <honld know ?

LEnor. thank you for your presence,

The heaving is adjonmed.

[The following statements and letters were reecived for the record 1

NTATEMENT OF JAMES O IICE, ADMINISTRATIVE Direroi, MaNgaTray
Dowesy Prosrct

My marae ix James C Rice, Admivi<immtive Divoctor of ihe Manhattan Bowery
Project. S Fast Sed Siveer, Now York, New York 10003,

The Manhattar Bowery Project wias founded in November, 1967, by (he Vera
Instiinte of Justiee, Tt was orizinga Uy concoived ns criminal jnstice diversinn
projeer i has evolved into the majne comprehensive aleololisn treaiment pro-
gram for disafiilinted aleoholics in the City of Now York, The U'roject is 0 nol-tor-
profit corporation with a distinguished Board of Trusiees (rom all walles of public
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aml private lite, Roth the Tistees and the Project’s stafl ave dedicnted to the
prineiple that disathiliated stleohobics, or public inebriates, are entitled 1o high
aliber treatment and rebnbilitative services, Tiwe Projoet’s goal is to strive (o
climinnte the pnnitive amd repetitive arrest peocedire 1o which disatlibinged
aleoholies Lave been subjectod i the past awd 1o provide for the medical, social
and voeational needs of alenhotisim’s most severely atllicted popnbintion,

Following the Project’s openineg in 1967, arrests for pubtie intozication on the
Jowery declined sharply, Today, sueh avre e virtedly wopeesistent, The roj-
eet has served as o model for other commuuitios throushout the conntey, Visitors
represemting health care providers and law enforcemeni asencies loive come (o
ohserve how the Project operates, Aninercasing nnmber of seates are deeriminaliz- .
ine public intoxication, New York amony thew, sond e<iablishing proceinms similaire -
to the Project’s as a hunine alternative e inenreerition, Sinee iis inception, the
Project his benetitted rrowr the wholehearted coopertiivn of the Now York City
Police: Departnent’s Ceiminal Jastice Division which contrivutes ~taff to the
Projeet, This cooperation between i top iw enforcement sgeney and an expoeri-
cieed healthe eare sind social services provider i= an ideal neodel for other ol
cormunities to follow,

The Project presently oprrates Sve peijor prosesin components ;

Rtreet resene teams nanned by poaineiothesmen ol Projeci resene sides.

ACcAR-hed ont-of-hospital inpaticnn aleobol detoxitication nuit .

Ancleoholismy outpationt elinie,

A Bleperson tong-termn Suppovtive Residen
progrmm (NTI1%),

A IS-person work-ortented therspeutic residenee lleg Projecr Renowsl.

The single most unique teamre off Projoet operations is the stroel resetne testin,
Two team< are presently in operation, oine in g Bowvery area of Manhatian and
the seeoml in the New York City Polico Depariment's 20th Precinet. Dirivine an
tmarked police vehicle, the teams pateal the Bowery aand Manhattan's West,
Ride three or more times every day on the loohont for o eolioljes wha are in-
chrinted, wivhdrawing, severely debilitaited, or about feooes ciee tranngy, siuehas
convitlsions e delivimmn reemens, “The teans returns fe il cegject with aniy those
wen who wish to gecompany thent voluntarily or su s atmbubinee, i re-
anived for aente cmergencies, Tt wedicat help is nor desiroed by the prospociive
patient, the reseie ton with offer eihier assizsGinee to mon on e strect suel
as moving them to sofety or rettrning them to Cieir ieoanes, In 1he Uity off New
York, disattilinted aleoholies ave o lonzer restricied to phe Bowersy o bt
freqirens virrnally alb areas of the tive bor Deectids an the parer of Jaeal
copmunities for o resene team to pairol there preg e muliiplied over ihe past
veur. The Project has responded to sneh reairs<t= with niiers< (o formaliate plans
for s resene temn seryving loeal neighborhouds,

T'he Project’s iupatient anit is a haven for those persons oanedieal need and
the wateway (o thie tresttment system, Patients adwitied to the unit roceive medi-
citbeares psyeliatrie consultation and evaluation. conti~elling, <ocial <erviers aml
referral to aftereare racilities. The snbstantial number of pefertals to aliereire
cag be atiributed in Lirge measare to the positive and hopefu! atmaosphere, eronted
by stadly whicl prevails on the inpations unit, The referrls (o Siage hospitals,
slealiolisine rehabilitntion unitg aad residentind Geilities fnerensed 1h Praasio year,
retletinz a vrerremee o the part of disafliliated aicoholios for 1 decent roof over
thede ks rather than living in Bowery flophutisis while artensiing the Project’s
aint ient department,

Sfiniher of people using the Project’s onroaiions depn
fal prozress iy <pite of the antpatient elinie's Huigel] < il capabilidy,
0L of 317 nmien seen ju the elinie during the st year had one or more
months ol continuon< sohriety, 1572 0r 70 08 371 men Lud siv op ore menthis of
crarrinnans sohriety, G20 ne of 371 did not have to return to e inpeiticnr nuirt
for deioxitication niore than oneo dirice the enijre year. the Nroject is promd
vl TR reenrd with an especin iy diffienlt popubation,

foral aleoholism progenms se the possihility o job loss 1< g lover fo
ployees to seek treatmen for ateohobizne A tter aleoholies have last ail
s family, Tome, friends aed dife savings, a inb and stendy earninos
comstitdie the s vestige of selfsresqeer, By the ne ioken, a job and stemdy
coviing e of canal signifivanee iooaleaholies, uck s those the Project zerves
who ave swithour them, )

Fhis prineiple i< the Sonlation upon whieh Projort Renewal was established.
feahiolies enrolled in the yeavdong progeam, mose of whom have hd
titthe or no pecent work exporicnee. bave found g regularly pakd worl routine

L Pherapentic Eoavivorinent

et e making

Povwnry o
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cleaning and maintaining % City playlots to bhe of =iguiticant benefit to them in
avhieving sobeieiry and regaining selt-respect, The work rontine eombined with
individial and zronpe colnselting, recreational activities, and edneation, is of
substaniinl vilne to Project Renewal's trinees as they strive to reenter socieiy’s
mainst e, :

The Project’s Supportive Therapentic Enviromuent Progream, known as STED,
i< thee omly peeagranm of itz Rind tor recovering aleoholies in the City of New York.,
Itois <ttuated on the <ixth tloor of a0 =ingle room occupaney hotel on Jane Street
in Lower Manhattan, STEDR hounses 1 male residents, who may remain in the
program up toa maximnm of <ix moeaths, The men enroll in the City's public as-
<istitnee progeam, beentse involved in loeal commuyunity aftairs, and take part in
mi-site appertive services, Recontly, gradnates of STEP who chose to remain
at the hoiel coulld select o room on anather thoor of the Jane-West Hotel where
an ateaiol-free coommunity has taken hape, These men formed o <elfoeoverning
Transitional LRestdepee and handed together in odder to maintain their <obriety
wained while in the TR progream,

In adidition to the foregoing operating components, the Project is about to ein-
Lark npon the establistunent of two new funovitive canponeits e Manhattan's
West Nide, servite an oarea from SSthoto 900h Streets, Cond 'ark west to the
Hud<on River, inchnding the Penn=ylviania Station  Madizon Sguare Garden, the
Tinps Sguare, the New York Colizenm and Lineoln Center arcis, A non-medical
detexitiention unit <erving 235 to 10 people at any one time for an average 5.7 day
<tay il oan associnted intermediatesternr residentinl rehabilitation program
serving 19 people will <oon be G operation, Conmunity aeceptanee of these two
Prowrinn compoients has been remarkable, There is o general recosnition on the
part of an enlizhiened and cdueated West Side commmnnity that treatient and
relmbititgtion services for the disafliliated aleololie are a necessity, Community
residents z2re willing to have these two programs in theie midst because they
provide hope for thie hopeless among then,

The Manhattan Dowesy: Project is fmnded fhroneh the National Institnie on
Aleahinl Abn=e and Meeholisin, the New York City Department of Mental Health
and Mental Reramdation Services, the New York State Departinent of Mowal Ty-
ciene, and the New York iy Dayartment of Fployment SdManpower and Caveer
Developent Ageney, The DPeoject ceatefully acknowledgzes this suppoit and co-
operiation, Without it, the Project would coase to fnnetion, Countless individoals
in borh afficial and unoflicial eapacitios have came forwamd durine this past vear
to express their betief in the work of the Manhattan Bowery Project at o time of
fixeal eriviz, The Federal, State sund City covernments all have heen outspoken
in =nuroct for the work which the Projecr has done and is confinuing to do with
di=afifiisnted aleahiodie people,

The quality of it the City of Jew York depends on agencies suely as the
Troject to e able to affer viable il canstrnerive alternativies to lielpless people,
peoplee who not only are o visible <car an the facee of the City, Tt those whao, by
irtue of the patiee of theiv afiliction, are not always well received by <ome help-
ine naeneies. A creatmeat staff dedicated to restoring the well-heinge of men and
wornent whoe atre <o afflicted iz evitieal to treatment onfeome, The Project has as-
sembled <ueh g <t one wlhiteh manasees to aveid beeoming eynaieal and down-
trodden when confranting the <ame pationts aver and over awsain, This vnigue
ability to sustain enihnsin=m ean he attribnfed in larce measire to the policey of
the Manhattan Bowery Drajecr to empley craduapties of its progeam components
in order that they may et @ <ense of lope ad initintive to the pationts with
whom they come inta cantaet, The positive effect of helping others who, Tike them-
<elves at one time, find thems<elves vietims of (e most insidious dizease known to
man, helps the helpers to inild a gennise sobricty sl fo give a very special
meaning to their worlk,

Thix work misr eantinue, The Feder

1. Rtate and Ciiy azeneies whae prime
those offered by the Manhatian Dowery
Trojeci, must continue fo work in coneert with one another as they have onle
Just legnn to do. This isx o moest if we are eolleetively to wawge eomhat in the
ficht awainst despair, hopelessness and exerneiating doath, The Manhattan
Vowery Projoct olds ont hope for the disafiiiinted alcoholie peopde of this coun-
tey. The Preajoct dmst connt on ihe rezources of gcovernment in order to carry on
it< vabeaide work, This wark is not onty valuable ta the recipients of the serviee
but fo he erammunity and the conntry at large, 1t eannat aml mnst not he
uerlected, Adequate resonrees mnst be devoted to its continuanee i0 there is (o
he Lo foe tae future,
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EbrcaTiox COMMISSION OF THE STATHS,
Denver, Colo, Januwary 21, 1976,
Hon. Pary G, RRoGERS. L
Chairman, sSubcommittee on Public Health and En vironment,
Rayburn Illouse Ogice Building,
Washington, D.C.

Dear CoNauessmaN Rocers: On behalf of the Fducation Commission of the
States (ECS) Task Foree on Responsible Decisions Abouc Aocohol, T would like
to indicate our interest in the renewal of legisiation that authorizes the current
federal alcoholism program administered by the Natiomal Institute on Aicohol
Abuse amd Aleoholism, These programs amd authorities are elearly peeded on o
eontinuing hasis, and we are pleased that you have infrodieed LR, 11317,

This FCS task foree has a concerned inferest in placing a high national priority
on the prevention of aleohol-related problenrs, There are certainly many opinions
abont how these problems can be prevented or miniized. The enclosed docir-
ment attempts to snnunarize the points abont which there is widespread and
commuon agrecment, Hopefally, this document ean he helptul to you and your sub-
committee as yYou eonsider the newd For an active, antionwide effore to address
wleoholsvelated problems,

Durine the last two years the sk foree has heen mectinge with NUBIOTrOIsS
organizations and individoats from the pulidie and privite scetors (o dovelop
recommendations an planming and deiivering primary preventive cdueazional
brogeams in one narion’s states, Preliminary reports live been prepared by the
task foree amd are cnelosed for yomr informition. A final rediort of these findings
witl Le available in Inte 1076,

I we mixht provide your sabeommittee with addiiional information. T wonhl
very mueh appreciate hearing froe vou, Aeain, wmay I express onr appreciation
for the attention Yo are giving to (his e ter of wre nationnl conearn,

Nineerely,

1.

Jonx L W,
LFormer Gorernor of Sauth Caradive and Clistiviren, Idueation Copinz-
sion of the States Task Foree on Responsible Deeisions Abont Vlealil,

Tue NEey ror HIGH PRIORITY FOR ALCONOL ABUSE AND ALCOTOLISM Puin
Furcarion

The problems of aliohol abnse and gleoholism have existed throunchout most
of civilized history, 7aey are tenacions and devasiitine profleans that continng
toexact an intolerasie toll i teras of i sufferine, soceinl disruptions and
ceononice losses,

It iseasy to reach agreement that the nossive health impairments, geeidenial
deaths, family problems, ceonomic loss aud the other tragic probiems of alenhol
abuse and aleolholism m be redueed, The precise methiods of achioving this.
however, have been illnsive : and i has beenme eloar that lewe vrohlems do not
have o single canse aud do not lend hemseives tn single sohtions, Tt is, there-
fore. obvious that redueing the proidems relazed to aleshol abnse and aleaholism
reqitive o nmttitaceted itpproach,

In recent years researel in these nuiriers has heen inereasaed, and we have in-
creased, somewhat, our understanding and knowledge of aleohol gbuse and
aleoholizm, Mucl of what has heen learned his also servid 1o confirny the con-
pex miture of aleoltol abuse and aleohnlism aud convineed us that a wnlti-
faceted program of roseareh must e continned and eapanded,

The wisdom of providing treatment and rehabilitation services to aleoholic
reople Is now heyond question, There is always roon for improvenens, but sue-
cessful aleoliolism trentment methods are kKnown and have the potential fo recap-
ture inneh of the human porentinl we have historically Tost to aleobol alnse and
aleohioli<m, Tt ix viral thar the federal thrast toward makine high qnality treat-
ment more widely availible be eontinued and expanded, Tarv ton fow adeolobie
people have reasonable deeess to aleoholisa treatmenr seeyviees, and exrondime the
authorities of the Comprehiensive Aleohol Abuge and Aleoholism revention,
Treatment and Rehabilitation Aet of 1070 is cksentinl,

Tie itmportant programs of reseiarelh, training and treatment leave one jssne
unsettled, Realistically, we know that the age-old problems of aleohol aishse gl
ialeoholism are not coiug to rtop acenvring awmong fature gencerations niloss we
take come Lind of preventive netion now. Even with a diligent offort now, these
problems are not going to disappear, So the real and honest question for the next
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few vears is how to reduce the potential for harm—how to promote the kind of
respect and eoncern for one's self mud others that will tead people to rexpousible
decisions #hout aleohol and an understanding of aleohol abuse, aleohwlism and
related pive.ins, Admittedly, there are many problems whose relationship to the
nse or misuse of uleohol is not fully understood, and we must continne to re-
seareh these matters, But our obligntion to future generations is to use what
knowledge we have gained in recent years. It is far more effective and less costly
t prepare an individual to avoid or cope with problems than to have society
remedy these problems after they oceur. Thus. there is an urgent need for 2
major prevention effort to supplement the important programs of treatment,
training and research that continue to be required .

Many organizations and individuals have concluded fhat there are only two
responsible decisions about aleohol: not to use it, or to use it responsibly,
While millions of Amerieans have mmade respuasible deeisions regarding the nse
or nenuse of aleohol, our soejety as a whele has yot to develop elear and con-
sistent guidelines for decision making—enidelines that refliet atfirudes and be-
haviers ot both responsible drinking and responsible abstaining, This nation
continues to pay the stageering eosts associated with the misnse of aleoholic
beverages, :

The eritical need for preventive educational efforts i2 0 natural ontarowth of
the last ten years, The tirst ajor national priority in the field of aleohol abuse
and aleoholistn was in research. whieh reflected the eoncern about the psycho-
pharmacoiogy of aleoholism, Phis concern gave rise to the accompanying priority
tor treatrment and vehabilitation services of the aleohol abuser. aleoholie person
awd the fami However, even though we know that aleohol problems result
from a complex inferplay of physieal. psyehologieal and sociocultural factors.
insutlivient emphasis has been given to the social and enltural factors that in-
fluenee by approprinte and coffective preventive eduention that promotes respon-

sible decisious about aleoho! that fedd to loss hae 1o the individoal and society.”
The =kills and attinnles vecesary to make o ~ible decisions ean be identi-
fieed el Tearned, What must now be develops ~the guidelines, «ducational

services amd svstems for delivering the servieo il programes that will give
veople the information and learnips exXperiences necded to develop and maintain
theese sRills. Only by positively shaping soeietal attitudes and by helping individ-
nals develop the means by which the harminl consequences rekited o the misuse
oi aleohol can be averted or redieed can we expect to minimize aleohol-related
prreblems and their associst ol eosts

P'ablic poliey to develop a consensus among our nation's people that promotes
proper attitndees, £ : iblo decisions about aleohol and strongthons
healthtnl Tiving behaviors is needed at all levels of society. It mmst then be en-
Horsedsenconraged sl implomented by o vast areay of loeal, state sl natinnal
representation, ineltidine fomily amd community, husiness and industry, religious
oraanizations and edueational and politicenl leandership,

The following nesds are clearly idontifiahle )

1y Throughont 1his contd ey $here Larowing awareness of amd enthusinsim
for the potential that the coneept of prevention nieht offer. While this enthusiasm
is reinforeed by promising offorts to date, there is o cloar need (o establish i
higher priovity for preventive education in order to move toward an effective uie-
tiomwide prevention prosea,

120 While oe present thers exis

i well-«doenmented pool of knowledge aud. in
wencral, adeguate materials For disscemination. there is a need for additions] re-
aitreh to further supploment the data ba<e whont alealiol abuse, aleoholisng sond
the coneept of prevention,

£ There iz a nesd toadevelbon action plans to eapitalize on existing knowlodwee
atd resediness in order to demonsirate the foasibility of programs thot empha-
size individoal <kills and attiondes as aomethod of cotrributing to the reduciion of
problems volited to aleshol nhose and aleobolisns,

i There vneed todevelop new and offective sestors of deliverine this
knowledwe mnd information throngh collaborative cffaris at the boeal, stafe sl
tational levels, The problies amd needs tlert onst be sddressed o nininiee oo
hol abuve and oieolmalism eamot be made by o sigele ageney bur nast involve
fatdly and commmnite, bisives and indusiey, religions orwinizaticus and edn-
cational and politienl Teadorship, :

o Demonstrdion and teadaing prosrams that ntilize varying wdueational
services sl delivery system desimigiies are needed to nrovide fop effective
preveniion efforiz, These st W be done fua variety of setiines, siell 08 correes
tiomal institutions ood pnidl - celoads and shonld enlist {he support and involve-
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et of local comunmities, Sueh an effort would provide information. over an
extended periond of time, to defermine which combinations of total educetionsl
services aud delivery systelns arve most effective,

() There is a great need to provide teelinical assistanece and cousnltation to
to states regarding prevention alternatives for developing amd delivering sepv-
fves, Sueh assistance i< not now readily available, The states are asking: what
can be done and how ? This need st be met,

(V) State responsibiliti and effective programs for prevention can be in-
ereased through federal-state partuerships. For eximple, prevention must. be
inclded in comprehensive state planning through fornnla zrants,

The National Institute on Aleohol Abuse and Aleoholisin hax motivated aud
coordinated efforts designed to prevent aleohol abmse and aleoholisn, There is
nrgent necessity of this ageney incrensing its commitiment to that goal, A long-
term commitiment and effort is required,

(S Specifie and detinitive legislative policy needs to be established (o provide
for funds to carry out progras and to assure that these needs it eontnitinents
ave met.,

AMERICAN NUBsks' Associariox, Ine.,
Kansas Citu, Mo, Janwary 23, 197,

Lon, Pavn G, Rocegs,

Clhiairman, Sobeommitice i fleallh and the Faviconment, Howse nferstole o«
Porcign Coumeree Conanittee, Boubanrn House Oniee Riilding, Washing-
ton, 0,

Deaw M. Rocees: The American Nurses' Associntion supports the Compre-
hensive Aeohol Abuse and Aleoholism Prevention, Treatment and Rehabitiration
proposal CELR FELT) which provides for the extension of autharities for formunla
Lrant= 1o sutes, specinl geants for the implementation of the univoem aleaholisim
and intoxieion treatment Aet and projoet ceants and coniracts for Uie [reven-
tion and trentment of aleohol abuse and aleohoiisi.

These extensions represent au importaut pave of conuprehensive health eare
and a segment of eare which was too Inng overlooked, We helieve the extension
ot federal assistanee in this aren remains @ priority to enable progvams at the
conmmnnity fevel o continue, Only within recont years has aleoholism heen
recosnized axoa healtle problem. Many families and individunls with whom
rrses work stitl see this disense us o s suritee which acts o inhibit oo
PRwart peeveition and treattent aitempds, At a time when thers is reportedly
aninerease in o aleohol use among adolescents and when aleohnlism iMTeets more
thin gine willion Amerieans we mnst continne 5 fmprove progams, It seems
almost certain that state and loeal Zovernments would find finulinge cpte fop
alealinl abnse and treatment programs very ditfieult to cope with in these tight
bidset times,

Nurses form a very active and vital endre of health professionals involved in
prevention and treatment progeams. Ovenpationl health meses and community
Lealth nursex as well as schaool nurses, are very noweh involveld inoease tinding,
referral, health edueation aud psyehologieal sipport for both the individna! and
the femily,

We are pleased that yon arpe Rolding hearings on this bill and we nrge the
extension of these pregemms, We hope these comments are helpral aud ask that
They becmade a part of the hearing reeord,

Nineerely,

LreeeN M, Jaconr, oD, LN,
Faeewtive Director,

AREICAN TIoNPreal, ASsocrvrioN,
WASTHINGTON U F LR,
Washington, D Lanary 2900 1976,
o, Pav Gl Tos .
Chaivman, Subconuyittee on Public Health apd the Enrviroamen!. Committoe on
Interstale and Forcign. Commeree, Rvyburn  [fonse Oftice Duilding, Wash-
ington, D.C,

Do M Cnameas: On behat? of the Aineriean Hospital As<ocintion cor.-
Dri=ing <some 6,000 hospitals and other honlil eare fustitations, T am pieased o
subiit the following comments in support of vour bill, 111 11817, o three-yoar
extension of the Comprehensive Aleohol Almge and Aleoholism I'revertion,
Treatment. and Rehabititaiion Act of 1970,
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The Associnlicn has for many years recognized aleobol o aud addietion to
drugs s medicat proidems regquiring broad-seale attack. Urocrams for the pre-
vention of alcoholisin, while dittieult, are important, Our “Statement on Admis-
sion to the Geneeal Hospital of Patients with Aleohol and Other Drog Problems”
calls on hospitals to aecept g connnnnity responxibility for the appropeiate d-
mixsion of persons newitely ill asa result of aleoholixm, and stlso the responsibility
for the timely referral of these persons to speciadized and/or alter-care treatieenr
centers, We have urged general hospitals o devetop amd impletaest plans and
programs for the care of persons <uffering fron alcohol abuse o0 ave v
dueted fntensive progeams aimed at the expansion awd impre ool the
capability of hoxpitals to care for patients <uffering from aleobioliso

The A=sociation belioves hospitals <honld he prepared either to treat within
their own resnurces aleolol and other.drag abuse patients who are suffering from
medienl eonditions regquiring (reatment, or if (he hospital dees nop have (he
necessiry lreatment capability, it <hould have a tunetioning plan for tle G-
medizgte referral oe approprinte trap<fer of sueh patients, We Lelped to aet sueh
requirenient for general hospitals ineluded in the stamlards of the dobz Com-
mission on Acereditiation of Hospitals,

Mr, Chairman, we appiad yone efforts fo <ubport amd extend this vital federal
initiative. Governments] selivities coupled with sigailieant <upbort in oupe volun-
tary health care institurings ave making important contreibitions oo eilneational,
elindeal sl resenreh aspects of this ot debititating disense, B s essentiai that
Wi eonine fo conmit resonrees fo comsbat aleoholism il to fhud more sueeesstal
iethods o restore its vietim: o a healiliy and productive H7ec In view of the
nany other denciuds one our federal Bealth eare dollars, we teliove your futding
recotmmentlitions represent o resgsonabie and responsible aadnicinnee of elfort
in this area

Phank you for the opporiunity of preseniing these views to oy Comtinitiee,
Woe wottd aperecinte having this correspondenee inclided fn venr petaonent
hearing record,

Sineerely,

Lo J. Genieic, M T,
Newtor Ve oo did nt,

ATIoNAL MEnTraTies Nocitiy,
Vasicinglon, Doc, ey a6 [0
1lon, Parn G Roaens,
Chgirmnen, Honer Subieoadit s an Healtle qoed Dee Favivoeaee id, Baghicra Haise
Onice Building, Wasthinglon, D, )

M. Cratesax: T have o professional degree Sn o social work <pociadizing in
addictions, amd T Lhave knowlediee threneh <indy and work expericnce of st
of the treatments for aleaholisig, Many of theas treatments are of potentind
value, if (ke aleoliolie has the psseholegieal eapability to nse them, e prograt
that does <eem to help the aleoholie develop those capabilitics is the "Transeen-
dental Maditation IV Procran,

Over the st fore vears, 1 have beeome involved i the Transeendental Moedi-
tation Progeam myself, and T o now aopaalitied instroetor of the teenbpae, ©
Lave personally taught this teeimique to aleobolies, and 1 Kuow other aleobnlices
wlv o this praetice. The following are comments taken from ease bistories of
aleolmlies i study at the Wiskeonsin Division of Voeatienal Rehabilicanion,

(1 Subjeet g A4T-vearaold male sheholie: <Ioas an alesholie, fonnd that
staving sober after my divoree wins oo eonstant <teagele following eaelr vanteont-
ticn with iy ex-wite, However, aflter beginning amd contiening UM for sever
nnths, i has veached o <tate where <ituations that omwee drove ane fo ihe hri
of resuming ey drinking patiern no bizer tennpa e toopse sthenbiol s oan eseape,
U feel that DM Liers Delped give me the streneth to o sanedy eone with: horetoppee
npsettine conditinns.”

(2 Subject 5,0 d2-vear-old fomale aleoholie: “Nmong the henelits T Eave paer-
Hy noticed a0 result of meditation cee g cmeatly inecensed ve nf self-
strpnee amd seneral well-heinz,™

Sy Subjeet T0oa SG-year-ald mate aleoholiv: =T has Loon oy oxperichee o< an
aleoholie that after practicing T M for a fewoonths iy tendeney b e off the
handle’ over relatively jneonsequentinl ihine< ha< been creatly vednecd Thines
<D o Tepen Tt fhey don't Botler mes T have fonnd thot T hnve also crined o
cropter desree of Sderanee for others and Tirve also Dee e Tess ot bent)”
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(43} The therapist commented on Subjeet 11, a 35.year-old male alecoholie, that
TM seemis to have helped him overcome a serions bloek which he had toward
making use of the program of recovery of AA. When he began TM he was overtly
Dhostile to AA ; today he is on the steering conunittee of one of the loeal club-
lotges.

(5) 'The therapist commented on Subjeet 14, a 40-year-old female alcoholic, that
she stated that T helped hior to be more assertive in not drinking even in the
company of drinking friends, and of lowering her anxiety level to the point where
stayving sober lus been much ensier. )

This growing strength, self assurance, and inner control is what the aleoholie
needs most so that he may have the phychologicenl capability to benetit from other
programs in reeovering from aleoholism,

T'M is 1 simple, natural wental 1echnigque that allows the mind to settle down
and the body to giin n deep state of rest, It involves neither religion nor plnlmo-
phy and so does not run connter to the beliefs of the aleoholie even if he is not
ready to give np the nse of aleohol, Many aleoholies will learn this teehnique
because of it< popularity in the general publie. The TM technique ax taught to
nleoholies ix identical to that whiclr is tanght the 30-40.000 who learn in the gen-
eral publie each month, amd there are over 400 centers of the M program which
have free followup and support programs for mediators, without referenee to
aleololism or other xtix..nm

Research studies in different laboratories over the-past five years also suggest
that the 'PM Program wounld be heneficial for the treatment and prevention of
aleoholisi and aleohol abuge, The resnlts of u large retrospective study by Ben-
son and Wallace were published in 1971, 1,862 people who had been practicing
M for different tengthis of time were asked to answer a questionnaire conceern-
ing aleohol nsage, In the six-month period before starting ‘T, 60¢, of the snb-
Jeets ook hard liguor: and, of these, approximately 9% woere heavy users, After
21 months of practieing the T'M teehnique, only 259 took hard ligaor, amd 0.15%
were heavy users!

A carefnlly eontrolled study conducted by Shafii, Tavely, and Jaffee (1975)
comprised 126 TM subjects and 90 matched control subjects. No control subjects
veportal diseontinnation of beer and wine nse, 406z of the subjeets who had
practiced the TM technique for more than two yeurs had .iscontinued use of
heer and wine within the first six months, After 23-39 months of the TM tech-
niqiie this fiznre inereazed to G0% . In addition, 3467 of this group versus 1%
uf the eontrol group had stopped drinking hard qulmr :

The timlings of these studies have been verified in part or all by Rarutigam,
19712 Otis, 1973 1% Shafii, Lavely, and Jaffee, 1974 F and Schwartz, 1973.°

These seientifiec investigations of the M Program de not prove its worth, hut
they (o indicate fandament: 11 and perviasive bopefits: odm-tinn in tension and
anxicty.t greater self control and increased self assurance.” and enhauced sense
of \ullhvm"." Each of these benefits has tremendous value to the aleoholie.

senson, Lo and Wallaee, R, K Deng Abuse, Proceedings of the Intornatlionnl Conferenes,
elphin, 1.8\ Lea onl Peblger, pp. 360076, 10730 Congresstonal Record, Serlal
1 U8 Govt. 'rintlng Offies, Wash, 1L, 1071.),
Shatil. Maohammal and l.n\'--l\ Richard. and Jaffe. Robert. Meditation and the Dre-
vention af \I:nhnl \huw American dournal of Psyehiatry, Vol 132, No. 9, pp. 042-945,
Septvmber 1975, 10

T Iieartiemn, XZ.. Hn Effort of ‘I'ranseendental \rml tation on Drug Abusers, Research
Iieport, City Hosnltat of Matino, Sweden, December 1.

I. ¢

I'h
N,

COs . Meditotlon or Stmudated Medltatlion n \un-l'rl‘(llslmsl-:l Volunteers: Sonme
D<yeholo Nanges, Paper presented ot Amerlenn Dsyehologlenl Assoeation meeting,
Mantreat,

2 Nhatii, \l. ln\ul\ and Jaffe o, R. Meditation and Marljuann, Amervican Journal of
Pewetiiatery, Aol 101, w 1 pp. GO B January 1454, UK\

GSebwnrtz, Go R Pros aml Cons nf Maeditation © Cirrent Tlnidings on Phvsioloesy nnd
Anxtery, Seif-Control, Drag Abnse and Creativity, Tnger preseated at Amerlean Psyelo.
T h 91 Assoetntion meetln \luntru.ﬂ 1078,

T ereuson, I Coand Gowan, T The Tnfluenes of Transeendental Medlfation on Anxiety,
Dapression, 'rv«lnn Nenroflelsm and SelfActoallzatlon. Jowrnal af Humanistic Pay-
ehidogy Ginopressy 19800\,

STehr, T Nersthelner, Ul and Torber, 8. Stndy of 40 Practitloners of Transcemlental
.\h-llilm’nn With the Fretheraer Pe reonnlity Inventoney, Seientitic Researeh on Transeendentul
Weditution: € Iulul [lapers, Orme-Jobnson, b AV, Domash, Loood Fasrow, I (Fals),
Vol 1, Los Ang J Pros<, 1074, U8

CAn den Diepe, WO and Mulder, 13, cliolosteat Reseapell on the Effects of Tran-
seeniderent Aaatitation nn 2 Number of Personatty Varlahbes Uslng the NDPI Seientifie

. hoan Travsvendental Meditation: Collected Papers, OrmeJdohnson, 1L S, Domash, 1.
w0 cladsa, Vol 1L Los Angeles, MITT Press, 1074, .S\,
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These are the peyehological qualities that will help him fine greater suceess and
happiness and thereby undereut the need to reaech for any artificial stimulant
whether alcoliol or other drugs,

In order to eonquer alecoholism, the treatment must effeetively <trevgthen the
intrinsic rewards of lite while =ober and do so in a way that wiil be aceeptable
to the aleoholie. The ‘I'M technique is learned in four days, abut: two hours
cach day, and is then practiced 13-20 minutes twice daily without interfering
with any other worlk, study, or therapy which the aleoholic might want to be in-
volved with, It requires no machines, drugs. or continual and expensive meetings
with a therapist. It is vne practice the aleoholic can do on his own te stay sober
louger,

" Respectfully,
Joux R, Beax, MUSSAW,
T1LS Leeshurg Pile,
Falls Cioareh, Va,

.S, For further claritieation, T an, pleased ¢4 direec you to the Institute of
Social Rehabititation of the World Plan Excentive Couneil, at 1015 Gayley Ave-
nue, Los Angeles, .\ H0024,

AMERICAN MEDICAL ASS0CIATION,
Chicagn, 1., February 13, 1974,

Ion. I'avr Rocirs,

Chairmun, Subcommitice on Public Heallh and Environticot, Commills = on
Interstate und Forcign Commerce, U.S. House of Repre-ontatives, Wash-
ington, D.C. :

Dear Mg, Rocurs: The American Medical Associntion would like to take this
opportunity to offer its support for ILR. 11317. a bill to extend for three fiscal
Years programs of assistance under the Comprehensive Alcoligi Abuse and
Aleoholism Prevention, Treatment, and-Rehabilitailon Act of 1970,

ILR. 11317 would extend assitance tv States to assist in plauning, establishing,
maintaining, coordinating, aud evaluating projects for the development of alcoliol
prevention, treatment, and relinbilitation.

In additien, ands would be wuthorized for each of three fisenl years for sup-
port, respectively, of programs for State implementation of the Unitorm Alcohiol-
ixm and Intoxication Treatment Act and for the prevention and treatment of
alenhol abuse and aleoholism, The AMA participated in the development of this
madel state legislation and has eneouraged its adoption,

We believe that the problemn of aleoholism in this country has been, and
remains, a serious health coucern. Alcohelisi has long heen recognizad by the
medical profession as being both a dizense and 1 form of drug dependence,

Jurstant to this recognition, the Hoase of Delegates of the American Medieal
Azeaciation ixsued in 1966 and revi-  n 071 a Poliey Statement on Aleoholism,
The 1071 revision stated. in part:

hat the American Medieal Associntion identifies aleoholism i o complex
dizense with biological, psychological and sociological components and reeog-
nizes medicine’s rexponsibility in behalf of afTected persons .,

In addition, in recognizing the need for o high priority in the allocation of
services, faeilities, and funds in order to help achicve a1 desired el of con-
centrated national efforts directed towurd the problems of aleoholisin, the AMA
supparted the original Comprehensive Aleohol Abuse and Aleoliviism Prevention,
Treatment and Rehabilita won et of 1970, Fhie AMA believes that this Aet has
resulted in positive steps foward facing the probiems of aleoholism in this
coantry.,

Aleoholizm is o complex «disease with profound impacts upon =oeiety, Tt is our
belief that continuation of the existing programs which would he fostered
through this legislation i essential. Therefore, we urge that ILR. 11217 be sup-
ported az o continuation of the natiomal efforts to alleviate the problems caused
by alcoholism,

Sincerely,

JAMES IT. Sanaons, M.,
Erceulive Viee Pre-idont,

[Whereaponat 11:30 a.m., the hearing adjourned. ]
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