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PROPOSALS TO EXPAND COVERAGE OF MENTAL
HEALTH UNDER MEDICARE-MEDICAID

FRIDAY, AUGUST 18, 1078

U.S. SeENaTE,
SuBcoMMITTEE ON HEALTH OF
THE CoMMITTEE ON FINANCE, -
Washington, D.C.
The subcommittee met, pursuant to notice, at 9:30 a.m. in room
2221, Dirksen Senate Office Building, Hon. Herman E. Talmadge
(chairman of the subcommittee) presiding. _
Present: Senators Talmadge, Long, ]Sfatsunaga, Dole, Laxalt, and
Danforth.
[The committee press release announcing this hearing follows:]

SUBCOMMITTEE ON HEALTH ANNOUNCES HEARINGS-ON MENTAL HEALTH SERVICES
UNpER MEDICARE AND MEDICAID

The Honorable Herman E. Talmadge, chairman of the Subcommittee on Health
of the Committee on Finance, announced today that the subcommittee will hold
a hearing on mental health gervices under medicare and medicaid.

Legislation to expand present coverage of mental health services has been
introduced by Senators Inouye and Matsunaga of Hawali, among others.

The hearing will begin at 9:00 a.m., Friday, August 18, 1978, in room 2221 of
the Dirksen Senate Office Building.

The subcommittee expects to hear testimony from: Martin Gross, author of
The Paychological Society; the Administration; the American Nurses Associa-
tion ; the American Psychiatric Association; the American Psychological Associa-
tion ; the Mental Health Assoclation ; and the National Association of Community
Mental Health Centers.

LEGISLATIVE REORGANIZATION ACT

The Legislative Reorganization Act of 1048 requires all witnesses appearing
before the Committees of Congress to “file in advance written statements of
their proposed testimony and to limit their oral presentations to brief summaries
of their argument.” In light of this statute, and the limited time available for
the hearing, witnesses scheduled to testify must comply with the following rules:

1. A copy of the written statement must be filed by noon the day before
the witness is scheduled to testify.

2. All witnesses must include with their written statements a summary
of the principal points included in the statement.

3. The written statements must be typed on letter-size paper (not legal
slzel)'l and at least 78 copies must be submitted before the beginning of the
hearings.

4. Witnesses are not to read their written statements to the Subcommittee,
but are to confine their 10-minute oral presentations to a summary of the
points included in the statement.

8. No more than 10 minutes will be allowed for the oral summary.

Wlftnesses who fail to comply with these rules will forfeit thelr privilege to
testify.

1)
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Written statements.—Persons not scheduled to make an oral presentation and
others who wish to present their views to the Subcommittee, are urged to prepare
a written statement for submission and inclusion In the printed record of the
hearings. These written statements should be submitted to Michael Stern, staff
director, Senate Committee on Finance, room 2227, Dirksen Senate Office Build-
ing, Washington, D.C., not later than Friday, September 1, 1978,

Senator TaLmapge, This hearing will be in order.

This morning, we will receive testimony of an extremely important
gilx-ipect of health care; namely, the diagnosis and treatment of mental
illness.

Coverage of mental care under the medicare and medicaid programs
is essentially limited. However, there are significant and continuing
pressures for expansion of that coverage.

In good part, that pressure is not just in terms of medicare and medi-
caid, but obviously as a means of establishing a precedent for coverage
under any national health insurance program which might be enacted
in the future.

There is no question but that Congress is willing to provide proper
coverage for necessary mental care. —

The question to which we hope to get some answers today is—what is
proper mental care?

o what extent would Congress be inviting erroneous and costly
new expansion in areas where, in large part, an individunal practitioner
can define an almost infinite need for care.

This is an area where there are often no objective parameters. We
have limited resources available for health care financing. We need to
be careful in how we allocate those resources.

To that end, as part of Public Law 95210, a section propounding a
series of specific questions to be answered by the Department of HEW
with respect to mental care services was included.

Unfortunately, while the law required that report to be submitted
to the Congress no later than June 186 of this year, it has still not been
received. We look forward to receiving that report at some time.

That information, along with the testimony today, should be help-
ful to the committee in its efforts to do what is right and to avoid
what is wrong.

The testimony and report should help us to encourage and support
demonstrated and proven practices in mental care.

It should help us avoid encouraging and nuturing fads, as well as
questionable and marginal methods of diagnosis and treatment.

We look forward to hearing from our witnesses this morning. We
will also be privileged to have Senator Inouye of Hawaii join us.

Senator Inouye has had longstanding interest in the betterment and
care of the mentally ill. It will be a pleasure to have him with us.

The first witness this morning will be Martha Mitchell of the Ameri-
can Nurses’ Association.

We are delighted to have you, and you may proceed, and unfortu-
nately, we must impose a time limitation of 10 minutes.
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STATEMENT OF MARTHA MITCHELL, CHAIRPERSON, DIVISION ON
PSYCHIATRIC AND MENTAL HEALTH NURSING, AND ASSISTANT
PROFESSOR OF PSYCHIATRIC NURSING, YALE UNIVERSITY
SCHOOL OF NURSING; ACCOMPANIED BY PAT BURRELL, ON BE-
HALF OF AMERICAN NURSES ASSOCIATION, INC. .

Ms. MrroHELL. I am Martha Mitchell, chairperson of the division on
%sychiatric and mental health and nursing practices of the American

ursing Association, and in the past year was a member of the Presi-
dent’s Commission on Mental Health. With me is Patricia Burrell
from Honolulu, Hawaii, & psychiatric mental health nurse, certified
by the American Nurses Association, and also Constance Holleran of
the ANA’s Washington office.

In line with the time pressures of the committee, I will highlight
our statement and ask that the full statement appear in the record.

We appreciate this opportunity to appear before you today to speak
in favor of full reimbursement for mental health services provided
to those persons covered by medicare and medicaid. Such reimburse-
ment should be available regardless of the setting in which that care
is provided, or the discipline of the mental health practitioner provid-
ing that service.

Current law severely restricts not only the types of professionals
groviding Bsychiatric care, but also the settings in which such care is

elivered. Direct reimbursement for psychiatric services under medi-
care and medicaid is available only to physicians and to institutions
providing such care.

Generally, other mental health professionals are not directly re-
imbursed. %urther, medicare law specifies & 190-day lifetime limit on
inpa,lt)i:nt phychiatric hospital services. This seems like an arbitrary
number.

For outpatient mental health services, medicare and medicaid im-
poses a $250 annual limit on reimbursement per patient. This figure is
unrealistically low, especially when compared with coverage under
medicare ancf' medicaid for outpatient care of somatic illnesses.

The question of reimbursement for mental health services was one
of the 1ssues considered by the President’s Commission on Mental
Health. Its report, issued last April, concluded that—

What we need is a more comprehensive and coordinated public and private
strategy for financing mental health service where payment is based upon the
need for care, not diagnosis, and upon the appropriateness of care, not the discl-
pline of the provider.

This sums up very well our position in regard to reimbursement for
mental -Hiéalth services, that a variety of skills can be utilized to ad-
vantage. Many of the problems in mental health care and in health
care in general, including skyrocketing costs, are compounded by, if
not directly traceable to, the current reimbursement system which is
based on institutionalization and physician services rather than on
the needs of the patient.

'We believe, however, that prospects were never brighter than they
are presently for changes which will permit more appropriate utiliza-
tion of the nursing role in delivery of mental health services. o
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An indication of the change that is taking place lies in the action of
farsighted legislators such as Senator Inouye who has introduced bills
to provide for reimbursement under medicare and medicaid for nurs-
ing services. One of these measures, S, 2383, is cosponsored by Senator
Matsunaga. It specifically seeks to expa.nci utilization of the profes-
sional services of qualified ‘)sychiatrio nurses under the medicare and
medicaid programs. We fully support that bill as it was introduced.

Still another sign is language included in the House-Senate Ap{)ro-
priations conference report on the Defense Department fiscal year 1978
appropriation. It allows psychiatric nursing and nurse midwife serv-
ices as permissible reimbursements under the civilian health and med-
ical program of the uniformed services.

Psychiatric nursing is directed toward health maintenance as well-
as corrective measures for mental disorders. It is practiced in a wide
variety of settings, ranging from institutions which are characterized
by high-level teamwork and technology to community-based non-
institutional settings where nurses practice on a highly independent,
self-directed basis.

In the role of primary care provider, nurses assume responsibility
for continuous care for individuals and families beginning at the point
of the clients’ entry into the mental health delivery system and extend-
ing through the treatment and rehabilitative ci)lmse.

Major direct nursing care functions include: screening and evalua-
tion; individual, family, and group psychotherapy; home visits; es-
tablishing a therapeutic milieu in institutional contexts; health teach-
ing; providing support and medication surveillance, especially for
long-term patients; and responding to clients’ needs through com-
munity action, if that is appropriate.

The problem of access to mental health services under current re-
imbursement policies is particularly acute among the chronically un-
derserved groups, namely, the minorities, low-income women, people in
rural areas, children and adolescents, and most especially the older.

Older people, disproportionately poor, ill, and underserved, exem-
plify a population with whom nursing is already deeply involved and
concerned, and who would be helped by having mental health services
available as a covered benefit. Current narrow, in-patient focused, cov-
erage leaves many older people not only underserved, but inappro-
priately served.

One of the chief obstacles to the proper utilization of nurses in the
mental health field has been reimbursement policies which denied pay-
ments for nursing services. The President’s Commission on Mental
Health, which directed specific attention to underserved segments of
our population, specifically included mental health nursing services
among those which should be reimbursable.

Home care provided by psychiatric nurses has been found to be very
effective and can be t“})rovided at considerably lower cost than if the
patient is hospitalized, but often this is thwarted because medicare and
other third-party payors do not recognize the nurse as an appropriate
provider of reimbursable services.

Many nurses are well-qualified to go into private psychiatric nursing
practice, and often can provide service to those who otherwise would
be unable to have access to such care.
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_In 1976, the American Nursing Association worked together with
six national organizations concerned with mental health, to deveélop a
osition statement identifying principles for the inclusion of mental
health benefits in & national haalth insurance plan. S
They concluded that, No. 1-- 4 .
National health insurance should provide benefits which promote an integrated
and coordinated system of mental health service delivery that assures easy access
and continulty of care. :

And it pointed out that—

Present concepts of reimbursement tend to emphasize the setting rather than
specifio service provided to a patient. The treatment provided to a patient rather
than the setting should be the more important determinant of reifmbursement.

We believe that if reimbursement were based on services and were
provided to patients rather than setting or who provides the services—
so long as the provider is a qualified mental health practitioner—that
mental health services in this country will be improved, be more widely
available to those in need of such care and more cost-effective than
under the present system. That is our goal, and we hope, that of the
policymakers.

Senator TaLyapce. Thank you very much for an excellent statement.

Senator Longt -

Senator Lo~a. I heartily agree with your statement and I think it
deserves a great deal of consideration by the committee.

Senator TArLMADGE. Senator Matsun: '

Senator MATsUNAGA. I, too, wish to join in commending you for your
excellent statement.

I have one question. What type of additional training does the psy-
chiatric nurse undertake in order to qualify for independent treatment
of a patient?{

Ms. MrrcrELL. Senator, the Psychiatric Mental Health Nursing
Specialist, who is the nurse that we seek to have recognized as a quali-
fied provider under medicare and medicaid, achieves a masters degree
or higher, but a master’s degree in phychiatric mental health nursing
or a closely related field. And, in addition to that, is certified in order
to be reimbursable and would also have post master’s experience under
supervision.

Senator MaTsunaaa. Thank you very much.

Senator Taryapge. Thank fyou very much,

[The prepared statement of Ms. Mitchell follows:]

STATEMENT OF THE AMERICAN NURSES' A8SSOCIATION BY Ms. MARTHA MITORELL
AND M8, PAT BURRELL

We appreciate the opportunity to appear before you today to speak in favor
of full reimbursement for mental health services provided to those persons
covered by Medicare and Medicaid. Such reimbursement should be available
regardless of the setting in which that care is provided or the discipline of
the mental health practitioner providing that service.

Current law severely restricts not only the types of professionals providing
psychiatric care but also the settings in which such care is delivered. Direct
relmbursement for peychiatric services under Medicare and Medicaid is avail-
able only to physiclans and to institutions providing such care. Generally,
other mental health professionals are not directly reimbursed. Further, Medicare
law specifics o 190-day lifetime limit on i{npatient psychiatric hospital services.
This seems like an arbitrary number which could severely restrict a patient’s
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progress, Only a trained mental health professional can accurately determine
the number of days of hospitalization a patient requires. For outpatient mental
health services, Medicare and Medicaid imposes & $250 annual limit on reim-
bursement per patient. This figure 18 unrealistically low, ally when com-
pared with Medicare and Medicald reimbursement limits for outpatient care
of somatic {llnesses.

The question of reimbursement for mental health services was one of the
issues considered by the President’s Commission on Mental Health. Its report,
issued earlier this year, concluded that:

“What we need is a more comprehensive and coordinated public and private
strategy for financing mental health service where payment is based upon
the need for care, not diagaosis, and upon the appropriateness of care, not the
discipline of the provider.”

This sums up very well our position in regard to reilmbursement for mental
health services: that a varlety of skills can be uttlized to advantage. Many of
the problems in mental health care and in health care in general, including
skyrocketing costs, are compounded by, if not directly traceable to, the current
reimbursement system which 1s based on institutionalization and physician
services rather than on the needs of the patient,.

Commenting on the availability of mental health care in this country, the
President’s Commisston report states: “Many who need mental health care
cannot afford the help they require. It is pointless to design, plan, and provide
service systems if people do not havé the means to pay for them. It is short-
sighted to devise financing mechanisms that promote more restrictive and
expensive forms of treatment when other less expensive options would be as
effective. It is wasteful to invest money in establishing programs through
project grants and then deprive the programs of access to third-party reim-
bursement funds to support their services once the grants are ended.”

We agree with this analysis. We also belleve that prospects were never
brighter than they are today for changes which will permit more appropriate
utilization of the nursing role in delivery of mental health care services. One of
the chief obstacles to the proper utilization of nurses in the mental health fleld
has been reimbursement policies which deny payment for nursing services.

An indication of the change that is taking place lles in the action of far-sighted
legislators such as Senator Inouye who has introduced bills to provide for
reimbursement under Medicare and Medicaid for nursing services. One of these
measures, 8. 283, which is cosponsored by Senator Matsunaga, specifically seeks
to expand utilization of the professional services of qualified psychiatric nurses
under Medicare and Medicaid programs. We fully support that bill as it was
introduced. : -

Still another sign Is language included in the House-Senate Appropriations
conference in its report on the Defense Department fiscal year 1978 appropria-
tions, It allows psychiatric nursing and nurse midwife services as permissible
reimbursements under the Civilian Health and Medical Program of the Uni-
formed Services (CHAMPUS).

The number of well-prepared psychiatric mental health nurses has been
Increasing rapidly in recent years, yet practice by these nurses has been severely
inhibited by reimbursement policies. Clinics that cannot get reimbursement
for the services provided by the psychiatric nurse do not, of course, continue
to employ such nurses.

Psychiatric nursing is defined by the Division of Psychiatric and Mental Health
Nursing f the American Nurses’ Association, as a speclalized area of nursing
practice, utilizing theories of human behavior as its sclence, and purposeful
use of self as its art. Psychiatric nursing is directed toward health maintenance
as well as corrective measures for mental disorders. It is practiced in a variety
of settings, from institutions characterized by high levels of teamwork and
technology to community-based, non-institutional settings where the nurse
practices on a highly independent, self-directed basis. In the role of primary care
provider, they assume responsibility for continuous care for individuals and
families beginning at the point of the clients’ entry into the mental health deliv-
ery system and extending through the treatment and rehabilitation phase.

Direct nursing care functions include individual and group psychotherapy,
family therapy, screening and evaluation, making home visits, establishing a
therapuetic milteun, conducting health teaching actlvities, providing support
and medication survefllance and responding to clients’ needs through com-
munity action, if that is appropriate,
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Ease of access to health care 1s controlled by several factors. Most pertinent
are physical access (including flexibility in the scheduling at the convenience
of the client) as well as the actual location of these services, and financial
access permitted by the system. Insurance deflnes both physical and financial
access to the provider. If relmbursement for services is limited to one group of
health professionals, this obviously limits the physical access by excluding
other health professionals, such as nurses, who can and do provide services in
A variety of settings—schoolgs, neighborhood health centers, public health de-
partments, and the home. Equally important Is the limited access to the full
range of services which nursing can provide.

The problem of access to mental health services under current reimburee-
ment policies is particularly acute among the chronically underserved: the
minorities, low-income women, people in rural areas, children and adolescents,
the dying and most especially the aged.

Older people, disproportionately poor, fll and underserved, exemplify a popu-
Jation with whom nursing is already deepl- involved and concerned, and who
would be helped by having mental health services avallable as a covered benefit.
Current narrow, in-patient focused, coverage leaves many older people not only
underserved, but inappropriately served.

As the President’s Commission on Mentai Health suggests, that with the
current Medicare coverage *. . . often the only option for dlagnosing the prob-
lems of or treating the elderly with mental disability is to hospitalize them.”
In this case, limited medical insurance defines treatment, narrows options,
and inhibits the full range of professional services needed.

The President’s Commission on Mental Health, which directed particular
attention to underserved segments of our population, specifically included
psychiatric mental health nursing among services which should be reimbursable,
stating that, *All covered services must be rendered by, or be under the direct
clinical supervision of a physician, psychologist, social worker, or nurse with
an earned doctorate or master's degree and with the appropriate clinjical com-
petence as established by state licensure or certification by-a national body.”

Another example of problems created by current refmbursement mechanisms
involved a patient in a therapy group by psychiatric nurses who suddenly
discovered that his new insurance carrier would not cover his treatment unless
it was provided by a psychlatrist. He was faced with the disrupting decision
of whether to stay and try to pay the fees himself or leave and attempt to get
Into another group, probably extending his time in therapy.

Home care provided by psychiatric nurses has been found to be effective
and can be provided at conslderably lower cost than if the patient is hospitalized.
But often this is thwarted because Medicare and other third-party payors do
not recognize the nurse psychotherapist as an appropriate provider of reim-
bursable services. -

Many nurses are well qualified to go into private psychiatric nursing practice
and often can provide service to those who otherwise would be unable to have
such care. For example, psychiatric mental health nursing specialists, in a
group practice in rural Winona, Mipn., greatly enhance the availability of
mental health gervices to the neighboring population. Working in planned
periodie collaboration with an urban-dwelling psychiatrist some 40 miles away,
these specialists provide quality mental health care to a number of people who
under other circumstances would remain isolated and underserved.

One of the authors of an article in “The Michigan Nurse” had developed a
treatment program for autistic children and their families. Following her
experience with an agency that treated autistic children and the comple-
tion of master’s degrees in child psychiatric nursing, she instituted a family-
oriented, out-patient treatment program which included behavioral manage-
ment techniques and family teaching and counseling. She is assoclated with
a physician who does the initial client evaluations and follows the clients’ medi-
cal regimen: the nurse independently develops, implements, and monitors the
psychotherapeutie treatment program for the client and family.

In 1976, the American Nurses’ Association, along with six natlonal organiza-
tions concerned with mental health, convened a panel to develop a common
position statement identifying principles for the inclusion of mental health
benefits in a national health insurance plan.

Among its conclusions was that “national bealth insurance should provide
benefits which promote an integrated .and coordinated system of mental health
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service delivery that assures easy access and continuity of care.” And 1t pointed

out that “present concepts of reimbursement tend to emphasize the setting rather

than specific service provided to a patient. The treatment provided to a patient

;ather than the setting should be the more important determinant of reim-
ursement."” C

That statement lists the kinds of mental health services that should be avalil-
able under National Health Insurance and recommends that “such services
should be relmbursed as long as they can beé documented as an integral part of
a specific treatment plan and are provided by or under the supervision of a
qualified mental health practitioner.”

We believe that if reimbursement were based on services provided to patients
rather than settings or who provides the services (so long as the provider is a -
qualified mental health practitioner) that mental health services in this country
will be improved, be more widely available to those in need of such care and

* more cost effective than under the present system. That is our goal and we hope,
that of the policymakers.

_Senator TaLmance. The next witness is Mr. Sandford F. Brandt,
vice president, fundraising, Mental Health Association.

Mr. Brandt, you may insert your full statement in the record and -
summarize it in 10 minutes or less, if you will.

Mr. Branor. Thank you, Mr. Chairman.

STATEMENT OF SANDFORD F. BRANDT, VICE PRESIDENT, ¥UND-
RAISING, MENTAL HEALTH ASSOCIATION

- Mr. Branpr. My name is Sandford F. Brandt. I live in Norris,
Tenn. I am a past president of the Tennessee Mental Health Associa-
tion and currently a member of the board of the National Association.
I am one of the vice presidents.

I have been a volunteer in mental health for, I would say, about
20-some years at the local, State, and national levels. I have submitted
a prepared testimony and will summarize it here. First, however, I
do wish to correct one typographical error in the prepared testimony.

At the top of page Ng. 3, at the second line, I refer to Public Law
95-250. That should be Public Law 95-210, the same public law the
chairman referred to a moment ago. .

Now, the essence of our testimony is that both medicare and medic-
aid discriminate against the mentally ill and that discrimination is
unfair, unwarranted, and should be ended. .

Medicare discriminates directly in three ways. Part A, there is a
190-day lifetime limit on the coverage in psychiatric hospitals. No
such limit exists on coverage in any other hospitals. We recommend
elimination of that limitation so that the benefits for a person in a
psychiatric hospital, would be the same as for those persons in other
hospitals, regardless of the diagnosis.

Under part B, the optional insurance, the reimbursement, if the
diagnosis is mental illness, is only 50 percent after the deductible. This
is compared to 80 percent for all other covered illnesses. We believe
that is discriminatory and the reimbursement for a patient diagnosed
galsi mentally ill should be the same 80 percent as for any other covered
illness, ,

Also, in that same section of part B, there is a $250 annual ceiling
on reimbursement for mental illness. If the deductible is also for
mental illness, the ceiling is $202. There is no ceiling on any other
covered illness that I know of in medicare.
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We would like to see the ceiling removed. However, the President’s
Commission on Mental Health in its report released on April 27 recom-
mended increasing the ceiling from $250 to $750 and at this point in
time, we subscribe to that $750 limit.

Incidentally, all of our recommendations are consistent with those
on the President’s Commission’s report—or vice versa, all of their
recoinmendations are consistent with ours, whichever came first.

Now, medicare discriminates against the mentally il} indirectly
in that it does not recognize community mental health centers as pro-
viders, and we urge this committee to report out an amendment grant-
ing provider status to CMHC’s. Now, this was done last year in
P?lgb ic Law 95-210 in the case of rural health clinics, and we would
like to see the same provision for community mental health centers.

I am pleased to note that f'ust 2 days ago the House Ways and Means
Committce approved a bill that goes a great step in this direction.
It recognizes federally funded community centers as direct providers
for up to 10 outpatient visits and up tc 60 partial hospitalization
days, provided that there is utilization review someplace along the

Wa -

{vlnfortunately, this amendment, however pleased we are that it
is in the bill, does not go far enough. First, it does nothing for those
medicare subscribers who choose private practitioners. They are still
bound by the existing law.

It does nothing for those medicare subscribers who live in areas
that are not served by community mental health centers. Now that
is most of the country. Of the 1,500 arcas, there are about 700 which
have CMHC’s, ) '

So we would like to go beyond what is in the House bill. However,
let me say that if this committee in its wisdom would go along with
the House version, we certainly are not going to object.

Now, medicaid in title XIX discriminates in several ways, We are
confining our remarks at this time to one glaring instance as it occurs
in the early and periodic screening, diagnostic and treatment t{m)-
gram. The provision in section 1912(&)) (lﬁnauthorizes States to deny
treatment to children who, under this very program, have been dinﬁ-
nosed as mentally ill, It is all right to diagnose them as mentally ill,
but you do not have to treat them., ‘

ow, not only is that unfair, we also think that it is pennywise and
»ound foolish, use these children are members of indigent fami-
ies, at least medically indigent families, and the chances are that if
their disturbances or emotionsl problems are not corrected in youth,
not caught and turned around at the early stages, they are going to
grow up to have the same problems, or more problems, and be a
greater expenss, as well as suffer.

There is pending in the Senate a bill to modify this program. It
is S. 1392. However, S. 1392 does not correct the shortcoming I noted.
There is language in there that still authorizes States to exclude treat-
ment of the mentally disturbed children and we hope that that would
be corrected.

At this point, I would like to delpart from my prepared remarks
and make two observations, personal observations, which I think will
be helpful to the committee.
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Now, the CMHC program has been in existence since the very year
that medicaid got underway and there have been some fantastic suc-
cis:es and there have been some instances of failure. There is no doubt
about it.

I would like to tell you of my own experiences with the Community
Center in Oak Ridge, Tenn., near where I live. Coming up on the
plane, I listed all the people that I referred to that center—I am nota -
physician or a professional. They get to know that I am with the
Mental Health Association and they call me. And of the 10 persons
whom I could remember sending, referring, or actually taking, in
some cases, to the center, 7 of them are definitely better. One of them,
no. And two of them, I just could not say whether they are better,
worse, or not. I am just not up on them.

But I know that everyone of the 10 I know personally, and I can
testify that 7 clearly are better.

I want to talk just about two specific cases. One of them was a 65-
year-old widow whose husband was a speechwriter for the head of a
department here in Washington and after he died, she had many prob-
lemns and moved back to Norris, Tenn., where they had lived in their
earlier years, She bought a house.

One Sunday word got to me that Helen was sitting by her front
door with a . She actually shot through the door. Living on -
one side of that woman, was a family that had two small children.
On the other side was another woman expecting her first child. They
were scared to death.

The police said well, we cannot do anything. We did not see it
* happen. I kind of have my own views oz our Jocal police, but that
was their attitude.

I called her up and said, “Helen, what is the problem” Well, she
said, people are t%ing to break in my house. I am being zapped. I
have called tha FBI about this and they understand this and they
believe me, but there is nothing they can do about it, they say.

I said, “Can I come over and talk with you?” “Yeah.”

“Have you got the gun §” “Yes.”

“Put it down. T want to come over and talk to you.”

So I went over and talked to her and talked her into going to the
mental health center. I called our director as soon as he got home from
Mass and I said, “Jack, I’ve got a patient for you.” He said, “Bring
her over.” »

I took her over there and she was interviewed and agreed to stay
as an inpatient and after about 3 weeks she came out and the hal-
lucinations were gone—I am not saying she is totally well, but the
hallucinations were gone and she had forgotten all—is that my light?

Senator TaLyADGE. Yes. I am sorry I have to call time on you, but
we do have a number of witnesses.

Mr. Branor. All right. Let me finish the sentence.

She had forgotten all about the gun—I still have it, by the way.
I would like to find something to do with it—she decided she had made
a mistake in comin§1 back there, sold her house, moved back to her
childhood home in the hills of Kentucky, and as far as we know, she
is gl_l x?'ight,. )

ir

——
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Senator MaTsunaca. I just wanted to know what happened to
Helen. '

Mr. Branpr. She moved back to the county next to the one where
Mr. Nixon was in recently and is in good shape, as far as I know.

Senator MaTsuNaca. I am glad to hear that. .

_ Mr. Branor. I have other examples, but my time has expired.

Senator Taramapge. Your entire statement will be inserted in the
record. .

How do you define mental health ¢

Mr. BranoT. How do I define mental health?

Senator TaLmapee. Yes.

Mr. Branor. Would you allow me to define mental illness as an
alternative?

Senator TALMADGE. Yes.

Mr. Branpr. To me, mental illness is any strictly nonphysical
impainnenb—substantiai, significant impairment—of a person’s abil-
ity to function due to some emotional or mental problem. Not a minor
upset over-a short-term loss, but a substantial inability to function as
he or she has been functioning, carrying on his work, carrying on his
family, without getting over it.

Senator TAIMADG;.n%enatOP Longt

Senator Long. Thave no questions, Thank you.

Senator Tarmapge. Senator Danforth ¢

Senator DanrorTH. Ihaveno questions.

Senator TALMADGE. Senator Matsunaga ?

Senator MaTsunaca. I have one question, Mr. Chairman.

Is it not true, or is it within your knowledge, that much of the
mental health problems or mental illnesses today are treated as physi-
cal illnesses, especially among children, because our present law ex-
cludes the treatment of mental illnesses among children under
medicaid ?

Mr. Branor. Well, not only among children, Senator Matsunaga. I
think among adults as well, that there are people who are placed in
hospitals because they have insurance to cover that, yet they cannot be
covered if they seek treatment on an outpatient basis. Also, some have
to go to M.D.’s because their insurance will not cover psychologists,
and so forth. I would prefer to go to a facility that has a mental health
team and let them decided which professional is best for my particular
case,

Senator MaTsuNaa. So, this present practice prevails among adults
as well as children ¢ .

Mr. Braxpr. That is right.

Senator MaTsuNaA. Tl%e present practice is to treat mental illness as
physical illness, because of the language of the present law which, in
effect, amounts to the circumvention ¢

Mr. Branor. I think that would be a fair statement; yes.

Senator Matsunea. Thank you.

Senator Loxa. Could I just ask a question §

Senator TaLMADGE. Senator Long.

Senator Lona. Since you gave your definition of mental illness, I
just wondered how you would define this type of situation, where you
get a person who has some talent——
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Mr. Brawnor. Sirt L

Senator Loxa. How do you define the type situation where a person
lives under a great deal of pressure and the doctor thinks the person
ought to take tranquilizers to slow them down but they find that they
seem like an old, weary person when they do so they insist on taking
pep-up pills instead, an ;})lerform very badly with the pep-up pills.

Now, would you define that as mental illness, or what? How would
you define that ! Would you define that as drug abuse )

Mr. Branpt. I would definie that as inappropriate treatment. I think
they had better get them another practitioner.

nator Lona. But the situation I am talking about is a situation
where the doctor is prescribing the right drug. The patient is just not
taking it. You see, the patient is taking just the opposite. .

M-r. Branpr. Well, you see, we have all kinds of laws regulating the
speed limit, but they are not self-enforcing, so prescription and doc-
tors’ orders unfortunately are not self-enforcing.

Senator Lone. You would not call that mental illness?

Mr. Brawnor. I would have to know why he was not doing it. If it was
just simply willfulness, he was going to show them, no, I would not

~—=c¢all- that mental illness. But if there was some groblem that he had a
compulsion, he could not do what he was asked to do, that would be
mental illness.

Senator Lonag. Well, just suppose he was just gettin%(old and did not
want to live with that situation, thought he could take those pep-up
pills and be young again. ,

Mr. Branor. No; the way you put it, Senator, I would not call that
mental illness.

Senator Long. You would call it drug abuse?

Mr. Branor. The fountain of youth.

Senator Lona. Or drug abuse.

Mr. Branor. Well, drug abuse can be mental illness. Alcoholism can
be mental illness. It can be caused by it, or might result from it.

Senator Lona. Might be, or might not be.

Mr. Branor. Either way.

_Senator Lone. Thank vou very much.
Senator TaLmapee. Thank fyou for your contribution, Mr. Brandt.
[The prepared statement of Mr. Brandt follows:]

STATEMERT OF SANDFORD F. BRANDT FOR THE MENTAL HEALTH ASSOCIATION

SUMMARY

The Mental Health Association recommends the following changes tn Medi-
care and Medicaid to end or reduce discrimination against mentally i1l persons:

Medicare —

First priority. Part A. Grand provider status to qualified Community Mental
Health Centers for outpatient and partial hospitalization services. To qualify, a
Center would have to meet the standards set by Congress in the 1975 mental
health amendments (Public Law 93-64) and the implementing regulations issued
by HEW. (A bill to accomplish this in part, H.R. 18097, was approved by the
House Ways and Means Committee two days ago.)

Second priority. Part B. Decrease the copayment for mentally i1l patients from
:ll{g e;szé'biresent 50 percent down to 20 percent, the same as for any other covered



13

Third priority. Part B. Raise the annual ceiling on reimbursement for treat-
ment of mental illness from the present $250 up to $750. There is no annual ceil-
ing for other covered {llness.

Fourth priority. Part A. Eliminate the 190-day lifetime limit of coverage on
patients in psychiatric hospitals, making the benefits and benefit periods the
same a8 for patients in other hospitals.

Medicaid

The Mental Health Association at this time is limting its recommendations
to the Early and Periodic Screening, Diagnosis, and Treatment Program. This
program §s8 currently in the process of being amended by the pending Child
Health Assessment Act, 8. 1392. We recommend striking from the pending bill
language which permits States to exclude coverage of mentally ill children ; this
would have the effect of mandating the same coverage as for the physically ill,

BTATEMEN?

Mr. Chairman, I am Sandford F. Brandt of Norris, Tennessee. I am past Presi-
dent of the Mental Health Association in Tennessee and currently a Vice Presi-
dent of the National Assoclation. I have been active as a volunteer in the Mental
Health Association for some 20 years. My testimony will describe the ways in
which Medicare and Medicaid discriminate against mentally {1l persons and will
spell out the legislation recommended by the Mental Health Association to end
that discrlmination. .

MEDICARE -
A{edware ducr&m{nauon

Medicare discriminates against the mentally §li both directly and indirectly. It
discriminates directly as follows: In Part A, hospital insurance, which is provided
automatically to all Medicare eligibles, Section 1812(b) (3) sets a lifetime limit
of 190 benefit days in a psychiatric hoepital. There 1S no lifetime limit on time in
other hospitals regardless of the diagnosis. In Part B, the supplemental medical
insurance available on payment of monthly premiums, Section 1833(c) limits re-
imbursement for treatment of ‘‘mental, psycho-neurotic, and personality—dis-
orders” to 50 percent of the doctor bills and other reasonable costs after the de-
ductible. Reimbursement for other covered iilness 1s at the rate of 80 percent. In
addition, Section 1833(¢) places an annual ceilivg of $250 on reimbursement for
outpatient treatment of mental illness ($202 if the deductible is also for mental
ﬁﬁe@s) . No annual celling is placed on reimbursement for treatment of any other

ess.

The indirect discrimination lies in the fact that the Medicare Act does not rec-
ognize Community Mental Health Centers as primary provides of health care.

Medicare and the Community Mental Health Centers program are both crea-
tures of the Congress of the United States. In fact, both were created in the
same year, 1965. Although construction grants for Centers had been authorized in
1963, it was in 1085, the year of Medicare, that Congress authorized the heart of
the program—federal matching grants for operation of Centers.

Notwithstanding the fact that both programs were started at the same time and
notwithstanding the fact that both are almed at providing better health care, the
two programs, Medicare and Community Mental Health, are not integrated.
Although Medicare subscribers who are treated by physicians in Mental Health
Centers may be reimbursed, treatment by other mental health professionals and
other services offered by the Center, in fact, the Centers themselves, are usually
not recognized under Medicare. .

Recommended legislation

To overcome this discrimination against our older Americans who became
mentally ill, the Mental Health Association recommends the following amend-
ments to Title XVIII of the Social Security Act, in order of priority:

1. Amend Part A by adding to the list of services for which reimbursement will
be provided outpatient services and partial hospitalization provided by a quali-
fled Community Mental Health Center, Precedent for this exists in Public Law
95-210, enacted just last year, to grant provider status to Rural Health Clinics.
The terms “‘outpatient services”, “partial hospitalization”, and “qualified Com-
munlty Mental Health Center” either could be defined in detail in the law—as was

Dy
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done with respect to Rural Health Clinics—or the definitions could be incorpo-
rated by reference to the Community Mental Health Centers Act, which, as
amended by Public Law 94-63 in 1975, lays down very strict requirements which
a Center must meet in order to qualify for federal assistance. (At this writing,
an amendment which would substantially carry out this recommendation has been
approved by the Ways and Means Committee and is now pending {n the House;
H.R. 13097.) .
MEDICAID

As the President's Commission on Mental Health recently pointed out, Medicaid
is not one program—it is 53 different programs. The Mental Health Assoclation
does not feel competent to pass judgment on Medicald in its entirety. There {s,
however, one glaring instance of discrimination against mentally ill children in
Medicaid as it presently stands. This discrimination is not only unfair but unwise.

A provision of the Early and Periodic Screening, Diagnosis, and Treatment
Program (BPSDT) under Title XIX permits States to deny treatment to children
who are dlagnosed under this program as having ‘mental fllness, mental retarda-
tion, or developmental disabilities.” A bill to improve EPSDT {8 now pending in
Congress (8. 1392, Child Health Assessment Act) but it would not, as introduced,
end this discrimination. Voo

The Mental Health Association believes that it is not only patently unfair to
deny treatment to the mentally disabled but also that it is “penny-wise, pound-
foolish.” The surest way to avold excessive costs of treating mentally i1l adults is
to treat mentally ill children,

Therefore the Mental Health Association recommends striking the following
language from 8. 1392: . . , but not necessarily including these for the treatment
of mféltal illness, mental retardation, or development disabilities” (lines 10, 11,
and 12). .

PRESIDENT'S COM MISSION

Mr. Chairman, I conclude by noting that the President's Commission on Mental
Health, in its final report released April 27 of this year, makes substantially the
same recommendations as made by the Mental Health Assoclation before this
Committee today. If the Committee has no objection, I will include with my testi-
mony an extract from the Commission’s final report covering its recommendations
for eliminating from Medicare the present discrimination against mentally ill
persons,

Thank you very much. I shall be glad to try to answer any questions the Com-
mittee may have,

(Mental Health Association—Exhibit 1)

EXTRACT FROM FINAL REPORT OF THE PRESIDENT’S COMMISSION ON MENTAL HEALTH
1978

MEDICARE

When Medicare was enacted in 1965, it was modeled after the best private
health insurance programs of the times and intended to be an exemplar for pro-
gressive public financing of health care. Over the past decade, however, no sig-
nificant changes have been made in the program. It has not kept up with advances
in the delivery of services or with advances made by private insurance programs
in financing health care. While Medicare may have been intended to mirror the
most progressive private insurance programs of the 1960’s, those who see it as a
model for national health insurance should look more critically.

Nowhere are the deficlencies of the Medicare program more apparent than in
the area of flnancing mental health care. The program has set an unfortunate
precedent in public financiog efforts for the discriminatory treatment of people
with mental disability. For example, inpatient care in psychiatric hospitals is
limited to 190 days over a person’s entire life span. In contrast, limitations for
inpatient care in general hospitals are framed in terms of each episode of illness.
Not only is there a 60 day lifetime reserve, but a person is eligible for 80 days of
covemﬁ for each episode of illness, regardless of how many times the person be-
comes ill.

Further, organized mental health care systems cannot qualify as providers of
outpatient services under Medicare unless operated by a general hospital, while
physician-directed health care clinics such as neighborhood health centers can. In
addition, a patient with physical illness pays 20 percent of the bill for outpatient
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care, but the same patient-with a mental illness must pay 50 percent of the bill up
to $600 and 100 percent thereafter.

As restrictive as the original Medicare legislation was in regard to financing
ambulatory mental health treatment, inflation has further reduced the coverage
endorsed by Congress. Since 18685, charges for psychiatric office visits have in-
creased by almost 70 percent. With no corresponding increase in the maximum
outpatient benefit, today’'s elderly are reimbursed for less than half of the services
they would have been able to recelve a decade ago. As a result of these restric-
tions, often the only option for diagnosing the problems of or treating the elderly
with mental disability 18 to hospitalize them.

If we are to reduce the financial barriers to mental health services for the
elderly, the discriminatory treatment of mental health services under the pro-
visions of Medicare must be eliminated. The Commission recommends:

Amending current Medicare legislation so that :

(a) Community mental health centers and other organized systems
of Community mental heailth care be given provider status;

(b) the allowable reimbursement for the outpatient treatment of
mental conditions be increased to at least $750 in any calendar year;

(¢) The beneficlary coinsurance be reduced from 50 percent to 20 per-
fﬁnt to conform to Medicare coinsurance requirements for physical

ness;

(d) Coverage for inpatient care of psychiatric disorders in acute
care settings be extended so it i8 equivalent to that provided for physical
illness; and

(e) Two days of partial hospitalization be allowed for each day of
inpatient care. )

Senator TaLymapce. The next witness is Mr. Martin L. Gross, author
of “The Psychological Society.”

You may insert your full statement in the record, Doctor, and sum-

marize it in 10 minutes or less.

STATEMENT OF MARTIN L. GROSS, AUTHOR OF “THE
PSYCHOLOGICAL SOCIETY”

Mr. Gross. I am Martin L. Gross, author of a book entitled “The
Psychological Society,” which resulted from my previous research in
the field. I have specialized in the psychological, psychiatric, and
medical fields as a writer. In doing my research for a previous book
called “The Doctors,” I spent a great deal of time with American
psychiatrists. The result, after 8 years of research, is the present
volume. I interviewed hundreds of psychologists and psychiatrists,
and found that within the profession there is a great deal of dissension
which has been hidden from the public.

When my book came out, it was praised by such prominent people
as Dr. Solomon Snyder, professor of psychiatry at Johns Hopkins,
Dr. Ronald Fieve at Columbia University, Dr. Stella Chess at New
York University, Dr. Arthur K. Shapiro at Mt. Sinai, and others. Last
week I received a phone call from & physician who is the head of an
important commission of the American Psychiatric Association. He
stated : “Your book is terrific, but I cannot say so publicly because I
am in enough trouble with the profession as is.”

The problem we face in the treatment of mental illness in America
is that the psychiatric profession, for economic reasons, has put its
effort into the treatment of the well. They are mainly in the private
practice of psychotherapy, for people able to afford $50, $60, and $70
an hour. Meanwhile, the treatment of mental illness in America is
shameful. In fact, America is the most deficient nation in the civilized
world in the treatment of the mentally ill. The reason is basically that
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the Freudian psychoanalytic establishment gained control of the psy-
chiatric profession after World War II as a result of the training of
American psychiatrists in the armed services by Dr. Carl Menninger,
a Freudian, and then in the Veterans’ Administration after the war.

The result is that, today, in New York City, for example, for $60
an hour, perfectly healthy people, including several of my employees—
I am also a magazine editor—receive psychotherapy which is reim-
bursed by health insurance. The people are functioning perfectly and
are well. Meanwhile, I have visited many State institutions, county in-
stitutions, and Federal institutions, including the Veterans’ Admin-
istration,-and find them staffed by poorly trained, foreign-schooled
residents and interns and psychiatrists, many of whom cannot speak
the language well and do not know their psychiatric pharmacology.

We have a system in America in which the psychiatric establish-
ment, for economic and cultist reasons, believe in the Freudian and
neo-Freudian theories. They spend their energies in private practice
in the care of the well in the major urban cities, particularly in Wash-
ington, New York, and Los Angeles. The mentally ill of America are
in county, State, and Federal institutions, such as the VA, which gen-
erally attract only the poorly trained psychiatrists.

I also have a formal statement, and I will now read part of it.
Mental illness is one of America’s most serious health problems. Almost
1 percent of the Nation suffers from schizophrenia and almost 2 per-
cent more from a form of affective disease, which include depression,
mania, and manic-depressive disorders.

The treatment of severe psychiatric disorders in America is shame-
ful. Our county, State, and federally run Veterans’ Administration
facilities for the mentally ill are often staffed with poorly paid, in-
adequately trained, psychiatric help.

T visited a hospital in New Jersey where I had difficulty conversing
with the psychiatrist because of his lack of command of the language.
A friend of mine—a Krofessor of psychiatry in New York—wanted to
become a Veterans’ Administration psychiatrist to care for the sick
and to do research, and was offered $42,000 a year, which is less than
half of his present income, earned by taking care of private patients.
He therefore had to refuse the job.

Studies indicate serious misdiagnosis of the mentally ill in institu-
tions as a result of the poor training of the psychiatrist. An individual
known to me for 3 years had been diagn as a schizophrenic for the
past 12 years. I brought him to a friend of mine, a prominent psychia-
trist at Columbia University, who, after further diagnosis, found out
that the patient also had some affective, or manic-depressive, dis-
order. He treated him with lithium. The patient, who had been having
severe hallucinations for over a dozen years, no longer has those hallu-
cinations. That person had been in Marlboro State, New Jersey, in the
Veterans’ Administration Hospital, East Orange, and various others.

If the best-trained psychiatrists are not practicing in our institu-
tions, in what way are their efforts being directed? The answer is
private psychiatric practice devoted to the less seriously ill, often
perfectly healthy patients, who come to their offices at $50 an hour for
treatment which the profession optimistically labels “psychotherapy.”

How effective and how medical is the supposed treatment? Inci-
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dentally, America is the only nation in the world where psychotherapy
is considered reasonable medical practice. I visited a large public men-
tal institution outside of London. The director spent an entire day with
me. I asked: “Where are your psychotherapists?” He answered that
they do not permit them in his institution. - e

Patients are treated humanely with modern Eharmn.cology by the
best-trained psychiatrists in England, and they have the same, or per-
haps better, improvement rate that we have. They do not practice
the witcheraft and nonsense of treating the ill with conversation.

Psychotherapy is generally based on the Freudian theory ‘or neo-
Freudian theory. Dr. Arnold Rogow, who is a K:;i)tgcal scientist and
a member of the American Psychoanalytical iation, estimates
that two out of three of our psychiatrists are Freudian oriented. As a
matter of fact, over half of the departments of psychiatry in America
are headed by psychoanalysts. In New York, a prominent psychiatrist
was fired from Cornell University, because he was anti-Freudian, when
a Freudian took over that institution. :

Is psychotherapy accurate, or is the belief that psychotherapy cures
a modern superstition that costs the Nation and the Government
billions of dollars? ‘

First, can psychotherapy help the mentally ill? Dr. Philip May,
who is Director of Research of Psychiatry at the Veterans’ Adminis-
tration Hospital in Brentwood, Calif., was told as a young resident
that he was not sufficiently efficient because he was not curing schizo-
phrenics with psychotherapy.

When phenothiazines—the antischizophrenic drugs—came into use,
Dr. May conducted a research study at Camarillo State Hospital in
California where the patients were divided into groups.

One group of patients were given the phenothazines, antischizo-
phrenic drugs; another was given electric shock treatment; the third
were given nothing or milieu treatment; and the fourth were given
psychotherapy. .

he patients were evaluated before and after by the entire staff,
including Freudian analysts. The conclusion was that ‘f)sycl;othexja&y
was the poorest form of treatment and that nothing did. better for ths
patients than Psychotherapy. The best treatment, of course, was psy-
cho-pharmacology. ’

Incidentally, America is behind all other patients in the use of

harmacology for the mentally ill. A very common antidepressant
in England which has almost no side effects—while the ones we use
here have considerable side effects—is not allowed in medical practice
in America because of FDA regulations. It is only now beéing used
experimentally at the Psychiatric Institute at Columbia Medical Cen-
terl.ﬂZ[t will probably take years before it is provided to the American
public. .

Psychotherapy is a poor treatment for the mentally ill. Is it a good
treatment for the well ¢

Before T got to that, let me state that for 40 years, the profession
was told that mental illness was psychogenic, that is, caused by the
environment, or psychological forces. This conclusion came out of
Freudian theory. . , .

.. But modern research indicates that mental illness is almost entirely
biological in origin. Dr. George Winokur, then at Towa Psychopathic,
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traced the family history of severely depressed people and found that
one out of seven of the relatives, many of whom were not well known
to the patient, had a similar disease.

At Maudsley Hospital in England, Dr. Irving- Gottesman of the
University of Minnesota and John Shields, of Maudsley, traced every

atient who entered the establishment for 16 years and found that the
identical twins shared schizophrenia 50 percent of the time, while the
fraternal twins, who are two different individuals genetically—the
identical twins being one individual—shared mental illness only 9
percent of the time. -

All studies indicate that when identical twins have schizophrenia,
that their cotwin has it five to six times more often than in {raternal
twins, which indicates the genetic base of the disease.

The most pertinent study—I think sup;igrted partially by the U.S.
Government-—was done by Dr. Seymour Kety, of Harvard, and col-
leagues. With the cooy\eration of the Danish Government they found
every child of schizophrenics in Copenhagen for a 24-year period and
then located everyone that was adopted away at birth. They found
that despite their being adopted away into a normal home, 32 percent
of the children had schizophrenic spectrum disorders 10 times more
than normal. .

This indicates that the Freudian environmental theory of mental ill-
ness is an absolute hoax. We are dealing with a serious biological dis-
ease which requires the efforts of the U.S. Government, the psychiatric
profession, and additional research.

Now, what about psychotherapy for the well? If it does little for
the mentally ill, what does it do for the well ¢

We have a paradox within the profession. Even those who believe in
psychotherapy and the Freudian theory have a residual scientific base
because of their medical training. Dr. Norman Q. Brill, professor
of psychiatry at UCLA and former chairman of the department,
whose father was A. A. Brill who translated Freud into English,
decided to test his own work. He conducted a well-controlled study
with patients who were divided into groups at the university’s out-
patient clinic.

One group was given sugar pills, plain placebos with no medical
value whatsoever. Another were given minor tranquilizers, such as
librium, which have no real, strong lasting effect in treating mental
disorders. A third group was given the normal psychotherapy. A
fourth group was told there was no one available and they had to wait
for treatment.

The patients were evaluated by a psychiatrist beforehand and after-
ward. Dr. Brill reported his findings in the “Archives of General
Psychiatry”—and I have interviewed him several times since. He
reported that all four groups improved equally well. Sugar pills did
as well as so-called psychotherapeutic treatment.

Dr. Louis Gottschalk, at the University of California, at Irvine,
who runs the Crisis Intervention Center, asked himself: “What if I
do not give the people who come to crisis intervention anv treatment{

He decided to have them wait, instead. He gave another group 6
weeks of treatment and followed them up before and after. He re-
porte 1 back to his profession that time itself—6 weeks of doing abso-
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lutely nothing medically, did as well as the 6 weeks of treatment at
the I},niversity’s Crisis Intervention Center.

This has been repeated at the Kaiser Foundation Hospital in Oak-
Jand, at Johns Hopkins in Baltimore, and at various other places.
These studies indicate that waiting lists do as well as psychotherapy
in the treatment of patients.

Dr. Lester Luborsky, at the University of Pennsylvania, has studied
all the studies. He has spent years doing this, and he is one of the most
renowned researchers in America. He took 166 of the profession’s
studies and he found the following:

That if you are quite intelligent and are educated, that psychother-
apy does better than if you are not.

That if your social class is higher, it does better. And if your social
class is closely related to that of the therapist, it does better.

That psychotherapy does well only if you are not very ill. If you are
ven'i)" ill, 1t does very little.

his is not a medical or scientific treatment. It diverts the energies
of the profession, which is most important, from the treatment of the
mentaﬁ)y ill. The money in the profession is to be made in the private
offices taking care of the so-called neurotics—who are often not really
neurotics. Meanwhile, the mentally ill who have no money to pay for
doctors get the most miserable psychiatric treatment in the world,

There is no civilized country in the world that does as poorly in treat-
ing its mentally ill as does the United States.

Now, does anyone need training to do psychotherapy? It is not a
medical technique. It is a professional technique ?

This is a very trying question which came to the attention of Dr.
Hans Strupp at Vanderbilt University in Nashville. Dr. Strupp
is a research psychologist—who, by the way, believes somewhat in
psychotherapy. I must say, in behalf of the profession, that even
those who are cultists; faith healers, witchcraft believers, still, as
physicians and Ph. D.’s, do some scientific research. They have re-
ported in their journals, have told it to me, and I have put in my
book. I have brought it to the attention of the public and I will bring
it, I hope, to the attenticn ot the U.S. Government. -~

In this study, Dr. Strupp went to the medical schools and asked
for their five best therapists. They gave him three M.D. psychiatrists
and two Ph. D.’s—the best men in Nashville, Tenn., according to the
university. They took 15 patients in the outpatient clinic and gave
these patients to the doctors to treat. With psychotherapy, that is,
without medication.

They then went to the students at the undergraduate school at
Vanderbilt and asked for the teachers they liked : professors in Eng-
lish, history, mathematics, economics, philosophy. They named seven
teachers,

They took 15 equally matched patients from the outpatient clinic
and gave them to the teachers and said, just do what you can for these
kids. The medical school evaluated the patients beforehand and
afterward and reported back in an unpublished study, which Dr.
Stru’)l)‘g has given to me. He is possibly now sorry that he gave it to
me. The college liberal arts and science professors, according to the
psychiatrists, did as well as the professional therapists. The reason
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is because psychotherapy is not a specific technique. It is. 8 con-
versation between two persons which can help the pergon, as all —
conversations and human relations can, or it can do nothing for the
patient, or it can harm the patient. S

Dr. Strupp has also queried 150 of his colleagues and has reported
back that 1 1n 10 patients are actually harmed by psychpthgra;ily.

Some members of the profession are becoming aware that they have
been involved in the greatest intellectual hoax of the 20th century.
The American Psychiatric Association has appointed .a committee
to revise the present diagnostic manual—the Bresant .DSM-2, or
diagnostic and statistical manual. The American Psychiatric Associa-
tion’s present manual is replete with Freudian cultist definitions of
mental illness. The new manual, a draft of which was given to me,
revises all of this. .

Senator TaLMADGE. I am sorry to call time on you, but——

Mr. Gross. All right. Just very quickly, my last sentence is that
the diagnostic manual is being revised. The word “neurosis” has
been exorcised from the new manual and replaced by “anxiety.” All
psychological definitions of mental disorders have been removed.

Gentlemen, we face the need for the U.S. Government, through
medicare, through medicaid, through the coming national health in-
surance, to divert the energies of the psychiatric profession, from the
economic gain in private practice through the use of a cultist tech-
nique called psychotherapy into research into pharmacology, into
the treatment of the mentally ill. We must take them out of the
offices of Park Avenue and bring them into the mental hospital to
&are for the seriously mentally ill, because this is the shame of our

Nation.

Thank you.

Senator TarLMapGe. Mr. Gross, I understand that, in your book,
you describe parents as bein faisely accused of causing their chil-
dren’s emotional problems. Will you tell us why that is so?

Mr. Gross. Through people like Dr. Spock and the Freudian
establishment, parents for the last 40 years—and only in America—
have had the onus of being blamed for causing everything from
schizophrenia to nail biting to hy;})‘eractivity. The reality is that &ali'-
ents have very little to do with the emotional behavior of the chil-
dren. They have a lot to do with their politics and their table man-
ners, but very little to do with their emotional balance, except through
the passing on of their 1genesr.. ~

Dr. Stella Chess of New York University in the 1950s said, “I want
to watch children to see how they grow up.” Her colleagues at New
York University said, in effect, “Freud has already told us about the
cause of mental 1llness and emotional disturbance.” -

And she said, “Wsll, I'll watch anyway.” And she has watched
for 22 years. She has written two books. I have reported them in my
book. I have interviewed Dr. Chess at great length. I have reported
my findings back to her for her approval, and she recently sent me &
letter of commendation, What Dr. Chess stated in her books is now
changing the world of child care. She learned that the child’s natural
temperament at birth, which she observed from the crib on—whether
shy, aggressive, or whatever—is generally a reality of birth. The
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parent reacts with the child only by understanding the child’s biol-
og;i‘ and using'it, or trying to shape it somewhat.

he concept that the parent is to blame for the child’s mental illness
is a serious crime of the psychiatric profession. '

James Wechsler, editorial ﬁage editor of the Post, wrote a book
about his schizophrenic son who committed suicide. He was insulated
by every psychiatrist—I believe there were eight of them—that he
and his wife were to blame for the child’s schizophrenia. We now
know, as the result of some research by Dr. Kety and others, that
schizophrenia is basically an inborn disease. '

Dr. Loretta Bender, who was once a Freudian and the head of
child psychiatry at New York University, and whom I interviewed
has now come complete circle. She sees that childhood schizophrenia
is a genetic and biological in basis, possibly the result of intrauterine
damage during pregnancy, or injury during the act of birth itself,
among other causes,

We have been faced in America, and in America only, with a
psychiatric establishment that blames parents, that blames the en-
vironment, then poorly treats the patients, This is because it is heavily
involved in Freudian witcheraft.

N Slqnatfr Tarmapee. Now, how does psychotherapy relate to faith
caling

Mr. Gross. Dr. Raymond Prince of McGill University in Canada
spent time with the Yoruba witch doctors in Nigeria and reported
back that they are as effective in the treatment of minor mental ill-
ness a8 American psychiatrists. They, too, do psychotherapy, and
psychotherapy is a belief system. If you tell a (i)erson through 10
years of psychoanalysis that their parents caused their ailment. If
you trace their infantile complexes and get them to believe in this
system, it gives the patient a structure on which to place their anxiety.

The Yoruba witch doctor may say that a great aunt’s spirit is defy-
ing them, The Navajo shaman may say that the child’s spirit has not
yet ascended to the heavens.

Faith healing and American psychotherapf are the same practice,
in that if the Eatient believes and is not really sick he may get well.
Studies show that if a person who believes in Freud goes to a Jungian,
he does not get better. If he believes in behaviorism and goes to a
Freudian, he does not get better. You must believe in the theorem.

Dr. Luborsky showed that all treatments, no matter how contradic-
tory, do as well. The reason is that two out of three patients get
better in psychotherapy or without psychotherapy because they are
going to get better through time itself.

The seriously mentally ill do not get better in Psychothera y or
without psychotherapy. The seriously mentally ill only get better
through medication: antidepressants and antischizophrenic drugs.

Let me give you an example of the shame of American p%ohiatry.
A drug called beta-endorphin has been discovered by C. H. Lei, a
brilliant scientist at the University of California in San Francisco.
One of tht;fsychiatrio institutes in America tried to get this drug for
a controlled experiment, but Lei does not have the money: it costs
$3,000 a dose. The drug companies will not make it. The U.S. Govern-
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ment does not subsidize drug research sufficiently, and so such con-
trolled studies cannot be done.

The work done by Dr. Nathan Klein in Manhattan, in his own
private practice (he is a two-time winner of the Lasker awards) in-
dicates that beta-endorphin, which comes from our own pituitary,
may be one of the great breakthroughs in the treatment of schizo-
phrenia, psychotic depression, phobias, and obsessions. But we cannot
do the proper research into it because we do not have the moncy,
and because most of the energies of the I;l)rofession are divided to the
so-called neurotic well who have $60 an hour to pay for these doctors.

Senator Tarmapce. Mr. Gross, how is neurosis and neurotic
behavior defined ¢

Mr. Gross. Well, it has been defined by American psychiatry. But
next year it is being thrown out after 40 years, It is supposedly a
conflict between the infantile id and ego and superego which results
in a symptom comﬁ omise such as a twitch or not feeling well or
an inability to work. This is, of course, absolute and total nonsense.

It is blamed, by many psychiatrists, on infantile sexuality. Dr. Paul
Chodoft, a brilliant, Washington, D.C. psychiatrist who is also a child
psychoanalyst has stated to me that this is pure nonsense, There is no
such thing as infantile sexuality. This was an invention of a distorted,
near-psychotic named Sigmund Freud whose ideas are honored only
in the United States.

Sigmund Freud once said in letters to Wilhelm Fliess that neurosis
is caused by the sexual seduction of children, by nursemaids, parents,
relatives at an early age. Then he wrote to this same friend that he
was wrong. “My patients lied to me, or perhaps I put the idea into their
heads,” Freud said.

Then later, he said, “Ah, but if they thought they were seduced, they
had the fantasy of seduction, which is as important as the real seduc-
tion.” From this he invented the theory of infantile sexuality, which
has distorted American psychiatry beyond belief.

We are laughed at in Fingland and Germany; in Switzerland and
Sweden ; in Holland, in Russia—in every nation in the world. We are
laughed at because of our concentration on psychotherapy and Freud-
ian psychology, which has distorted the profession and has given eco-
nomic gain to psychiatrists. They have.these ridiculous theories to
practice on the well while our mentally ill1ive in snakepits.
~ Senator TALMADGE. Mr. Gross, in the interests of time, I am going to
have to ask you to make your answers as brief as possible.

Mr. Gross. I shall try.

Senator Taraance. You also claim that millions of Americans have
been falsely labeled and self-incriminated as neurotic. What do you
mean by that? ,

Mr. Gross. The normal anxieties and vicissitudes of life—a death in
tho family. a loss of a job, the feeling of inadequacy—are faced b
people in Nigeria or in Iceland or elsewhere. But in America, it 1s
cause for a person to consider himself neurotic. When he is nervous,
or anxious, he goes to a physciatrist for treatment. -

Anxiety and nervousness, are the normal lot of man. We are a nerv-
ous animal, and we are anxious. You see a great deal of anxiety in
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Washington, D.C. This is not neurosis. That is the normal lot of the
intelligent individual.

But in America, the psychiatric profession says that if you are
anxious and nervous, there is something wrong with your mental
health. You should go to a doctor. .

Seven million people a year run to the doctor for such treatment.
This is pure stupidity. Most of them get better in psychotherapy. But,
of course, most of them also gﬁlt. better if they go on the waiting list,
The reason is that there is nothing wrong with them whatsoever.

I had several workers in my office in psychotherapy. They are mak-
ing $15,000 and $20,000 a year, and are functioning beautifully. They
are perfectly normal, but consider themselves “neurotic.” Neurosis 1s
a metaphysical fantasy invented by Sigmund Freud which the profes-
sion hopefully will eliminate in their new diagnostic manual in 1979.

Senator TaLmapGe. You claim that schools and courts rely on mis-
leading psychological and psychiatric evidence.

Mr. Gross. The courts in America are a center of foolishness. A man
shoots someone in cold blood and swears on a Bible that he shot the
man in cold blood. The defense brings in three psychiatrists who say:
He was temporarily insane; he has psychomotor epilepsy; he is
schizophrenic, et cetera; he did not know what he was doing at the
time. He was out of his mind, and therefore he is not responsible for the
crime.

* When Sirhan Sirhan assassinated Robert Kennedy, the defense
brought in a battery of witnesses safying that Sirhan was insane and the
prosecution brought in a battery of witnesses saying he was sane. This
was testimony from the same profession on the same patient. Half say
he is sane; half say he is insane. They found that the psychiatrist for
the defense was cribbing his testimony on Sirhan Sirhan, almost word
for word, from a textbook on the Mad Bomber case in New York.

The reality is that the metaphysical state of the patient when he
\has shot somebody is of no importance to intelligent people interested
in jurisprudence.

If the person is mentally ill at the time of the trial, the person should
then be placed in a hospital for the criminally insane and treated for
his mental illness. At such time as he is cured, he should then go on
trial for the murder.

The metaphysical state of the person is of no importance in the ques-
tion of crime.

Senator Tarmapge. What were your findings with respect to the
validity and acceptance of the Freudian theory ¢

Mr. Gross. Before I answer that, just one brief comment in regard to
the schools. We have 7,000 school psychologists and 60,000 guidance
counselors who think they are psycholo?sts who test and treat children
with psychotherapy, which they call counseling. They give them
psychological tests seemingly every time a child gets a D and has ex-
hibited bad conduct.

The failure is in the curriculum, the failure is in the parent, the fail-
ure is in the school, the failure is in eve?rt,hing except in paycholo%av.
Y_’e!;lpsychology is the remedy for all the failings of the society and the
civilization.
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The schools are not the place in which to center psychology. As a
matter of fact, the school psychologists in most States need not be
licensed psychologists in order to practice on our children.

Now, to get to the Freudian theory. The Freudian theory is totally
and absolutely unsubstantiated. Every attempt to substantiate it has
failed. Every attempt to show that it is false succeeds.

The Freudian theory, for example, states that people forget their
dreams because they repress them. Dr. Alan Rechtshaffen of the Uni-
versity of Chicago, showed instead that when you wake people up,
almost all remember their dreams. But most forget them 5 minutes
later, because there is no long-term memory chemical in the brain to
hold those dreams,

The Freudians said that penile erections in children were a sign of
infantile sexuality. But Dr. Halverson found that it was the result
of abdominal pressure. The minute the child urinated, the erection
went down.

The Freudian theory has had no substantiation whatsoever. They
have gained control of American psychiatry as the unfortunate result
of the World War ITtraining by Freudians. As a result, we are laughed
at in the rest of the world.

Senator TALMADGE. Senator Long?

Senator Long. I read this book by Norman Vincent Peale some years
ago, “The Power of Positive Thinking,” and it seemed to me that that
can be useful to people who have anxieties and problems where they
tend to be negative in their point of view, and I would think that apply-
in%‘just the princilples that that preacher advocated in that book would
be helpful to people.

Now, particularly with regard to anxiety, what is your reaction to
that type of thing ? I guess you know what I am talking about.

Mr. Gross. I do completely, Senator.

Everyone needs some method of alleviating anxiety in life. We used
to have a Judeo-Christian ethic, church, synagogue, belief in God. That
was a very strong support and it made it possible for people to reduce
their anxicty because of their belief in God.

As the belief in the divinity of Jesus and the supremacy of the
Patriarch in Heaven diminishes, people turn to other sources. Some go
out for tennis, some are born-again Christians, others go bowling,
other go to Alcoholics Anonymous—which. by the way, does a far su-
perior job to the psychiatric profession in the cure of alcoholism.
Others go to psychotherapists.

I have nothing against a perfectly normal person who has anxieties
going to a psychothmist and paying his money to replace the belief
in God that he once had. But to call it a medical technique is shameful.

I think everyone should think positively. Everyone must find a way
to reduce anxiety. We live in a complicated society. We have very high
taxes, and those high taxes make us anxious, and we have to find a way
to reduce it. Until such time as taxes are reduced, until such time as
public transportation is better, gasoline is cheaper, wives are more
agreeable, we need some method.

If a person wants to go to psychotherapy, that is his privilege. But it
has no place whatsoever in medicine—except as tender loving care
along with the use of medication. If a psychiatrist is pleasant and
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friendly and will talk to the patient tenderly and nicely, there is noth-
ing wrong with that.

Senator LoNa. There is another book that I had in mind, also written
by a preacher, named “Forgive Us our Trespasses.” It was the same
man who wrote the book, “Magnificient Obsession.”

Now, I would think that if one tended to be paranoid, to read that
book would be a tremendous help to him, help him to understand that
people who do injustices to others do not really do it because they want
to hurt the other person, they do it just out of selfishness or weakness
of their own character, and that those people should be forgiven, rather
than hated.

One who feels he has been done & grave injustice might be inclined to
either murder someone or commit mayhem where he should feel sorry
for a person who knows no better than to do that kind of unfair and
unkind thing to his fellow man.

Now, what is your reaction to that? It seems to me as though that is
good psychology, and again, that is related to religious teachings,

Mr. Gross. glf-ind gence and poor character are becoming the
hallmark of American society, and psychiatrists rush in and exploit
that for gain.

If we were to become a people who were once again self-reliant, we
cou}g div%lde mental health and mental illness into simple categories,

r three.
peOner,)s those who are simply and clearly mentally ill: the manics, the
depressives, the manic-depressives, the schizophrenics, those who have
schizoaffective combinations. .

The second would be a borderline group which ap;})lears to be biologi-
cally related to these groups. Those are people with extreme anxiety
who cannot function; those who have obsessive-compulsive disorders,
like washing their hands all day long; and those with phobias who
cannot stand heights or ride on buses or stay in closed places.

Once we get through those major categories, the rest of us are quite
sane, quite normal, and quite nervous. This is not a call for psEchiatry.
This is a call for finer character, for social structure, for lack of self-
indulgence, for strength and for a better culture.

The problem is that the psychiatric profession has convinced people
that nervousness and anxiety and self-indulgence and selfishness are all
. part of the “mental illness” syndrome. This has thrown millions of pa-

tients into doctors’ offices for psychotherﬁpy: This is a shameful situa-
tion which has done great harm to this Nation.

As I say, it does not take place elsewhere in any quantity. People in
Holland do not run to the psychotherapist when they have a divorce,
or someone dies. They turn to themselves, to their friends, to their
clergymen and to society for sustenance. L

In America, we run to the psychiatrist. We so confuse the situation
that those who are trulg mentally i1l cannot get the services of these
psyochiatrists because t. ?Iy are making their money taking care of
the self-indulgent well. The Government can help by putting more
money into biological research for the mentally ill, by better support-
ing mental institutions in the States, the counties, and the VA and
Federal Government, and by bringing in the board-certified psy-
chiatrist into the hospital, even if you have to pay him $75,000 or
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$100,000 to work full time in that office. Then he will do what all other
doctors do—make his money off the sick. The psychiatrist now makes
it off the well. As a result, t{e sick are not being taken care of.

Tho Government, I think, is the only agency that can turn this
around. It can be done by giving proper support to the mental insti-
tutions and making them ge true center for psychiatric treatment.

Senator Lona. I would just like to ask one more question.

It has been quite a few years ago that a book, which was at that time
a bestseller, was written by a man who had been a very successful
novelist. He had been a doctor before he wrote the book. The name
of the book is “The Citadel.”

Have you ever read that book, or heard of it ¢

%[r. Gross. I have not read it, but I have heard of it. Mr. Cronin,
no! :

Senator T.oNa. Yes. —

I would commend it to you. You might have g little difficulty find-
ing it, but it was a bestseﬁer and when the American Medical Asso-
ciation appeared before us some years ago, I asked the witnesses if
the¥l had read that book, and they said no, they were not familiar
with it.

But it seemed to me that in that book you had very—and mind you,
the book was at least 20 years old—and 1n that book you had the very
indictments of the medical profession stated 20 years ago by a doctor,
which was a best seller across the land—and that is basically indict-
ments against which the medical profession is guilty even to«%a .

Just one simple little thing that I have had on my mind since T
read that book. A so-called society doctor, just butchering that poor
patient to death, right there on the operating table, when he was
purely incompetent, clearly incompetent, to operate on that person.

Iere we are today paying, in some cases paying a general practi-
tioner even more than you would pay a surgeon, and nobody ever asks
the qualifications of somebody to cut someone open with major sur-
gery, whether he had performed that operation before, or performed
anything similar, when you have another doctor right nearby who
could !:]ave performed that operation and the patient would have
survived.

I know of cases, some of which were close to me, where—at least
one of which was verv close to me—where a patient died because one
doctor operated and there was another standing right there who could
perform that operation successfully.

Mr. Gross. T wrote a book called “The Doctors,” in 1966 which the
American Medical Association attacked. In the last 12 years, vir-
tually every action of the medical profession has substantiated all of
my charges. including what you are talking about.

The medical profession is venal, in economic terms. They are ex-
cessively rich. They are greedy. They do not provide proper services.
It is a conspiracy profession.

I wrote in my bhook that I was agninst socialized medicine because
I am an antisocialist. Yet in this one area, I have virtually begun to
turn around, because they have abused medicaid and medicare. You
can readily see the cheats in the profession. They have fundamentally
abused the practice of medicine.

N
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Senator Lona. Well, I am going to urge you to please reconsider
your situation with regard to your profession. I am a lawyer, and I
am not sure we are a bit better.

The only difference between the two professions that I can see is
that the doctors have the privilege of burying their mistakes.

Mr. Gross. The other thing, of course, is that we can sometimes avoid
lawyers and we cannot avoid the doctor.

Senator Lo~a. Thank you.

Senator TaLmapae. Senator Matsunaga ¢

Senator Marsu~naca. Thank you, Mr. Chairman.

Are you & doctor of medicine

Mpr. Gross. No, I am not. As a young man, I took special science train-
ing in high school and then I studied to be a scientist, but later
switched to journalism, and I have been a journalist all my life.

Senator MaTsuNAGa. Are you a psychologist ¢

Mr. Gross. I am not a psychologist or a psychiatrist, but I do my
homework.

Senator MarsrNxaca. When I was in high school, my English
teacher, Mrs. Isabelle Andersen—I remember her so well because she
was such a powerful character—used to say, “We are all insane, We
institutionalize only those who are more insane than others.”

It seems, from what you say here, that perhaps even those who
render psychotherapy are even more insane than those whom they
treat.

Mr. Gross. The psychotherapist——

Senator MaTsuNaaa. I cannot quite understand the conclusions you
reach, because I cannot understand the basis of such conclusions. For
example, you talked of four cases wherein one was given psycho-
therapy and that patient fared the worst.

Well, yon speak of mental illnesses in that case. What about treat-
ing physical illnesses? Would you consider, for example, tonsilitis a
phvsical illness ? I suppose you would.

Mr. Gross. Well, a tonsillectomy——

Senator Matsunaca. No, I'm talking about tonsilitis, the illness.

Mr. Gross. Well, the illness of tonsilitis almost never exists now,
becanuse tonsillectomies are an operation performed for a nonexistent
illness. The tonsil was given to us to—— :

Senator Marsunaca. Well, let us take the case of a cold. Would you
consider that to be a physical illness?

Mr. Gross. I suppose a cold is a very minor physical illness; yes.

Senator MaTsunaca. All right.

Supposing there are four persons with similar colds, let us say. One
is given sugar pills; one is given aspirin; one is given an antihista-
mine; and one is given penicillin.

Mr. Gross. They all get better.

Senator Matsunaaa. They all get better.

Mr. Gross. Unless they get pneumonia. ,

Senator MatsuNaga. You say they all get better. Supposing the
fourth one was given penicillin and he was allergic to penicillin and
he fared worse. Would you then conclude that penicillin was the worst —
of all the treatments for the commen cold ¢
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Mr. Gross. No, no. Penicillin is never considered the proper treat-
ment for the common cold. Psychotherapy is considered the proper
treatment for emotional disturbance.

Since penicillin is not considered the treatment, it should not suc-
ceed, and does not.

Psychotherapy is considered the treatment and does not succeed,
so the parallel there, Senator, is false.

Senator MaTsunaga. I think you missed the point I am driving at.
The point is, when you take any four patients, assumedly with the
same type of illness, physically or mentally, you must consider the
fact, the truth, that no four persons react in exactly the same manner
to the same treatment.

Mr. Gross. Sir, these are not——

Senator Matsunaca. Not only to the same treatment, but because
each individual is unique, they will have varying sensitivities toward
a specific illness. Let me give you an example of this to illustrate my
point. I have five children. Same parents, same environment. But they
are all different.

One is allergic to pollens, another is allergic to shrimps, and another
is allergic to coal dust. So the treatment for each child if they suffer
from a so-called allergy, would be different and each one would react
differently to the treatment. ’

Of course, you are very forceful and very persuasive, but we are,
today, dealing with legislation which recognizes that perhaps we are
making a mistake in not taking into consideration mental illnesses as
much as we do physical illnesses.

Mr. Gross. Sir, I agree with you that mental illness is ignored and
neglected in this country. Legislation which will increase the cover-
age for true mental illness and the Government support thereof, I
support wholeheartedly. . .

owever, l;sychotherap , done by a psychiatrist, psychologist, so-
cial worker, bartender, college dpro essor, or tennis teacher, is not an
effective scientific technique and cannot, with good conscience, be cov-
ered by anyone.

Senator Marsunaca. Whatever the term may be and whatever
treatment you may describe, are you saying that the term “psy-
chotherapy” is so fixed that each doctor would follow exactly the
same steps in rendering psychotherapy ¢

Mr. Gross. Oh, no. There are 168, at last count, psychotherapies
in America, none of which agrees with any of the others. They all
have contradictory techniques. They all work equally well, because
they do nothing. -

Senator Marsunacga. De you consider that to be bad {

Mr. Gross. No, no. Sir, I do not think {ou understand my premise,
or the premise of the researchers in this field.

Dr. Luborsky, in studying 166 of the studies, stated the first re-
sult: All therapies do as well. The reason all tixerapies do as well
is because people who are not mentally ill get better. You get better
whether you go bowling or you take psychotherapy.

. Ig you ar_ei mentally ill, you do not get better because psychotherapy
isofnoavail. | :
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What we must do, I think, through legislation, is support the
treatment of the mentally ill in several ways. No, 1——

Senator MarsuNaca. Let me understand you, then. You are not
lxelre testifying that we ought not to concern ourselves with mental
illnesses .

Mr. Gross. Quite the opposite. The mentally ill are neglected in
Anmerica—

Senator MaTsuNaca. I was fearful that, perhaps, you—

Mr. Gross. No, no; quite the opposite. L have spent a great deal of
time visiting mental 1nstitutions, talking to patients and doctors.
The treatment is shameful, the staffs are inadequate, there is in-
suiticient money, because the psychiatric profession has done & shame~"
ful job of spending its energies at $50, $60, $70, now $80 and $90
an hour in the big ciuies, taking care of the “neurotic well.”

Senator MaTsunaca. Let me be more specific. With reference to
the legislation before us, in as much as L am a coauthor and co-
sponsor of a number of them, are you opposed to the inclusion of
psychiatric nurses, psychologists, and paramedicals who are trained
in the diagnosis and treatment of mental illnesses, to be included
within the scope of medicare-medicaid $

Mr. Gross. In an institutional setting where the person is clearly
mentally ill, any support given to the patient, 1 support. But it 1s
antiscientitic, antimedical, and anticommonsense to pay for psycho-
therapy in the oftice of a social worker, psychiatric nurse, or a psy-
chologist because he cannot perform a scientitic or medical technique,
tfe hus no training or equipment to do so,-because all he can do is
whalt{, we call psycuotherapy, which research has indicated does not
work,

‘Lherefore, for the Government to support the activity of nurses,
social workers, and psychologists in private settings, not institutional-
1zed patients, would be absolutely ridiculous, except in those cases
where the person was “mentally 1ll,” had been released from a hos-
pital, and had some type of service required for followup. ..

But the private practice of psychotherapy is an antimedical, an anti-
scientific, an antitruthful activity, and the Government should not
support 1t; no.

Senator MaTtsunaga, Well, I am afraid that the answer will be much
too long if I ask this question.

Mr. Gross. If you ask the question, I promise a short answer.

Senator Matsunacea. This will be my last.

What yoaustrstated would seem to contradict your earlier state-
ment that medication with tender loving care——

Mr. Gross. A psychologist cannot give medication, nor can a social
worker. All they can give is tender loving care.

Senator MaTsunaca. Right, right. But then you seem to stress “ten-
der, loving care,”

Mr. Gross. Yes.

Senator MATSUNAGA. This is what is necessary.

Mr. Gross. I believe in that, sir.

Senator MaTsunaea. Well, I would think that a trained psychiatric
nurse, or social worker, would be better able to give tender, loving care
to the patients,

83-997—78——3
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Mr. Gross. The People who go to a social worker, by definition, eould
not be mentally ill because a social worker could not give medication,
which is the only khown treatment for the mentally ill. Therefore, the
pz%ple who would go to a clinical psychologist would therefore, by
definition, not be ill and therefore, you could not cover them.

A psychologist cannot treat, by law, by training, and by research
practice, & mentally ill person. Only a psychiatrist can, and he can
only treat that mentally ill person with medication.

Ps chot,herapiy is tender, loving care which can be—of course, some
psychotherapy is not even tender—tender, loving care as an accom-
paniment to medication.

No; I would not be in faver of psychologists, or social workers, or
nurses receiving reimbursement for private practice psighothempy
under the law; but only in an institutionalized setting where the pa-
tient is menta.lfy ill, :

Senator MaTsuNAGA. Thank you.
Senator TavLmapae. I will pass over the next witness until Senator

Dole arrives.
[The prepared statement of Mr, Gross follows:]

SUMMARY oF REMARKS BY MARTIN L. GROOS

Mental illness is one of America’s most serfous health prolems. Almost 1 percent
of the nmation suffers from schizophrenia and almost 2 percent more, aceording to a
reliable estimate by Dr. George Winokur, suffer from some form of affective
disease which includes severe depression, mania and manic depressive disorder.

The treatment of severe psychiatric disorders in America is shameful. Our
country, state and federally run Veterans Administration facilities for the men-
tally {Il1 are often staffe@ with poorly pald and often inadequately trained
psychiatric help. A personal visit to the psychiatric ward of a Veterans Admini-
stration hospital in New Jersey, for example, showed that much of the staft was
composed of forelgn medical personnel, some of whom had dificulty with the
language and some of whom proved to be insufiiciently tratned in modern psychi-
atrtl&g‘lmrmacology. Similar visits to state instituttons show this to be a typical
pa 3 ’

A distinguished psyehiatrist, & Clinical Professor of Psychiatry at Mt. Sinaf
School of Medicine in New York, sought to do full-time work in a Veterans Ad-
ministration hospital, but was offered only $42,600 a year, which for economic
reasons he had to refuse. .

Studies indicate significant amounts of misdiagnosis of the mentally i} in
the institutions, & case of which recently came to my personal attention and
which I will detail during my testimony.

Once a severely ill patient is diacharged from a mental hospital, or has not yet
been hospitalized, he {s often in a hospital out-patient clinic, generally staffed by
young residents-in-training, or event by non-mediea) psychiatrie social workers.

If the best trained psychiatrists are not practicing in the state, county and
federal institutions in America on a regular basis, in what direction are their
efforts being directed in the field of mental health?

The answer is a private psychlatrie practice devoted mainly to the less seriously
il1, and often perfectly healthy patient, who has covae to their office at approxi-
mately $50 an hour for a treatment which the profession has optimistically labeled
as “psychotherapy.” .

How effective, and how medical, is this supposed treatment? Why 1s so much
professional energy diverted from the treatment of the hospitalize® and out-
patient mentally {li to the practice of this verbal art which, inctdentally, is pepu-
lar in only one country in the civilized world—the United States.

Psychotherapy is most often based on the Freudian theory, or as adapted by
many American practitioners, neo-Freudianism. Dr. Arnold Rogow, soclal sclen-
tist and mémber of the American Psychoanalytic Association, estimates that two
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out of three American psychiatrists consider themselves Freudian or neo-
Freudian, — . :

The Freudian anc neo-Freudian theories consider that both mental illness
and a condition called “neurosis” are created during the first few years of life,
malinly by parental influence in the form of an unconscious, ungéen psychic
confrontation between forces which the profession has labeled 14, "ego, and
superego and more recently, the defense mechanisms.

Since the conditions of mental illness and neurosis are supposedly psychogenic,
that is caused by the psychological environmental influences on the emerging
person, then a psychotherapeutic treatment which involves verbal and human
interaction between the patient and the psychiatrist would supposedly unravel
the cause and eventually result in a “cure” of these conditions.

Is this true? Or is the belief that psychotherapy “cures” a modern super-
stition which is costing the nation and the government billions of dollars and
diverting funds and professional energy from the medical and scientific treat-
ment of serfous mental conditions?

Firstly, can psychotherapy help the mentally i11? Dr, Phillip May, director of
.psychiatric research at the Veterans Adminfstration hospital in Breantwood,
Californla, decided to investigate this claim. As & young resident he was told
by his Freudian teachers that fallure to cure schizophrenia through psycho-
therapy was the result of his own professional inadequacy.

Later on Dr, May decided to investigate whether this was true. When the
Dhenothiazines were introduced for the treatment of schizophrenia, Dr. May
set up a controlled experiment at Camarillo State Hospital in California. There
the effectiveness of phenothazines, electroshock therapy, milieu (or simple hos-
pital environment without additional treatment) and psychotherapy were com-
pared. The results showed that psychotherapy was the poorest of the four
treatments. Psychotherapy patients stayed in the hospital longer than those who
received no direct treatment at all. Dr. May's "“Treatment of Schizophrenia” is
now a classic guide post for his more gullible psychotherapy-oriented colleagues.

Recent research indicates that not only is psychotherapy not valld for the
treatment of the mentally ill, but that mental illness itself is not caused by
environmental factors as the profession had so long claimed.

Work by such brilliant researchers as D‘;.x Solomon Snyder of Johns Hopkins
indicates a neuro-transmitted maladjustmént in the brain of the mentally {lL
Studies by Dr. Seymour Kety of Harvard, Dr. George Winokur then at Iowa
Psychopathie, Frving Gottesman of the University of Minnesota gnd John
Shfelds of Maudsely hospital in London, indicate that relatives often unkown
to the patient showed a high statistical correlation in having the same form of
mental {liness, that {dentical twins shared mental iliness five times more than
fraternal twing, and that children of the mentally i1l adopted away at infancy
developed an abnormally high incidence of mental illness despite the fact that
they were rafsed in normal foster homes,

This last work, done in eooperation with the Danish government, showed that
children of the mentally ill developed “schizophrenic spectrum disorders” over
30 percent of the time despite their being brought up in normal foster homes, This
incidence is approximately 10 times normal and similar to what one would expect
if the children had been brought up by their 111, blologic parents,

What about the effectiveness of psychotherapy for less severely 111 “neurotic”
patients who visit psychiatrists, psychologists and social workers in thelr private
offices or as out-patients in the psychiatrie clinies and community health centers?

Each year, millions of Americans troubled by the vicissitude of life, or
anxlety, or phobias, obsesslons and depressien visit these practitioners in the
hope of emotional help. How effective ig the treatment?

The professions have long congratulated themselves that they're doing an
effective job. But inereasingly in the last dozen years, research-oriented profes-
sionals have put psychotherapy to controlled scientific tests.

Dr. Norman Q. Brill, professor of psychiatry at UCLA—who, incldentally, be-
Heves somewhat in psychotherapy—divided the clinie patients into, groups.
One received psychotherapy, another was put on the wafting list, another was
ﬂ:)vel:n msugar placebos, and the fourth was given minor tranquilizers such as

rium. .

The patients were evaluated before treatment and after, and Dr. Brit
in the Archives of General Psychiatry that all groups improved at the slaﬁgorxxg
Sugar pllls and waiting had done as well as modern psychotherapy.
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Walting list studies at Kalser Foundation Hospital in Oakland and the Crisis
Intervention Center at University of California, Irvine, show the same result:
that nonpsychotic patients improve as well with simple passage of time as with
psychotherapy treatment.

Dr. Lester Luborsky at the University of Pennsylvania studied 168 research
studies on psychotherapy and concluded that the type of therapy is of no sig-
nificance; that the less sick patients, both physically and mentally, do better;
that higher intelligence increases the chances of improvement; and that social
achievement is also closely related to improvement.

Psychotherapy is hardly a scientific or medical technique if sugar pills and
waiting lists do as well, and intelligence and social class determine the outcome.

Is one therapist better than another? Is professional training necessary for
8kill in the art of psychotherapy?

New studies indicate that untrained laymen actually do as well as the best
psychotherapists nominated by their profession. At Vanderbilt University in
Nashville, Tennessee, research psychologist Hans Strupp gave 15 psychiatric
out-patients to five theraplsts nominated by the medical school and another
matched 15 to 7 professors of English, history, math, and philosophy nominated
by the students. The medical school evaluated the patients before and after treat-
ment. WWhat was the result? The liberal arts and sclence professors proved to do
as well as the outstanding professional psychotherapists.

It is ohvious to astute researchers and observers that psychotherapy is faith
healing and a human relations activity, which like all social intercourse between
human beings, can be beneficial, of no value, or harmful. In fact, a recent con-
sensus of 150 psychotherapists indicate that one in ten patients are harmed by
this supposedly benign technique.

The fallure of psychotherapy and the sclentific and medical neglect of the
mentally il1 by the profession is one of the great failings of American health
professions. Much of the reason for this neglect is based on undue interest in the
probably nonexistent psychological phenomenon first proposed by Sigmond
Freud.

Fortunately, an increasing minority of the profession is fighting to correct this
false halance. Dr. Robert Spitzer of Columbia Medical Center, heads an American
Psychiatric Association commission to revise the profession’s diagnostic manual.
The new draft asks for the elimination of the term ‘“neurosis” and deletes all
psychological definitions of mental conditions. Dr. Alfred M. Freedman, Chair-
man of Psychiatry at New York Medical College, summed up increasing skepti-
cism in the profession when he recently stated: “It is possible that Freudian
theory may be proven no more sclentific than astrology or phrenology.”

In closing, I would ask the members of this Senate committee to use thelr
best efforts to appropriate funds for medical and biological research in the treat-
ment of mental illness and to understand that science I8 increasingly demonstrat-
ing that psychotherapy is not a proven medical or scientific activity. Instead, it
i3 one that diverts the energies of the nation and the psychiatric and psychologi-
cal professions away from the true problem of mental {liness.

Senator TALMADGE. The next witness is Dr. Nicholas A. Cummings
of California, president-elect, American Psychological Association,
accompanied by Russell Bent, Ph. D. of Georgia, president of the
Georgia Dsychological Association; Joan Willens, Ph. D., of Cali-
fornia, chair, Psychology Advisory Committee, Colorado Medicare
Study; and Clarance J. Martin, executive director and general coun-
sel. Association for the Advancement of Psychology.

Senator Cranston wanted.to be present here to introduce our next
witnesses, Dr. Willens and Dr. Cummings, but unfortunately he is
unable to be here. He has asked me to express his disappointment and
T ask that Senator Cranston’s statement be printed in the hearing
record at this point.

[The prepared statement of Hon. Alan Cranston follows:]

STATEMENT OF HON., ALAN CRANSTON, A U.S. SENATOR FROM THE STATE OF
CALIFORNIA

Mr. Chairman, I am particularly delighted to have this opportunity to intro-
duce Dr. Joan Willens, Dr. Willens is a leader in the fleld of psychology and has
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worked with your committee and with the Department of Health, Education, and
Welfare, in developing the demonstration project in Colorado that is evaluating
the effect of covering psychologists as independent practitioners under medicare.

Dr. Willens will report to you on the findings of that project.

She has been a valued health-care advisor to me throughout my service in the
Senate and I know her testimony will be very helptul. -

1 am also pleased that another outstanding Californian, Dr. Nicholas
Cummings, president-elect of the American Psychological Association Is testifying
today also. I'ny confident his testimony will make a valuable contribution to the
hearing record also.

As a supporter since I have been in the Senate of amendments offered each
Congress by my good friend, Senator Inouye, which would authorize reimburse-
ment to clinical psychologists as independent practitioners, I am pleased that
Dr. Willens and Dr. Cummings are speaking on behalf of that provision.

Once again this year, I have cosponsored 8. 123, introduced by Senator Inouye.

This legislation would authorize the reimbursement of clinical psychologists
as independent practitioners under medicare.

Mr. Chairman, although psychologists cannot treat patients with drugs, they
can provide the counseling services which frequently are all that is needed to
help individuals make necessary adjustments for continued functioning in soclety.
Psychologists’ fees are generally lower than psychiatrists’. Experience under the
federal employees health benefits program has shown that direct reimbursement
of psychologists has not resulted In major cost increases as had been feared.

Under current medicare law, as you know, psychologists can be reimbursed only
for dlagnostic tests when a patient 18 referred to them by a physician. This pro-
celure places the psychologist, a reputable professional, in a secondary and in-
appropriately subordinate position, and seriously underutilizes the skills of a
valuable member of the health care professions.

I hope your committee will study this issue carefully and will conclude that
psychologists should be recognized as independent practitioners.

Senator TaryApoE. You may proceed, Dr. Cummings. Please re-
strict your remarks 10 minutes or less.
Mr. Cuxynes, Thank you, Mr, Chairman.,

STATEMENT OF NICHOLAS A, CUMMINGS, PH. D, PRESIDENT-
ELECT, AMERICAN PSYCHOLOGICAL ASSOCIATION, ACCOMPANIED
BY RUSSELL BENT, PH. D., PRESIDENT, GEORGIA PSYCHOLOGI-
CAL ASSOCIATION; JOAN WILLENS, PH. D., CHAIR, PSYCHOLOGY
ADVISORY COMMITTEE, COLORADO MEDICARE STUDY, AND
CLARENCE J. MARTIN, EXECUTIVE DIRECTOR AND GENERAL
COUNSEL, ASSOCIATION FOR THE ADVANCEMERT OF
PSYCHOLOGY

Mr. Cuanings. My name is Nicholas Cummings. I am a clinical
psycho.lo%ist in California and president-elect of the American Psy-
chological Association. I am accompanied here today by Russell Bent,
Ph. D., president of the Georgia Psychological Association. Dr. Bent
is also vice chair of the National Advisory Panel to CHAMPUS. His
work with other grominent psychologists has recently produced the
APA-CHAMPUS out-patient psychological peer review manual
which, we believe, will become a model for quality mental health care,
economically rendered, and he will speak to these issues.

T am also accompanied by Joan Willens, Ph. D., a fellow Californian.
Dr. Willens has been deeply involved in the Colorado medicare study
which continued to study the utilization of psychological services
under medicare, and she will speak to that issue.

I am also accompanied by Mr. Martin, our counsel.
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Mr. Chairman, the mental health needs of our elderly are not being
met under the present medicare system. There are far more elderly in
public mental hospitals than should be. There are many others in nurs-
ing homes or under home health programs who are being kept overly
medicated and untreated. In fact, the overmedication of the elderly is
approaching a national disaster in our society : o

Because medicare pays for medical care and hospitalization, there
are many who are being treated for medical problems when other
treatments would be more effective and less costly, _

This kind of overutilization and misdirection of treatment is some-
thing with which I am familiar, It is analogous to the circumstances
that.%ed to the adoption at Kaiser-Permanente of a health plan with
extensive mental health services.

For 18 years, Mr. Chairman, I was Erivileged to be chief psycholo-

ist at tho Kaiser-Permanente Health Plan in northern California.

ogether with my ocolleague, William Follette, M.D., chief of psy-
chiatry at the same institution, I have coauthored a number of studies
there at Kaiser-Permanente. We have 16 years of followup with these
studies, and some conclusions should be known to this committee-and
considersd in determining mental health benefits under medicare.

Persons in emotional distress are significantly higher users of both
inpatient and outpatient medical services, In fact, we learned in the
late 1940’s at Kaiser-Permanente that 60 percent of all the doctors’
visits had nothing physically wrong with them, but were sufferin
from emotional distress. And, out of necessity, we provided menta
health services because our physicians’ visits, X-rays, laboratory tests,
and drug treatments were rendering soaring costs because of elusive
or unidentifiable physical problems.

. When we_instituted access to psychological treatment, we found
significant declines in medical utilization in those emotionally dis-
tressed individuals who received psychotherapy, and those declines in
medical utilization remained constant during the 5 years following
the termination of psyohothem?y by the treated patieat.

We now have some 12 years’ followup on our initial semples.

In summarizing our 16 years of pmgalii mental health experience
at Kaiser-Permanente, we concluded that there is no basis for the
fear that an increased access to mental health services will financially
endanger the system, It is not the number of referrals received that
will drive up costs, but the manner in which services are delivered that
determines optimal cost and therapeutic effectiveness.

We found that even one visit of gsychotheralzf', unexpectedly, re-
duced medical utilization by some 60 percent, and this mmainedy con-
stant over 5 years, Brief therapy reduced it by 75 percent. -—

We found that if brief sychotherap'; is provided, it will be the
choice by 85 percent of the patients. Ten percent need long-term
therapy, but one can finance those who need long-term theraﬁy y the
f;llct that the majority of the patients receive effective short-term
therapy.

These results, although impressive, would mean little if they had not
been replicated in many studies all over the world. In fact, it was the
investigation of the effects of psychotherapy on hospitalization in
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West Germany that prompted the West German Government to in-
clude psychotherapy in their national health insurance.

QOur work at Kaiser-Permanente has been replicated at Health In-
surance Plan of New York, Group Health Association of Washington,
D.C., and many other HMO type of institutions. I am bappy te say
that recent studies coming out of mental health institutions m Cah-
fornia and in Dallas, Tex., demonstrate that psychotherapy provided
to ethnic minority peoples on the poverty levels where psychotherapy
is totally subsidized by public funds reduced medical utilization in
these populations,

1t is my contention, Mr. Cheirman, a contention supported by sub-
stantial research data, that efficient and economical health delivery sys-
tems, whether under medicare or national health insurance, can only
be developed by wnaking available mental health benefits similar to that
provided under Kaiser-Permanente.

On August 10, the Health Subcommittee of Ways and Means voted
unanimously to recognize psychologists as independent practitioners
under medi}fare lin an inpatient g:ttmge xe hope ilhlisbecommmelg
recognize that the greatest benefit to rived wi accompli
by extending eligibility in both inpatient and outsztieni_; settings.

The cost estimates used by the Ways and Means Committee, sgplied
to them by the Office of HEW A ctuary, estimates $6 million for the first
year oost of outpatient servioes. Mr. Chairman, that is not a cost, it is
an investinent, an investment in beiter mental health services which
will pay dividends in the yreduction of cost and more ressonable utiliza-
tion of the medicaid system. g )

I thank you, Mr. Chairman, and I would like to call on Dr. Willens
to speak regarding the Colorado study.

Ms. WiLiLENs. I'hank you.

Mr. Chairman and meimnbers of the subcommittee, approximately 3
Years ago the staff of the Senate Finance Committee conducted an ex-
periment in Colorado to answer its conoerns about including psycholo-
gists as independent practitioners under medicare. Some of those con-
oerns were very basic, and others quite complex. But we have aﬁﬁmm
to gespond to your questions in the 114 years that the study has
underway.

Let me briefly go over several of the questions that were raised in how
pschology serves as one model in how our profession can function un-
der medicare. _

Question No. 1: Who is a psychologist

Psychologists have a um} orm standard that defines the training and
experience necessary to function in the health care area. Although psy-
chologists are statutorily recognized in all 50 States, State laws do not
generally require specialty designations per se, nor are physicisns, den-
téi?a?a ?: lawyers licensed by specialty practice under their applicable

8 laws.

Psychologists in Colorado, and nationally, who practice independ-
ently must have achieved a doctoral level in fsychology and, in addi-
tion, have 2 years of supervised postdoctors.
also be licensed by the State examining board.

In the Colorado experiment, a committes reviewed all applications
for both training levels and the quality of their work experience.

experience. They must
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Out of 190 applicaticns at the start, 168 psychologists were certified.

In the first evaluation, Stanford Research Institute who was the
independent evaluators of the experiment stated that this process has
operated successfully.

Question No. 2: &%hat should psychologists be doing, and how can
you be assured that they are doing quality work ? :

In Colorado, we developed lists of covered and excluded services
which have a general, national acceptance by the professiou. Fringe
and controversial therapies were excluded. . .

In our judgment, present Psychia.tric nomenclature is not a good
indication of what a person’s problems are, so claims forms were
developed which require a practitioner to describe a problem and what
he is actually doing about it. Providing assurance of quality work is
complicated in mental health, and we have developed a workable
system in Colorado. A peer review committee of psychologists ex-
amines all claims beyond 6 hours of thereapy and 3 hours of assess-
ment to determine what services are appropriate and, therefore,
reimbursable, , ’

Again, Stanford Research Institute states that this is working.

Question No. 3: Can psychologists establish proper medical col-
laboration when needed ¥ One of the major components of clinical psy-
chology training is in the area of diagnosis. We have been trained to
consult, collaborate and refer, when necessary, the most appropriate
health care providers. Psychology is also concerned about the issue
of medication for the elderly, from several standpoints. :

I have more that I would like to submit, but I see that the yellow
light is on. .

Senator TarLMADpGE. Your entire statement will be inserted in the
record. Thank you for a very fine statement. .

Ms, WiLLeENns. Excuse me. Also, we do have a statement to respond
to Mr. Gross. We do not have the drama that he has, but we——o

Ser‘liator TarLmapee. You may submit it, and it will be inserted in the
record.

Ms. WiLrens. If I might, I would like to present Dr. Bent for a
brief presentation. ' .

Senator TaLMapGe. Doctor { :

Mr. Bent. Senator, the psychological association, together with
CHAMPUS, has—is that the bell{

Senator Tarmapce. I hate to call time on you, but we are limited
for time.

Mr. BeNT. Let me make just one statement and enter something.

Senator MaTtsuNaea. I yield 1 minute of my time to Dr. Bent,

Senator Tardtapce. Without objection, Doctor, you are recognized
for 1 minute.

Mr. BexT. Particularly this is related to your initial statement—
I will hand it to you—together with some C US materialt

We feel that we have made a great deal of effort, and with success,
to more objectively indicate what psychological services should be,
what psychological services are rendered to clients, and to better
describe—have clients better describe—with their practitioners what

1 Materlal referred to was made a part of the offictal committee file,
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the results, or the outcomes, of therapy will be, and that we have a
way of retaining the costs of utilization of that. And the project of
the American Psychological Association with CHAMPUS, I will
submit for your reading, to show such an objective system of cost
containment and quality control.

Senator TaLmapce. Thank you very much, doctor,

How many ditferent analytical theories and groups are there in
the psychology profession

Mr. Commines. Roughly, I would say, about 100.

Senator TaLMapge. What is jogging therapy ¢

Mr. Cummunas. I was not including that among the hundred, Sena-
tor,

Senator TaLMapce. What is poetry therapy {

Mr. Commings. What is poetry therapy I have no idea, sir.

Senator TaLuapce. Whatis dance therapy {

Mr, Commings. I have no idea.

Senator Tarmapge. What is Z-therapy ¢

Mr. Commings. I have some familiarity with that. That is not what
X am including in iy hundred techniques.

Mr. BenTt. All of these therapies, for example, would be excluded in
the kinds of criteria we have set up, so they would not be allowable in
the CHAMPUS program, or we would say they should not be allow-
able under medicare and medicaid.

ﬁ‘io;ﬁtgr TaLmance. To what extent are these modes of treatment
ut

Mr. Bent. I would say very infrequently by members of the psycho-
logical profession, very infrequently.

Senator TaLmapce. How valid are these modes of treatment {

Mr. Cummings. Quite questionable,

Ms. WiLLENs, They get a lot of publicity. .

Senator TaLmapce. In psychotherapy, what do psychiatrists do
which clinical psychologists cannot dot .

Mr. CummiNes. Electro-shock, psychosurgery, prescribing drugs,
techniques such as that. Clinical psychologists do not perform those
which are clearly medical techniques.

Senator TarLmApge. Senator Matsunaga ¢

Senator MarsunNaea. Thank you, Mr. Chairman,

I feel a lot better after listening to your testimony and the tests
which you spoke of, I think, tend to prove that even ox;fhysice.} ill-
nesses, a little psychiatric or Fsl{l;hological treatment would definitely
shorten the period of physical illnesses. I want to congratulate you on
the excellence of your presentation.

Mr. Cummings. Senator Matsunaga, if I may, because I heard one
of my studies quoted, but I only heard half of it quoted, and I am a lit-
tle bit put out, because I did two parts to this study and I only heard
one part, the Kaiser-Permanente study on the w‘aitin‘f list.

It is true after 6 months that both the treated and the untreated pa-
tients demonstrated a diminution, or reduction, of anxite:g, but when we
followed up on what was happening to the untreated patients, we
found that they had tripled their medical utilization, their hospitaliza-
tion rate was twice the health plan average, so that yes, they were
feeling better, but it was at the expense of physical illness,
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Senator Matsunaca. I am glad you mentioned that. =~ /. =~ = -

Ms. WiLLens. Senator, may I also add, very briefly, that in thé réport
that we are submitting, there is a study of 700 outcome studies of psy-
chotherapies that were done, and in over 90 percent of them, the psy-
chotherapy group benefitted more than the control group and there
was no evidence of harm done to any of the retnaininlég‘;‘n '

Thils is the widely acclaimed research that has taken place most
recently. ‘ ' : ,

Senator TaLmapce. Senator Laxaltt ‘ ‘ ‘

.Senator Laxart. I just have an observation or two. o

I might say that personally I have found it somewhat mystifying
as to why this question has not previously been included. From the
standpoint of my own experience, in my own State, particularly in
the area of care for the elderly, I think that this profession has per-
formed a badly needed service, and they have pétformed it well.

Since being here, I have had occasion to ttavel about the country.
As a matter of fact, my own mother was involved in eldsrly care in
California, and some of the most valuable services being fendered there
e By foeling that this type of proposal may be overdue, and

it is ee is type of pro may he overdue, ant
we should g‘inv}g it very serious consigemtign; recognize thaf the criteria
will neces!sari'lﬁ have to be Himited, and certainly noné of yon would
quarrel with that premise, because we do liave some strange expres- -
si?lns of the proféssion at times, as the Senator’s qurestions would
indicate. : '

But, Mr. Chairman, I do feel personally that this is something that
this subcommittee should inquire ixito very extensively. |

I thank you for your testimony. I thank all of you. -

{The prepared statement of the preceding panel follows:] -

‘STATEMENT OF TRE Aumn-i’tmmmm ASSOCIATION PRESENTED BY
Dgr. N1cHOLAS A, OUMMINGS, PH. D, )

BUYKMARNY

The testimany of the American Psychological Association to the Subcommittee
on Health of the Senate Finance Committee includes the following points:

1. The American Medicare-eligibtle population suffers an abeve average
incidence of emotiondl and mental disorder, yet they are the most under-
ser:&noupm tens of aceess to adequate and appropriate mental health
ser

2. The present Medicare structure discriminates agaimst and prevents the
elderly person in heed of mental health care frem recelving those services
in the most appropriate, cost-effective and treatment-eficient manner.

8. e present Medicare structure digcriminates against and prevents the
elderly person in need of mental health care from recelving benefits avaflable
g)m tggz' eleiigelbte for other major federal health programs, such as CHAMPUS,

The present Medicare structure diseriminates against and prevents the elderly
person in need of mental health care from access to 50 percent of qualified mental
health gractltloners. psychologists.

Poychologista arv- uniquely qualified through training and Hcensure require-
ments to deal with mental and emotional problems, =

Psychologists can render & range of quality serviees under Medicare with:
constraints on both cost and utilisation. : \ .

The cost of recognition of psychologists as independent providers of thera-
peutie services, eligible for direct Medicare reimhursetirent, has been proven by
study after study to be raore than offset by the eoxresponding reduction in utiliza-
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tion of medical services; by elimingtion of the nit expensive *physician
supervision” requirement; by lower Inpatient Hospiamuon charges ; and, most
importanty, by allowing the elderly consumer access to appropriate eare. -

We recommend, therefore, that qualified Ticensed psychologists should be rec-
ognized a8 direct providers of mental health services under Medicare as
stated in S. 128, which Is co-sponsored. by three members of t,l;i&mbeommlttee.
and an additional 82 members of thie Senate.

Mr. Chairman and members of the gubcommittee : The need for mental health
care by older Americans has been -well documented recent years. Of the 23

~mwillion older persons, the prevalence of mental disorders and emotional distress
is nigher than among the gueral population. It is estimated that up to 25 per-
cent have significant mental health problems. Patients over age 65 occupy &
staggering 80 percent of the public mental hospital. Further, approximately 50
percent. of elderly patients ih nursing homes are suffering from a significant,. .
degree of mental or emotional Qistress—and. often without appropriate treat-
ment. Yet, due to thelr inability to pey and the skewed coverage of Medicare,
the elderly are mwgg seen in outpatient clinics. It is reporteq for example,
that only 4 percent the patients seen in private psychiatric care are elderly.

Beeause Medlcare pays for medical care and hospitalization, these are the types
of treatment offered to Medicare reciplents, regardless of the patient’s actual
treatment needs. The recent report of the President’s Commissign on Mental
Heaith concludes that: “Discriminatory financing for ambulatory mental héalth
services provides incentives for hospitalization and eral physician services not
designed for treatment of mental disorders. Yet studies have indicated that as
many as 60 percent or more of phbysician visits are from sufferers of emotional
distress rather than organie illness. If anything, current’ Med!care restrictions’
riz;vsa)rd inappropriate services for mental and emotlonel ‘distress.” (Vol. II, p.
1 R R

The very important message that must be gained from these statistics and'
conclusions is that people who suffer from miental and emotional disorders will
seek out health care of some type it it is available. Since physician-directed and
hospital-based services are available through Medfcare—this is what Medicare-
eligible patients use. All'would agree, however, that inpattent care is the most
expensive care and, for most emotional dsorders, inpatient services' do not
generally provide the most efficlent or efféctive mental health treatment. If

the Medicare program can hope to reach its goal of providing for adequate health
care at the reasonable cost, the system mhst be changed to allow. greater reim-
bursement for outpatient mental health services. ST e

The services that are belng delivered—whether through Inpatiént or outpatient
settings—must, of course, come from a practitioner who is properly trained and
credentialed for those types of services. It 1s becoming clear h-tgn recent reports,
however, that the health practitioners who are delivering and bjlling for mental
health services may not always be adequately trained in mental health care. The:
current Social Security Administration-sponsored expérimental study of
Med{care benefits in one state, the Colorado Medicare Study, bas given us some
interesting and disturbing' data on the kind of practitioners who are actually
delivering mental health services. Preliminary reports from that study strongly
suggest that the majority of relmbursement claims for mental health care come
from general practice physiclans—not from eny kind of mental health spe-
cialist. An examination of the education and postgraduate training of general
practice physicians will reveal that there are very few opportunities for train-.

-~ ing in behavioral science, and virtually no training in diagnosis or treatment of
mental and emotional disorders. The President’s Coramission on Mental Health
comments dramatically on this point: ’

“Available evidence supports the view that funding of somatic medical care
currently pays for a significant amount of care for emotional or mental problems,
even though they are not defined or reported as guch. In such situattons where
the provider is not specifically trained to provide such services, the quality of
care may be questioned and expenditures for such care may be niisdirected and
of questionable henefit.” (Vol. II, pp. 512-518)

In contrast, the psychologist is specifically educated, appropriately trained,
legally credentialed and widely recogniged in federal, state and private health
programs to deliver mental Fealth services. In contrast to the Medfcare program
where psychologists may only deliver therapeutic services under the pupervision
of a physician, psychologists are recognized as tndependent providers of mental



health services in virtually every major federal health program—including
" CHAMPUS (The Civilian Health and Medical Program of the Uniformed Berv-
ices), CHAMPVA (The Civilian Health and Medical Program of the Veterans
Administration), and FEHBA (The Federal Employees Health Benefits Act).
P’sychologists are recognized in the Medicaid program. Psychologists are recog-
nized in the HMO program. Psychologists are recognized in many private health
insurance plans. Twenty-eight states and the District of Columbia have passed
laws that mandate coverage of mental health services by psychologists in pri-
vate health insurance plans. These “Freedom of Choice” laws, as we call them,
now cover over 70 percent of the population in the United States. It simply does
not make sense to exclude direct coverage of psychological services in Medicare
when those services are 8o clearly needed, and when the profession of psychology
has so well established and maintained its worth to the health care system.
The physiclan supervision requirement in Medicare was undoubtedly intended

- ~-=—= -ps a4 means to control the quality of health services and to help insure that mental

health services were necessary and appropriate to the overall care of our elderly
population. In practice, however, it i8'an impediment to eficiency, it is a direct
contributor to inflation of health care costs, and it is a terrible hurdlé in attempt-
ing to meet the mental health care needs of the Medicare population. In prac-
tice, a patient visits a physician, the physician refers the patient to a psycholo-
gist for therapy, and the physiclan sends the bill for services to the Medicare

program. Under the current Medicare structure, the patient is not likely to re. -

ceive psychological services unless he or she is also biiled for a medical problem
of some kind. In practice, the present system promotes increased costs, leads to
inappropriate services, and forces health professionals to operate under a legis-
latively-mandated system of fee-splitting or double-billiing.

One proposed rationale for the exclusion of psychologists from Medicare has
been "that paychologists cannot prescribe drugs. Although it is certainly true
that psychologists do not promote the use of medication, and prefer the use
of psychotherapy and other behavioral techniques to help thelr clients, it is not
valid to say that psychologists are unfamiliar with the physical side of health.
Psychologists have long recognized the interrelationship between phyaical health
and mental health. We have ploneered in the use of behavioral treatment pro-
grams for many major physical problems. Physicians have consistently turned
to psychologists to help then¥ solve problems that drugs cannot treat. In an age
where librium, valium and amphetamines are among the top five chemical sub-
stances abused in this country, psychopharmacological approaches to many
emotional problems may do more harm than good. Certainly in the Medicare
population, the problem of over-medication of patients is becoming severe. Too
many of our elderly are burdened with massive numbers of pills, large and
increasing costs for this medication, and a general lack of awareness of what
each drug does, how each drug reacts with the next, and what theéy could do
to avoid this total dependency on medication.

Certainly, medication is often very helptul to the treatment of an individual.
In these cases, psychologists call on their medical colleagues the same way that
a general practitioner calls on a speclalist, Kven though general practice physi-
cians are licensed to deliver any medical service or prescribe any medication,
they generally refer the patient to a specialist when a particular problem would
be more appropriately handled by another health professional. In these cases,
the psychologist requests the patient to see a physician for medication—and
the physician and psychologist work together to monitor the patient’s progress.
This I8 a reasonable relationship between the professions, and one that recognizes
the individual expertise of each. However, to suggest that all mental health care
should be entrusted to physicians just because they can prescribe medication—
and in spite of the fact that most non-psychiatrists do not have any demonstrable
training or proven competency in psychotherapy—would be a foolish perversion
of the presentable facts. :

Years of research and practice have established the worth of psychotherapy in
treating mental and emotional disorders. The research findings can be sum-
marized in three points. First, psychotherapy works. Second, psychotherapy is
cost-effective. Third, psychotherapy is beneficial not only to a person’s mental
health, but beneficial to a person’s physical health as well.

Over the past 18 years, Dr. Nicholas Cummings has studied the effects of
short-term and long-term psychotherapy within a large HMO—the Kalser-Per-
manente Health Plan in San Francisco. With his psychiatrist colleague, Dr. Wil-
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liam Follette, they attempted to determine whether the provision of psycho-
therapy in an HMO is associated with a reduction in the number of medical
care visits, outpatient laboratory and X-ray procedures, and days of hopsitaliza-
tlon. They found that making psychological services freely avallable to en-
rollees led to a very significant reduction in medical care utilization—and that
this reduction was maintained for 5 years after the psychotherapy. Of this study
group, about half received only one psychotherapy sesslon, yet this group has
a sustained reduction in medical utilization of 60 percent. About one guarter
of the study group received from 2 to 8 psychotherapy sessions, and this group
had a 5 year reduction in medical care utilization of 70 percent. The remainder
of the study group stayed in therapy for more than 9 visits, and reduced their
outpatient medical utilization by 51 percent, and their inpatient medical utiliza-
tion by 86 percent,

This study, and the follow-up studies since, indicate that many individuals
use medical services when they really need psychological services. Further, when
psychotherapy is made avallable to patients, they do not over-utilize it. And
very importantly, inclusion of peychotherapy within the Kafser-Permanente
Health Plan benefits saved money in the long run through reduction in the use
of expensive medical, laboratory, X-ray and hospital services. The reduction in
these utilization rates over a § year period sbows that the medical complaints
of these patients were, in fact, a way of expressing their emotional problems.

Although these results are certainly impressive, they would mean little if
there were not other research studies that had similar findings. We would like
to briefly summarize a number of other studies that support the effectiveness
and cost-saving contribution of psychological services.

A study in the late 1950’s in West Germany focused on the effects of psycho-
therapy-on changes in utilization of hopsital care. In thelr follow-up after five
years, they found that there was a very significant reduction in hospital days
per year for the treatment group, with no similar reduction for a control group.

A study in the 1960’s at the Health Insurance Plan of New York examined the
effects of psychotherapy on use of outpatient services. Information gathered a
year before the psychological intervention showed that the study group rep-
resented consistently higher users of outpatient services. After psychological
intervention, and for the 2 years following that were studied, there were unfform
reductions in outpatient visits for family doctor services, specialist services
and laboratory and X-ray services.

A study in the mid-60's at Group Health Assoclation in Washington, D.C.
reported the impact of short-term outpatient psychotherapy on utilization rates
of physlcian services, and lab and X-ray services. The study group had a higher-
than-normal frequency of physician visits before receiving psychotherapy and
a lower-than-normal frequency of visits after. For the overall group, there waa
a 81 percent reduction in utilization of physician services, and a 30 percent re-
duction {n lab and X-ray service visits:

The results from these and other studies over a period of many years indicates
that people in psychological distress are significantly higher users of medlcal
services. In most cases they waste medical resources with complaints of physical
symptoms that are actually psychosomatic, Most importantly, when mental
health services are made available to these people, they are able to beneflt from
them in both a psychological and medical way. Further, the information avail-
able on the low number of psychotherapy visits required to achieve and sustain
the lower utilization rate makes the mental health benefit clearly cost-effective
to the health care-system—and personally effective to the individual in need of
care. .

There are two other projects about which the Committee should know. Both
are efforts to develop working models for the delivery of mental health benefits.
Both are highly cost-conscious. Both are concerned with efficient utilization re-

view. Both are consumer orlented.

THE COLORADO CLINICAL PSYCHOLOGY/EXPANDED MENTAL HEALTH BENEFITS
EXPERIMENT

Amendments to the 1972 Social Security Act made it possible for the Soclal
Security Administration and the Department of Health, Education and Welfare
to develop and operate experimental projects in qrder to test and evaluate new
service delivery systems or combinatlons of existing health service and innova-
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tive health therapy benefit ges. Upon the recommendation of the Senate
Finance Committee, the Soclal Security Administration began work on a test
project which already represents a major breakthrough in health care system
management and design.

Yhile the project deals primarily with psychological services under Medicare
and their impact upon the overall quality of patient cate and medical utilization,
it has shown that questions regarding health care management which had been
previously thought unanswerable can now be addressed in a system-like manner.

The Colorado Clinical Psychology/Expanded Mental Health Benefits Experi-
ment carries implications that go far beyond mental health care. In designing
the experiment, which now enters its second year of operation, government health
planners, health planning consultants and psychologists developed (1) function-
ing mechanisms to assure the quality, appropriateness, and hecessity of services,
(2) procedures for the efficlent and equitable determination of rea.gonable fees
and reimbursement rates, and (8) a workable management framework-to identify
which services should be underwritten by the program and which services should
not. Additionally, Medlcare program representatives, health consultants, and
the psychologists have reached a consensus regarding the identification of quali-
fled providers eligible to participate in the project's service delivery system itself.
Observers of the experiment, the first of its kind to be evaluated by the Depart-
ment of Health, Education and Welfare, fe¢l that it breaks pew ground in {n-
tegrating program design and the service defivery and managément aspects of a
health program. ’ :

The -Process Evaluation Report recently released by the rtment of
Health, Education and Welfare, deals with the progress made in Colorado Ex-
periment to date. Additional reports gained from the actual operation of the
provider identification, delivery, and peer review components on the experiment,
will become available in the future. We expect that the réports will be of major
interest to the Department of Health, Education and Welfare and the Congress.
The preliminary report 18 of immediate significance because it demonstrates
clearly that management problems that had been thought to be insoluble regard-
ing the totality of patient health care can be addressed in a responsible manner.
We are particularly proud of the role played by psychologists in the design and
administration of the experiment. In fact, psychology has played a ploneering
role in the development of techniques of program evaluation and management
based upon sclentific knowledge. As the experiment enters its second year, it will
be Interesting to see how the actual psychological services themselves affect the
overall effectiveness and utilization of Medicare benefits. For the present, it {s
exiciting to know that the elderly in Colorado have access to an expanded range
of benefits provided in the context of a workable quality assurance system.

PEER REVIEW FOR PSYCHOLOGISTS SERVICES UNDER CHAMPUS

Ohampus, the Civillan Health and Medical Program of the Uniformed Services,
is the health and medical care program of the Department of Defense (DoD)
for military retirees and dependents of uniformed personnel. The American Psy-
chological Association (APA) has received a contract from DoD to initiate a
program of peer review for psychologists providing outpatient services to
Champus beneficlaries. The Project has two major goals: (1) to provide con-
crete criteria for psychological services to be used by first and second level claims
review personnel and (2) to establish a network of peychologists to conduct
third level review.

The APA Board of Directors appointed a National Advisory Panel to fulfill the
contract terms. The Panel members are: Dr. Russell Bent, Deputy Superintendent
of Georgia Mental Health Institute; Dr. Melvin Gravits, independent clinieal
practitioner, Washington, D.C.; Dr. Anna Rosenberg, independent elinical prac-
titioner, Baltimore, Maryland; Dr. George Stricker, Assistant Dean, Institute of
Advanced Psychological Studies, Adelphl University; Dr. Joan Willens, inde-
pendent clinical practitioner, Beverly Hills, California; and Dr. Hart Young,
Professor, School of Professional Psychology, University oi Denver.

The APA/Champus National Advisory Panel completed initial work on the
Champus peer review criterla in December, 1977, The criterla are included in the
B e atotne ot corlewars ave ah cn oporatioas Eolds or the imoimmons
use in raining of reviewers and as an operations or
tation of the peer review system in AprH, 1078, - .
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The APA/Champus review system rex?glzna re ve, meaning that actions
taken in review are recommendations for approval, defifal d¢ partial approval
-of-claims for mentat bealth services provided. All elaims for.a-beneficiary will be
reviewed at the 8th, 24th, 40th and 60th sesslon of treatment and at every
24th session thereafter. Providers submitting clalms for treatment sessions reach-
ing these points must also submit an' APA/Champus Outpatient Psychological
Treatment Report that should include definition of the patient problem, treatment
goals, treatment to be provided, progress to date, and patjsnt concurrence with
the plan. Claims ang treatment reports ghould be submitted to the local Champus
agency by nsual%annels. Second levél reviewers within the Champus agency
determine if the services described in the claims' form and treatment report are
within the limitations'defined by the criteria. On the basis of the information sup-
plied, the second level reviewers will recommend that the claims be approved for
payment, denied for pa(vment, approved for partfal payment, or referred to three
APA/Champus psychologist peer réviewers in the state where the claim origi-
nated. If referred for peer review, each of the three psychologist peer reviewers
will examine the e¢laim and treatment report and return them with individual
recommendations to the second level reviewers. The second level reviewers will
then complete disposition of the claim. ‘

The APA/Champus Profect wiil oversee the peer review system and abstract
information about the claims referred for peer review. A data processing system
will be developed to complle and monitor cases reviewed, reviewer character-
istics, billing, and other basiec information to track all clgims reviewed by psy-
chologists under the Project. .

The APA/Champus National Advisory Panel selected 508 psychologists to
serve as peer reviewers from among nominations by the presidents of state pey-
<hological aesociattons and the chairs of state PSRCs. These reviewers were
chosen on the baris of the diversity of their experience and current psychological
practice. Although most nominees were qualified to serve as peer reviewers, the
final selection required considerations such as expertise In specific treatment
areas or testing and assessment, and geographic distribution in proportion to
the number of Champus claims generated in each state. Of the peer reviewers
selected, 97 percent have Doctorates in Psychology, 87 percent have significant
Post-Doctoral training, 27 percent have been eertiﬁed by the American Board
of Professional Psychology In Clinical Psychology, 81 percent are listed in the
National Register of Health Services Providers in Psychology, 98 percent are
members of both the American Psychological Assoclation and their state psycho-
logical association, 80 percent have some experience with peer review or pro-
fesslonal standards review, and over 90 percent began psychological practice
prior to 1970. Champus approved a list of peer reviewers on January 18, 1978
and nominees should receive notice of aceeptance and letters of agreement in
February 1978, . .

Mr. Chairman, the evidence we have synopsized here today all points to the
same conclusion : that psychologists are professionals adequately, specifically and
appropriately trained to provide needed mental health services. Psychotherapy
works. Psychotherapy is cost-effective. Paychotherapy is beneficial to physical as
well as mental health. After a full year of study, the President’s Comrmission
on Mental Health identified the Medicare population as among the most seriously
underserved population in the area of mental health services. That the need
exists for expanding the Medicare benefit in this area is no longer a guestion.
‘We hope to have shown that psychology has reached sufficient professional ma-
turity to provide these services independently of physician supervision, as with
any specialist in the health professional field, and that psychologists can do so
In a cost effective and quality controlled manner. We recommend that the sub-
committee endorse the provisions of 8.128 which would afford this recognition
and make avallable to the elderly consumer accees to services appropriate to
their particular needs.

Senator TarLmance. The next witness is Dr. Donald F. Klein, direc-
tor of research, New York State Psychiatric Institute.

Dr. Klein, you may insert your full statement in the record and
summarize it in not more than 10 minutes, please. -

Dr. Kvrivy. Thank you,sir, -



44 i

STATEMENT OF DONALD F. KLEIN, M.C., DIRECTOR OF RESEARCH,
NEW YORK STATE PSYCHIATRIC INSTITUTE -

Dr. Kren. My name is Donald Klein. I am director of research for
New York State Psychiatric Institute and professor of psychiatry at
the Columbia University College of Physicians and Surgeons. I am
thankful for the opportunity to present my views concerning the prog)-
er role for Federal financing of psychiatric care and my concerns with
issues of cost containment and effective service. For the past 24 years,
I have been engaged primarily in the scientific evaluation of differing
methods of psychiatric care, including medication, psychotherapy, and
hospitalization.

. Ilhave also had extensive opportunity to observe patient care at all
evels, -
Ideally, all health services should be based on a firm understanding
of the different causes of various illnesses. Further, treatment practice
should rest on scientific demonstration of safety and efficacy. The his-
tory of medicine is rife with treatment such as bleeding, purging, and
leeches that were not only useless, but positively harmful. These treat-
ments enjoyed abundant, enthusiastic testimonials from doctors and

patients, as well as elaborate theories justifying their practice.

To become accepted, treatment should require more than the testi-
mony of interested parties, whether they are well-meaning profes-
sionals who honestly believe that they are being helpful, or patients
who wish to believe that they have been helped.

Mental disorders represent a special class of health concerns since,
at present, we rarely know the cause of illness, although we have elab-
orate and conflicting speculative theories. Some progress has been
made recently in our understanding of causation. This evidence shows
that serious illnesses, such as schizophrenia, severs depression, and
aleoholism have a substantial hereditary component. Unfortunately as
yet, this knowledse has not helped us to develop new treatments.

Since we usually do not understand the causes of psychiatric dis-
orders, we are, perforce, limited to an empirical approach to treatment.
Given the situation, it is essential that methods of care be critically
assessed so that we may winnow out the effective interventions from
those that are only plausible or even evangelical.

To accomplish this gorl, a new scientific methodology has developed
over the past 30 years, the controlled clinical trial, which enables us
to judge with comparative certainty how effective a treatment is.

Senator Matsunaga before questioned Mr. Gross about this. I would
just make the point that in the comparison of treatments, you do not
treat individuals, you treat groups, large groups of people who are
comparable in status and randomly assigned to the different treat-
ments. Under those circumstances, you can make very firm statements
abont the relative merits of different treatments.

The advance of the controlled clinical trial was largely prompted
by the discovery of psychiatric medications which necessitated new
reliable diagnostic techniques for the establishment of accurate pre-
scription. The development of antipsychotics, antidepressants, anti-
anxiety agents, and others, not only revolutionized treatment, but did
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0 in a manner unprecedented in the history of psychiatry. For the first
time, treatment rested on facts, not on fads. - .
These new evaluative methods have been applied to other psychiatric
treatments with surprising and often disturbing results. For instance,
controlled studies of lenfth of hospitalization have shown that pro-
longed intensive hospital care is no better than shorter care. Other
studies have shown that, for many patients who are not a clear menace
to themselves or others* partial hospitalization, such as day hospitals,
may be more effective'than full hospitalization, while being much

cheaper.

Wﬂeen we turn our attention to the field of psychotherapy, we find
that it has been very sparsely studied, despite the statements of the
former witnesses, and that the few studies that have been done are
often poor in quality. I am referring to studies of defined groups with
severe mentsal illness. : T

A review of the best psychotherapy studies does not incite optimism,
gir}ce most do not show beneficial effects, and at times even show harm-

ul ones.

I would like to make the point, if I might divert from my writing,
the previous witnesses made the point that the provision of psycho-
therapy decreased the utilization of medical services, and I think that
very likely their facts are correct. But they did not deal with the issue
of whether there was anything specific about the particular services
given these patients.

It is quite conceivable that this was a variety of rent-a-friend fgpe
of treatment in which any sort of personal attention by a nontrained
person would have had the same effect.

Initiating a program of Federal support for psychotherapy would
be taking a great deal on faith and testimony, since proper scientific
documentation is currently lacking. However, it is common belief
among the psychiatric, psychological, and social work professions that
patients benefit greatly from psychotherapy.

This area is of considerable importance. It is conceivable that, in
deference to much professional opinion, Congress might allocate funds
for time-limited forms of psychotherapy; of say, 20 sessions a year.
Though this step would be a feasible social compromise, it would not
speak to the crucial issues of efficacy.

The question would remain as to whether these funds were allocated
to allow an effective treatment, or to placate professional groups and
afford patients the illusion of effective care. I believe that, at present,
the scientific evidence for psychotherapy efficacy cannot justify public
support. Federal funds could best be used to develop and expand re-
search programs in psychotherapy for well_-diaégnosed patient groups,
rather than to perpetuate current practice. A focused 5- to 6-year re-
search effort would provide much data that possibly would afford a
basis for a reasonable conclusion concerning Federal support.

Another important problematic area in mental health care delivery
is the movement toward community care and deinstitutionalization
for patients with severe mental illness.

Unfortunately, the social mechanism for providing chronically ill
psvchiatric patients with adequate pharmacotherapy, guidance, social
and vocational rehabilitation, housing, transportation, employment,

33-997—78—4
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et cetera, has been very poorly conceived and funded. Effective liaison
between welfare and health services is essential, and is largely:
mﬁex' he provision ¢ 1 dem%n' ed psychiatri

ven the provision for more narrowly- psy riC_care,
such asin thepcommunity mental health centers, has been grossly defec-
tive. A properly run community mental health center requires a high
level of psychiatric expertise, a8 well as staff devoted to rehabilitation.
In fact, the salaries &aid at most community health centers are not
competitive with psychiatric private practice. Further, because of the
limited resources provided, the conditions of work are often exasgerat-
ing and demorn.lgzi.n&. Tixemfore, many community mental health
centers have not had the psychiatric leadership or staffing required.

In an effort to make the best of & bad bargain, many such services
have moved in the direction of a cheaper, nonmedical leadership for
both diagnosis and prescription. In my view, this step has been a false
economy. It has led to services which are, in the aggregate, both
expensive and ineffective. ‘ .

Further, such services have frequently relitd upon such forms of
psychosocial intervention as individual psychotherapy or pam
fessional guidance whose appropriateness has never been establisl
and is very doubtful. There has been a desperate lack of self-critical
assessment in the community meatal health service movement.

This failure in self-assessment is now bearing bitter fruit, since the
current general disillusion with these institutions may result in the
dismantling of what was & partial inadequate move toward a Positlve
social and medical goal. This is an area where Federal funds fo:
chiatric care, augmented by humane welfare regulations, allocated
" with a prior requirement for objective self-assessment of effectiveness,
should have tremendous social and personal value. : :

Federal financing of such relatively limited, but socially crucial
programs, would not break the bank. ’

Further, in terms of diagnosis, the most national cost-comtainment
approach is to limit services to ific diagnoses where treatment;
benefit can be expected, based on objective evidence. For such a limita-
tion of funding to work, support for psychiatric evaluations is essen-
tial. This may be either outpatient or entail short-term diagnostic
hospitalizations. Optimal psychiatric diagnosis requires extensive
clinical experience with psgc.hlatric patients. Also, since many physi-
cal illnesses produce mental and emotional symptoms the diagnostician
must be medically trained.

Only well-trained psychiatrists approach this ideal. Other profes-
sionals do not have the breadth of cgml ical training necessary. This
requires careful review, as to just what are the training proga.ms for
'th:d variety of nonmedical professions, I think you will find them
inadequate.

Unfortunately, even many physicians lack the background to do
adequate psycm{trio diugnoZisspa.xﬁ1 rescription of care.

To sum up, I recommend that Federal fimding should be allocated:
One, for fpsychmt;rw dmfnostic services. : : ‘

Two, for treatment of the patients with well-defined disorders such
a8 schizophrenia, major depressive iliness, severe anxiety states, et
cetera. Such patients should be eligible for short-term ar partial hospi-
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talization, varipus forms of organic treatment, and'the usaof reimburs-
able ancillary psychosocial servioge. -~ = .., .

For the- cally impaived, treatment should be available in self-
assessifig community serviees, with adequate psychiatric pvaluation
and prescription services to replace the current, amorphous, ineffective
community mental bealth service modal, Dpvetailing with much better
funded and directed human welfare services is pssential.

For the very severely W who cannot maintain care for them-
selves, including many our geriatric and chronie schizophrenio
patients, support of humane ia.mﬁy acement or high-level custodial
facilities i8 required. In sddition, given current knowledge, funding
for psychotherapy as a primary form.of care is premature. Further
research may alter this state of affairs, . )

I have touched on many points -\uingﬁ; broad brush, and I will be
glad te elaborate in any way that you find helpful. . .

Senator Taruancs. Dector, to what extent can too much emphasis
on mental health or mental illnesg in reliance on psychiatry and
psvchology create dependency rather than self-reliance? .

Dr. Kremv. 1 think it is.important, Senator, to make a distinction
~ between le' who really have mental illnesses, dm%;sab severe

mental illnesses, who requsre, if anything, mze care use they are

already made dependent by their illness. This is to be distinguished
from the people who have the ordinary run-of-the-mill daily un-
ha,lppinesses where reliance upon erapy may actyaily be
deleterious to them, L

But this should not be used s an argument against the provision of-
such care for those pe%lo who really need it.

Senator Tarmange. With respect fo the di is and treatment of
mental illnegs, and based upon demonsfuteg scientific research and
experience, what t of insurance coverage do you believe we can
provide with onable confidence? . | -

Dr. Kremv, Well, I am not an expert in insurence coverage. I know
sometlu.nﬁ about_psychiatry. My suggestion was that insurance cov-
erage be limited disgnostically and be medically centered, and that the
emphasis should be made upon institutional supplying of care, short-
term hospitalization, and partial hospitalization as geing very cost-
effective methods of care, and the nse of psychosocial services in an
ancillary way—that is, not as primary service, but as indicated inter-
ventions once the correct, thonghtful medical psychiatric evaluation
has been carried out. ,

Se;mtor Taramanax. How accurate are the diagnases of mental ill-
ness , .

Dr. Xuzan. That is a controversisl and diffioylt area. Until .quite
recently, I would say they ‘;VQI;G extrerely inacourats, The vast ma-
}gmg 7 of studies that were done concerning disgnosis showed low re-
iabi 1t1y. However, this has rapidly been improved in the past 10
Jears, argely due to the effart of 8 number of scientists based in St.

uis and in New York. . o

The finding was that if the conditions are well-defined so that
peol;:le‘lmow just what they are talking about, then people agree with
each other and can be very accurate in disgnosis. As Jong:ss you de-

3 .. T - '

)
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gfnd upon vague definitions given in a sort of literary style, then the
agnosis are poor, but we are getting out of that

enator TALaanae. To what extént are t'ﬁoples with physical diffi-
culties being diagnosed erroneously as mentally 111§ -

Dn Krern. I think that that is positively common. There are & num-
ber of studies indicating ¢ ere is an excellent study that was
done in England, for instance, at the Maudsley Hospital where &
“large number of patients were followed up who were diagnosed as
“hysterical.” A very substantial portion of those patients were dem-
onstrated to have major medical diseasp on further followup.

I think it is essential that the psychiatri¢ patient receive an ade-
quately medically-informed workup. -

Senator TaLymapGE. Senator Matsunaga ?

Senator MaTsunaga. Thaik you, Mr, Chairman.

Following up on the question Pmed by the chairman, is it not true
that mental illnesses are frequently diagnosed as physicai illnesses, and
tlllxey sxlnlbsequf;ltly are determined to have been mental in origin rather
than physica hio

Dr. . I think that is a very good point. I think that is correct.
It is not unusual for a patient to present a variety 'ﬁf'phgsical symp-
toms where they have actually a psychiatric illness and there may
often be an incorrect initial diagnosis. :

Senator MaTsunaaa. Do you agree that there are illnesses which are
purely psychosomatic in instances? ' -

Dr. lgmx. No; I am afraid I do not agree with that. I think that
" emotional factors may affect the course of . '

Senator MaTsunaca, What is your definition of psychosomatic?
- Dr. KreiN, The term refers to distinet psychological conflicts, or
are caused by psychological factors. I think that the evidences that
such illnesses exist is miniscule. Psychological processes may effect
the course of medical illness or may exacerbate medical illness. The
evidence for that is quite good. '

Senator MaTsunaea. So frequently it would be necessary to treat
the mental causes in order to get at the physical illnesses?

Dr. Krein. Frequently it would be necessary to give a person some
form of p’slychosocial attention in addition to medication. I agree
with that. The question is, what is the proper form of psychosocial -
attention? It may simply be the expression of continued interest upon
the part of another human being and does not require any specific
professional training. S

That is a researchable question. It is not a question that we have tc
debate indefinitely, What you must do is take ¥eople who have com
parable illnesses; some of them get one form of psychotherapy, some
of them get another, and we see what the comparative outcome is.
That is the sort of research that the Government should be sup-

rting.
poSemftor MaTsUNAGA. Are youa practicing M.D. ¢

Dr. KLEIN. Yes. : o ‘

.Se;,xamr MaTsunaca. Have you ever sent your patients to psycholo-
~Dr. KLeiN, For psychotherapy ¢ i v .
Senator Marsunaca. For whatever you do, for psychoanalysis,

or——
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Dr. Kirin. I have recommended psychotherapy to many of my

atients. .

P Senator MaTsuNnaga. You have?
- Were they sent to psychiatrists or l?sycholo ists

Dr. Kurn. It g%pended. If I thought that they had the sort of
illness that required the use of medication, I would send: them to a
psychiatrist. Of course, that would siinglify theircare.

£ I was conyinced in my own mind, they had the sort of problem
for which medication or medical evaluation was no longer relevant,
then a psychologist might very well be the person to care for them.

But I would like to make a point. As a doctor, it i8 our duty to do
everything that we think might possibly pay off for the patient.
That does not mean that we always do things that we know are scien-
tifically correct. .

Senator MaTsuNaca. Well, you have clearly made the point that
you, ¥ouse]f, have recognized the need for the services of psycholo-
gists for some of your patients.

Dr. Kuran. That is true, and the need for social workers and, for
some of them, the need for friends.. T

Senator MaTsunaGa. You stated that studies are lacking—or, to
the effect that there are no scientific studies to show the value of
¥sychiatric evaluation and treatment. Did I understand you correctly {

lost the place that I had marked,

Let me withdraw that question, and ask you this_instead. You
stated on page 5 of your testimony that only well-trained psychiatrists
approach the ideal of “optimal psychiatric diagnosis,” and that other
professionals do not have the breadth of clinical training necessary
for proper diagnosis of mental illnesses. ‘

is would seem to indicate that perhaps you do not include psy-
chologists among those who you claim to have the breadth of clini-
cal training necessary, and yet you have, yourself, referred your pa-
tients to psychologists.

Dr. KrEIN. After they have been seen by me. That is quite different
from somebody else having the primary responsibility for evaluation
and prescription. '

Senator MaTsunaga. I think elsewhere you did mention the lack of
sufficient studies. As a matter of fact, you mentioned the fact that these .
were group studies and not individual studies, referring to a question
that I had put earlier, to an earlier witness. :

Now, you have heard the testimony of the earlier witneeses. Dr.
Cummings, for example, who referred to studies done at Kaiser hos-
pitals, done, again on the basis of groups. His study seemed to indi-
cate rather conclusively that in fact psychiatric treatment or psycho-
therpy or whatever the term might be applied, did shorten the
period of illness, even if such illnesses were diagnosed to b physical
in nature. '

Dr. Kreiy. Senator, I did not challenge the facts. I challenged the
interpretation. It was, probably as stated, that these people required
less medical care if they were given psychotherapy. But psychotherapy
does not necessarily mean provision of care by a psychologist. It is con-
ceivable that they would have gotten exactly the same effect if they
had talked with a Boy Scout leader or if they had talked to somebody
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who was completely untrained. That was not tested in that study; and
that is the sort of testing that should be done, . Lo

Senator MaTsunaca. But would yow net eoricede that psycholegists
are better trained in the diagnosis and treatment of mental illnesses so
that you would refer your patients to a psyehologist, but not to a-Boy .
Seout leader? ~ ' .

Dr. Kuein, I would eoncede that T would do exactly that, but not
that the Federal Government should support what is it desperate thin
to do, which is to use a ferm of treatment for which the eflicacy has.
not been specifically established.

If you remember, Mr. Gross, for instance, referred to the work of
Dr. Strupp in which he compared psychiatrists, psychologists and
people who were, you know, university professors in the efficacy of
their atfempting to help people and found, really, very lttle
difference, ' o n ‘ ‘

Now, I think it is possible—-fyou must not misunderstand me—1I
think that psychotherapy is useful for many people. I can think ?e-
cifically of patients who are phobic patients, patienés with sexual dif-
ficulties, where I think there is cpnsid‘eraﬁ s evidence that’ psycho--
therapy may be very useful to these Je. I anr also spying 1t is not
established, and that before you go into the Federal funding of what
will be a very costly treatment program, that you ouglit to fund the
kind of research that will get you the answers: ‘ '

- If it were , for instance, that the provision of psycho-
therapy by Ph. D’ was specifically yseful for the care of these
patients, I would be all for it. They woutld: have my entire support.

Senator Maré¥naca. I have other questions, Mr. Chairman, but T
do not wish to take too much time, S - P

’ Senuto{ TaLxaper. Do you want to submit them to the witness for

mator Marsunaea. I maysubmit to you & fow questions inr writing,
but time is fleeting by. . ‘ '

Senator Tarmapae. The responses will be placed in the record.

Dr. Krein. I would be delighted to.  _ '

Senator TALMADGE. Senator Laxalt

_Senator Laxavr. Doctor, just a question or two. Do I understand
your testimony to the effect that you are closing the door entirely to
psBcho!ogists, in terms of Federal funding? 3

r. KLein. No, I stated that there were severely ill patients who
required the care prescribed by a psychiatrist, that this care often in-
cludes the provision of ancillary psychosocial services, in the current
organization of care within institutions. Such ancillary psychosocial
services are often provided by psychologists, social workers, occupa-
tional theli:‘pisbs,_registered nurses, et cetera. All of those ancillary
psg;,l}osoci services should be reimbursable, in my view. :

ator LaxaLt. But under the direct supervision and control of
psg::iia.trists. Is that your point { :
. Kuein. That is my point..

Senator Laxarr. Do you see any framework under which the psy-
chologists conld funetion by themselves independent of the psychiatric
profession ? '
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Dr. Krem, I think that would be incorrect, as I understand things.

Senator Laxart. That is on the basis of i cient data §

‘Dr. KreiN. On the basis of insufficient data, and personal
observation, :

Senator Laxavrr. It is true, is it not, that there are several States
that have made this determination in favor of the psychologists in con-
nection with medicaid?

Dr. Kz, X believe so, sir. .

Senator Laxavr. How 18 that working in those States?

Dr. KrE1iN. I do not believe it has been assessed ; however, I would
certainly be glad to try to review the facts, if they were available.
thSe;xataor 18UNAGA. I did not hear that answer. Will you repeat

u .

Dr. Kumin. I say that I believe that has not been done. I do not
personally know of any systematic assessment of effectiveness under
those circumstances. Such a systematic assessment would have to be a
comparative assessment in which similar patients are treated dif-
ferently, and then the comparative outcomes are measured, and I do
nog wltﬁatml h in, in getting at testi th

Senator Laxart. I gather, again, in your testimony, that ..

if we were able—and that would be a challenging task, I know—but
with the data that is available in all of these various States and other
data which you have presented to.us, to build sufficient criteria so-that
the public and patient is protected, would you, under those circum-
- stances, still have an objection to their operating on their ownf -

Dr. Krain. If convincing, scientific evidence was available that they
were functioning effectively on their own, I not only would not object
to it, I would suppoet it. - . :

Samtor Laxarr: It would seem to me, from what little I know, that
they could be very supportive in this whole field, and I would think,
in m?uzmg the concern and anxiety your profession has, lest the
whols field be usurped by a lot of people whe are not qualified, other-
wise it would seem to me, in a lot of these areas, particularly on the
cemmunity level, that you would weleome this:service.

Dr. Kremn. I welcome any well-demonstrated service.

Senator Laxaxr. Then that ig the key, well demonstrated. .

Senator MaTsunaca. Would the Senator yield ¢ S

Senator: Laxarr. Surely. -

:-Senator Matsunaaa. 1s it not. true that a large number of doctors
who are not psychiatrists treat their patients for mental illnesees, and
bill them for fsychotherapy or psychotherapeutic treatment {

Dr. Krzv. 1 believe that.mtm:i sir. .

Senator MaTsunaga. This would seem to indicate that perhaps even
within the medical profession, which you represent, there are those
who ought not to be practicing what are practicing and refer their
patients to better-trained psychologista, Is that not truet

- Dr. Kumin, I hardly represent the medical profession. I think they
might have some feelings about that, also. I entirely agree with you.
I was objecting to & particular form of treatment, no matter who it -
was done by. ’ : -
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Senator MaTsuNaga. One of the major objectives—Mr. Chairman,
I am sorry to take this time. I should have asked the question earlier,
but it bothers me a little—one of the major concerns of mine and Sena-

tor Inouye’s in introducing the bills pending before this subcommittee..

was that the cost to the patient accelerates, or at least appears to
accelerate, and we have found this to be true in Hawaii, when an M.D.

refers a patient to a psychologist for treatment, and makes the charge .

of psychotherapy on his bill, for services rendered by psychologists.
The bill is normally much higher than what the Fsychologlsts charged
the doctor who referred the patient to the psychologist.

In Hawsaii we have found—and I do not know whether you are
cognizant of the fact that, in Hawaii, we do recognize gsychol ists as
representing a profession which may practice independen
cians; the cost of psychotherapeutic treatment has consequently been
reduced since psychologists were recognized as independent mental
health professionals. ‘

Dr. KreIN. Senator, I am sure you are correct in what you are telling
me, but what I am focusing on is not so much the cost issues as the
efficacy issues. If efficacy is not present, it does not matter what the cost
is. You are wasting your money. .

Senator MaTsuNaca. Well, whether you refer him to a psychologist
or whether a patient goes directly to the psychologist, if it 1s the case
of a need for pure treatment of a mental illness, I can only see in-
creased costs when an M.D. refers the patient to a psychologist.

Dr. Krein, If you are saying that, given the choice of two useless
things, you should buy the cheap one rather than the expensive one, I
agree with you.

I am saying that so far, the efficacy has not been demonstrated.

I think I misspoke myself before when I said-—I was referring to a
kind of treatment to which I objected to. I did not mean that. I am re-
ferring to a kind of treatment for which Federal ﬁmdﬁ is question-
able, not that the treatments themselves are objectionable, but they
simply have not been demonstrated as effective.

Senator MaTsunaga. Of course, when an M.D. refers a patient to a
psychologist, the M.D.’s treatments, whatever he renders through
others or by himself, would be payable through Federal funding,
medicare or medicaid.

Dr. Krein. That is why I insisted, as the first point in my recom-
mendations, that there be adequate funding for proper psychiatric

diagnosis, because that is the proper gatekeeper for that sort of.

referral. —

Senator MaTsunaga. No further questions,

Senator TaLmance. Thank you.

Thank you very much, doctor. L

The next witness is Dr. James L. Cavanaugh, clinical director, De-
partment of Psychiatry, Rush-Presbyterian-St. Lukes Medical Center,

Chicago, and Dr. Roy Menninger, on behalf of the American Psychi-

atric Association.

We are delighted to have you, gentlemen. Please insert your full .

statement in the record and summarize in 10 minutes,

tly of physi- .



53

STATEMENT OF JAMES CAVANAUGH, M.D., CLINICAL DIRECTOR,
DEPARTMENT OF PSYCHIATRY, RUSH-PRESBYTERIAN-ST.
LUKES MEDICAL CERTER, CHICAGO, ILL., AND ROY MENNINGER,
M.D,, PRESIDENT, THE MENNINGER FOUNDATION, TOPEKA,
KANS, ON BEHALF OF THE AMERICAN PSYCHIATRIC
ASSOCIATION ' -

Dr. CavaNaven. Mr. Cheirman, the American Psychiatric Associa-
tion, a medical specialty society representing over 24,000 psychiatrists
nationwide, is pleased to testify before your subcommittee on the issue
of mental health coverage under current Federal health care programs
(including medicare and medicaid) and under any national health
insurance program developed by Confress and the administration.

I am Dr. James Cavanaugh, clinical director of the Department of
Psychiatrﬁ at Rush-Presbyterian-St. Lukes Medical Center in Chi-
cago. With me is Dr\Roy Menninger, president, the Menninger Foun-
dation, Topeka, Kans., . ' :

We welcome the opportunity to appear on behalf of our organization
to share our views on insurance coverage for those in need of treatment

- for nervous, mental, or emotional disorders, both as now permitted
under Federal law, and as may be developed in conjunction with a
national health insurance plan. e

Due to the stigma, fear, and misrepresentation of mental illness—a
tragedy perpetuated by authors such as Gross, Szasz, and Ennis;
the media, such as ABC’s televised “Madness and Medicine”; and
the conduct of everyday life itself—persons are reluctant to seek
mental health services. Mentally ill persons are more likely than those
with physical illnesses to delay or to reject early treatment. We are
speaking of 20 to 32 million people who need mental health care. We
are speaking of 2 million individuals who have been or would be diag-
n as schizophrenic; 2 million who suffer from profound depressive
disorders; more than 1 million with organic psychoses of toxic or
neurologic origin and other permanent disabling mental conditions.
This is a large segment of our population to be left untreated, un-
cared for, and therefore not part of the working, contributing popu-

~lation that weaves the economic and social fabric of our Nation.

The stigma is heightened further because the discrimination has be-
come institutionalized—written in the medicare law, written in the
restrictive language for treatment of mental illness contained in most

~of the national health insurance bills now pending before this com-
mittee, and restrictive measures contained in most private health in-
surance plans. All suggest that mental illness is grossly different, from
Ehysical illness—not treatable, not reversible, and not equally reim-
ursable when treatment is provided. ‘

Such is now the case with medicare, the program to which I now
turn attention, since it stands as a gross example of what a Federal
health insurance program has done to assure mentally ill élderly
Americans second-class citizenship compared to that provided to them
for other health care. I am speaking specifically of the réestrictions im-
posed under both parts A and B which arbitrarily reduce the benefit
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for mental health treatment below those benefits provided for the-

balanoe of medical care. Part A limits lifetime inpatient benefits to

190 days, and part B limits annusl outpatient cov  for mental
~—=——illness to $250 per year (resulting from a $500 ceiling and & 50-percent

€0 yment)—mcludmgancillagmedicalmvim

mentally ill eldetly are stigmatiszed thrice—once by the fact of

old age, once by the fact of mental illness, and once by the fact that

treatment is too costly beyond the limited benefits of medicare. .

In 1971, the American Psychistric Association Task Foree on Aging,
established to report on eritical mental health issues identified by the
1971 White House Conference on Aging, m&ed out that progress
made during the previous two decades had minimal. Among the
reasons cited were the growth in number of the aging £opulaﬁm, the
recognition that their diversified needs may require diversified serv-
ices, and that medicare did not provide sufficient benefits to allow ade-

uate reimbursement for the treatment of nervous, mental, or emo-

tional disorders. :
In “Aging and Mental Health,” Dr. Robert Butler, head of the
National rtute on Aging,peinted.out that: - :

Medicare coverage for psychiatric disorders is unrealistically 1imited and was
inserted as & kind of afterthought. * * ¢ The system cbviously affords inade-

quate coverage. ‘

The benefits of expanded mental health coverage under medicare
are many. ‘Too often the elderly are told, and many believe, that ad-
verse psychological symptoms are natural as of growing old.
Senility is & term loosely applied to thousands of older Amencaus,
yet as the President’s Commission on Mental Health noted, “as maxy
as 20 to 30 percent of those 0 dabeled have specified conditions that
can be diagnosed, treated and often reversed.” As sach, medicare cests
would be ultimately reduced, and thoss individuals with revamsible
conditions would be able to become more productive, contributing amd
independent members of society. o : .o

Elimination of the discriminatory caps on medicare as proposed by
Senator Case and endorsed by the APA, would have other effects. As
Senator Case pointed out when he introduced the Medicare Mental
Illness Non-Discrimination Act: ' ' e

Elimination .of the 50-80 copayment and enactment of the standard 8§0-20
copayment now used for physieal health care witl go a lorg way to éase the large
©oost burden {mposed on those in need of mental health services. B

Blimination of the 190-day lifetime Mmit for inpetient peyehlatric care and
substituting the “apell of i{llness” definition employed for the rest of med
care will result in greater attentlon being paid to appropriate placement in
proper facilities for those in need of mental treatment as mpatients.

Elimination of the annual $250 celling on outpatient treatment for meital,
nerrvvfons or emotional disorders will result in greater nttlization of eutpetient
services.

Moreover, it is essential to recognize that adequate, cost-effective
mental health services can have the effect of lowering the ocst of other
health care services by as much as 50 percent for the average patient.
This is evidenced in a growing nwmber of stidies.

One: In Texas, a longitudinal study (1973-1977) demonstrated
that access to needed treatment for mental illness resuited in a ‘redwuc-



55

tion in mean length of stay of the over-65 patient in inpatient facilities
from 111 days to 53 datz& This halving of hospital stays resulted in
cost reduction-of more than $1.1 million, N

Two: & Health Association of Washington indicated that pa-
tients treated by meatal heo,ttllg»iroviders reduced their nonpsychiatric
phfysiclan usage within the O by 307 percent in the year after
referral for mental health care compared to the previous year. Use
of laboratory and X-ray eervioes devfm' ed by 20.8 t

Three: Kaiser Plan in California estimated that the subsequent
savings for each patient receiving psychistric treatment were on the
order of §250 per year. . T,

Four: Blue Cross of western Pennsylvania assessed the medical/
surgiesl wtilization of a gronp of subscrabers who used & psycotherspy
outpatient benefit in community mental health centers with a com-
parison group of subscribers for whom such services were not made
available. The findings showed that the medical/surgical utilization
rate was rednoed ai)fniﬁcondy for the p which used psychiatrio
benefits. The monthly cost per patient for medical services was more
then halyved—dropping from $16.47 to $7.06, and overall costs were
redum mgl' percent, even when the ooat of mental health treatment
was 1m., o .. e '

The cost of such legislation proposed by Senator Case—$45 mail-
lion—is Hscally responsible. The cest: developed by the Secial Secu-
rity Administration, and borne out by the r of the President’s
Cosamission on Mental Headth, does not yeflect the savings te be
realized from-nuticipated lower hespitalizetion expenditunes or the
substitution for existing part B expenditures, As noted in the Texas
study, if the $1.1 million savings were extrspolated to the entire medi-
care population i need of mental health care, the effect could be
a significant lowering of overal] medicare costs, ©

{ne of the mandetes of the (Yder American Act of 1985, wecently
Femanon 1 10 aduurs ndopendenes ko digaity £0 tis Natio's Sderiy

ePenoe, 18 10 a8sure pendapee pog .4 ation’s elderly
; ian. A major step in that direction would be teken by ending
on

)

arbi _against the mentally ill elderly who- are
4 ubl! by the stigwes of age and mental illaess. -
ore concluding, i is importent to peint eut that a mejor issue
raised whenever mental hegjth ingwrance oo 8 ongidered is
that of diveet reimbrirsemont to-other mentel professionals and
paraprofessionals who treat individuels with nerveys, soentad or emo-
tmmg‘ disorders. We cannot fully suppert direct peimbursement to
other mental health professionalis, their disorders are dafined
carefully or, alternstively unless the Congress would authorize the pre-
vision of medically necessary of other enppertive human services i
treating nervous, mental or emotional disorders. .
We believe that if direct veimbursement for other mental health care
})rovidem is to be ponsidersd, it is b be dene 8o with clanr specificity
or the ciraunstances surrounding nerviows, mental or emotional dis-
orders, which authorize difersmoes for coltaborative or individual in-
dependent responsibilities. . - » )
We are hopeful, Mr. Chairman, that fyou will give careful considera-
those reyuiring treatment for

tion to the serious and unmet needs o
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nervous, mental or emotional disorders, and that you will imple-
ment the recommendations of the President’s Commission on Mental
Health and those made almost 10 years ago by the White House Con-
ference on Aging concerning future directions in mental health care
both now and during serious consideration of a national health in-
surance program for our entire Nation, :

Thank you. : :

Senator Matsunaaa. Thank you, Dr. Cavanaugh.

Any questions, Senator Dole?

Dr. Menninger, do you have a statement {

Dr. MenNinGer. I had some comments to make, unless there is no
time, in which case I will submit them in writing.

Se?nabor MaTtsunaea. You may proceed. Can you do it in 8 minutes

-or b .
Dr. MeNNiNGeR. I will surely try. :
I wish to speak to an issue which is not directly addressed, and that
“has to do with the definition of quality. My concern i that in any
program of mandated care, there is a tendency to lump everybody
together and then have to use rathér formal definitions for what treat-
ment will be prescribed. In other words, & patient with diagnosis o
should get treatment by electric shock 8 times in 21 days hospital-
ization. o CoT '

Of great concern to me:is the tendency to ignore individual dif-
ferences. My testimony, si¥, provides some definitions of quality other
than that. 1 have offered one, in particular, that quality is & function
of putting together thred things: What the Xroblem i8, what the out-
come should be, and what the approach should be. - '

It scems to me that to try to address all three of these with a simple
definition of diagnosis will do & great injustice to a great many pa-
tients. The problem, therefore, is how to determine, within reasonable
measures, what this goodness of fit might be. Here I rely very heavily
on the concept of peer review. - AR :

I would urge that any s fof mandated care put considerable
emphasis on colleagues working together to define the quality of treat-
ment, the course of treatment, the duration of treatment, and the
adequacmf treatment, It is, parenthetically, for this reason, that the
Mayo Clinic in Topeka exists. We haye the firm belief that a collec-
tion of colle?ee, psychologists, social workers, nurses, as well as
physicians and others, are required to provide adequate treatment for
very complicated Emt ric problems,

ur position would be that it is this kind of groupings of colleagues,
in effect the creation of a team committed to the care of the patient,
that will do the best job-toward determining and then maintaining a
levcta)l1 of quality that will truly address the nature of the patient’s
problem, . :

I would urge, therefors, that some thought be given to the use of the
kind of definition of quality I have propossd and second, heavy reli-
ancti be pmlg pef:dx;n;wbsyml? nux) %:;d;er t:h:i:l the best of r‘;elzces-
sarily im oW rought. r on the many problems
\vithywhich we are confronted. 8

Thank you. '

Senator MaTsunaaa. Senator Dole?
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Senator Dore. Do I understand the cost, the estimated ‘cost, -of
Senator Case’s proposal is $45 million$ ,

Dr. Cavanaver. That is my mdemﬂf, Senator. .
Senator Dore. That is the cost developed by the Social Security
Administration? -

Dr. CavanaucH., That is true, b

Senator Dore. 1 was not certain, from tynour statement. I probably
should know but, in addition, what about those from zero to medicare
age ? What is available for those under 21 and those from 21 to 65 or 62,
or those who are totally disabled{ o .

Dr. CavanavucH. In terms of mental health care benefits, it is alulte
a scattered picture, but similar in that most policies provided for them
are deficient for mental health care services, with one possible
exception, inpatient care benefits. :

By and large, State-based plans, third-party carrier planai Federal
plans, on a consistent basis, discriminate against the mentally ill by
not providing comparable, comprehensive mental health care servicesin
comparison to care for physical illnesses. L.

Senator Dore. Is it true that the vast majority of psychiatrists in
the Nation’s and State mental hospitals are foreign-trained and have
not passed the State licensing exams? o .

Dr. CavanaveH. There is a percentage of individual physicians,
both foreign medical uates and others, who are practicing in State
hopsitals, many of whom are not psychiatrists. In other words, they
have not been trained as psychiatrists and, in fact, are opers,tl:;ﬁ ag
general medical officers acting as physicians in the State medical
sirlstsr:& that have not met some of those requirements that you haye
alluded to. e

I do not have available the exact numbers, but I would be happy to
provide that information to you at a later date.

[The following was subsequently supplied for the record:]

“AMERICAN PSYCHIATRIO ASSOCIATION,
Washington, D.O., September 21, 1978.
Hon, HERMAN TALMADGE,

Chairman, Health Suboommiéiiee, Senate Finance Committee, ~
U.8. Senate, Washington, D.C.

Drar SENATOR TALMADGE: During the course of the American Psychiatric
Assoclation testimony at your Subcommittee hearing regarding mental health
coverage under Medicare, Medieaid and any future nation health insurance
program, Senator Dole requested information about the numbers of non-licensed
Foreign Medical Graduates (FMG's) serving in state and local mental hospitals,
and we are pleased to submit the following response.

According to a report entitled “Psychiatry and Mental Health Manpower,”
submitted by APA Vice President Donald G. Langsley, M.D., to the President’s
Commission on Mental Health, over fifty percent of psychiatrists in state and
county mental hospitals are Forelgn Medical Graduates.

State mental hospitals have consistently had difficulty in recruiting qualified
psychiatrists. A 1976 telephone survey confirmed the shortages of psychiatrists
in state hospitals and found that those hospitals with residency training programs
(particularly those affliated with universities) employed significantly more
psychiatrists. Nine states which employed more psychiatrists and had signifi-
cantly smaller proportions of FMGs were those which had residency training
programs with university afiliations (Knesper, D. J.; University of Michigan),

Nevertheless, state hospitals are still highly dependent upon FMGs, including
those who are not licensed. A telephone survey in August, 1977, of all states



ractice, and another 17, t are FM@'s in training ing. Mareorver,
gince state hospitals' cannot recruft enough mm ‘they
with physiclans who are not peyehitvists. Of those physiciand, 24 pervent are

¥Thus, of a total of 5,663 persoms, taetads & vehimisths resiontn and othe
us, of a 0! v -
physicians in state mental hospitals, 27.5 iae‘mr‘cék't. are ¥MG's who ave u:nnlcemedr

‘We trust this information is responsive to thé question pregented at the hear-
fag. 8hould the Committes Téquire additional infurmation, we world be pleased
to be of assistapen : - L

With best wishes, o e

Sincereir. - J5x B. Cysies,
Syeolst Oowneel and Direvtor,
Gavernment Rulations.
thasxe‘nabor Dore. On behavioral concerns, do you have any opinion on

Deyou agree with that, or disagree with that{

Dr. Cavanaves, Could you restate the ion, pleasef

Senator Dove. It has beer W thert bxvei;aen fartoo many
Pprescriptions written for mental 'or behavioral concerns.

Dr. Cavanaverm. I think there certainty &te & wide of il-
nesses for which appropriate medications are pmrﬂ:zfimm of-
fective. However, we do note that in this country thers is overutiliza-
tion of many of what are calfed psychonetive drugs, mior tranquil-
izers, and one woild not: want to Jee¥e out alcohrak which is
probably the mest & sabstanceof all. - , , o
Sc;th-a,t clearly, in my opinion, your statement is an‘accurate state-
Dr. MeNNINaER. Senator, if I may add to that response, it1s afleged
that the largest single prescription of availabla  i8° forr libriom
and those drugs related to it, and the m tion of thoss pre-
scriptions are not written by psychiatrisls but by general physictans.

I think, rather than simply noting that they are writing too many,
it might be appropriato to ssk why that is so. Certainly part of the
problem is that a large portion of the patients who come to them for
ostensibly medical difficulties are actually struggling with psychiatric
problems or psychiatric disturbances which they cannot handle.

Undortunately, many of the physicians cannot handle them either,
so they use the medication as a stoggup. The answer to that might be to
make more kinds of psychological and paychiatric experiences avail-
able toa broader range of physicigns. =~ = . ° 4 .

Senator Dovr. Is there any Iimit on what we should be covering
at this time? Are there some cbvious methods and theories of diag-
nosis and treatment that we should avoid covering at thistime?

£ masor Daycninisio Minsct, the taor SAALALS Taiding S
of major psyc ¢ i o major diagnesis
phreni]e di§:¥dem, major sffective disorders that dre: rofesred to as
the most serious peychonenretic disorders, and & father broad spec-
trum of disorders in which physiological disfunctions do appear to
be related to psychological problems that an individual may be ex-

riencing: - , oo . e
pel would opt for a predominant emphasis on major psychiatric ill-
ness coverage in any health insurance plan, As stated earlier, there
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really is quite & defieiency of outpatient benefit coverage for even the
most senousbzi:a of pxychiatric illness; There is better eoverage on
an inpatient o ' e .
Of course, while this ddes seem quite clearly to raise the overall cost
of health care, there are studies developed, as I alluded toin the
teqtimpn{énthat demonstrate that when latory outpatieat psy-
chiatrie benefits are provided overall health ecare expenditures.can be

Senator Dore. In followup to that, maybe Dr. Menninger might
comment on the success you are having, and others, in getting people
ot of institetions into-the ontpatient area.

Dr. MenwinNoer. 1 would confirm that snd what Dr. Cavana
has just mentioned. One of the most.serious problems with today’s in-
sarance coverage is that ¥ puts & premvium on hospitalization. I hap-
pen to believe that there is an important role for italization for
certain seriously ill patients, and I am very much aware that some-
times the oy way you.can make that evaluation is to admit the:
patient for diagnostic evaluation. ,

However, most insuranee coverage will not cover an evaluative pro-:
cedure. Therefore, patients will be admitted to a hospital,. y
rai;ing the cost fgr a procedure that could be dons prioz ti‘a)
asnd perheps msake italization ummecessary. s similar

mbl!:n at the othnrm i% it would be well if coverage could
made available for partial hospitalizetion so we could more readily
subetituke los expensive forms of hospital care by keeping the pa-
tient in treatment, but net. having to pay the residential costs
are also part of full-time hospmﬁua ization.. Part-time hospitalization
would enable us to caxry om treatment but. to-have the patient live at

home or in g mach more ivesetting.
As it is, neither s pmdlabie-—euluatiom or partial hospi-
talization, .

Senator Porx. Finally, id there a role for community health centerst

Dr. MenN1NgeR. Absolutely.

Senator DoLk. Is the record there, the evidence there -

Dr. Men~mozr. The community mental health system has had a

t deal of difficulty. It was msg:lmd by enthusiasm, not buttressed
¥ as many facts as were needed, but I am quite sure that there is an ~

important role. My emphasis would tend to be away from the solo
practitioner and towaxds those practitioners working together in
groups: | - . .

Paychiatry and the issue of mental illness are too complicated to
assume that one person has all the answers. We rely very heavily on
the servides of the members of a team. Unless you can put together &
team, I do not believe that you can be as confident about the quality of
care as otherwise. _ .

. Dr, Cavanaven, I believe the. American Psychiatric Association
would want, as I believe the Federal Government now is, to take a
cleser look at the cost-effeetiveness of the community mental: health
center movement, Clearly, there.are many storigs of both great success
and great failure within the gystem. o .

Organized psychiatry is concerned about the general trend toward
deprofessionalization that seems to be occurring in some of the major

ion
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mental health centers in the United States, We are concerned, byt in
no way, should that be interpreted as ing that organized psychi-
atﬁy is opposed to the community mental health center concept.
ather, we want to 'ﬁarticipate in taking 8 close look at its cost
effectiveness and how the costs are being translated into help for the
mentally ill clients who are going to such centers. :

Senator DoLk. I would like to say, finally, I have requested a study
of the community mental health centers, and hope to have that from
HEW sometime soon. ) :

Thank you. . .

Dr, CavanaucH. If I may, our staff did provide me with the answer
to the question about the percen of foreign medical uates in
the State mental hospital system. Our figures indicate approxi-
mately 50 percent of the State mental hospital staffs are foreign
medical graduates. .

I want to emphasize the point that I made earlier that those foreign
medical graduates in the State mental hospital system are not all prac-
ticing psychiatrists. Many of them are practicing eral medical
officers taiu;g care of the physical needs of the mentally ill patients in
the systerh. —

Senator DoLe. Thank you. . ,

Senator Matsunca. Dr. Cavanaugh, if a patient appears to have a.
somatic problem, such as an ulcer, would a psychiatrist t{pically at-
tempt to treat this problem, or refer him to another medical specialist ¢

Dr. CavanavueH. In the process of evaluation of that patient, if the
suspicion were hiﬁh that an ulcer were present, certainly & competent
psychiatrist would refer him to a colleague, o

Senator MaTsunaga. Is it & general feelini among practicing psy-
chiatrists that they are overloaded with work, too many patients, so
that they are unable to provide the necessary time to any one patient{

Dr. CavanaucH. That is an interestin% flluestion. I certainly would
not want to speak for all gsychiatrists. If 1 can use my own example,
my own practice, I think I am very busy, do a lot of work, but I can
usually handle what is before me, -

Certainly, one hears the concerned voice of psychiatrists who are
overworked or feel they cannot take care of everyone they would like
to. I would imagine that is a common complaint for many concerned
people, not just psychiatrists, ‘

Senator MaTsuNAGA. I was leading to my next question because I
have frequently heard that psychiatrists are overworked. Do you, as a

sychiatrist, know of other pchhiatrists in your association, who,
Eecause of being overloaded with work, or because they think that the
nature-of the illness is such that it can be better performed by a psy-
chologist, refer such patients to psychologists{

Dr. Cavaxavucn. I have done myself. Agdin, referring back to
some of Dr. Klein’s testimony, I believe that, upon appropriate eval-
uation, diagnosis of a given patient, depending on their particular
needs, I think it is well within the limits of accepted medical practice
to refer, if it is & mental illness}\to w psychologist; if it is physical
illness, to another physician or a physician assistant. B =
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It depends on the nature of the properly identified di‘agn‘gees‘ and
cawgorngged matching of patient needs with the level of professional
care required. ~

Senator MatsunAaa. What about psychiatric nursest Have you in
your o;vn experience referred any of your patients to any psychiatric
nurses

Dr. CavanaugH. I have not. I am from the State of Illinois. I am
aware that there are Ysychiatric nurses who are doing the private
practice of mental health care in my community and I am sure thdt
patients are being referred to them from some source. I would have to
assume that one of those sources might be my colleagues.

I personally have never had that particular opportuni {

Dr. MexNixNGER. This is a practice that we utilize at the Menninger
Foundation. I should point out that, once again, in the context of
colleagues working together, not in reference to solo individuals.

Senator MaTsunaga. Would you have any objection to the recogni-
tion of psychologists and psychiatric nurses, assuming that they were
trained in the same practice mode, as independent mental health pro-
fessionals{ That is, when it is deemed necessary, and whenever a
patient requires the services of a physician or & psychiatrist, would you
object to those patients being directly referred to the other mentdl
health professionals? . )

Dr. MENNINGER. Senator, are you referring to practitioners within
the context of a group practice of some kind, or are you referring to
these persons generally, without regard to whether they are in group or
individual practice?

Senator MaTsunaga. I am referring to the psychologists and p(siy-
chiatric nurses who would be, by change of law, recognized as inde-
pendent practitioners and be authorized to bill their patients directly.

Dr. MENNINGER. My feelings about that are quite mixed. I know very
well that there are a great many superb practitioners within the nurs-
ing psychiatry-social work ranks. I do know that not all of the people
I know who are psychologists are competent practitioners. I have diffi-
culty making the judgment on the basis of discipline, but more in terms
of the kind of training they have had, and if they are working with
colleagues that provide the kind of peer review process for the kind
of quality control I referred to earlier for blanket. across-the-board,
with no basis for knowing about the qualifications, I would have trou-
ble with that.

Senator MaTtsunaca. They would, of course, be required to be
licensed by the recommendation of the duly constituted board of exam-
iners, as we do in Hawaii. You would not have any objection then ¢

Dr. MExNiNGER. I would have to think about that for a moment.

Dr. CavaNaucH. Senator, if I might take a shot at that question, I
believe the American Psychiatric Association would have some trouble
with that, as I stated in the testimony, unless the area of practice under
discussion, is clearly specified and what the limits are therein,

Frankly, in my opinion, careful attention to what is called the
triage aspect, how the individual gets into the sfvlstem is crucial. I
believe, as an individual, and the American Psychiatric Association
would also supggrt this, that the point of entry into the health care
system should be through a physician, Once the evaluation, at the

3
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top of the pyramid, so to speak, has been completed, there are mul-
tiple options as to the appropriate locus for treatment.

We are concerned about the concept of totally parallel independent
practice, because it can bypass the general health care system as it is
presently designed. We are particularly concerned that the intimate
relationship between psychiatric illness and physical illness might be
overlooked or not paid attention to properly. .

Senator Matsunaca. When you speak of point of entry being a
physician, are you referring to a physician who is a psychiatrist

Dr. Cavanavuen. I realize that in an ideal world, the ideal system
would place the psychiatrist per se in such position there are not suffi-
cient psychiatrists to provide this kind of care. That would be the ideal
situation, nonetheless. :

I might add that we do need to train more psychiatrists. We do
need to have more Federal money being delivered through the ap-
propriate Federal agencies to augment the training of appropriate
psychiatric specialists. - .

Senator MaTsunaga. What bothers me about your proposition is
that you assume that a physician without any psychiatric training or
psychological training would be better qualified to prescribe treat-
ment than a trained psychologist or psychiatric nurse, even if the ill-
ness happened to be purely mental in nature. ) .

Dr. CavaNaven. I think that your comment has merit. I would
})oint out, however, that increasing emphasis is being placed, at many

evels of medical education, to make graduates of medical colleges
more and more aware of psychological problems. . :

I do not have any difficulty with the concept of referral of a patient
after appropriate medical screening to a mental health professional
other than a psychiatrist. Again, it means that, at the point of entry
into the health care system, there is an individual wEo can take &
comprehensive overview of the physiologic and psychiatric state of
the patient.

Dr. MENNINGER. Senator, I would like to suggest an idea that I have
not examined closely enough to know whether it is fully worth
pursuing.

If it is true that we can, generally speaking, provide more com-
prehensive and adequate treatment when working together as groups,
perhaps there should be some sort of incremental economic incentive
to encourage practitioners to work together in clinics, in HMO’s in
colleaguial relationships, to improve quality and thereby also deal
with the very knotty problem of psychologists, social workers, nurses,
and physicians working together. .

It seems to me if all mental health professionals and parapro-
fessionals are all out there independent and fighting with each other,
it comes down to a simple question of economics. Perhaps the incentive
should be put less on promoting individual solo activities and more
on encouraging colleaguial relationships, groups, HMO’, clinics,
et cetera. .

Senator Marsunaca. As I understand it, social workers and psychi-
atric nurses presently work on a salary basis out of an organized set-
ting. Assuming that they are paid on a fee-for-service basis, would
this constitute higher cost in your opinion ¢
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Dr, Cavanavas, I think that what would happen, the team concept
that Dr. Menninger is talking about, which historically has been the
-way that many mental health services have been organized, would
continue to disintegrate. You would be left, as he was saying, with
-competitive, parallel professionals competing for turf, competing for
the mental health part of the heatlh care dollar. I could only guess
that the fee-for-service approach would probably drive the cost up.
I really think there is'some evidence to suggest that in a comprehen-
sive, organized health care setting, that general health care costs and
mental ﬁ:alth care costs, go down. )

Senator MartsuNaca. One of the concerns, as I expressed earlier—
I believe you were in the audience then—as one of the introducers of
the measures before this subcommittee to place psychologists and the

sychiatric nurses under medicare-medicaid as an independent pro-

ession, or independent professions, I should say, was to keep costs
down. Presently, as has been admitted and shown time and time again,
whenever the point of entry is a physician, his own charges for defer-
ring his patients are added on to the fee charged the physician by the
psychologist or by the Esychiatric nurse. L.

r. Gavanaven, There is a simple answer—that is illegal. If an
individual should do that, he is eligible for prosecution, either at the
state or Federal level. .

If a psychiatrist refers a patieut to a %sychologlst and takes a cut,
that is fee splitting and it is against the Canons of Ethics of the
American Medical Association, and those of the American Psychiat-
ric Association. One has a legal remedy to that.

Senator MaTsuNaga. Of course, you know as well as I do that that
can be readily covered by increased physician fees.

Dr. CavaNaven. I am sure that there are ways to get around any-
thing. As a spokesperson for the American Psychiatric Association,
I must say we are opposed to that, feel that that is contrary to our code
of ethics and do not support it. _

Senator MatsuNaca. I realize that, and I commend you for it, but
if we eliminate the referral process and permit the patients to go
directly to a }l))sychologist or psychiatric nurse, we do not need to -
worry about subterfuge.

Dr. Cavanauen. As I indicated earlier, it is possible to make that
kind of referral arrangement without the kickback concept which, I
believe, is illegal. T believe it is currently going on, that honest com-
petent psychiatrists refer to nonﬂsychiatric mental health profes-
sionals without the surrounding kinds of illegalities that you are
referring to.

I am aware, as you said, that illegal activities do go on. I totally
disagres with such practices. I think it is illegal. As an organization,
the APA is on record as opposed to that.

Senator MATsuNAGA, Thank you very much.

Senator Dore. I just have one more question.

I asked earlier about prescriptions. Psychologists do writa
prescriptions?

Dr. Cavanavon. Yes, sir.

Senator DoLe. Do you generally use the person’s name{

Dr. Cavanauven. Of course.
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_Senator Dore. If we are concernéd about opénness and of this
kind, which we discuss here frequently, is it an accepted practice to pdt
somei;ody else’s or a fictitious hame$

Dr. Cavavaven. It is unacceptable. -

Senator Dore. There is a little local story here that maybe hds ndt
gotten out———

Dr. Cavanaves. It has filtered into Chicago.

Dr. MENNINGER. But not Kansas,

Senator DoLe. Thank you.

Senator MarsuNaca. Thank you very much. .

[The prepared statement of Dr. Cavahaugh follows:]

STATEMENT OF DR. JAMES L. CAVANAUGH, AMERIOAN PSYCHIATRIC ABSOCIATION

Mr. Chairman, the American Psychiatric Association, a medical specialty soclety
‘representing over 24,000 psychiatrists nationwide, i8 pleased to testify before your
~Committee on the issue of mental health coverage under current Federal health
-care programs and under any national health insurance program developed by
Congress and the Administration. ,

I am Dr. James Cavanaugh, Clinical Director of the Department of Psychiatty
'ﬂ; Rli:h-Presbyterlan-St. Lukes Medical Center in Chicago. With me is Dr. Roy

enninger. _

We welcome the opportunity to appear on behalf of our organization to share
our views on insurance coverage for those in need of treatment for nervous,
mental or emotional disorders, both as now permitted under Federal law, and as
may be developed in conjunction with a national health insurance plan.. = |

As you may know, the objectives of the APA are: (a) to improve the treat-
ment, rehabilitation and care of the mentally ill, the mentally retarded and the
emotionally disturbed; (b) to promote research, professional education in psy-
chiatry and allied fields; (c¢) to advance the standards of all psychiatric services
and facilities; (d) to foster the cooperation of all who are concerned with the
medical, psychologlcal, social and legal aspects of mental health and illness; (e)
to make psychiatric knowledge available to other practitioners of medicine, to
scientists in other fields of knowledge, and to the public; and (f) to promote the
best interest of patients and those actually or potentially making use of mental
health services. ) ‘

Naturally, we were gratified to learn that the Carter Administration when
first in office, took an interest in and was concerned with the problems facing
the mentally ill, and were equally gratified to note that the President’s Commis-
sion on Mental Health, the group given the spearheading responsibility for this
interest, stated in its preliminary report that “In our soclety, individuals must
have the opportunity to have their suffering alleviated insofar as possible
and * * * no individual who needs assistance should feel ashamed or embar-
rassed to seek or receive help.” Regrettably, as our current laws are drafted, as
many private insurance plans are drawn, and as a national health insurance pro-
gram may be developed, such {8 and may not in the future be the case. '

Due to the stigma, fear and mjisrepresentation of mental illness—a tragedy
perpetuated by authors such as Gross, Szass and Ennis ; the media such as ABC's
televised “Madness and Medicine” and the conduct of everyday life itself—
persons are reluctant to seek mental health services. Mentally ill persons are
more likely than those with physical illnesses to delay or to reject early treat-
ment. We are speaking of 20 to 32 million people who need mental hesalth care.
We are speaking of two million individuals who have been or would be diagnoséd
as schizophrenie; two million who suffer from profound depressive disorders; .
more than one million with organic psychoses of toxic or neurologic origin and
other permanent disabling mental conditions. This is a large segment of our
population to be left untreated, uncared for and therefore not part of the working,
contributing population that weaves the economic and soclal fabric of our nation.

The stigma is heightened further because the discrimination has become insti-
tutionalized—wrlitten in the Medicare law, written in the restrictive language for
treatment of mental {llness contained in most of the national health insurance
bills now pending before this Committee and restrictive measures contained in
most private health insurance plans. All suggest that mental {llness is grossly
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different from physical illnees—not treatable, not reversible and not equally re-
imbursable when treatment is provided, *

The President’s Commission on Mental Health polnted out in one of its recom-
mendations the basic need regarding mental health insurance benefits, whether
under Medicare or any other Federally developed health insurance program. It
stated that “There should be minimal patient-borne cost sharing for emergency
care. In all other instances, patient-borne cost sharing, through copayments and
deductibles for evaluation, diagnosis and short-term therapy, should be no greater
than for a comparadle course of physicol iliness.” {Emphasis supplied.}

Such is not the case with h;led‘lcm-ei the program to which I now turn attention
since it stands as a gross example of what a Federal health insurance program
has done to assure mentally ill elderly Americans second class citizenship com-
pared to that provided to them for other health care. I am speaking specifically
of the restrictions imposed under both Parts A and B which arbitrarily reduce
the benefit for mental health treatment below those benefits provided for the
balance of medical care. Part A limits lifetime inpatient benefits to 190 days and
Part B limits annual outpatient coverage for mental illness to $250 per year
(resulting from a $500 ceiling and a fitty percent copayment)-—including ancillary
medical serviges.

The mentally ill elderly are stigmatized thrice —once by the fact of old age, once
by the fact of mental {llness, and once by the fact that treatment io too costly
beyond the limited benefits of Medicare.

In 1971, the American Psychiatric Association Task Force on Aging, established
to report on critical mental health issues identified by the 1971 White House
Conference on Aging, pointed out that progress made during the previous two
decades had been minimal, Among the reasons cited were the growth in number
of the aging population, the recognition that their diversified needs may require
diversified services, and that Medicare did not provide sufficient benefits to allow
adequate reimbursement for the treatment of nervous, mental or emotional dis-
orders. In Aging and Mental Health, Dr. Robert Butler, head of the Natlonal
Institute on Aging, pointed out that “Medicare coverage for psychiatric disorders
is unrealistically limited and was inserted as a kind of afterthought. The system
obviously affords inadequate coverage.”

It is a sad commentary to note that today, many of the same problems exist:
the population of elderly persons continues to increase, and the number of those
in need of mental health care continues to rise. in many ways, our recognition
that diversified services are needed has languished, i8 unimplemented, and only
now is the benefits package being reassessed, The General Accounting Office in
its recommendations to the 85th Congress reported that mental health benefits
uuder Medicare should be broadened. The Age Discrimination Study of the U.S.
Commission on Civil Rights noted that the elderly are grossly underserved in
comparison to other age groups within Federally supported Community Mental
Health Centers. The President's Commission on Mental Health recognized the
elderly as a target group which is “unserved, underserved, or inappropriately
served” insofar as 1aental health care is concerned. The Report of the American
Psychiatric Association’s Task Force on the Chronic Mental Patient singled out
Medicare as in need of amendment when it stated: “Chronic mental patients
are entitled to full participation in the health care system. Afedicare, Medicaid
and future NHI, should not single the chronfcally mentally ill out as a class or
disoriminate against them in any way.” [Emphasis supplied.] Moreover, Senator
Clifford Case and several of his colleagues recently introduced the Medicare
Mental Illness Non-Discrimination Act (8. 3131), almed at providing equal
coverage under Medicare for the mentally ill elderly, and as many as four billa
have been introduced in the House which have the same goal. The Senate bill
is now pending before this Committee.

' The benefits of expanded mental health coverage undor Medicare are many.
Too ofteh the elderly are told, and many believe, that adverse peychological
symptoms are natural aspects of growing old. Senility 18 a term loosely applied
to thousands of older Americans, yet as the Prestdent’s Commission on Mental
Health noted, “as many as 20 to 80 percent of those 8o labeled have specific
conditions that can be diagnosed, treated and often reversed.” [Emphasis su
plied.} As such, Medicare costs would be nltimately reduced, and those individua!
with reversible conditions would be able to become more productive, contributing
and independent members of soclety. '
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Elimination of the discriminatory caps on Medicare as proposed by Senator
Case and endorsed by the APA, would have other effects. As Senator Case pointed
out when he introduced the Medicare Mental Illness Non-Discrimination Act:

“Elimination of the 50-50 copayment and enactment of the standard 80-20
copayment now used for physical health care will go a long way to ease the
large cost burden imposed on those in need of mental health services.

“Elimination of the 190 day lifetime limit for inpatient psychiatric care and
substituting the ‘spell of illness definition employed for the rest of medical care
will result in greater attention being paid to appropriate placement in proper
facilities for those in need of mental treatment as inpatients, Elimination of the
annual $250 ceiling on outpatient treatment for mental, nervous, or emotional
disorders will result in greater utilization of outpatient services.”

Moreover, it 18 essential to recognize that adequate, cost effective mental-
health services can have the effect of lowering the costs of other health care
services by as much as fifty percent for the average patient. This is evidenced
in study after study :

(1) In Texas, a longitudinal study (1973-77) demonstrated that access to
needed treatment for mental illness resulted in a reduction {n mean length of
stay of the over-65 patients in inpatient facllities from 111 days to 63 days. This
halving of hospital stays resulted in a cost reduction of more than $1.1 million.

{2) Group Health Assoclation of Washington indicated that patients treated
by mental health providers reduced their non-psychiatric physician usage within
the HMO by 30.7 percent in the year after referral for mental health care com-
pared to the previous year. Use of laboratory and X-ray services declined by
29.8 percent.

(3) Kaiser Plan in California estimated that the subsequent savings for each
patient recelving psychiatric treatment were on the order of $250 per year.

{4) Blue Cross of Western Pennsylvania assessed the medical/surgical utiliza-
tion of a group of subscribers who used a psychotherapy outpatient benefit in
community mental health centers with a comparison group of subscribers for
whom such services were not made available, The findings showed that the
medical/surgical utilization rate was reduced significantly for the group which
used the psychiatric benefits. The monthly cost per patient for medical services
was more than halved—dropping from $16.47 to $7.06.

The cost of such legislation proposed by Senator Case—$45 million—is fiscally
responsible. The cost developed by the Soclal Security Administration, and borne
out by the Report of the President’s Commission on Mental Health, does not re-
flect the savings to be realized from anticipated lower hospitalization expendi-
tures or the substitution for existing Part B expenditures. As noted in the Texas
study, if the $1.1 million savings were extrapolated to the entire Medicare popu-
lation in need of mental health care, the effect could be a signfiicant lowering of
overall Medlcare costs. Dr. Robert Butler, Director of the National Institute on
Aging, pointed out in Aging and Mental Health that “There is also no proof that
the deductible features of Medicare deter unnecessary use of health services. In-
stead, the exclusions may actually {ncrease the government’s bill by discouraging
preventive and early rehabilitative care. * * * Some old people get themselves
checked into a hospital just to get a physical examination (basing it on some
physical complaint) because this will not be pald for onan outpatient basis.” The
sawe situation is true for mental health coverage—other physical complaints form
the basls for hospitalization or outpatient visits, thereby raising the cost of Medi-
care coverage and possibly masking the psychiatric illmess with physical symp-
toms. All too often, inappropriate placement in skilled nursing homes and inter-
mediate care facilities takes place since reimbursement is avallable for such
“treatment.” Such facilities generally lack the resources to treat the emotionally
disturbed, thereby prolonging the illness and misutilizing resources. ’

It has been noted that as many as 30 percent of those described as “senile”
actually have reversible psychiatric conditions, i.e., reversible treatable brain
syndromes and depression which, if treated, would allow those individuals to
become productive members of soclety and would save countless Medicare dollars.
As such, the elimination of caps on mental health coverage under Medicare could -
prove a valuable fiscal yardstick against which to measure comparable parity
coverage under national health insurance,

One of the mandates of the Older American Act of 1985, recently reauthorized
by both the House and Senate and now awaiting Conference, is to assure inde-
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pendence and dignity to this nation’s elderly population. A major step in that
direction would be taken by ending arbitrary discrimination against the mentally
i1l elderly who are doubly damned by the stigmas of age and mental illness,

Before concluding, it is important to point out that a major issue raised when-
ever mental health insurance coverage 18 considered is that of direct reimburse-
ment to other mental health professionals and paraprofessionals who treat indi-
viduals with nervous, mental or emotional disorders, We cannot fully support
direct reimbursement to other mental health professionals, unless their roles in
providing supportive, not medical, services for such disorders is defined caretully
or, alternatively, unless the Congress would authorize the provision of medically
necessary or other supportive human services in treating nervous, mental or
emotional disorders.

Of primary concern to the APA is maintenance of quality services to the public.
This concern is shared by psychiatrists, other physicians and many leaders in the
nonmedical health professions.

With regard to the treatment of nervous, mental or emotional disorders, it is
critical to emphasize the unique role and function of the psychiatrist. While psy-
chiatrists recognize that there are some similarities between psychotherapy and
counseling, consoling and advising, there are also enormous differences. Phycho-
therapy and counseling are by no means interchangeable. The psychiatrist is not
only trained to do psychotherapy, he is also trained to make differential diag-
noses, to prescribe medication, and if need be, to hospitalize a patient for treat-
ment. The kind of help that each professional offers is dependent upon the
background, training, professional attitudes, knowledge, and special skills of the
particular profession involved.

We believe that if direct reimbursement for other mental health care providers
is to be.considered, it is to be done so with clear specificity for the circumstances
surrounding nervous, mental or emotional disorders which authorize differences
for collaborative or individual independent responsibilities.

We are hopeful, Mr. Chairman, that you will give careful consideration to the
serfous and unmet needs of those requiring treatment for nervous, mental or
emotional disorders, and that you will implement the recommendations of the
President’s Commission on Mental Health and those made almost ten years ago
by the White House Conference on Aging concerning future directions in mental
health care both now and during serious consideration of a national health
insurance program for our entire nation.

_Thank you. . . .

Senator Matsunaca. The next witness is G. Kinsey Stewart, presi-
dent, board of directors, and he will be accompanied by Dr. John
Wolfe, executive director of the National Council of Community
Mental Health Centers.

If Dr. Stewart and Dr. Wolfe, if you would take the witness chair.

STATEMENT OF G. KINSEY STEWART, PH. D., PRESIDERT, BOARD
OF DIRECTORS, AND JOHN WOLFE, PH. D., EXECUTIVE DIRECTOR,
NATIONAL COUNRCIL OF COMMUNITY MENTAL HEALTH CENTERS

Dr. StewarT. Mr. Chairman and members of the Senate Finance
Subcommittee on Health, my name is Dr. G. Kinsey Stewart. I serve - -
as president of the board of directors of the National Council of Com-
munity Mental Health Centers and am the executive director of the
Gulf Coast Mental Health Center in Gulfport, Miss. With me is Dr.,
John C. Wolfe, executive director of our association. .

The National Council of Community Mental Health Centers repre-
sents the organizations, boards and consumers of some 657 community
mental health agencies nationwide and uniquely reflects this repre-
sentation in our own board of consumers and professionals.
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'We are here to present to this committee our accumulated experience
on medicare and medicaid over the past decade. )

Since 1965 medicare coverage of mental health services has been un-
changed. Oriﬁinally modeled after the best private health insurance
programs of the time and intended to avoid refinancing of State insti-
tutions, medicare in recent years has fallen far short of its goals.

By emphasizing hospital-based inpatient care, by limiting the use of
ambulatory mental health service alternatives, and by restricting
financing of outpatient care to physician care, medicare has been
pennywise and pound-foolish. It concentrates over 80 percent of its
mental health expenditures on inpatient hospitalization. Worse, it
allows no freedom of choice to the elderly, who fru‘\)x:ntly are either
inappropriately institutionalized or neglected and abandoned to wel-
fare hotels.

This tendency to over-rely on institutional care is demonstrated in

““numerous ways through the limits and arrangements of the medicare

program,

For example, it is no coincidence that HEW data on lengths of stay
for mentally ill, elderly inpatients in State and county hospitals
average over 53 days per episode, and that medicare pays 100 percent
of the bill for elderly patients up to 60 days of hospitalization. Note:
Inpatient lengths of stay in CMHC’s average 14 days.

edicaid coverage for mental health treatment is not much better.
Although there are 53 different medicaid plans, most poor elderly
patients who cannot afford the deductible or the copayment required
by medicare, receive no help from the State’s medicaid program. Data
from HEW?’s social security office shows that less than 2 percent of all
the elderly participating in medicare get help from medicaid, despite
the high numbers of elderly who are below the poverty index in
America today.

In Mississippi, my own center received only $10,000 last year from
medicare and medicaid combined, for serving over 480 patients—an
average of only $21 per patient. This deficiency of funding has been
subsidized through over $40,000 of our NIMH categorical grant. How-
ever, that grant is designed to be phased out in 2 years.

Termination of Federal categorical grant funds without medicare
and medicaid reimbursement will mean that all current and future
elderly persons needing care under our program will be either aban-
doned or referred to the State hospital. They could be treated in the
f‘ommunity, where it is most meaningful and least disruptive of their

1ves.

Other defects in medicaid support for mental illness are:

First, discrimination against many adults in need of inpatient care
by failing to cover those between the ages of 21 snd 65.

Second, failure to fully reimburse for the cost of physician services.

Despite the lack of financing from medicare and medicaid for am-
bulatory mental health services, models of geriatric treatment pro-
grams which point to comprehensive treatment and continuity of care
have successfully avoided high cost and restrictive ingtitutionalization.

For example, in San Francisco, geriatric hospital commitments
dropped from 500 per year to only three following startup of an
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elderly screening and comprehéiisive community support program
under which 44 percent of the elderly patients were maintained in
their homes. ) N

Similarly, in Harris County, Tex., the length of hospital stays was
halved over a period of 4 years when outréach efforts targeted to aiding
the elderly were successful. .

A pilot study conduicted in 1974 with Aetna Life & Casualty Co.
demonstrated the cost-effectiveness of utilizing partial or day hospital-
ization services as a substitute for inpatient care. The study included
31 patients who otherwise would have been hospitalized. Aetna found
tlﬁat tllley saved over $250,000 in 1 year by allowing treatment through
this plan,

Partial hospitalization and screening and community support are
among the services required from the complete system of care for the
mentally and emotionally ill, furnished by community mental health
centers, CMHC’s emphasize ambulatory care and, since enactment of
Public Law 94-63 in 1975, have been required to provide specialized
services to the elderly.

Each CHMC serves a specifically defined lgeogra,phic area termed
“catchment area,” and is responsible for a full range of services, early
intervention and emesfency services, an appropriate range of out-
patient and other ambulatory care programs, partial hospitalization—
day care and night care—halfway houses where appropriate, and 24-
hour inpatient services.

CMHC’s are also required by law to insure that all services are co-
ordinated with the provision of other mental health, health and sycial
services in the community. In planning CMHC services, agencies are
required to review all existing service in the area, coordinate them to
the maximum feasible extent into one program, fill in the gaps in
services in the catchment area, and atterpt to eliminate unnecessary
duplication, )

EMHC’S have developed extensive outreach fprogra.ms to insure that
all individuals in the catchment area in need of services are both aware
of their availability and encouraged to seek assistance.

The centers’ previ-itive programs—consultation and education—in-
clude & wide range of indirect services which also help to establish an
effective system of mental health care. Through CE, the centers reach
into the schools, health agencies, law and correction agencies, welfare
departments, et cetera, to educate personnnel in these agencies about
the services of the center and mental health issues in genersl, so that
appropriate individuals are referred to the center for care.

Thus, a community mental health center, as defined by Federal law,
is far more than simply an isolated Federal health program. The pro-
gram is designed to make substantial impact on some of the most diffi-
cult and pervasive problems in health delivery, such as:

4 Accessibility—in terms of both geographical and socieconomic
actors, -

Emphasis in preventive care and health education.

Emphasis on ambulatory care and other innovative alternatives to
expensive 24-hour a day inpatient services where these services are not
in the best interests of the patient.
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Utilization of all mental health professionals and paraprofessionals
in mental health teams. i .
Elimination of costly duplication of services to the extent feasible.
Yet, while CMHC’s are working toward high priority goals of Fed-
~ eral health planners, they are caught in a financial bind due to the
lack of coordination between the Federal categorical aid program, the
CMHC Act, and third-partyfunding under medicaid and medicare.
Established on the basis of declining Federal cate%orlcal support,
section 206(c) (1) of Public Law 94-64 (the CMHC Act of 1975)
requires a community mental health center to: -
Make every reasonable effort to collect appropriate relmbursement for its
costs in providing health services to persons who are entitled to insurance
benefits under Title XVIII of the Social Security Act, to medical assistance
under a state plan approved under Title XIX of such Act, or to assistance for
medieal expenses under any other public.assistance program or private health
insurance program. w
Ironically, in 1976, only 2.3 fpercent of all financing to community
mental health centers derived from medicare. Estimates for 1977 and

" .1978 show no increase because most community mental health centers

_are excluded as providers from full particg)ation in- the medicare
program. Although 15 percent of the CMHC’s are operated by hos-
“pitals, 62 percent must rely on é)rovider affiliation agreements with

ospitals—which do not reimburse fully for services—and the
remainder operate as freestanding clinics.

All three types of CMHC’s operate essentially the same kind of
service but are reimbursed differently because of status as providers.
CMHC’s not hosgital based have extreme difficulty and, in some cir-

‘cumstances, are barred from, obtaining reimbursement for services
"which are fully reimbursed in hospital-based CMHC’s.

The National Council of Community Mental Health Centers there-
fore viges this committee to support legislation introduced by Sen-
atcrs Hathaway and Stafford which amends medicare to:

One, establish provider status for federally sponsored community
mental health centers and phase-in coverage of non-Federal mental
health centers under standards established by HEW or the Joint
Commission on Accreditation of Hospitals:

- Two, establish coverage of partial hospitalization services;

Three, eliminate economic barriers to poor aged by allowing reim-
bursement of 10 CMHC outpatient visits annually.

These recommendations were-among those supported in the report
of the President’s Commission on Mental Health, the task force on
rural mental health, and the task force on mental health of the elderly,
reported this year. , .

e wish to request that additional data (exhibit 2) on the cost and
options for improving medicare coverage for mental health, as well as
a copy of the bill introduced by Senators Hathaway and Stafford,

'S. 3425, be included in the record of these hearings. )

This committee has the opportunity, I feel, to provide the citizens
of this Nation with mental health care that they need, that they want,
and that they deserve.

Thank you.

[The material referred to follows:] e
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ExaIBrT 1

DAY HOSPITALIZATION A8 A COST-EFFECTIVE ALTERNATIVE TO INPATIENT CARE:
A Pror StUDY

(By Willlam Guillette, M.D., Brian Crowley, M.D., 8. Alan Savitz, M.D,, and
F. Dee Goldberg, M.H.A.)*

Two private day hospitals and an insurance company offering
group health coverage to federal employees undertook a pilot study
to determine if providing insurance coverage for day hospitaliza-
tion on the same basis as for inpatient treatment was a feasible
means of controlling the cost of psychlatric care. The study in-
cluded 31 patients who otherwise would have been hospitalized;
most had historles of severe psychiatric disorders and extensive
treatment, Using the measure that the day hospital patients would
have been in inpatient treatment for the same number of days,
the authors estimate that the use of day treatment saved the
fnsurer more than $255,000. They recommend that day hospitali-
zation be reimbursed on the same basis as inpatient care if a day
hospital can meet stringent criteria ensuring that it provides active,
appropriate treatment, and they present a list of such criteria.

Previous well-controlled studies have shown the effectiveness of day hospitall-
zation as an alternative to inpatient care and, indeed, the superiority of the
modality to inpatient care in several respects.!®* The main purpose of a study
we conducted in the Washington, D.C., area was to determine whether day
hospitalization was cost-effective from an insurance standpoint—that is, as a
means of controlling the rapidly rising cost of inpatient care.

The escalating costs of hospitalization are well known. It has been estimated
that $1.7 billion could be saved each year by reducing by just one day the
hospital stay of each mentally ill patient in the U.8.* Day hospitalization is
ccfmsldex;ably cheaper per day and, in most cases, requires shorter lengths
of stay.

Gunderson and Mosher point out that the costs of treating schizophrenia
can be estimated to range between $2.06 and $4.01 billilon a year. Of this
amount, inpatient costs are $2 to $3.9 billilon, and outpatient and aftercare
costs, including day treatment, are $60 to $100 billion. They state: “Day
hospitals, which are less expensive and seemingly equally efficacious for some
schizophrenic patfents, are now more avaflable. Between 1967 and 1972, for
example, all admissions to day care hospitals increased by 184 per cent. . . .
It is ironic that the fallure of most insurance companies to cover day hospital
costs may actually increase their expenditures for inpatient services.”®

Most group health policles equate day hospitalization with outpatient or
office care; therefore, if day hospital treatment {s provided for at ali, it {s almost
always reimbursed at a lower rate than is inpatient care. Because of the limita-
tlons on out-of-hospital coverage, simple economics frequently dictate that the
patient be hospitalized. We hope that the results of this study will help convince
more third-party payers that for many patients day hospitalization i1s a cost-
effective alternative to inpatient treatment.

*Dr. Crowley formerly was medical director of the Potomac Foundation for Mental
Health and Dr. Savits was medical director of the Siiver Spring Day Treatment Center;
both are now in private practice in Washington, D.C. Mr. Goldberg formerly was adminis.
trator of the Silver Spring center and has been a staff member of the President’s Commis-
slon on Mental Health. Dr, Gulllette's address is Claim Department, Aetna Life and Casu-
alty. 181 Farmington Avenue. Hartford. Connecticut 06156,

M, 1. Hers et al., “Day Versus Inpatient Hospitalization : A Controlled S8tudy,” Amer-
fcan Journal of szehlatr‘y. vol. 127. April 1871, pp. 18711382, .-

88, Washburn et al.,, “A Controlled Comparigon of Psychiatric Day Treatment and In-
%'tlleent %o;g_itcglléution," Journal of Consulting and Clinical Psychology, vol. 44, August

'W.mi‘urst. “Daycare: Comprehensive Management of the Mentally 111 Patient in the
Community,” Sandos Panorama, December 1970, pp. 26-28.

4 Hers et al., op. cit.
& 3. G. Gunderson and L. R. Mosher, “The Cost of Schizophrenla,” American Journal of

Psychiatry, vol. 182, September 1975, pp. 901-906.
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The study resulted from changes that Aetna Life and Casualty made in
1974 In mental health benefits for Aetna-insured federal employees in the
Washington, D.C., drea; Aetna decrehsed {t§ coverdge for otitpatient treatment,
which included day hospitalization, and thGs incentives for using day care
were severely decreased. | , _ L !

‘Two private day treatment centers, the Potomac Foundation for Mental Health
in Bethesda, Maryland, and the Silver Spring (Md.) Day Treatment Center,
began discussions with Aetng to try to have the benefits restored. Eventually a
pilot project to détermine if day hospitalization was cost-effective was designed.
Aetna was to reimburse the participating day treatment centers on the same
basis as for inpatient treatment, collect data, and review costs.

Detailed criteria for the facilities’ participation in the study were established,
to ensure that appropriate treatment would be provided. The criteria related to
accreditation, psychiatric and other stafing, treatment planning, record-keeping
and review, and émergency care, among other aspects of day hospital opera-
tion ; at that time no geherally accepted standards for day hospitals existed.

One of the primary requirements of the study design was that patients in-
cluded in the study would otherwise have been hospitalized; additional rigid
criteria for patient participation were established. To make sure that patients
included in the sample met the criteria, the complete medical records of each
patient were reviewed by Aeétna’s medical director for claims and also by an
lindeipg;xlldent: consiltant, a physician assoclated with a private psychiatric

ospital. .

The study was begun in September 1975 and continued until June 1977. It was
not a controlled study, partly because both centers were committed to the prin-
ciple that inpatient hospitalization should be avolded and because patients were
referred to the centers specifically for day hospitalization.

THE PATIENTS8 AND THE COSTS

A total of 31 patients—16 males and 15 females—were included in the study.
Their ages ranged from 14 to 69, with an average of 30 years. Nine were married,
one was divorced, 20 were single, and one was widowed. The majority of the
patients had histories of severe psychiatric disorders and fairly extensive prior
treatment.

Twenty-four of the patients were dlagnosed as psychotic and seven neurotic.
Eighteen of the 24 patients were schizophrenic, three others had a diagnosis of
psychotic depression, two of involutional melancholia, and one of chronic psy-
chosis. Of the neurotic patients, four had diagnoses of depressive neurosis, and
there was one diagnosis each of anxlety neurosis, adjustment reaction, and
alcoholism. .

When the study ended, all but two of the patients had completed day treat-
ment. The time spent in treatment ranged from three to 1890 days, with an aver-
age of 33.4 days; the average length of treatment in calendar days was 88.5. The
costs oﬁ tr:atment ranged from $315 to $17,829, with an average cost of $5,019.71
per patient.

Eighteen of the 31 patients, or 58 percent, made significant improvement, as
measured by the centers’ treatment staffs, They once agaln became productive
members of the community; that 1s, they returned to work, school, or family
activities. Two patients required inpatient hospltalization ; one improved and re-
turned to day treatment, and the second appeared to need long-term inpatient
care. The other 11 patients showed little or no improvement.

We knew of no valid method of determining the cost-effectiveness of partial
hospitalization that would be acceptable to all sections of the health care fleld.
We elected to base our calculations on the premise that if a patient had not been
in a day hospital setting, he would have been in inpatient treatment for the
same number of days. The measure i3 crude because obviously some patients
might be hospitalized for a longer or shorter time, but we hope that eventually,
with enough cases, the lengths of stay will average out and the calculations will
vield fairly reliable statistics. We estimated the cost of inpatient care (includihg
hospital and physician’s charges) in the Washington, D.C., metropolitan area as
$150 a day, which we felt was a conservative figure.

On that basis, it the 81 patients had been hosépitalized for the 1654 days they
were in day hospital treatment., the cost would have been $411,150. The cost of
partial hospitalization was $153,611; thus there was an estimated on-paper sav-
ings of $255,839.
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The amount actually saved can be debated indefinitely. However, if the sav-
fngs were only $50,000 and the care given was appropriate, it should be ap-
parent that partial hospitalization 18 a cost-effective alternative for selected
patients,

CRITERIA YOR REIMBURSEMENRT

We recommend that day hospitalization no longer be equated with outpatient
care in group health polides but reimbursed on the same basis as fnpatient care.
However, we make that-recommendation with the proviso that, to be eligible for
such reimbursement, a day hospital should meet stringent criterla ensuring that
it provides appropriate, intensive, high-quality tredtinent rather than primarily
custodial care or training or recreational activities. The criteria established for
facilities’ participation in the Aetna study would appear to be suitable guidelines:

The program must be accredited by the Joint Commission on Accreditation of
Hospltals' Council for Psychiatric Facilities. It may be accredited either as & sep-
arate facility or as a service within a facllity accredited by JCAH.

' The program must be licensed under any existing licensing requirements in that -
jurisdiction. Where required, the facility must be approved by the applicable
health agency and the state certificate-of-need agency.

' The program must develop and maintain a long-range development plan ap-
proved by the facility’s board of directors.

There must be explicit and detailed statements of objectives that include a de-
scription of who shall be treated, for what conditions, and by what methods.

The program must have a director who is a board-eligible psychiatrist and who
has enough day-to-day clinical and administrative responsibility for the program
to assure that there is always adequate psychiatric manpower to meet the pro-
gram's objectives. The program must be staffed by at least three licensed and
board-eligible psychiatrists who are directly tnvolved in the program by providing
services to patients, training, and staff supervision. Documentation that a psy-
chiatrist s present at all times during the treatment day must be available,

A registered psychiatric nurse with at least two years’ experience in psychiatrie
programs must be present at gll times during the treatment day, as well as other
appropriate professionals such as a licensed clinical psychologist, a qualified psy-
chiatric social -worker, or both. There must be sufficient professional staff to
maintain the objectives of an inteénsive treatment program.

The program must operate a full day treatment program at least five days a

week.

A staff psychiatrist must provide weekly consultation, which includes clinical
assessments of patients, to the treatment staff and must conduct appropraite psy-
chotherapy with each patient, Adequately supervised treatment by a psychiatric
resident will be acceptable in lieu of direct treatment by a staff psychiatrist,

The program must have individualized treatment plans that include regular
{nput from the psychiatrist. Such plans must include a formal mechanism for dis-
charge planning that 1s designed to discharge patients promptly to other, more
appropriate levels of care. The discharge planning mechanism must be docu-
mented, with the documentation available on request. :

The program must provide emergency psychiatric care, including overnight care
if necessary, and must have a demonstrable capability to respond promptly to
crises and emergencies 24 hours a day 365 days a year. Independent, free-stand! ]
gacglties must aave & written agreement with a hospital for the provision 25
such care. '

The progiam must have the necessary equipment and staff to provide first aid
in medical emergencies.

— The program must maintain current and complete medical records for each
patient, and the records must be available for review, on request, for clalms ad-
Judication and for utilization review. Each medical record must contain gn
admitting notation and dlagnosis by a psychiatrist; a complete psychiatrie htp-
tory; a reporf{ of a currert physical examination, including a medical history
and results of necessary latoratory tests; a current andmnxﬁete treatment plan,
including prognosis; and, for discharged patients, & discharge summary,

The program must have a comprehensive written plan for external utilization
review and detailed records of utilization review m 8. Utilization review
must be conducted at least twice a month by a visiting board-eligible psychiatrist ;
the psychiatrist must not be beneficially related in any way elther to the program
or to the facility in which the program 1is located.
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The physical facility and space provided by the program must be adequate for
the provision of intensive psychiatric treatment.

Facilities functioning primarily as schools or as training, custodial, or recrea-
tional institutfons will not be considered day hospital programs for purposes of
reimbursement. Schooling, therapeutic or otherwise, 18 also excluded, as are pro-
grams in which schooling is a major modality.

Adequate financial and other records or information must be made avaflable
to the insurer so that adjustments may be made for schooling and other non-
medical and nonreimbursable services.

In America psychriatic treatment has been dominated by the use of inpatient
hospitalization. In recent years many long-term custodial patients have been
discharged to the community, to situations as bad as or worse than they faced
as an inpatient. We belleve that even more emphasis must be put on alternative
forms of psychiatric treatment. Day hospitalization appears to be among the
most promising currently available modalities, both clinically and economically.

But in spite of its obvious clinical and economic advantages, day hospitalization
has seldom been successful in the private sector. Since the pilot project was
completed, the two facilities involved in the study have closed. Their closing was
a loss to their communities and is indicative of the difficulties day hospitalization
faces in competing with inpatient treatment. We hope that this study will encour-
age third-party payers to eliminate the differentials in coverage of the two modali-
ties and thus to give support to a highly beneficial modality.

ExHIBIT 2
1s8UE PAPFR: MFEDICARE MENTAL HEALTH LEGISLATIVE IMPROVEMENTS
(By Jerrold J. Hercenberg)

Medicare coverage of mental health services has been unchanged since 19635.
The lack of adjustment of Medicare to federal and state deinstitutionalization
efforts and strategles to promote ambulatory mental health services (particularly
through CMHCs) has contributed to the abandening of many elderly and disabled
Americans in need of mental health care.

Originally designed to concentrate federal funds for active treatment, the
current Medicare program attempts to avoid refinancing of state Institutions,
non-medical services, and over-utilization of “faith healer services,” by placing
1imits on the lifetime use of inpatient services and limiting outpatient coverage
to a maximum of $250 annually while requiring a 50 percent copayment, &
financial obstacle to care for many Medicare eligibles. Thus, Medicare has been
penny-wise and pound-foollsh, concentrating over 80 percent of its mental health
éare investment in acute care inpatient hospitalizations.

As a result, this system of financing has created numerous disincentives which:

(1) Make it easler to institutionalize patients than to provide ambulatory

care;

(2) Fstablish no effective controls over the proper use of services and
treatment ;

(3) Reimburse health agencies and providers more (in some instances) than
mental health specialties for mental health services and treatment; and

(4) Promote unnecessary utilization and irrelevant treatment of patients
through health care providers (particularly ICKF's, nursing homes, and other
inpatient facilities) when mental health services are needed.

Pending are three proposals to adjust the inadequacies of mental h_ealth
coverage under Medlcare:

Opugn A—Increase the federal copayment from the current effective 50
percent to a straight 80 percent of up to $500 (similar to the rate for physical
health

Opuc)m B.—Increase the relz:ngorsement limit from the current effective ceiling
of $250 to an effective Iimit of $7 )

gpuon O.—Fstablish a new class of Medicare provider—OMHO's—to be fully
reimbursed for up to 10 outpatient visits and reimbursed for-partial hospitaliza-
tion services, with demonstration programs for future development of mental
health service coverage
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While both Options A and B appear on the surface to alleviate discriminatory
patterns in Medicare, they both have significant drawbacks for a low cost Medi-.

care jmprovements bill:
(1) High cost to Medicare (together they may cost as much as $180 million.

extra annually).

(2) Limited benefit to consumers—the 80/20 copayment would ease financlal
burdens but would not necessarily improve current utilization or availability
of services; the $750 relmbursement limit change would only benefit those -
Datlents able to afford more services, offering no relief to poor or near poor Medl-
care recipients who live in states with non-mental health Medicaid programs or
are ineligible to participate.

(3) More incentive for private practitioners to abandon organized care settings,

(4) No data or control procedures to assure appropriate utilization of out-
patient mental health services.

(5) Failure to address current and pending reductions in existing community
mental health center services from centers that have completed basle federal
support and are unable to maintain outpatient services due to inadequate third
party financing.

In coutrast, Option C offers low cost and judicious improvements to Medicare:

(1) Equitable reimbursement for identical services for all mental heaith pro-
viders at minimum cost to Medicare and maximum benefit to consumers.

Because current provider status criteria were developed for physical health
care settings, many CMHC'’s do not qualify as full providers. Consequently, re-
imbursement rates for the same mental health services vary among CMHC’s -
(depending on provider affiliation) and are sometimes even higher for general
health care providers (lacking mental health expertise) than for CMHC's.

CMHC's were specifically created by Congress to provide speclalized mental- -
health services at low cost and rely increasingly upon third party payments to
finance such services. Yet many CMHC's face financial distress and services cut-
backs in fiscal year 1979 when 137 additional CMHC's will terminate federal cate-
gorical support. Establishment of CMHC’s as a discrete provider class under
Option C would avoid dismantling many existing services by inecreasing the
percentage of CMHC budget from Medicare (from the low level of 2.3 percent of
CMHC revenues natfonwise in 1976). Thus, equitable reimbursement depending
upon the type of services offered and based upon criteria for mental health
services would:

Improve elderly utilization by expanding service availability;

Reduce inappropriate high cost treatment;

- Increase incentives for physicians to practice in CMHC's; and

Alleviate financial distress of “graduate’” CMHC'’s.

Further, the cost of implementing a new CMHQC provider-class, which allows "
full reimbursement for up to 10 outpatient visits and allows partial hospitaliza-
tion as an alternative to inpatient services, would not exceed $13.9 million in the

first full year of operation.
(2) Data and federal controls for improved accountability and cost eficienc,

©of mental health services.

Alarmingly, the Health Care Financing Administration maintains no up-to-
date or detailed records of annual mental health inpatient or outpatient expendi-
tures or data (from service utilization patterns, provider data, client population
status data, or costs) to forecast future demand and costs for services.

A refined data base and well managed planning of future mental health serv-
ices, developed through controlled growth and demonstrations, are essential given
the HEW projection that mental health coverage in Medicare 18 expected to rise
from the current level of $250 million annually to over $500 million by 1985.

ADAMHA and HCFA would be required to define reimbursable services, utili-
zation review requirements, and cost controls for CMHO's which standards would
then be tested under a three-year demonstration program. This demonstration
program would produce data necessary to determine major statutory changes for
mental health Medlcare improvements based on:

Outpatient reimbursement incentives;
Costs and offsets to Medicare physical and mental health reimbursement;

Quality of services and comparative costs through well developed management
techniques ; and
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u Bffects of increased mental health service alternatives on deinstitutionaliza-
on.

Computation of maaimum medicare liability for outpatient mental Aealth cover-
age (options A and B)

[In millions of dollars based on 150,000 outpatients in fiscal year 1077)

Method 1:
" Proposed 80/20 copayment, $500 limit ($400 reimbursement). o oo... $60.0
Current 50/50 copayment, $500 limit ($260 relmbursement) cccae-... 87.5
Increase for implementation of 80/20 copeyment. 22.5
Proposed $760 maximum reimbursement. 112.5
Current $250 maximum relmbursement 87.5
Increase for implementation of $750 ceiling 75.0

The actual increase for implementation of both changes cannot be determined
precisely because the conjugal effect would create additional demand. The mini-
mum increase would be $70 million (cost for implementation of $750 maximuin
relmbursement).

Method 2: :
Costs under current law :
Total 1976 CMHC outpatient expenses (estimated) . __.__. $4.4
Total 1976 medicare outpatient expenses (estimated) .. —_.__. 31.5
Costs under proposed changes:
1. Overall shift in Coinsurance to 80 percent of $500 maximum :
(a¢) For CMHC's (Kederal) $6.9
(b) Total medicare {(includes CMHC'8) oo .. 58.8
2. Increase in total reimbursement for outpatient coverage (up to
$750 maximum) :
(a) For CMHC's (Federal) $15.8
(d) Total medicare (includes CMHC's) 1834¢. 5

Assumptions for both methods
1. Maximum reimbursement for all patients annually from all current providers.
2. No offset to costs (e.g., hospitalization) under title XVIIIL.
3. Zero percent inflation between fiscal year 1877 and time period when proposal
takes effect:-
"4, No additional demand for mental health gervices from current eligible non-
users,

LOW COST CMHO MEDICARE IMPROVEMENT LEGISLATIVE PROPOSAL

Stage 1: flscal year 1979

(1) Establish provider status for community mental health centers which:

(a) Meet requirements of Public Law 94-63;

(b) Have all mental health care coordinated by a mental health professional;

(0) Meet all requirement for local licensing ;

(@) Meet HEW requirements for record keeping and accounting ;

(e) Meet staffing requirements;

(7) Meet stringent requirements for quality assurance and utilization specl-
fled in the Act.

(2) Establish a new Medicare category of mental health services labeled “par-
tial hospitalization services in community mental health centers,” available as &
substitute for inpatient services on the basis of 4 visits per inpatient day, up to 60
visits per year. [Note.—Currently, Medicare spends more than 80 percent of its
mental health coverage on inpatient care. The substitute service offers an ambula-
tory alternative which may reduce cost from $200 per day inpatient to less than
$60 per visit for full day treatment and rehabilitation.}

(3) Establish a new Medicare category of mental health services labeled “out-
patient services in & community mental health center,” allowing a mental health
center to continue less intensive treatment for patients up to 10 visits annually.
[Nore.—Current limitations in the law inhibit utilization of services under Part
B of Medicare, due to the high copayment rate.]
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Stage 2: Fisool year 1980-81 ’

(4) Bstabligh provider status for commnodity mental health centers which nteet
pational HEW standards and certification (in leu of reqtirements under Public
Law 94-63) and which conform to requiyep;gnts listed in 1 (b)-(f) above.

National standards should be developed jointly between the Health Care Fi-
nancing Administration and the Alcobol, Drug Abuse and Mental Health Admin-
istration on the basis of :

(a) Core standards for all community mggtql health services programs;

(d) Definitions of seryices, utilization and quality assurance review require-
ments, and cost containment of services. :

Cominunity mental health center standards developed by the Joint Commission
on Accreditation of Hospitals could be substituted for HCFA certification begin-
ning in fiscal year 1880.

Mazimum cost cstimates for mental health medicare improvements for
Federal CMH(C's

[In millions of dollars for 1 full year of operations]

Total 1976 medicare costs in CMHC's $21.8

Estimated total-1976 medicare outpatient costs in CMHO 8- ccaee e 4.4
1. Low-cost CMHC medicare improvements (option C) :

(a) Federal CMHC provider status allows all CMCH’s meeting

requirements of Public Law 94-63 to have billing status

under title XVIII (assuming no change in outpatient

- limits) : Qutpatient increase. 7.1
Total () ceeovcna- $7.1
(b) Covers up to 10 outpatient visits in Federal CMHC's as part
of new provider category- 6.8
Total 1 (a) 4+ (b) - 18.9

2, Change copayment rate (option A):
Allows 80 percent of $500 maximum reimbursement for outpatient

services _— 6.9
Estimate assumes provider status (1(a) above) 817
Total 2 (1(a) plus 2) 15. 61
8. Change outpatient limit (option B) :
Allows reimbursement for outpatient services up to $750
maximum 15.8
Estimate assumes 80/20 copayment (2 above) 15. 61
Total 3 (2 plus 8) ... 31.41

Assumptions
1. Maximum reimbursement for all patients treated under title XVIII annu-
ally from all current providers.
2. Change in provider status will:
(a) Affect only free-standing CMHC'’s for Medicare inpatient;
{d) Resuilt in shift in reimbursement to cost basis for outpatient;
(¢) Result in snbstitntion of partial hospitalization for some inpatient
services reflecting higher outpatient of proposed changes.
8. Zero inflation between 1977 and implementation of proposed changes.
4. No increase in demand for mental health services under title XVIII,
B. No offset to overall costs under title XVIII. ' ‘
Nore—See CMHC data sheet for explanation of cost estimates.

EXPLANATION OF LOW COST CMHC MEDICARE IMPROVEMENTS—CMHC DATA SHEET

[1976 figures)
Avers Title XVIN
Typeof CMHC CMHC's Froviders Mmbmo-m:: wuIce
Genenal Imriul .................................... 108 103 107,000 A and B.
State mental hospital .. _. 15 15 $ 60, A :u B.
Private psychistric hosp) 11 il 132, Aand B,
ree standing._.__...._. 68 Q@ Aand B,
Hospital affitiated. . .o.oeoem e aeeeeiiiiaiiiaaaaen 351 0 19, B only,
L L N 648 14 40,000

33-997—78——6
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Creation of a new provider category under Title XVIII would primarily
benefit non-general hospital-based OCMHC's (which currently do not hold full
provider status).

If provider status is granted under current Medicare law ($250 outpatient
limit, 50 percent copayment), average reimbursements to centers theoretically
could rise to the general hospital-based CMHOC level ($107,000). However, ap-
proximately 80 percent of current Medicare reimbursements for general hospital-
based CMHC's is for inpatient costs. Inpatient services in current non-status
CMHC providers will not be utilized to the same extent as in general hospital-
based CMHC's. Thus, for most CMHC’s obtaining comparable status to general
hospital-based centers, no additional inpatient reimbursements may be anticipated.

Provider status would equalize reimbursement for outpatient services on an
actual cost basis for all types of CMHC’s. The additional outpatient cost for
non-general hospital-based CMHC’s is based upon the difference between the
current total of outpatient reimbursements and the projected total of outpatient
reimbursements after equalization. Simply, this amounts to 20 percent of $35.7
million, or $7.1 million.

Further, in establishing a CMHO provider class, it is desirable to encourage
outpatient services within controlled limits. Unlike proposals to change the
copayment feature or the fixed dollar limit, a proposal to cover 10-outpatient
visits in CMHC'’s (without copayment) would :

(a) Increase services to needy elderly ;

(b) Reduce the burden for payment ;

(c¢) Be subject to closer utilization review and controls; and

(d) Provide data from which Congress could further determine the desira-
bility of outpatient mental health care.

Finally, this proposal would not break the bank. The estimated cost of provid-
Ing 10 outpatient visits to the current CMHQ Medicare population is $6.8 million
annually (20,000 outpatients times 10 visits times $40/visit less $60 deductible).

Senator Marsunaca. Thank you very much.

Dr. Stewart or Dr. Wolfe, whoever prefers to answer, granted that
there are many good mental health centers, are there many poor ones
as well? If so, exactly how should they be sorted out{ -

Mr. Stewart. How should they what

Senator Marsunaca. There are good mental health centers, but
presumably there are also poor ones, which do not perform as well
as they ought to. How should these centers be sorted out? In what way
could we distinguish the good centers from the poor centers so that
we may protect the public, in as much as the Federal Government is
helping to finance these centers$

Mr. %TEWART. My anxiety over my original staffing grant running
out at the end of this month caused me to hear you were poor in terms
of Jg, r}xllgr?ley situation, but I hear what you are saying.

o

Mr. Worre. I think any of the centers federally funded are certainly
scrutinized in varyin%:;?egrees bfy the agency providing the funds;
namely, the National Institute of Mental Health. NIMH has had its
own problems and difficulties in terms of not having enough staff and
the reorganization that took place a few years ago at the regional level.

Indeed, centralization, which I think has contributed to the fact
that the centers many times have not received the technical assistance
of monitoring necessary. I do not think that speaks to any center in-
tentionally trying to provide poor services, but they have need of as-
sistance, but have not been able to receive it from the funding agencies
itself, namely the Federal Government.

Senator MaTsunaaa. Is it true that many mental health centers are
understaffed and perhaps, as a consequence, or due to other causes,
are costly and improperly managed ¢
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Mr. Worre. I would not draw that conclusion. Many mental health
centers have a difficulty in the charge given to them by the Govern-
ment in the sense that they are to plan and provide services to all peo-
ple within their catchment area. The funds and the expectations have
not matched the reality in terms of the moneys being available,

This, in itself, has caused many problems in providing services that
the centers want to provide. I think the areas you were addressing
today in terms of medicare speaks to that. It was the intent back in
1963 that the centers would, indeed, be picked up by other forms of
reimbursement and that has not followed either through legislation
or other third party payments.

This has resulted in some centers having fiscal difficulties which, in
turn, reflect in the kind of services they can provide. ~

Senator MaTsuNAGa. There is some allegation that sFeciﬁc and sci-
entific evidence is lacking to demonstrate the efficacy of the treatment
provided in mental health centers. Is there any truth to his claim?$
Can you point to any evidence to the contrary?

Mr. Worre. Yes; I think the testimony we heard from psychol?igists
and psychiatrists today would speak to that. Indeed, the stafls at
the mental health centers are staffed by psychiatrists, psychologists,
social workers and nurses.

The issue I hear in the question is whether or not psychotherapy
and treatment by the disciplines can be-effective or not. That is the
issue at the mental health centers—the issue that psychotherapy is
indeed something helpful. I believe it can be, and I think there is
evidence to that effect.

Senator Marsunaea. Could you provide such evidence for the
record ¢

Mr. Worre. Certainly. '

Senator Marsunaca. T would appreciate that.

[The following was subsequently supplied for the record:]

PROGRAM EVALUATION SUMMARY : NIMH COMMUNRITY PROGRAMSB
(By J. Richard Woy, Ph. D.)
1. BACKGROUND AND INTRODUCTION

The purpose of the Community Mental Health Centers (CMHC) program
is to make comprehensive community-based mental health care available to
every resident of this country. Begun in 1983, this program has sought its
goal by providing project grants to initiate CMHC's. Grants to build or renovate
facilities and grants to hire staff and pay other expenses have both been
provided. Each Federally funded CMHC must provide a wide range of mental
health services including a variety of inpatient, ambulatory, and indirect services,
and each Center i8 responsible for the mental health needs of a specific geograph-
ical area. As the Federal “seed money” in each CMHOC declines and then termi-
nates over a period of eight years, each Center i8 expected to find other sources
of revenue to insure its continued operation. The Federal program is admin-
istered by the NIMH through the 10 DHEW Regional Offices across the country.
There are approximately 600 operating CMHO's for the approximately 1,500
possible catchment areas in the United States, and the current fiscal year 1078
appropriation for CMHC’s 1s approximately $250 million. .

Since 1969, the NIMH has conducted over 50 evaluation studies of the CMEC
program at a cost of approximately $3 mlillion. In addition, the Division of
Biometry and Epidemiology. of NIMH. regularly collects and analyzes extensive
and detailed information about CMHO'’s, and a number of other stndies and
analyses of the CMHC program have been conducted by non-government orga-
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nizations. While the overall cost of these many studies is only a tiny fraction
of the Federal investment in the program, the CMHO program has been studied
and analyzed much more intensively than any other component of the nation's
mental health system and perhaps more than any other Federal program of
comparable size and importance. As a result, space limitations preclude inclusion
of aflaot the potentially relevant evaluation findings in this brief summary.

11. FEDERAL POLICY RELEVANT KNOWLEDGE

A. Services effcotiveness

The effectiveness of the OMHC program may be viewed from four different
perspectives: (1) measures of effort, (2) process achievement, (3) client out-
come, and (4) community impact. The NIMH's approach to evaluation of the
CMHC program has been to remain within the boundaries of current evaluation:
research technology and to examine issues relevant to improvement and refine-
ment of the program.

In terms of measures of effort, the CMHC program clearly has been a success.
Since 1963 nearly 600 CMHC's have been initiated, making CMHCs' services
avallable to over 40 percent of the residents of the United States. The range
and quantity of mental health services utilized by the American public has in-
creased rapidly during that period, and a significant portion of that increase-
can be attributed to the CMHO program.[1] In 1976, almost 1.9 millforn people-
were under care in Federally funded CMHC's, and the average CMHO reported a
careload of 3,426 persons of which 1,854 were new additions during that year.
During the past eight years, the caseload in the average Center has more than
doubled, and the undupdicated count of new additions each year has increased
some 70 percent. In addition, a ten-year longitudinal study of matched pairs
of countles, one of each pair with a CMHO and one without, found that areas
with C1:v0’s tend to develop not only more mental health services over the
course of time, but also more health and human services programs than do-
areas without CMHO’s.[2] The program has not yet achieved the goal of cover-
ing the country with CMHC's, but there has been significant progress.

The CMHC program has a number of process objectives, ways that services
should be provided if CMHOC's are to truly meet the mental health needs of their
communities; and a number of evaluation studies have examined the extent to
which CMHC’s are accomplishing these process objectives.[1] Active citizen
participation in CMHCs’ operations has been a goal from the beginning, but,
studies of citizen {nvolvement in CMHC's revealed weaknesses in this area.[3,
165, 16] CMHO's are required to provide for the mental health needs of all the
residents of their catchment areas, and yet studies of Centers' services to the
elderly,[4] children,(5) and patients discharged from State menta) institutions[6])
have revealed deflclencies in services to these groups. A key concept in the OMHC
program {8 that of accessibility; a study of the accessibility of CMHC’s found
strengths and weaknesses in this area and recommended increased involvement
with other caregivers, more publicity, and use of satellite clinics.{7] These studies:
have played a part in discussion of the CMHO legislation, and the Community
Mental Health Center Amendments of 1975 (Title IIT of Public Law 94-63) re-
vised the earlier legislation in ways designed to solve the problems identified in
these studies. Results of a recently completed study, however, indicate that weak-
nesses In Centers’ services to the elderly and to patients discharged from State
mental institutions still remgin.{8) It should be noted that none of the above
studies of Centers’ achlevement of process objectives compared CMHO's to other
medjcal health programs, but rather measured Centers’ performance against the
CMHO Act's ambitious goals; and so the studies’ results do not, indicate that the
CMHC program {s either superior or inferfor to ofheér inentdl health programs

in these greas.

As indicated above, the effectiveness of the CMHO program also be viewed
from the perspectives of cliept outcome and community impact, and, of course,
ultimately these are the most important perspectives from which to assess the
program. Unfortunately, the effects of CMHC's and of other components of the
nation’s mental health system, including the private sector, upon the emotionat
well-belpg of their clients and thelr communities are not known at this time,
Questions about the effectiveness of basic mental health treatment tooly such
48 psychotherapy remain unresoved, and sclentific assessment of the effects
of complex organizations upon the mental health of thelr clients and their host
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communities is still in its infancy, The NIMH has supported a number of proj-
-ects to develop better :‘eset::ch strategles in this area ahd to dissehinate 'lﬁe

best current methods.{17, 18, 19, 20]

B. Costs and effloiency . N

The most important studiés in this area have been those examinihig the “séed
money” concept. Because Federal funding of CMHC’s is done oh ‘a declining
formula basis, individual CMHC's must obtain alternate sources of funds prior
to termination of the Federal grant if they are to survive. Whether or not
CMHC’s were making appropriate preparations and would fn fact succeed 'fn
making an adequate transition to other sources of revénue has been &n obfect 6t
study and concern for some years([9, 10, 11] because the survival and growth of
the community mental health system fn this country depends upoén it. A recently
completed study(12] examined a cohort of CMHO’s which had cox:f)lgted. their
eight years of Federal grants and found that while the Centers remainéd fiscally
viable, they quickly began to compromise the CMHOC ideology in response
to the constraints of their new funding sources. In particular, the inves-
‘tigators found increasing inpatient care and decreasing ambulatory and indirect
-gervices in the oohort of Centers. The study’s final report recommended additional
“maintenance” funds for CMHC's after the end of the eight years of Federal
grants, more funds for Consultation and Education grants, and inclusion of
‘CMHC's as providers under any future national health insurance program.

A second recently completed study examined differences between those Centers
that have terminated their Federal CMHC grants after elght years and remained
self-sufficient and those Centers that have completed their eight years of Federal

_grants but have sought and been awarded additional grant funds under the
. Community Mental Health Center Amendments of 1975.[13) The findings indi-
cate the continued funding group have not been very successful in obtaining
alternate sources of funds and need the additional Federal funds to survive. The
other group of Centers has been quite successful in obtaining alternate sources
-of funds, particnlarly third party reimbursements, but appears to be changing
its programs and mix of services away from the CMHC model. These Centers
appear to be emphasizing inpatient services, which are more easily and gener-
ously reimbursed than ambulatory services under Medicaid and many private
fnsurance plans. This study indicates the serious need for a stable ongoing source
of funding for all of the services rendered by CMHC's if the whole range of
-community mental health services are to remain available.

C. Management

The management of the CMHC program has at least two layers and in some
cases several layers. The NIMH and the 10 DHEW Reglonal Offices manage
the program from the national level, and there 18 an extensive system for de-
velopment, review and approval of new CMHC grant applications, & system to
develop and-disseminate regulations and guidelines for the program, a program
to review and approve annual CMHO project updates, a program to provide
‘technical assistance and training in management to CMHC's, and a program of
site visits by Regional Office staff to assure implementation of the CMHC law
and regulations in the individual CMHC’s. The second layer of management,
-of course, is the management of the individual CMHC's themselves. Finally,
because State and county governments contribute heavily to the support of
‘CMHC’s and ultimafely assume much of the responsibility for ongolng support
of the CMHOC’'s after the end of Federal grant funding, staff of State govern-
ments often actively participate in the monitoring and oversight of CMHC’s in
‘thelr States. o

A study in progress is examining the Federal and State government’s manage-
ment and oversight of the CMHC program. [14] Results will be avallable in
the fall of 1978. Concerning the management of the individual CMHC’s them-
selves, A number of studies have found deficiencies in the flscal management
-of CMHC’s, particularly Centers’ cost accounting systems and mechanisms to
recover fees and third party reimbursements. [9, 10, 11) Studies discussed above
under the topic “process objectives” can be viewed as studies of the effectiveness
of CMHC's internal management, and a number of studies have noted the need for
improvements in the internal management of CMHQ's. {9, 10, 11, 21] Perhaps
more than any other Federal soclal program, NIMH has encouraged CMHO’s to
evaluate thelr own services and programs, and the CMHC Amendmenta of 1978
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now make self-evaluation by CMH(C's mandatory. An evaluation of this self-
evaluation actlvity in CMHOC’s is now in progress. [22]

D. Reform {nitiatives .

Currently, there are a number of proposals for modification of the CMHO
program, including several legislative proposals and the recommendations of
the President’s Commission on Mental Health. Space does not permit discussion
of the relevance of evaluation research findings to each proposal; however, the
findings reported above clearly add to the weight of evidence for or against
“various of the proposed changes in the program. In addition, other evidence
not reported here is relevant.

III. ALTERRATIVE INTERPRETATIONS AND PERSPECTIVES

During preparation of this summary, no significantly different view as to
interpretation of the evidence was proposed.
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INTRODUCTION

The community mental health center program is at a crossroads. Developed
on the premise that a declining Federal contribution would preduce stable fi-
nancing after a period of time, it is now “graduating” centers into a world of
fiscal constraint and uncertain expectations. To merely discuss establishing fur-
ther centers would seem rather self-defeating, 8o long as the premise of the com-
munity mental health center (CMHC) program makes possible the disappearance
or diminution of proven programs 8 years after they are established. And yet
there is a clear need for additional community mental health centers and services.

Substantively, there is & crossfire of criticism. Observers point to the relatively
limited role the centers have played In key areas like prevention, services to
populations at special risk, and services to the previously institutionalized. Fur-
thermore, it is contended that this proves, variously, the overpromising of the
program ; the impossibility of performing these tasks; the fundamental racial,
ethnie, and income cleavages in American society ; the lack of commitment of the
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mental health professions; or the political reality of the appropriations process
at all levels of government.

We take a rather different view. We strongly support community mental health
services and community participation in the planning and oversight of such sery-
1ces. We believe a significant number of the community mental health centers
have made substantial contributions to the development of needed community
mental health services. And we think absurd priorities in any fleld cin be altered
if adequate efforts are made over a period of time.

In the constellation of Federal programs, the CMHC's have been, in fact, a
distinctly small item, currently costing less than a quarter of a billion dollars a
year for their categorical appropriition. The program has recelved a total of
approximately $1.5 billion in categorical Federal funding during the entire 14
years it has been in existence.

Yet this relatively small funding has brought 590 operational community
mental health centers to areas around the country, with another 85 funded but
not yet operationdl. With all the criticism that has been leveled about the fail-
ure of the centers to attract other resources, every dollar put in by he CMHC
program itself leverages three other dollars of support. The bulk of this addi-
tional support is from non-Federal sources. In conimunity after community
around America, the CMHC program has created important, useful mental health
services that would not be in existence if the program had not produced them,

At the same time, there are serious problems that remain throughout the entire
country in regard to delivering mental health services. Overall, neither the quan-
tity nor quality of available services is sufficlent. Some areas have virtually no
community mental health services; others have gaping deficlencies for certain
populations. Even where there are CMHC's, there is often a distressing lack of
service for previously institutionalized patients returning to the conimunity. In
addition, not enough is being done to prevent initial institutionalization. The
populations especially at risk, as recognized in the 1975 CMHO legislation—chil-
dren and youth, the elderly, and substance abusers—are frequently underserved.
While the CMHO program has made generally successful efforts from the outset
to target services toward minorities and the poor, there are still gaps in these
areas.

A special problem s the connection of some centers to the communities of which
they are supposed to be an integral part. The nature of this problem in any given
community, in those instances where it is a problem, will depend on the form of
the CMHC in that community. If it i8 run by a State or local government author-
ity that has historically tended to bureaucracy and lack of capacity to reach out
to people who need to know there is a way they can get belp, the problem of con-
nection is of one sort. If, at the other extreme, the CMHO is a freéstanding pro-
gram governed by people from the community, the problem may be the exact
opposite: failure to be part of a functioning network of human services in the
relevant geographical area.

This, in turn, highlights two key infroductory polnts the tremendous diversity
of the program that is encompassed in the community mental health center con-
cept in terms of auspices, governance, location, size, pattern of service, and all the
rest; and the fact that many of the program dilemmas are hardly the fault of
individual centers. Over the past years there has been a failure of Federal over-
sight, technical assistance, evaluation, and leadership that is at the heart of the
current matter. It is important to note that over these same years previous ad-
ministrations had sought to end the program, arguing that a successful demon-
stration project no longer needed to be demonstrated. In the face of this erosion of
support (manifested most strikingly by the administration’s impoundment of
congressionally authorized funds) and diminishing resources for program sup-
port, there has been an increasing need for such services and leaderehip. In many
ways, to criticize the centers themselves for many (but not all) of their failings
is to “blame the victim.”
~ 'To the same end we would stress as etrongly as we posslgly can that there will
nevey be any real hope of adequate community mental health services go long as
over half the American mental health dollar is spent on State institutions and
mental-health-related nursing home care. If the Commission is unable to print
a clear path toward Federal polley that will alter the current balance of expendi-
tures, we doubt the efficacy of anything that it might recommend regarding com-
munity mental health centers and services.

Our deliberations elicited a cascade of observatlons about the changes in the
context of the CMHO program over the past 14 years: changes in expectations
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about what the program can accomplish ; changes in the financial and economic
environment ; changes in the professions and the public’s attitude toward them;
changes in the “medical model” of treatment and assoclated changes in the man-
power mix; the development of consunierisin, advocacy, and legal rights in_
Liealth and mental health care; and many others,

If there s one change we could point to above all, however, it is this: when
the CMHO program wag ingtituted, the centers were the visible symbol of mental
health services in the community., Now there are many new services and pro-
grdms which are often unassociated with CMHC's.

On February 5, 1963, President John ¥, Kennedy sent to Congress the first
Presidentia] “Message on Mental Illness and“Mental Retardation.” In it, he
proposed & “national mental health program to assist in the inauguration of a
wholly new emphasis and approach to care for the mentally fl1.”

President Kennedy’s program was, in a sense, the culmination of a century
of struggle to gain Federal support for mental health services, President Frank-
lin Plerce had, in 1854, vetoed legislation which would have made Federal land
grants avallable to facilitate the development of public mental hospitals, stating
that he could find no constitutional authority for the Federal Government to be
“the great almoner of public charity throughout the United States.”

The Dépression of the 1930’s, which created a new Federal role as initiator and
supporter of national soclal welfare programs, eroded that constitutional posi-
tion. After World War II, accounts gathered from among the three thousand
consclentious objectors who had served in State mental hospitals helped reveal
to the public the abysmal conditions among the neglected civilian mentally ill.
The returning military clintcians also helped stimulate a new wave of interest in
treatment for mental illness. This led first to the establishment of the National
Institute of Mental Health in 1946, and then to the creation in 1955 of the Joint
Commission on Mental Health and Mental Illness, the report of which was a
major underpiuning of President Kennedy's message.

The Kennedy administration’s program, while sharing many of the assumptions
and proposals of the Joint Commission, différed in certain key ways. For one
thing the administration proposals emphasized primary prevention and treat-
ment in community mental health centers, moving the primary locus of treat-
ment for the mentally ill away from the State hospitals, as opposed to using
Federal institutions and funding for State hospital improvement (although in
the Interim existing authorization for demonstration grants to them would be

_continued). The population areas to be served by the community mental heslth
centers were larger than the Joint Com.mlﬁion had proposed, and thus the ulti-
mate number to be established was lower, Moreover, the concept of a community
mental-health “center” was broader than that of the community mental health
“clinic” which the Joint Commission had spelled out. -~ - '

While it recommended large increases in Federgl tunding, the legislation sought
to specifically desl%nated funding for construction and initial staffing of the
community mental health centers, with at léast ) percent of the cost borre by
the States. Kurther, this Feder:ll tance was to diminish ovér time, It was
asgerted that the centers would ultimately be inanced by increased State and local
funds made available through thg ph out of State hospitals and, it was
hoped, by the private sector through-voluitary insurance,

The Community Mental Health Center Act %as ultimately passed by the Con-
gress, but the law which was signed by Pregidenpt Kennedy on October 31, 1963,
authorized substantially less mobney for construction of centers than originally
was requested and also eliminated Federal support for initial stafiing ahd opera-
tion of the centers. In any case, the National Institute of Mental Health (NIMH)
imniediately set out to provide for State mental health planning and to draw
up the required regulations. The regulations established in 1984 state that “to
qualify for Xederal construction . .. grants, an applicant, which by law must
be a public or private nonprofit agency, must present a plan for a coordinated
program of at least five essential mental health services: inpatient services,
emergency services, partial hospitalization (such as daycare), outpatient serv-
ices, and consultation and educational services.” There were also several services
that were recommended but not required. These fricluded specialized dlagnostic
services, rehabilitation, preadmission and postdischarge services for State hos-
pital patients,-reséarch and evaluation” programs, and tialhing and education
actlvities. In addition, the regulations mandated linkages of information, staff,
and patients among those services so as to insure continuity of cdre.
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With the regulations in effect, NIMH began to fund construction of community
mental health centers. This responsibility was augmented with the passage of
the Community Mental Health Center Amendments of 19656, which authorized
grants to assist in paying for professional and technical personnel to staff the
centers in the initial 51 months of operation. In 1967, the initial construction
and subsequent staffing programs were renewed by Congress for 3 more years.

By 1970, it had become apparent that the original estimate of the length of
time that communily mental health centers would need Federal support bad
been overly optimistic. As such, the Community Mental Health Center Amend-
ments of 1870 not only extended the Act for 8 more years, but also increased the
maximum Federal share for construction and stafing grants. All centers became
eligible for support over a total period of 96 months (8 years) rather than the
51 months that had originally been authorized. Those in designated poverty areas
could receive more aid than others. Additional grants called “Part F Grants”
wt;are allocated for specific services for child mental health, alcobolism, and drug
abuse.

In 1976, Congress passed legislation which provided for a substantial revision
of the original Community Mental Health Centers Act. For the first time there
was prescribed within the legislation, as opposed to simply regulations, a defl-
nition of a “community mental health center” and of the comprehensive mental
health services which such a center must ‘provide. The definition contained re-
quirements for the organization and operation of such centers; provision of
services; coordination of services with other entities and the development of an
integrated system of care; staffing; availability of services; responsiveness to
the community served ; governing bodies ; quality assurance; and related matters.

The services that a CMHC is required to provide include not only the “essen-
tial services”—inpatient services, outpatient services, day-care and partial hos-
pitalization, emergency services, and consultation and education services for a
wide range of individuals and entitles involved with mental health services,
including health professionals, schools, law enforcement and correctional agen-
cles, public welfare agencles, and the like—but also speclalized services for chil.
dren and the elderly, assistance to courts and other public agencies in screening
individuals being considered for admission to State mental hospitals, followup
care for those discharged from State mental hospitals, halfway houses for those
d:)scharged from mental institutions, and programs for alcoholism and drug
abuse.

To fund new centers and assist existing centers to make the transition, the
new 1975 law consolidated and replaced numerous categories of aid to centers
with six new grant programs: (1) planhing grants; (2) initial operating grants
for the support of a center's first 8 years of dperation; (3) grants for congiltation.
and education services to individuals and entities involved with mental health
services; (4) conversion grants to existing centers so that they can meet the
standards and requirements for the provision of services under the new law;
(5) financial distress grants (no more than three may be awarded to any one
center) to centers which have reached the end of their Federal support period
and which demonstrate they would have to reduce the quallty and number of
gervices; and (8) facilities grants to provide for the acquisition, remodeling,
leasing, and construction of facilities,

CURRENT STATUS

Federal funds have assisted in the initiation of 675 CMHC’s (590 are actually

_operating in whole or I'. part) which, when fully operational, will make services

avallable in areas where 93 million persons reside, 43 percent of the population
of the United States.

It is difficult to describe a typical center. In terms of the catchment areas they
serve, 58 percent are In urban, 17 percent are in fnner city, 17 percent in rural,
and 8 percent.in suburban areas. They are distributed throughout most of the
eountry:-22 percent are in the Northeast, 25 percent in the Southeast, 21
percent in the Midwest, 10 percent in the Southwest, 18 percent in the Far
West, and 5 percent in the Northwest. Fifty-seven percent of -the centers are
serving designated poverty areas. Organizationally, they vary enormously:
from freestanding facilities oifering a full array of required-services under a
central administration to simple associations of preexisting services and faciii-
ties. Overall 19 percent are general hospital based, 8 percent are State mental
hospital based. 2 percent are private psychiatric hospital based. 64 percent
are hospital afiliated, and 12 percent are freestanding mental heglth centers,
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Major differences also exist in staff composition, but some information on
overall trends is available. In 1976, the full-time equivalent staff of the CMHQ
program nationally numbered 48,466, averaged 92 full-time equivalents (FTE's)
per center, and accounted for 11.5 percent of the staff in all mental health
facilities, Of these, 4.7 percent were psychiatrists, 9.4 percent psychologists, 13.9
percent social workers, 8.5 percent registered nurses, 21.8 percent paraprofes-
sfonals, 13,7 percent all other patient care staff, and 26.4 percent administrative
and maintenance personnel. In recent years, the average size of center staffs
has increased somewhat, in terms of FTE's, with increases mostly in adminig-
tration, maintenance, and clerical personnel, psychologists, and social workers.
While the average number of FTE psychiatrists has diminished, the overall
ratio of professional to paraprofessfonal staff has slightly increased.

In 1975, the centers and their staffs served 1.6 million people, providing nearly
2 million episodes of care, or 20 percent of the total episodes of inpatient and
outpatient care provided by mental health facilities. In general, patient care
in CMHC'’s has been largely outpatient care. In 1975, 81 percent of all OMHC
patient care episodes were outpatient ; inpatient care and partial hospitalization
comprised 13 percent and 7 percent of total patient care espisodes, respectively.

Of those people admitted to care in 1975, 18 percent had a diagnosis of
substance abuse, 10 percent schizophrenia, 18 percent depressive digorders,
5 percent organic brain syndrome or other psychoses, 3 percent mental retarda-
tion, 13 percent childhood disorders, 21 percent neuroses and personality dis-
orders, and 22 percent social maladustment, no mental disorder, deferred diag-
nosis, or nonspecific condition, The major trend in the diagnostic composition
of the centers' clients has been the decreasing percent of those diagnoses with
depressive disorders and schirzophrenia, counterbalanced by an increase of
those classified as soclally maladjusted, no mental disorder, deferred diagnosis,
or nonspecific disorder.

Out of 919,000 persons entering the CMHC system of care in 1975, 52 percent
were females and 48 percent were males. The largest percentage of total addi-
tions was in the 25-44 age group, which accounted for 88.5 percent of all addi-
tions. Approximately one-fourth were under 18 years of age; 4 percent were
over 65; 19 percent were 18-24; and 15 percent were 45-65 years old. Relative
to their numbers in the catchment areas, children are served at roughly one-
third the rate and the elderly at less than one-fourth the rate of the 25-44 age
group. Almost 83 percent of all additions in 1975 were white, with the remaining
17 percent representing all other races. Over 54 percent of the additions reported
weekly family incomes of less than $100.00 among those centers reporting.

In terms of the total cost of services provided by CMHC’s, in 1975 the ex-
penditures accounted for $776 million. In 1974 (the latest year for which data
are avallable) the CMHC program represented only 4.2 percent of the $14.56
billion expended for mental health care in the United States. (This ean be com-
pared to the expenditures for direct care of the mentally 111 in nursing homes or,
in State, county, and public mental hospitals, which represented 29.3 percent
and 22.8 percent, respectively, of the total costs.) Overall two-thirds of the costs
of CMHC's were financed by Government sources, with 30 percent from Federal
and 28 percent from State monies. An additional 80 percent is accounted for
by receipts from services, with 4 percent from patient fees, 8 percent from
private third-party carriers, 2 percent from Medicare, and 10 percent from
Medicaid.

REVIEW OF EVALUATIVE DATA

An evaluation perspective necessarily involves relating information about pro--
gram processes and results to the goals of that program. Thus, we examined the
evaluative data about the community mental health centers program, grouping
our analysis of the findings around seven general goals: :

® Increasing the range and quantity of public mental health services;

® Making services equally available and accessible to all;

® Providing services in relation to existing needs in the community ; /

® Decreasing State hospital admissions and residents:

¢ Maximizing citizen participation in community programs;

® Preventing the development of mental disorders; and

® Coordinating mental-health-related services in catchment arcas.

Two additional areas were also reviewed because of their timeliness and im-
portance, even though formal goals in these areas for the CMHQC program were
not clearly articulated in CMHC legislation:



88

Providing services in as eficlent 8 manner as possible; and

Providing services which réduce suffering and ihcrease personal functioning to
the maximum level possible, * ™' ~* "© " Tt

In all ‘these areas we found both substantial strengths and observable
weaknesses, " oo '

1. Increasing the range and quantity of mental health services

On the positive side, there appears to be agreement that CMHC’s have in-
creased substantially the volume of services to catchment residents, particularly
outpatient care and partial hospitalization. NIMH data show CMHQ episodes in-
creasing sharply sihce 1966, while other facllities’ episodes appear to be increas-
ing more slowly or leveling off. Studies focusing on aspecific areas of the country
also show that areas recelving CMHC’s develop more services more rapidly than
areas which do not. The CMHO's have substanttally increased the amount of non-
inpatient care available in the mental health system (outpattent, partial hos-
pitalization, and consultation and education services), and newer, specialized
services are now being added (halfway houses, sheltered workshops, and so on).
Thus, the CMHC’s have become a major factor in public mental heslth care.

_On the negative side, there 18 evidence that, after the termination of Federa}l
grants, centers begin to retrench their programs and show signs of compromising
the CMHC objectives of providing essential mental health services to all catch-
ment area residents regardless of their ability to pay. In many of the centers that
have not yet achieved “graduate” status, growthi is especially slow in the develop-
ment of specialized services.

2. Making services equally availadle and accessidle to al}

The CMHO program aimed at alleviating the “two-class” system of care, in
which the well-to-do received primarily private outpatient care and the disad-
vantaged received custodial State hospitalization. This topic is complex, but will
be restricted here to issues involving rich-poor, minority-nonminority, male-
female, and urban-rural dimensions.

The majority of CMHC clients (52 percent) could be considered “poor”; their
family incomes are less than $100 per week, which is just about at the oficial
poverty level for an urban family of four. This may be partly a result of NIMH's
funding more CMHC’s in “poverty” areas than in “nonpoverty” areas in the
earlier years of the program, but even in nonpoverty areas 48 percent of CMHC
clients have family incomes below poverty level. - :

Male and female utilization rates were almost exactly equal in 1978: young
males under 15 have higher rates, but rates for female adults are higher and thus
balance the total rates.’ C C

‘While the large majority of CMHC clients are whites (about five-sixths), the
utilization rates per 100,000 catchment residents are more nearly equal. with
nonwhites (Blacks, Orientals, Native Americans) actually using the CMHC at &
80 perecnt higher rate (1,300 vs. 1,000 per 100,000 residents). In any case, avail-
ability and accessibility of CMHO services to minority races appear to be favor-
able by this utilization criterion. '
~ In terms of barriers to accessibility, one that is important is the degree to which
the community and its other daregivers are aware of the CMHOC and the services
it offers. It has been found that publicly identifying a OMHO with its catchment
area of responsibility resulted in less sociodemographic bias in its clientele, in-
cluding more nonwhites, welfare recipients, and lowest social class persons than
in comparable noncatchmented services. In general, stndies have indicated a fair
to good awareness by residents and other caregivers as to the availability of
CMHO services, - ‘ v S e e "

' On the'negative side, accessibility barriers do exist. For example, a survey of
open hours for CMHO outpatient and partial caid servicés fn@icated only a
minority were open evenings whén many employed pergons would want to use
those services, There {8 telatively thin coverage of rural catchment areas—fewer
centers, less manpower, and lower utilizatién. Receritly the relative proportion
of poorer areas funded has been decredsing. Finally, there Is significant under-
representation of some minorities in many of the varidus professional groups
working in CMHO’s. This may influence hoth the minorities” willingness to use
CMHO services and the appropriatenéss of ‘the treatment given them.

3. Providing scroloes i, response to community needs,
On the positive side, since poverty in wi od . with
need for mental health services, m'?mx;’mw%ﬁabﬂ’w “‘)o%e’rti-
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area” centers was well directed toward meeting citizens’ needs. A sophisticated
analysis of all U.S. catchment areas in terms of needs and resources showed that
in 1969, catchment areas highest in need also had the highest percén ge of “ade-
quate service structures’ (%rcept) in terms of service availabllity and acces-
sibility. Federally funded CMHGC séryices undoubtedly contributéd to this situa-
tion; in Colorado, for example, Federgl funding helped the neediest catchient
area (Northwest Denver) to establish a very large service systém capable of
meeting most of the need assessed. ) )

In terms of the dlagnositc population servéd by CMCH’s, there i1s a strong
similarity between the clients seen by CMOH’s and public outpatient psychiatric
clinics, with the largest groups being neurosis, schizophrenic, and personality
disorders. In comparison to State hospitals, however, the clientele is less impaired
in terins of fewer instances of alcohollsm, schizophrenia, and organie brain
syndrome, A Kansas City study compared the clients of a metropolitan CMHO
with a private practice clientele. It showed that the CMHC clients were far more
diagnostically diverse and were more soclally disengaged. Thus, there 18 evidence
that the CMHO program is indeed serving a needy population in the United States.

On the negatlve side, higher income areas have disproportionately high repre-
sentation in those catchment areas recently funded for CMCH’s. NIMH has long
been criticized for falling to see that services were planned and funded in
relation to needs; Comptroller General (Government Accounting Office) reports
to Congress in 1971 and 1974 both list this deficiency.. The former notes the
lack of funding for CMCH’s in areas of greatest need and the latter refers to
programs not addressing specific catchment area needs,

There has also been a declining percentage of severe dlagnoses (schizophrenia
and depression) in the total program. While this appears to be attributable
mainly to patterns in the newer centers, the issues involved are complex and
the meaning of these data is not clear. In addition, the data on rates of additions
to CMHC's suggest that children under 15 and adults over 45—and especially
adults 65 and over—are underserved by CMHO's in the light of a probable need
at least comparable to young adults. Rates for the elderly are less than one-
forth those for younger adults, and for children only one-third the adult rate.

4. Decreasing State hospitalization

A sizable number of studies indicate that CMCH’s have had at least some
fmpact upon reducing admissions to State hospitals. Unpublished NIMH data
which show lower_State hospital utilization from CMHC catchments than from
the Nation as a whole are quite compelling becau’s of the likelihood that CMHO
catchments would normally generate higher rates because of their relatively
less favorable soclodemographfc characteristics—great poverty, more ovep-
crowding, etc. In addition, several longitudinal studies indicates that CMHC's
make a positive contribution to lowering State hospital admission rates. Finally,
the data indicate that fewer psychiatric clients of the CMHC's are going to the
State hospitals than was true in the past. -

On the other hand, it is remarkable that the data reviewed are as mildly
positive as they are, considering the importance of this.objective to the CMHC
program. A recent Comptroller General (Government Accounting Office) report
to Congress cites as NIMH contract study to the effect that 175 CMH(C’s ranked
“decreasing state hospital utilization” next to last in a list of 10 CMHOC pro-
gram goals. It does appear from CMHC additions data that the total program
is moving away from caring for the most severely mentally disabled, the type
most likely to spend time in a State hospital. Furthermore, the data strongly
support the inference that CMHC’s are not picking up State hospital discharges
adequately, The absence of continuity of care for seriously ill people 1s a critical
issue. In many instances State hospital systems seldom work with the CMHO's
in providing continuity of care.

A survey of both CMHC’s and various public and private agencies in the
human service area conducted by one of our panel members clearly underscores
the often inadequate and fragmentary services to deinstitutionalized patients.
The problems that were noted basically involved the provision of little service,
particularly aftercare services, including outreach, housing, and transitional
residences. In addition, it was found quite common for patients to “get loat”
or “fall between the cracks” and not have access to those services that do exist.

§. Inorcasing citizen partioipation

There has, sspecially in recent times, been considerable high-level support for
citizen participation, with increasing activities headed toward this goal. In
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Public Law 94-63 Congress set requirements for “representative” governing or
advisory bodies; the National Council nf Community Mental Health Centers has
reorganized its board of directors to include “community directors” from each
region on an equal footing with “staff directors’: a non-mental-health provider
is now president of that organization; annual evaluation reports which incorpo-
rate citizen board and community input, and the responsiveness of the CMHC
managers to that input, are now reanired of all CMHC’s. At lower levels, interest
in the topic of community participation in CMHC program affairs is also growing.

However, incorporation of citizen input into CMHC programs has been slow
in coming. The Comptroller General’s report of 1974 observed significant com-
munity involvement in only 2 of 12 centers reviewed. NIMH has also noted in
1977 that “boards are not sufficientlv representative of the communities they

serve.”

8:- Preventing mental disorders

On the positive side, these are studies which document that consultatton and
education efforts have had positive effects upon the knowledge, atttiudes, and,
sometimes, behavior of CMHC consultees, including police, other health profes-
sionals, and schoolteachers. CMHC consultation has long been directed primarily
at schoolteachers, and this focus on children should help maximize any disorder-
prevention potential of the consultation process. While evidence of impact on the
children is absent from most reports, a number of behavior changes, in social
int(elx;actlon. learning effort, and academic performance, have been noted in a few
studies.

Overall, however, this {8 an area of weakness, Consutlation and education
activities are extremely low in volume and are declining. In graduate centers fac-
ing financial constraint this is the first area to be cut back. Finally, and possibly
most problematic, there is a paucity of data supporting the effectiveness of con-
sultation in preventing mental disorders.

1. Coordinating mental-health-related services

The CMHC itself, by definition, is comprehensive (multiservice). Some early
studies show intra-CMHC continuity of care. In terms of coordinating with exist-
ing catchment area services, P.L. 94-63 set new requirements for CMHC's regard-
ing screening clients belng considered for hospitalization, followup care to dis-
charged clients, promoting rape prevention, and ccordination with other health
and soclal service agencies and State hospitals. It remains to be seen whether this
legislation will have any real impact,

In general, a great deal has been written about the problems in coordination of
CMHC services with other community facilities. Most recently the Government
Accounting Office completed a study of deinstitutionalization which found that
while & number of CMHC's were diseussing individual clients’ needs with State

-hospital caregivers, frequently there was insuficlent communication which later
resulted in an untimely or inappropriate admission to the State hospital. The
report noted that CMHC’s and State hospitals had developed independently of
each other, were acéountable to different authorities (State vs. Federal, local, or
private organizations), tended to serve different populations, and had different
funding contingencies (again State vs. Federal). There was little incentive to col-
laborate closely; hence, too little joint planning has been done for discharges
from the State hospitals and in-community care for such persons has often been
fnadequate. In addition, both CMHC’s and related agencies serlous coordination
deﬂc{encies in response to the previously described survey by one member of our
panel.

8. Delivering efficient gervices

On the positive side, CMHC’s show a low program cost relative to total care
episodes and a declining cost in constant dollars per care episode. Calculations
from NIMH day on episodes df care per center and expenditures per center show
that in current dollars, the average episode cost $328 in 1971 and rose to $353 in
1975, a 2 percent anrual rate of increase. In constant dollars, corrected for infla-
tion, the cost per episode decreased from $328 to $270, about a 5§ percent annual
decline. This was accomplished through more rapid growth in outpatient epi-
sodes (up 78 percent) and pariial care episodes (up 101 percent) than in more
costly inpatient episodes (up only 21 percent). Still greater eficlency is lkely
in the future as partial care continues its rani® expansion and further replaces
inpatient su/ays.
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In terms of administrative stafing costs, the CMHC program compares quite
favorably with all other mental health facilities In administrative or mainte-
nance staff; only 26 percent are administrative or maintenance staff, in com-
parison to an average of 32 percent for all other facilities.

Cost-finding techniques are now being employed quite frequently in CMHC's
and other facilities, and it should not be too long before costs per unit of service
for inpatient, outpatient, and partial care are available on a large scale. Some
early figures for Colorado CMHC's and clinics (the latter provide only outpatient
care) show that a 80—45-minute outpatient visit costs $26, a 4-hour partial care
day just slightly more, and an inpatient day about $120. These figures are gen-
erally below the prevalling rates for similar services in the-private sector in
Colorado. This is to be expected, however, since CMHC's also utilize lower-paid
nonprofessionals in their service delivery programs.

On the negative side, there is information to suggest unduly low percentages of
clinical staff time spent on face-to-face client or consultee contact in some
CMHC’s. The Nader group’s report on CMHO’s criticized these programs for
devoting nearly half of al] working hours to administration, staff meetings, con-
sultation, teaching, and other non-patient-care activities. An analysis of direct
and Indirect service hours in a large western CMHC showed that only 85 percent
of all staff time went into client or consultee contact. Administrators have de-
fended this percentage as reasonable considering vacations, necessary staff meet-
ings, staff educatfor, supervision, administration, recordkeeping, and substautial
time 1ost to “no-shows.”

9. Reducing suffering and increasing people’s adility to function

An increasing number of treatment outcome studles on CMHO populations
specifically are being conducted and published. Most studies show evidence
of probable positive impact upon client functioning, and a few show improvement
in clients to functional levels approaching those of the normal community. How-
ever, despite the encouraging trends in outcome studies, most CMHC’s are quite
far from being able to regularly study and document their programs’' effective-
ness. This is partly because the task is difficult, but it is also partly because
OCMHC's, not unlike other mental health facilities, have devoted few resources
to evaluation.

STRENGTHS AND WEAKNESSES OF THE PROGRAM-—AN ANECDOTAL VIEW

Since our panel reflects direct experience with community mental health cen-
ters {n at least & half dozen areas of the country, we shared our own anecdotal
experiences with one another, We found ourselves a microcosm of the evaluative
data. Our comparison of experiences produced examples of everything from
superb innovation to poor implementation. We all reported many services in
danger of disappearing. Nearly all of us could identify some things being done
well for substantial numbers of people, others being done poorly or not at all
in the same catchment areas, and some others being done well but for very few
of those who need the service in the particular area.

One panel member, for example, reported excellent but small-scale services for
chronic patients, including help in socialization and in vocational referrals and

some good halfway house residential programs. “Beyond these examples, there

:: vi;areh%lsing" in her city. Services for the elderly were described as particu-
rly wea

Another reported that 24-hour emergency service is good in his city but only
one of three centers has weekend services. That center i{s in financial jeopardy.
He said the centers do seem to have impacted on utilizatfon of inpatient beds
but “a better job is being done on the way in as opposed to the wayout.” -

A third stressed that his program has become a center for commanity activi-
ties generally and described excellent programs in the schools and for the foster
care of the elderly. He said, however, that many people from outside the catch-
ment seek care from his eenter because of the inadequacy of services elsewhere
in the metropolitan area.

Still another reported special efforts for minorities, with stress on Asians and
Native Americans as well as Blacks. He pointed with pride to an afiliated
adolescent counseling program, a contract with the local school system, a grant
for a neighborhood health station in the catchment area, heavy inservice training,
promotional opportunities for minorities, and intensive management efforts at
utilization review and peer review. He also indicated, though, that fiscal problems
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have driven the consultation and education staff from seven down to one half- )
time person, . . ) R

All members of the panel emphasized repeatedly the need to indicate thgt all
levels of government must bear thelir fair share of responsibility for the weak-
nesses in the program, as well as the share of responsibility that is fairly
attributable to the centers themselves.

AN ATTEMPT AT DEFINITION—IN THE PRESENT AND FOR THE FUTURE

e believe the CMHC, as an entity, partakes far more of the field of health
~—than of any broader human service or social service definition. This is its basle
identity. This should be the basic disciplinary background and orientation of
its staff, even though they must heéessarlly be both diverse and broad in thetr
outlook, values, and professional approach. Thus, we define the community
mental health center as a health care delivery approach with linkages.

This definition 18 especially important when the issue of future financing is
considered. We believe national health insurance, plus continued Fedéral cate-
gorical mental health funding, should be the backbone of future financing, with
significant State and local health and mental health involvement and appropriate
contributions from such areas as Title XX of the Social Security Act also tully
included. ’

We sought, further, to define the constituent words in the phrase “Compre-
hensive Community Mental Health Center.” . : . .

“Comprehensive” connotes an entity which offers multiple services. These are
services to multiple populations. For each of those populations, the services wilt -
involve various techniques to deal with the range of needs and problems that
present themselves. Further, “comprehensive” must be seen as encompassing
major variations in services and techniques from community to community
depending upon local needs, and variations in the delivery system. .

“Community” connotfes service in a defined geographical area. We strongly
support maintenance of the current catchment area concept as the definitional
focal point for the organization and governance of service. We think the usage
of any larger defined area with regard to delivering services would do great
damage with regard to accessibility and accountability. At the same time we
algo support—with equal vehemence—the “sharing of low-volume, speclalized
services across catchment area lines. o

“Community” also connotes connection—to other services and to the people
served. Similarly, services are not community-based in the fullest sense unless
there is citizen participation in their design and implementation, through appro-
priate governance mechanisms and otherwise. : .

“Mental health” is defined more than adequately in the preliminary report of
the Commission. It is surely more than the abseuce of mental illness. One of our
members has offered a synonym: “behavioral health . . . a descriptive term for
all health problems that are manifested through an individual’s behayior.” These
may be exclusive of physical health or related to it in varying degrees, He says,
“Interventions for behavioral health problems may include rrental health, drug
abuse, alcohol, or developmental disability services. They also include.a wide
range of related programs such as: social services, services to the aging, child
health screening, criminal justice programs and other human services.”

“Center” i8 an entity which may be under one roof or at multiple locations,
but wherein the services are all linked internally and all accountable to a board
or some other legally appropriate governance structure (although some of the
services may be delivered on 8 contractual basis by another legal entity).

At the risk of repeating, there are three key definitional points which we .
w;lsh |to reiterate before proceeding, even though we have expressed them pre-
viously :

Citizen input in an important element in defining what the commnunity mental
health center or service is going to do, and particularly as a primary mechanism -
for accountability.

Area-based governance is a key definitional element,.

There is more to community mental health services than just community mental
health centers.

Senator MaTsunaca, Senator Dole, do you have any questions? It is

- 12:30. We are sup toadjourn right now. -
Senator Dore. I think perhaps yon have covered the basic question,
which is the need and utilization of these facilities, the extent of tho
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cove and what do we do next, I have tried to pursue those same
issues by asking HEW to provide certain information. That study is
underway. . '
I woul);l ask that a copy of a list of what we hope to cover in that
study, be made a part of the record. Mr. Chairman, I have no other
questions. )
[The prepared statement of Senator DoLe and the list he referred

to follow:]
STATEMERT oF SENATOR Bop Doix

Mr, Chalrman, I would like to take this opportunity to thank all the witnesses
who have agreed to appear before us today to discuss this most important toplc,
coverage of mental health benefits,

As Senator Talmadge has correctely pointed out, medicare and medicaid bene-
fits are presently quite limited, although there has been increasing pressure to
expand them and possibly alter thelr focus.

The questions that we must address are not simple. We must look carefully at:
What services we will cover, to what extent will we pay for these services, and
also who we consider to be a provider.

Mental health services are dificult to define and to measure. We must be con-
cerned with making avallable services and providers that will be helpful, that
will provide high quality care.

‘We are faced with ever-increasing health care costs and a limited number of
dollars avallable. 8o we must choose wisely. To do otherwise is to possibly cheat
our citizens of other much needed and appropriate services.

This discussion on mental health benefits is not a new one—it {8 one of many.
This hearing, previous discussions, along with the results of the study I requested
last year on community mental health services will all help us in making the
decisions I have mentioned.

hI look forward to hearing today's testimony and want to again thank all of
those here.

REPORT BY THE SBECRETARY OF HEALTH, EDUCATION, AND WELFARE ON MENTAL
HEALTH AND OTHER CENTERS

Sec. 4. (a) The Secretary shall submit to the Congress, no later than six
months after the date of enactment of this Act, a report on the advantages and
disadvantages of extending coverage under title XVIII of the Social Security
Act to urban or rural comprehensive mental health centers and to centers
for treatment of alcoholism and drug abuse.

(b) The report submitted under subsection (a) shall include evaluations of-—

( t1) the need for coverage under such title of services provided by such
centers;

(2) the extent of present utllization of such centers by individuals eligible
for benefits under such title;

(3) alternatives to services provided by such centers presently available
to individuals eligible for benefits under such title;

(4) the appropriate definition for such centers;

(5) the types of treatment provided by such centers;

(6) present Federal and State funding for such centers;

(7) the extent of coverage by private insuranc- plans for services pro-
vided by such centers;

(8) present and projected costs of sexvices provided by such centers;

(9) available methods for assuring proper utilization of such centers;

(10) the effect of allowing coverage for services provided by such centers
on other providers and practitioners; and

(11) the need for any demonstration projects for further evaluation of
the need for coverage for services provided by such centers,

Senator MarsuNaca. Thank you very much, Senator Dole, and
thank you, Dr. Stewart and Dr. Wolfe,

Before adourning subject to the eall of the Chair, I would like
to say that Senator Inouye had intended to be here to testify before
the subcommittee. I ask unanimous consent of the committee that

33-097T—78——7
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his written statement be inserted into the record and likewise I ask
unanimous consent that my statement be included in the record as

though prescnted in full. . i .
As chairman, I will say that, without objection, the unanimous con-

sent requests am: granted.
[Tli?g material referred to follows:]

STATEMENT oF SeNaToR Danmi K. INouYe

Mr. Chairman: I am sincerely sorry that I am unable to personally be with
you today In order to actively participate with your committee during what I am
confident will be & most exciting and far reaching discussion of the mental health
benefits under our Social Becurity legislation. However, I do appreciate your
thoughtfulness in allowlng me to insert this statement as part of your record. 1
am especially pleased that your committee Is receiving testimony on bebalf of
8. 128, 8. 283, and 8. 582, legislation I introduced to provide for a greater utiliza-
tion of the professional services of qualified psychologists, psychiatric nurses,
and clinical soclal workers in the Medicald and Medicare programs. The first of
these bills was originally introduced In June 1974 and during the past 4 years
each of these professions have exerted considerable effort in educating the Con-
gress of the importance of these measures to our nation.

Under current Medicare and some Medicaid reimbursement policies, patients
who are treated by these three categories of mental health practitioners cannot
receive reimbursement unless the treatment is rendered under physician super-
vision. My bilis will allow more patients to seck treatment from the many psychol-
oglsts, psychlatric purses, and clinical soclal workers operating as independent
providers across the natlon. With your permission, Mr. Chairman, I would like to
submit for the record a letter from the American Medical Studeut Association
supporting my views.

We have traditionally viewed health as belng determined by physical factors,
and our health care system has evolved into one which focuses on the repair of
human machinery. But it becomes increasingly apparent that the social eaviron-
ment cannot be separated from the physical state of health. Recent studles have
shown that nearly 00 percent of the patients presently going to physicians’ offices
for physical complaints in fact bave a psychological problem, which is either the
main problem or which aggravates the physical condition. Mental illness ranks
fourth in the nation among reasons for bed disability. In light of these facts,
heelth “care” which attends solely to the physical aspects of [liness is a glaringly
apparent misnomer. )

In recent years, health care costs have risen in an unprecedented fashlion, and
continue to rise rapidly. S8ince 1930, the cost for health services to the average
American have increased by 465 percent, a figure more than twice his or her
fncrease in wages. It (s estimated that health care costs will be $233 billion by
1950, Mental health care costs will account for a significant portion of that figure.
But many Americans who need mental health care simply cannot affordt the help
they require. Most mental health personnel and facilities are located in the most
afuent urban areas of the country, driving up prices and preventing ready
access to the facilities by citizens living in rural and poor areas.

I am particularly concerned about the plight of our nation’s elderly, Although
they comprise 10 percent of the population, senior citizens receive only 2 percent
of total outpatient services. I find this shocking in that 50 percent of the elderly
in non-psychiatric institutions have significant mental disabilities, and an addi-
tional 8 miilion non-institutionalized elderly suffer from moderate to severe emo-
tional or mental disorders, a proportion far greater than of the population as a
whole. Furthermore, the elderly constitute one-third of all residents of mental
health facilities, and commit 25 percent of the nation’s suicides. It has been found
that as many as 20 percent to 30 percent of those labeled as senile can be treated
and often helped. Frequently, timely psychotherapeutic help maintains the ability
of an aged person to continue to function independently.

Many non-physician practitioners are based in small communities, providing
patients an option to the physicians normally based in affiuent urban areas.
Recognizing this fact, the President’s Commission on Mental Health suggested
“'strengthening resources for community based services, and creating a new class
of intermediate care facilities within the Medicaid program, linked with mental
health services.” Freedom of choice is an important ingredient of successful
mental health care. Each client or patient should have the maximum possible
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opportunity to choose the combination of services and objectives appropriate to
his or her needs. Unfortunately, many receiving mental health care have no such
freedom. Current third party relmbursement policy daily threatens the survival
of competent practitioners who are providing valuable services to people in need,
and drives health care costs higher by narrowly limiting the supply of qualified
roviders,

P It is ctear to me that psychologists, psychiatric nurses, and clinical soclal work-
ers have for some time been sufficiently mature to provide clinical services to their
patients without the supervision of the medical profession, I am fully confident
that when appropriate, independent mental health care practitioners will and do
refer patients to medical docors, just as medical doctors refer patients to mental
health care practitioners. Psychologists currently function at &all levels of clinical
and administrative responsibility, including chiefs of statewide divisions of mental
bealth; heads of mental health centers; directors of special programs; and as
varjous types of clinical specialists. Psychiatric nurses are responsible for per-
forming diagnostic evaluations, providing the entire range of therapeutic inter-
ventions, and for designing and administering effective treatment programs, and
many are in positions of administrative responsibility. In addition, psychiatric
nurses have often implemented innovative programs such as crisis intervention
centers and psychlatrie hotlines. Clinical social workers not only perform many of
the above functions, but provide valuable services in ghettos and rural areas.

Over the last decade, the professions of peychology, psychiatric nursing, and
clinical social work have evolved into more independent entities. All three pro-
fessions have defined for public standards of competency for thefr mental health
practitioners. Psychologists are licensed or certified by statute in all 50 states
and the District of Columbia, and are recognized as Independent providers under
various other federal legislation. The profession of psychiatric nursing now has
its own certification of clinical excellence, and clinical soclal workers are devis-
ing a similar system. Accordingly, I feel it is time the services of these
capable and qualfied groups were made accessible to those who could not afford
them otherwise. The full coverage of psychologlsts, psychiatric nurses, and clin-
ical social workers as independent practitioners, under Medicare will ease the
shortage of mental health personnel and promote the use of their services by
those who need them most,

It is my sincere hope that the committee will act expeditiously on these meas-
ures. We have done much on behalf of the physically, visibly handicapped. But to
attain a health care system that is responsive to the needs of all our citizens, we
must first do more for those With mental disabilities, the people suffering from
invisible handicaps. -—

AMERICAN MEDICAL STUDENT ASSOCIATION,
Schaumbdburg, INl., July 26, 19717.
Hon. DAxmErL K. INOUYE,
Russell Senate Office Butlding,
Washington, D.O.

DEAR SENATOR INoUYE: I would lke to take this opportunity to express our
support for 8. 123, an amendment to the Social Security Act that provides for the
independent recognition of Psychologists under Medicare. This bill also insures
active participation by Psychologists in Professional Standards Review
Organizations. .

AMSA 1is a totally independent, medical student organization with over 20,000
members, at 121 chapters. We are dedicated to improving the health care system
to make it more responsive to the needs of all people. We believe 8. 123 is con-
gistent with this goal and urge you to consider it favorably.

Sincerely,
Dova OUTOALT,
National President.

STATEMERT OF SENATOR SPARK MATSUNAGA

Mr. Chairman, it 18 common knowledge that the United States lacks adequate
delivery of mental health services to its citizens. There can be no question that
a careful and thoughtful review of our mental health system is needed. We need
only to look at the following dismaying facts:
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1. Some 6.7 million Americans are seen annually by the mental health sector;
while approximately 1.6 million are under care in various mental health
Institutions.

2. Latest estimates place about 1 percent of the American population in the
category of suffering from profound depressive disorders.

8. More than 1 million Americang have organic psychosis or toxic or neurolog-
ical origin or permanently disabling mental conditions of varying causes.

4. Three percent of our schoolchildren require care for mental disorders. Ten
percent need help for emotional problems.

6. By conservative estimates, at least 2 million American children have severe
disablilities which, if neglected, can have profound mental heaith consequences
for the child and taml}m

6. There are 40 million physically handicapped Americans, many of whom
suffer serious emotional consequences because of their disabilities.
¢ 1. tTen :nlluon Americans are alcoholics, of which only 1 million are receiving

reatment.

In recent studies, Mr. Chairman, 10 percent of all schoolchfldren in a mid-
western school setting, were discovered to be under prescription for some kind
of personality altering drug. These were legitimately prescribed depressants or
;timllxll&xllts which school authorities and parents urge as temporary treatment

or children.

Mr. Chairman, for the past few years, it has been estimated that, at any one
time, 10 percent of the American population needs some form of mental health
service. Presently, there is new evidence that this figure may be nearer to 15
percent of the population. ]

In the light of theee facts, it is evident, Mr. Chairman, that our Nation is
desperately in need of an improvement in the delivery of mental health services.
Accordingly, I am here today to urge your thoughtful consideration of two pleces
of legislation, introduced by Senator Inouye and myself, 8. 128, which would
provide for direct reimbursement to psychologists as providers of mental health
services under Medicare, and 8. 233, which would provide greater utilization of
the professional services of qualified psychiatric nurses by reimbursing them for
%:(‘ﬁ s;e;vices as providers of mental health care under both Medicare and

cald,

I believe we can all agree that a responsive mental health system should pro-
vide the most appropriate care for all sectors of our population in the least
restrictive environment. The sad truth is that our present mental health system
is woefully inadequate in its ability to render appropriate mental health services
to all individuals who require these services. Not surprisingly, those whose needs
are most inadequately met by our present mental health-system are the elderly.
While external factors, such as the lack of capacity to pay and geographical
remoteness keep the elderly from obtaining proper mental health services, it is
clear that our present mental health system discriminates against those in the
greatest need for such survices.

The {ncidence of meatal health problems is higher among people 65 and older
than in any other age group. The elderly are often subjected to multiple stresses
such as mandatory zetirement, a dramatic drop in income, a sense of uselessness,
social isolation, and terminal illness., Although they constitute only 10 percent
of our population, the elderly accounts for 25 percent of all reported suicides.
Furthermore, it i3 estimated that 20 to 30 percent of all people labelled as “senile”

- ———have conditions that are either preventable or reversible if detected and treated
early; and the elderly occupy 20 percent of the mental hospital beds but receive
only 8 percent of the total outpatient services rendered for mental problems.

Currently, Medicare emphasizes hospitalization, which has been found to be
unduly expensive and often ineffective in dealing with mental health problems.
In addition, physicians are the only professionals given direct reimbursement
for their services in the realm of mental health under Medicare, 8. 128 and 8. 233
attempt to improve the responsiveness and delivery of mental health services by
directly reimbursing psychologists and psychiatric nurses for their services under
the Medicare system. The Inclusion of these two and other distinguished pro-
fessional groups under Medlcare can greatly expand the number of qualified
mental health providers and enhance the geographical accessibility of mental
health services for the elderly.

Mr. Chairman, my concern for the need of improved mental health services
began when I was assigned to the Committes on Aging while serving in the
House of Representatives, In 1975, I introduced H.R. 8674, the National Health
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Security Act, which attempted to include comprehensive mental health cover-
age as an essential element in an effective National Health Security Act. My con-
cern is even greater today.

It is my hope, therefore, that the testimony heard today from various profes-
sional groups will assist this Subcommittee on Health in answering many impor-
tant questions pertaining to the role of the Federal Government in providing an
adequate delivery of mental health services to all of our nation’s elderly and poor
who are in need of such services. It is my hope also that the dlalogue initiated
today will launch this Bubcommittee on a careful and thoughtful review of what
1 belfeve to be one of our nation’s most pressing problems, the delivery of effective
mental health services to all Americans who require these services.

Thank you.

Senator MATsUNAGA. Subject to the call of the Chair, the subcommit-

tee now stands adjourned. .
[Thereupon, at 12:30 p.m., the subcommittee recessed, to reconvene

subject to the call of the Chair.] .
direction of the chairman the following communications were

made & part of the hearing record :]

STATEMENT OF THE UNITED CEREBRAL PALSY ASSOCIATIONS, INC., SUBMITTED BY
E. Crarxe Ross, DirecToR, UCPA GOVERNMENT AcTIvITIES OFFICE

Topto STATEMENT OUTLINE
op'

Introduction : Title XX And-UOPA Services To Persons With Disabilities.
The Role of Social Services In Supporting Persons With Disabtlities,

Item: Title XX Benefits In New York.

Item: Title XX Benefits In Kansas.

The Impact Of The Title XX Ceiling On Persons With Disabilities,

Item : Ceiling Impact In Ohio.

Item: Ceiling Impact In Georgla.

Item: Ceiling Impact In Pennsylvania.

Conclusion.

Appendix Material
May, 1977 Columbus Dispatch article “Fund Cutback Hurts Palgsy Victims.”

May 5, 1077 UCP of Columbus and Franklin Countieg Correspondence To The
UCPA Governmental Activities Office.

‘March 7, 1977 UCP of Columbus and Franklin Counties Correspondence To
The Ohio Department of Public Welfare.

December 5, 1977 Cincinnati Post article “The Title XX Disaster.”

INTRODUCTION: TITLE XX AND UCPA SERVICES TO PERSONS WITH DISABILITIES

United Cerebral Palsy Associations, Inc. appreciates this opportunity to
address the issue of increased funding for services under Title XX of the Social
Security Act. Many of our nearly 300 UCPA affilliates across the Nation serve in-
dividuals with cerebral palsy and related disabilities through programs receiv-
ing Title XX funding; and it is no understatement to maintain that without this
vital source of support many of our programs would have to be curtailed or
discontinued altogether, causing tremendous hardships to the thousands of con-
sumers we assist daily. Of our affiliates combined 1977 income of $50.476 million,
$20.369 million or 40% were derived from governmental grants and contracts:
the Title XX purchase-of-service contract is one of the more prominent forms of
governmental support for our afiliates,

‘The objectives of our written statement are threefold: (1) To demonstrate the
importance of Title XX social_services in supporting persons with moderate
and severe disabilities, (2) To cite several situations in which persons with cere-
bral palsy are belng deprived of needed services as a direct consequence of state
retrenchment in Title XX policles and programs, and '(3) To supplement the
oral testimony of our sister agency, the National Association for Retarded Citi-
zens, in order to demonstrate the common concern of the disability movement
with Title XX service delivery.

UCPA strongly supports the immediate enactment of H.R. 12978.
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THE ROLE OF SOCIAL SERVICES IN SUPPORTING PERSONS WITH DISABILITIES

One of the primary programmatic goals in the disability movement today is
to prevent unnecessary institutionalization and provide residential and other
community lving alternatives to institutions. The freedom and opportunity to
choose where to live In the community s the overriding objective to these
efforts. Soclal services are intended to assist disabled individuals in meeting
the needs of everyday living and to obtain access to other resources. They in-
clude such services as counseling, day care and adult activity centers, special
transportation, information and referral, outreach, soclal-developmental and
recreation, and attendant care/homemaker activities.

ITEM: TITLE XX BENEFITS IN NEW YORK

The impetus behind the Finance Committee hearing is Senator Daniel Patrick
Moynihan's interest In seeking clearer answers to some important Title XX
questions rolated to the distribution formula and income malntenance relation-
ships, The distinguished Subcommittee on Public Assistance Chairman should
be aware of the many benefits the program offers to severely disabled persons
in his home state of New York.

Willowbrook is one of the most infamous institutions for the developmentally
disabled in the world. Efforts have been taking place over the last gseveral years
to “deinstitutionalize” some of these residents by providing community support
programs. UCPA of New York State is currently utilizing Title XX funds to
provide homemaker services for 85 former residents of Willowbrook who now
live in supervised apartments throughout the five boroughs, Without the home-
maker service it is highly probable that these persons would have to resort to
{nstitutional care, —

This is just one illustration of the role of Title XX in providing fmportant
services to the severely disabled In New York state.

ITEM: TITLE XX BENEFITS IN KANSAS

Title XX plays an absolutely essential role in Kansas for a population which
cannot receive necessary support services from any other funding source. The
services offered by UCP of Kansas prevents institutionalization and reinstitu-
tionalization.

Title XX supports 26 severely physically disabled persons who reside in a
community living arrangement program. Services provided are food services,
specialized transportation, and physical support services. These training services
support activities of daily living to allow the disabled persons to reach higher
levels of functioning and individual independence.

UCP of Kansas has 14 other severely physically disabled persons awaiting
placement in their living arrangements program. Successful placement depends
upon expansion of the existing Title XX contract.

Title XX also supports 15 individuals in the ELKs Training Center sheltered
workshop. These persons have been determined by Vocational Rehabilitation too
severe for VRM'’s employment oriented services.

The Title XX ceiling has had its effect on these consumers. In addition to
the residential waiting list, the state has cut UCP’s reimbursement rate from
$17.44 per client day to $16.50 for the workshop and $12.00 for the residential
Frogram. This is occurring at a time of inflationary programmatic cost

necreases.

THE IMPACT OF THE TITLE XX CEILING ON PERSONS WITH
} DISABILITIES

A recent National Governors’ Assoclation state responses to Representative
Donald Fraser’'s Title XX survey Indicated some unfortunate programs cut-
back trends:

(1) Of the 37 states responding, 16 have terminated or reduced purchase of
service contracts.

(2) 9 states have consciously changed the eligibility criterla to limit the
number of participants in a program or have specifically not changed eligibility
criterla to continue to include people who become Ineligible as a function of
increased public assistance programs.
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(8) 9 states have simply eliminated specific service categories. The NGA sur-
vey states that ‘“these specific cutbacks have usually taken place in the
areas affecting the handlcapped (developmentally disabled, mentally retarded,
and mentally ill), the elderly, and protective services for children and aduits.

The NGA survey documented that Title XX programs for persons with dis-
abilities have been discontinued or cutback in Colorado, Idaho, Kansas, Mon-
tana, Nebraska, New Jersey, Ohio, and West Virginia.

The remainder of the UCPA statement will cite examples of these cutbacks
on programs operated by UCPA afliliates.

ITEM : CEILING IMPACT IX OHIO

The state of Ohlo has declded to reapportion Title XX monies to rural counties
without tncreasing state subsidies to make up the difference in those urban areas
fn which Income was lost. This policy, traceable in large measure to an insuffi-
clency of Title XX funds, has had a catastrophic effect on a number of our afili-
ates in the state.

UCP of Columbdbus-Franklin Counties. Two-thirds of this afillate’s $600,000
budget 18 composed of Title XX contract reilmbursements. As the result of Ohio’s
declision to divert funds away from urban areas the affiliate will be required to
curtail or discontinue services to many of its clients (cf. Appendix I). A re-
definition of adult day care imposed by the state in an effort to reduce its Title
XX commitment even further will eliminate services for 174 of the 200 adults
currently served by the affiliate (cf. Appendix II and IIX).

UCOP of Metropolitan Dayton. Due to the reallocation of State Title XX monies
to rural areas, Montgomery County received only 509 of the funds for which it
had certifled need, and which it had anticlpated. As a result, many soclal service
programs in the county were cut back or suspended, including that of UCP of
Metropolitan Dayton. This afiiliate’s contract to provide adult day care and re-
lated transportation services was slashed from $175,000 to $75,000—on nine days’
notice. While private sources have assisted the afiliate in offsetting some portion
of its financial loss, the resulting budget is still inadequate to fund the program
at the level of operation which both clients and staff had fnitially been led to
expect. While at the present time no staff members have had to be let go, the
prognosis for the future i8 extremely uncertain.

UCP of Cincinnati. Because, like affiliates of many voluntary health agencles,
this affillate’s budget relies heavily on Title XX monles, its programs are in se-
rious jeopardy. Approximately $175,000, or one third of its total budget, results
from Title XX contract activities. As a consequence of a 38 percent rollback in
Title XX funding for Hamilton County (cut from an expected $6.1 million to $3.8
nmillion), the affiliate’s budget suffered a $75,000 loss in revenue, resulting in
significant staff reductions and truncation of its adult program (cf. Appendix
IV). On a broader plane, the county as a whole suffered crippling cuts in its
soclal service programs, of which the following are indicative :

Percent flscal

year 1977

Program dudget
Adoption ServICe o e ————— e 88
Tegal services_ oo o_.._ - - 9
Special services for blind..__._. = e ——— —— 59
Development services for disabled children. .. - 41
Health and related services_ ... ___ - - 67
Disabled aQults. oo o ————— e 52

ITEM ! CEILING IMPACT IN GEORGIA

UCP of Macon and Middle Georgla has operated a Title XX service program
for 50 severely and multiply disabled adults for several yvears. Because of budg-
etary constraints the Title XX rules have been changed so that only persons with
IQ levels of 70 or less may continue to he served, This change in Title XX has
left 8 non-retarded persons with cerebral palsy without services. UCPA trusted
the Title XX agency in serving the severely disabled; now, the agency estab-
lished to help meet the needs of persons with cerebral palsy, can not serve the
non-retarded individual with cerebral palsy.



100

ITEM ! CEILING IMPACT IN PENNSYLVANIA

In Pennsylvania the Department of Public Welfare provides matching state
funds for Title XX programs directed toward individuals who are mentally
retarded, blind, or gualified for a number of the targeted service categories, It
provides no matching monies for individuals who are strictly physically disabled.

Like many states in the early 1960's Pennsylvania passed a fairly compre-
hensive bill providing services to individuals with mental retardation or mental
health problems. For the past fifteen years it has been necessary to seek funds
for the physically disabled through the back door of some other funding source—
funds for the blind, funds for the mentally retarded, funds for the poor—
always another disability or condition that a consumer had to clalm in addition
to physical disability in order to receive services,

The limitation imposed by fiscal constraints of the Title XX program in Penn-
sylvania have forced the state to prioritize its disabled residents in an unbal-
anced manner which serlously compromises the effectiveness of its soclal serv-
fces program, and raises the question of whether in fact physically disabled
individuals are being discriminated against on the basis of handicap. While we
do not challenge a state's right to set Title XX funding prioritlies, we are com-
pelled to voice our frustration at a funding system which on the one hand
stimulates the demand for services while on the other forces administrative
agencles to make agonizing, often questionable exclusivist cholces regarding the
populations they can afford to serve.

For example, UCP of Lackawanna County (Scranton) receives $246,000 in
Title XX subcontract support for a wide variety of services to developmentally
disabled children and aduits who are mentally retarded. However, at least a third
of the adult case load are non-retarded and thus not eligible for Title XX
funding given Pennsylvania's current gervice priorities. How would you feel
telling a parent that their severely disabled child could receive services only at
cost to the parent and the voluntary agency because the child was not retarded
knowing that other families received comprehensive services with public sup-
port in the same agency program?

CONCLUBION

There is no question that an extension of the Title XX ceiling at the levels
indicated in H.R. 12978 i8 essential if the federal government is to continue to
exercise its lead in encouraging the provision of social services to all individuals
requiring them. Moreover, as is evidenced by the examples cited in the preceding
pages, a legislative initiative to provide interim flscal assistance to state and
local governments during the transition period is equally necessary. Without
adequate flnancial backing no social service program, whether administered
through public or voluntary nonprofit agencies, will be able to meet the needs of
persons with disabilities, or indeed anyone requiring such assistance.

The Title XX program has been instrumental in creating the momentum for
enhanced local service delivery, and as a result millions of individuals have
benefited from federally supported social service activities. As a result of federal
efforts to date the essential components of a successful system—the stafing,
facilities, equipment, clients—are already in place. What is lacking is the
assurance that the programs so enthusiastically and effectively begun will have
the funding they require to continue. Without that assurance the quality of
life for many disabled individuals will have been permanently—and tragically
diminished.

FuUND CuTBACK HURTS PAL8Y VIOTIMS

(By Stephen Berry)

Many cerebral palsy victims in the Columbus area will “sit at home and rot” if
the Ohio Department of Public Welfare (ODPW) follows through with its plan
to cut Franklin County’s share of federal Title XX money, a United Cerebral
Palsy official says.

Approximately 200 cerebral palsy victims participate daily in adult programs
of the United Cerebral Palsy of Columbus and Franklin County Ince. (UCP),
2144 Agler Rd.

But the center faces the dim prospect of trimming its services if the county’s
share of Title XX money is cut, Eugene Cutiechla, executive director, said.
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One client, Jim, 28, works in the center’'s print shop 215 days a week making
calling lfm'(m. graduation announcements, and other notices, He earns $20 to $28
a month,

Jim also learns from finstructors how to cope with death, budget his own
money, and socialize with others. He is dependent on the center’s fleet of 12
leased vans for transportation because he is confined to a wheelchair,

Although Jim can communicate with others, his speech is unintelligible and
he has limited use of his hands.

Cuticchia said Jim is lucky, though, because he lives independently with his
wife, who has a part-time job, If Title XX money is cut back, other clients might
not fare as well.

“I have other clients who, if Title XX is cut, will Just sit at home and rot,”
Cuticchia sald.

The ODPW plans to cut the Franklin County Welfare Department’s share of
Title XX money by about $1.74 milllon next fiscal year. And, if smaller counties
begin spending more Title XX funds. Franklin County’'s share of the social serv-
fces money could decline by as much as $5.2 million from its present level.

Of a projected 1877 budget for the adult UCP program of $611,763, a healthy
$421,852 is needed from the federal government through Title XX to maintain
the program, Cuticchia said. The balance of operating funds comes from the
United Way allocation and donations,

“Everyone has a right to work, recreation and self-improvement,” Cuticchia
sald. “We're trying to fill that void in these people’s lives.”

The center, which has a waiting list, currently serves approximately 200 multi-
handicapped persons, The crippling disease s caused by brain or other nervous
system damage before birth, at delivery or early in life. While cerebral palsy
strikes early, most of its victims live normal life spans, Cuticchia said.

TALK ON BSCHOOLS SET

State Sens. Michael Schwarzwalder and Theodore Gray and State Reps. Law-
rence Hughes and Mack Pemberton will speak at 8 p.m. Thursday at the Board
of Education office, 4656 Kingston Ave., Grove City. They will discuss school legis-
lation and school funding.

Most clients, who range in age from 18 to 70, will remain in the program until
;:Sei die, move out of the community, or perhaps enter a nursing home, Cuticchia

Efghty of the 200 clients are confined to wheelchairs and thus depend on the
center’s vang for all their transportation needs. The vans take them to and from
the center, shopping, to health clinics, and other chores such as for banking.

Because of transportation problems and architectural barriers in the com-
munity, few of the center’s clients ever find jobs, Cuticchia said. S8ix persons
this year got part-time jobs cleaning the center under a maintenance contract
Cuticchia negotiated. It was an unusual case.

Cuticchia sald a 10 percent cut in Title XX money would mean reducing the
70-member staff by eight persons, for example.

“It's immoral, an injustice to take a client out of his home, give him programs

. and then take them away,” Cuticchia sald. “It's taken us five years to build up
clients to where they feel llke first class citizens. There are just not enough
private dollars to provide the services mandated by the government and needed
by our people.”

UNITED CEREBRAL PALSY,
OF CoLUMBUS AND FBANKLIN COUNTY,
Columbus, Ohio, May §, 1977,
Mr. E. CLARKE Ross,
Director, UCPA Governmental Aotivities Ofice,
Chester Arthur Building,
Washington, D.C.

DEeAB CLARKE: The frustrations of surmounting the maze of governmental and
private bureaucracies are becoming a most severe threat to the provision of df-
rect services to cllents by this Agency. As you may recall, this Agency uses its
annual United Way allocation as matching monies for a Title XX Contract with
the local Welfare Department. Presently, most services are being provided under
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the Bervice Code: Day Care for Adults. This service code has been broad enough
to permit us to provide comprehensive spectrum of services.

Now, the Ohio Department of Public Welfare has redefined Adult Day Care,
effective July 1, 1977 as follows :

Care for the day or a portion thereof for adults who continue to reside in the
community, outside of institutional care, but are in need of supervision while
family members or other caretakers are at work and are out of the home. The
purpose of the service is to enable the adult to remain in the community. The
setting may be a day care home or a group center . . . Program is designed to
encourage maximum use of personal capacity particularly in relation to self-
care and soclalization.

Of the 200 adult clients we are serving all but twenty-six (28) would become
ineligible since twenty-seven (27) live independently, sixty-nine (69) in state
institutions, thirty-two (82) in nursing homes, four (4) in group homes and
forty-two (42) with retired or non-working parents or guardians.

From the Federal Regulations, it is clear that the Ohio Department of Public
Welfare, as administrator of Title XX, has the mandate to regulate service pro-
vision. In Ohio there is an on-going struggle between Welfare and the Depart-
ment of Mental Health and Mental Retardation which recelves the top third
of Title XX monies. Both departments are aware of the bind this imposes upon
our Agency and laud the services we provide but neither seems willing to offer a
solution. This only services to empbasize that the thrust in Ohio is to serve the
Mentally Retarded population to the exclusion of the remainder of the Develop-
mentally Disabled population.

The local welfare department, Franklin County, continues to be our lone advo-
cate. Through their efforts we should be able to continue providing some serv-
ices. It has been suggested that appropriate action be inftiated which would re-
sult in a service code in Title XX designed to address the special needs of our
client population.

-- We would welcome your advice and suggestions in regard to the approach we
should be taking. Our state and local legislators have been apprised of the
problem and are supportive of our cause.
Sincerely yours,
EvGeNE A, CUTICOHIA,
Ewzecutive Director.

UNITED CEREBRAL PALsy
OF CoLuMBUS AND FRANKLIN CoUNTY, INOC.
Columbia, Ohio, March 7, 1978.
MADELENE HERTZMAN,
Chief, Bureau of Adult Services, Ohio Department of Public Welfare, State Ofice
Tower, Columbus, Ohito

DeAR Ms. HERTZMAN : Since September 8, 1872, this Agency, United Cerebral
Palsy of Columbus and Franklin County, Inc, has been providing direct social
services to the cerebral palsied and multi-physical handicapped of Franklin
County through purchase of service contracts with the Franklin County Welfare
Department. Under the terms of the present Title XX Contract, as well as those
of prior Title IV A and Title XX contracts, the bulk of services being provided
to the 200 adult clients of the Agency are provided under the Service Code 110—
Day Care for Adults.

The presently existing definition of Day Care for Adults— \

Personal care for part of a day for persons in need of supervised care in a
protective setting approved by the state or local ageiicy. It may be a family home
or a congregate setting. Individuals may be helped to move from withdrawn isola-
tion to interpersonal communicating and relating to others, to develop interest
in the surroundings so that each can utilize his or her potential for self-depend-
ence,

Meals may be provided so long as less than three (3) meals per day are in-
cluded and such meals are not designed to meet the full nutritional needs of the
individual. Physicat examination may be included when it is a requirement for
§articlpatlon in the service and cost is not relmbursable under Titles XVIII or

X

Provides that a wide range of activities can be provided for the least restricted
number of qualifying clients whose eligibility for services is determined by the
~ Franklin County Welfare Department. The focus of this program of services is
the actualization of the potential for self-dependence of each individual client.
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Success and quality of this service provision has been measured in terms of the
personal growth and development of the Agency’s clients resulting in their place-
ment in more appropriate living arrangements. Twenty-seven clients now live in-
dependently in their own apartments, 32 live in nursing homes, 4 in group homes,
68 in their parents’ or guardians’ homes, 69 in state institutions. This movement
from least restrictive to less restrictive living accommodations has enhanced the
process of deinstitutionalization in which we all, both the public and private sec-
tors, have a vested Interest.

It has now come te-our attention that the proposed definition of Day Care for
Adults—Care for the day or a portion thereof for adults who continue to reside
with own family, but are in need of supervision while family members are at work
and are out of the home, The purpose of the service s to enable the adult to remain
in the community, The setting may be a day care home or a group center. One full
meal and snacks may be provided, however, the full nutritional needs of the in-
dividual are not met. Physical examination upon acceptance {nto the program may
be included If the cost is not reimbursable under Titles XVIII or XI1X. Program
is designed to encourage maximum use of personal capacity particularly in rela-
tion to self-care and socialization—would place severe restrictions upon the num-
ber of clients this Agency could serve, The new definition would eliminate the
provision of services to the following:

Clients

(1) Al those living independently._. 27

(2) All those living in institutions.. .. — 69

(3) All those living in nursing homes . 82

(4) All those living in group homes oo oo eeecemeee 4
(3) Al t:lrge living with parents or guardians who are nonworking or
ret - - —— ————

The end result would be that only 268 cl!ents living with parents who are em-
ployed could be provided the services this Agency has developed over the past
five );ears to meet the needs of this highly discriminated against segment of the
population.

We are certain that the intent of the revision of the definition of Day Care for
Adults was not to restrict but rather to extend services. It would seem, from a
perusal of the proposed definition, that this definition has been adapted from the
definition of Work-related Day Care for Children. This may well serve a definite
need and purpose but the restrictive nature of the definition of Day Care for
Adults would reimpose a definite hardship on the cerebral palsied, multi-physi-
cally handicapped and their parents whose plight has only too recently begun to
be addressed.

Further, and most jmportantly, in terms of the new restrictive nature of the
definition, the severely handicapped individual is relegated to the role of depend-
ent “child”, for life, thus closing the avenues to maturation, a violation of the
rights of individuals living in our society. This is indeed a gross injustice,

Because of the implications of such a restrictive definition of Day Care for
Adults, we find it necessary to call these facts to your attention and to hereby
lodge our protest. This Agency stands ready to defend its programs of service
delivery and to advocate the cause of the clients we are chartered to serve. We
are at your disposal to clarify our stand and to answer any questions you might
have in this most serious matter.

Sincerely,
BeTTY M. ROGERS,
President, Board of Trustees.
EUuGeENE A. CUTICCHIA,
Ezecutive Director.
TiTLE XX DISASTER

To know what the recently announced cutbacks in Hamilton County’s Title
XX funding signify, it is almost necessary to know Ed Jones.

Ed is a man in his early 20s confined for life to a wheelchair. He has difficulty
speaking, though never thinking or emoting, which is why he cherishes his pro-
grams at the United Cerebral Palsy Center. Five days a week Ed takes a course
in letter-writing ; he checks silk-screened Christmas cards for ink spills, and he
swims and bowls. Through the center, he finds some fulfillment in life,
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Now, because of unanticipated and enormous cuts in the monies that pay for
programs such as these, people like Ed may be abandoned. Less than two weeks
ago, state officials announced to local welfare workers that a $2.5 million slashing
of the original $6.3 budget for fiscal 1077-78 i8 virtually irreversible.

Title XX, to recap the complex legislation, is an amendment to the Soclal
Security Act that deals with soclal services for the aged, blind, disabled and thejr
families, Passed in January 1975, it provides federal dollars for the states
according to formula based on population and per capita need (three federal
dollars for every one state and local dollar). But—and here's the kicker—it is a
relmbursement program. Only after the state has spent the money can it claim
reimbursement from the feds. -

In the firat two years that Title XX money was available in Ohio, Hamiiton
County tried to establish carefully the needs for various services before com-
mitting any dollars, Like much of Ohio, the county dld not spend all of the Title
XX money immedlately available to it,

For flseal year 1976-77, Hamllton County was allocated $6,263,000. By March of
1977, however, when allocations for the next fiscal year were being set, the county
was still perfecting its methods. It knew what it was going to do with the money
but it had not actually committed all of it.

So what happened? State officials looked only at expenditures through March,
presumed that Hamilton County was not going to use all of its funding and
chopped its future allocation severely.

By the time Hamilton County learned what had happened—on July 1, the
first day of the new fiscal year—at least 83 Community Chest agencies and
12 non-Chest agencies had made important funding commitments for the coming
year. These commitments were based on the assumption that the new allocation
would approximate last year’s $6.2 million.

Since July 1, Chest and local community officials have been scrambling to
patch up the damage, but without success. Unless something dramatic happens,
Ed Jones may well see some of his program cut, and any future Ed Jones may
remain locked out.

What hurts the most, according to Community Chest spokesmen, is the size
of the local cut—38 percent—when comparable countles in Ohio received little
or no cuts. Lucas County (Toledo) lost 18 percent of its funding; Franklin
County (Columbus) lost 15.8 percent; Cuyahoga County (Cleveland) lost none.
Local agencies have been penalired, it appears, for exercising caution in the
expenditure of federal funds.

What will happen? With financial juggling, some prayer and the possibility
that other Title XX recipients won’t use all the money that is rightfully theirs,
Hamilton County may limp through until May. But unless the state reallocates
the county will not fulfill its commitments through June.

In fairness, the state should reallocate right now, and put an end to the
uncertainty. If, another year, more of Ohio's 88 counties claim enough so the
largest recipients must be cut again, 8o be it. Foreknowledge wiil allow time to
adjust. This time around, Hamilton County is stranded.

NORTH CENTRAL HEALTH CARE FACILITIES,
Wausau, Wis., Aug. 11, 1978.
Senator GAYLORD NELSON,
U.S. Senate,
Washington, D.O.

DeArR SENATOR NrELsoN: I have been informed that there will be a public
hearing conducted by the Subcommittee on Health of the Senate Finance Com-
mittee on August 18th. At that time the committee will be accepting testimonies
regarding Medicare and Medicald. I would like to take this means of refreshing
your memory pertaining to our concerns,

As you may recall, when you participated in the dedication of our new facllity
last February, I expressed to you, Secretary Califano, and Congressman Obey
my concerns of the discrimination in the present Medlcald system. Under Title
XIX of the Soclal Security Act, Section 1905(a) (14) it states, “inpatient hospital
services . . . for individuals 65 yea.s of age or over in an institution for . ..
mental diseases” will be relmburved under the Medlcal Assistance Program.
This denies payment for persons between 21 and 65 years of age (another
sectlon allows payment for those under 21) in “Institutions for mental diseases.”
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No age limitations are placed on other inpatient hospltal service sites including
general hospitals.

This discriminatory language creates an irrational advantage for general
hospitals in the delivery of mental health services. The inpatlent services pro-
vided by “Free-standing mental health facllities” are usually equal to or superior
in quality to those offered by general hospitals and are often offered at less cost.
As an example, our present inpatient daily cost, which is all-inclusive, including
medical and psychiatric services, 8 $108.00 per day, with an average length of
stay of 14 days. Another concern we have In this matter, especlally as it pertains
to Wisconsin, is that there Is a large portion of the state which does not have
psychiatric services readily available in a general hospital. Therefore, they
must rely upon community mental health centers which are free-standing, and
the burden of the costs are then primarily placed upon the local unit of county
government, And, as you ave aware, this cost Is then passed on to property
tax.

Your continued assistance and understanding in this effort is greatly appre-
ciated. I would certainly welcome the opportunity, if you feel it Is warranted,
to meet with you to discuss this matter either prior to or on August 18th, or
possibly you could have this introduced Into the record.

1 am certainly looking forward to hearing from you, and again, our sincere
appreciation for your consideration.

Sincerely yours,
PETER DESANTIS,

Ezecutive Director,

GERONTOLOGICAL SOCIETY,
Washington, D.C., September 1, 1978.

The Gerontological Society, a national organization of researchers, cliniclans,
educators and practitioners in the fleld of aging submits this written testimony
for thc; record with regard to mental health coverage under Medicare and
Medicaid.

Approximately 149 of persons ¢’er 65 years old live on an income below the
Federal poverty level. With retirement, income drops by one-half to two-thirds.
With increasing age, assets are used up leaving the elderly on fixed incomes even
less able to meet health crisis,

When such health crises occur, the Medicare-Medicaid programs provide a
distinct service; but in so doing, it places excessive reliance on the formal,
institutional solution to health care problems. This has hindered the growth
of home-based alternatives. Because of restrictions of types of services and
types of providers that are legally reimbursable, elderly may not receive needed
care while remaining in their own homes. Without a well coordinated system
of health and mental health services in the commuaity, many frail elderly too
often find themselves permanently and inappropriately institutionalized.

There has been a long history of exclusion of the mentally 111 from receiving
the same benefits from basic health care and welfare programs. Coverage for
mental health care should be equal to that for physical health care, for both
acute and chronie iliness.

Staff development and inservice training costs in long-term care facilities
ghould be allowable items under Medicare and Medicaid within reasonable
limits. In this way trained mental health professions could provide more consul-
tation and education services to direct care providers, the obvious goals being
increased staff skills an:d improved patient care.

Mental health services provided by professionals in addition to psychiatrists
should be eligible for reimbursement when their care is supportive and part of
a collaborative approach in a comprehensive treatment plan.

Psychiatric evaluation and treatment as out-patients as well as coverage for
psychoactive medications could avold unnecessary hospitalization at greater
cost.

It would be a great benefit to all parties if the cost of a telephone in an el-
d)elrl);clperson's home were covered by Medicare upon the prescription of a
physician.

It Medicaid reimbursement were restricted to those who require nursing home
care for bona file medical/psychiatric reasons, the health dollar would not be
spent to support housing needs.

In summary, mental health care services for the elderly have been, until now, a
low priority budget item. Medicare and Medicaid have discriminated against the
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mentally 1i! and forced unnecessary institutional care when the same services
might have been provided at lower cost and greater humanity in elderly person’s
homes. The share of the health care budget for mental health services falls short
of well documented needs.

Attempts to address these inadequacles include the retraining of existing staff
1in community mental health centers and long-term support facilities to learn the
gkills necessary to care for elderly: increasing the number of locations at which
mental health services are avatlable and assuring the frail elderly consumer of
access to these services; improving the quality of care; and working at all levels
to increase the funding to support these efforts.

Berxnert Gurian, M.D,,
Member, Pubdblio Information Committce Gerontological Soclety and Di-
reoctor of Geriatrics, Massachusetts Mental Health Center, Boston Mass.

UNIVERSITY OF HEALTH SCIENCES/THE CHICAGO MEDICAL SCHOOL,
North Chicago, Ill., August 81, 1978.
Hon. HERMAN TALMADGE,

Chairman, Health Subcommitice, Senate Finance Commitice, Senate Oflice
Building, Washington, D.C.

DeAR Sie: I am wnting In response to your recent hearings devoted to coverage
of mental health services by Medicare and Medicaid. I wish to support Martin
Gross’ contention that psychotherapy as generally practiced is an fneffective treat-
ment modality and should not be covered by third party payment. There are lit-
erally dozens of studies that support this viewpoint and they have been re-
viewed by Eysenck (1), Spitzer and Xlein (2), and Bergen and Garfield (8).

As a Chairman of an academic Department of Psychiatry and as an Acting
Chairman of a Department of Psychology, I also wish to underscore what I be-
lieve are major differences between Psychological Servioes and Psychiatrio Serv-
ices. The latter is traditionally a facet of medical care and deals with the under-
standing and medical treatment of individuals with brain disease or dysfunction
that is manifested by major behavioral change. The major mental illnesses
(manic-depressive disorder, schizophrenia), age-related dementias, certain forms
of epilepsy, and the serious neuroses, fall into this general category. I belleve
inpatient and outpatient medical psychiatric care of individuals with these con-
ditions should be covered by third parcy payment. Psychological Services con-
cerning the evaluation of brain function (psychological testing) and the modifi-
cation of maladaptive non-disease induced behavior (e.g., phobiag) are, I think,
also appropriate for coverage because they provide diagnostic aid on the one hand
and demonstrable symptom relief on the other hand. However, psychodynamically
oriented psychotherapy (group and individual) has no proven effectiveness either
for behavioral disease or for behavioral maladaption and I believe the country’s
1imited resources could be better spent than to support and perpetuate this thera-
peutically worthless treatment.

MromAEL A. TAYLOR, M.D,,
Professor and Ohairman.

(1) Eysenck, H. J. The Effects of Psychotherapy, New York, The International
Science Press, Inc. 1966.

(2) Spitzer, R. L., Klein, D. F. (eds), Fvaluation of Psychological Therapies,
Baltimore, The Johns Hopkins University Press, 1976,

(3) Bergen, A. E., Garfleld, S. L. Handdook of Psychotherapy and Behavior
Change, New York, John Wiley & Sons, 1971.

AMERICAN MEDICAL ABSUOIATION,
Chicago, INl., September 1, 1978.
Re: Mental Health Services Under Medicare and Medicaid. -
Hon. HERMAN E, TALMADGE,
Chairman, Subcommittee on Health, Senate Finance Committee, Dirksen Senate
Office Building, Washington, D.C.

DeAR SENATOR TALMADGE : The American Medical Association Is pleased to sub-
mit its comments regarding the provision of mental health services under the
Medicare and Medlcaid program, .
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The Medicare and Medicald programs were designed to provide for a wide
variety of health care benefits, both inpatient hospital and outpatient physiclan
services for the elderly and the disabled under Medicarc and for certain low
income groups under Medicaid.

With the exception of end-stage renal disease, psychlatric servicis are the
only covered medical services and hospitalization subject to rigid limits under
Medicare. Section 1812(b) (8) of the Soclal Security Act places a maximum
lifetime coverage limit on inpatient days for psychiatric hospital services at 190
days. Similarly, Section 1833(c) limits reimbursement under Part B of Medicare
for physician services by limiting reimbursement for eligible psychiatric expenses
to & maximum of $250.00 per year. This fixed 1imit has not been increased since
the Medicare law was passed. Reimbursement for physiclan services under
Medicare, other than for psychiatric services, i8 placed at 80% of the Medicare
determined reasonable charges with 2o maximum limitation on eligible expenses
and there I8 no lifetime Hmit on inpatient hospital stay benefits similar to that
for peychiatric services,

Under Medicaid, states are not even required to provide any coverage for in-
patient psychiatric services for those between the ages of 21 and 65,

The American Medical Association has long supported the elimination of the
discriminatory coverage of psychiatric and somatic conditions. At ita Annual
Meeting in 1975, the American Medical Association’s House of Delegates spoke
to the n for parity of benefits for all physician and hospital services under
federal lealth programs, This policy is based upon the longstanding recognition
that emotional or mental ilinesses can be as incapacitating and debilitating as
physical jllnesses, and are amenable to medical treatmen:, This policy was re-
fterated at the latest Annual Meeting of the Association in June.

Psychiatric illness 18 not unlike physical fllness. There are acute disorders
that can be treated in a relatively brief period of time, usually on an outpatient
baslis. There are also chronic and relapsing conditions that require maintenance
treatment over an extended period of time, either on an outpatient or inpatient
basis. What 18 not widely appreciated is that new therapeutic techniques, in-
ciuding the judicious use of psychotropic medication, have shortened hospital
stays, or obviated the need for hospitalization altogether in many psychiatric
cases, thus reducing the cost-benefit ratio.

The American Medical Association supports parity of benefits for the treat-
ment of emotional and mental illness with those benefits provided for other medi-
cal indications, not only under federal health care programs but also for private
insurance and government employee coverage. AMA's proposed comprehensive
health insurance program (8. 218, H.R. 1818) also provides for parity of hos-
pital and physician coverage between psychiatric and other medical services.

The American Medlcal Association urges modification of the Medlcare and
Medicald programs to eliminate the present limits on coverage of psychiatrie
ireatment. o

Very truly yours,
Jaues H. Saumuons, M.D.

STATEMENT OF THE AMERICAN FEDERATION OF STATE, COUNTY AND MUNICIPAL
BEurrovees, AFL~-CIO

BUMMARY

The American Federation of State, County and Municipal Employees
(AFSCME), AFL~0IO, represents 1.6 million public workers, including 140,000
:ng)lllcgees in mental health institutions and 80,000 in mental retardation
a es,

The most serious problem in federal mental health care reimbursement is the
inequitable exclusion of Medicafid coverage for persons aged 21 to 65 who are
“inmates of public institutions.” This exclusion has contributed to widespread”
abuses of mental patients who are “dumped” out of state mental hospitals in order
to save money. “Dumped” patients are subsequently “reinstitutionalized” in sub-
standard, private (often proprietary) nursing homes, where they qualify for
Medicaid coverage.

These widespread abuses have been well documented in reports by the Senate
Special Select Committee on Aging, the General Accounting Office, the President’s
Commission on Mental Health, the HEW Inspector General, the Assistant Surgeon
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General and numerous state officials,’ as well as by mental health experts, jour-
nalists and AFSCMB.

AFSCME recommends the following amendments to title XIX of the Social
Security Act:

1. Medicaid mental health coverage must be extended to all eligible patients in
public institutions.

2. There must be striet accountability and control over all types of facilities
serving mental patients who qualify for Medicaid.

THE PROBLEM

Section 1005(a) (17) (A) of the Soclal Security Act (42 USC Section 1396d)
prohibits Medicaid relmbursement for mental health care of an otherwise-eligible
recipient {f that person i{s an “inmate of a public institution (except as a patient
in a medical institution.)” However, Paragraphs 1905(a) (14) and (16) permit
reimbursement for persons over 65 and under 21, respectively. Thus, Medicaid
coverage Is not available to otherwise-eligible patients between 21 and 65 who
receide in state mental hospitals. Yet, there is no reimbursement prohibition for
such persons if they are residents of private skilled nursing and intermediate
care facilities (nursing homes). .

The traditional rationale for the reimbursement prohibition for public facilities
is that care of the mentally fll is a state, rather than a federnl, responsibility.
However, there are several reasons why this argument {s not valid.

(1) High Cost of Adequate Institutional Mental Health Care—States have
chronically underfunded their mental hospitals to the point that only custodial
care, rather than active treatment, has been provided. Even though the quality of
care has increased dramatically in recent years, many patients still receive inade-
quate treatment because of the high cost of adequate mental health care.

According to the House Select Committee on Aging,® the national average cost
per year per state hospital inpatient in 1977 was $20,924, States, particularly those
which are fiscally distressed, are hard pressed to pay the total cost of such pro-
grams. Yet private mental hospitals charge upward of $50,000 per year per patient,
demonstrating the high cost of intensive mental health treatment.

Medicaid-certified nursing home care is generally about as expensive as state
hospital care. But, as demonstrated by the reports of the Senate Special Com-
mittee on Aging, the General Accounting Oflice and other federal and state agen-
cles,’ the quality of mental health care in nursing homes is often totally inade-
quate. Ironically, the federal government will pay at least 50 percent of the cost
(depending on the state’s federal medical assistance percentage) of nursing-home
care for former mental patients, but will pay none of the cost of state hospital
care for those between 21 and 65, no matter how adequate that care is. In other
cases, patients who need continued mental health care are “dumped” into boarding
homes and placed on Supplemental Security Income (8SI), which is 100 percent
federally funded. R

As the Senate Speclal Committee on Aging has noted, the “desire to save
State dollars” through use of this fllogical fiscal incentive is “clearly the most
important reason” why States continue to “force” thousands of mental patients
“out of State hospitals into nursing homes, boarding homes, old hotels—and
sometimes into the streets.” * The flacal fncentives are high—one mental health
researcher estimates that New York State currently saves at least $585 million
per year because of the “deinstitutionalization” incentives.

2. Federal Intervention in State Mcntal Health Care.—Recently a number of
Federal courts have held that patients have a constitutional and statutory “right
to treatment’ and that States have not been providing such treatment. These de-
cisions have mandated minimum standards for stafing levels, physical plants
and the like, greatly increasing the costs of State Hospital care. (Apart from
the minimum Medicald standards for Intermediate Care Facilitles, which are

Footnotes at end of statement.
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fnadequately enforced,® Federal statutes and court decisions have seldom cov-
ered private nursing homes because they are not publicly operated.)

Several recently passed and pending pleces of Federal legislation provide for
increased Federal involvement in institutional mental health care. For example,
P.I. 94-63 requires States to submit plans to HEW for improving the quality
of institutional care and to prescribe and provide for the enforcement of mini-
mum standards for mental health facilities. HEW then provides special health
revenue sharing monies to the State mental health authority. 8. 1393/H.R. 9400,

.now in Conference Committee, provides for Justice Department intervention
to protect the rights of patients In State institutions. 8. 2410/H.R. 12460, also
in Conference Committee, mandates additional State mental health planning
activities,

Finally, because Medicald will reimburse mental health care in private inter-

mediate care facllities (such facilitles account for the greatest share of total
mental health care), the Federal Government is already deeply involved in
reimbursing such care. The current flscal incentives for private care strongly
encourage the States to abdicate their responsibility to provide, and to pay for,
adequate institutional mental health services. .
8. Unaccountadle Private Farilities—The numerous Federal and State reports
already described above have thoroughly documented widespread abuses of
mental patients which have occurred in unaccountable private facilities, most
of which are proprietary.' These facilities are legally accountable only to their
boards of directors and stockholders. Consequently, they are concerned with
profits rather than with adequate care,

Problems encountered in policing private facilities include inadequate licensing
standards, insufficient appropriated funds to pay for Federal and State in-
spection staff, insufficlent financial data on nursing home operations, the large
number of facilitles, restrictions on access to private property and the seller's
market for care of this type.

4. Congressional Recognition of Need to Reimdurse Public Facilities—When
Medicaid was enacted in 1965, reimbursement was made available to State
mental hospitals for eligible reciplents over 65 (Section 1905(a) (14) of the
Social Security Act). In 1971, Congress added coverage for eligible persons
under 21 in State mental hospitals (Section 1805(a) (18)) and for eligible
persons who are residerits of State retardation facilities which are certified as
Intermediate Care Facllities for the Mentally Retarded (Section 1905(d)).
These provisions show that Congress recognized the need for Federal cost-sharing
in State institutional mental health care.

CORCLUSION

Federal relmbursement for all eligible state mental hospital patients 1s neces-
sary both to provide adequate public care and to prevent abuses of patients by
unaccountable private facilities.

RECOMMEDATIONS —

1. Medlcald mental health coverage must be extended to all eligible patients
in public mental institutions by repealing Section 1905(a) (17) (A) of the Social
Security Act. . ~

2. There must be strict public accountability and control over all facilities
recelving Medicaid reimbursement for mental health services.

3. Congress should direct the HEW Inspector General to conduct special audits
and Investigations of any Medicald facilities serving mental patfents. Further-
more, as a condition to state participation in the Medicald program, states
should be required to conduct their own audits and onsite surprise surveys of
Medicald facilities for the mentally i11. Surprise surveys of all facllities should
be conducted at least annually.

NOTES

1. Benate Special Committee on Aging.—In the serles of reports entitled
"Nursing Home Care in the United States: Failure in Public Policy,” see espe-
clally “The Role of Nursing Homes in Caring for Discharged Mental Patients

83-997~—~78——8
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(And the Birth of a For-Profit Boarding Home Industry), March 1976, The
other reports in the Nursing Home serles, Including “Introductory Report,” No-
vember 19, 1974; “The Litany of Nursing Home Abuses and an Examination of
the Roots of Controversy,” December 17, 1074; “Drugs in Nursing Homes : Mis-

-———-use,.High Costs and Kickbacks,”” January 17, 1975; “Doctors in Nursing Homes :
The Shunned Responsibility,” March 8, 1975; “Nurses in Nursing Homes: The
Heavy Burden (The Rellance on Untrained and Unlicensed Personnel),” April 24,
1975; “The Coniinuing Chronicle of Nurzlug Home Fires,” August 80, 1975,
do?:iment numerous abuses of ex-mental patients and other nyrsing home
residents.

In addition, see ‘“Kickbacks Among Medicaid Providers,” June 30, 1977.

See also '"Single Room Occupancy : A Need for National Concern” (Information
Paper), June 1978, especially Appendix 4, While this paper directly addresses only
Supplemental Security Income (SSI) coverage, it shows the problems which
result when Medicaid coverage is not avalilable to state hospital patients, leading
to their “dumping” and then being placed on SSI rolls.

House Selcet Committee on Aging.—See “Pepper Charges ‘Dumping’ of Mental
Patients Has Become a National Scandal,” Committee press release, May 26, 1978,
See also “The National Orisis in Adult Care Homes,” (Hearings), Committee
Publication 95-98, June 8, 1977, and “Adult Boarding Homes"” (Hearings), Com-
mittee Publication 95-184, February 10, 1978.

General Accounting Office.—'Returning the Mentally Disabled to the Com-
munity : Government Needs to Do More,” HRD-76-152, January 7, 1977; see
especially Chapters 6 and 8.

~ ..-—~_ _See also the background reports on this issue for Massachusetts, Maryland,
Michigan, Nebraska and Oregon.

President’'s Commission on Menial Health—See “Report to the President”
(Volume I), April 27, 1978, p. 22. See also the “Report of the Task Panel on
Cost and Financing” (Volume II), pp. 503 and 525.

HEW Inspeotor General—*Annual Report, April 1, 1977-December 81, 1977,”
March 31, 1978, pp. 78, 90, 140-142, 189,

Assistant Surgeon General.—Faye G. Addellah, “The Future of Long-Term
Care,” Bulletin of the New York Academy of Medicine, 64 (3), March 1978, pp.
261-270 (see especially p. 263).

STATE OFFICIALS
New York
Charles J. Hynes, Deputy Attorney General. “Private Proprietary Homes for
Adults: Their Administration, Management, Control, Operation, Supervision,
Funding and Quality—An Interim Investigative Report,” March 81, 1977; also
in House Select Committee on Aging, ‘‘The National Crisis in Adult Care Homes,”
op. cit.,, Appendix 1, See also Appendixes 2 and 8.

Wisconsin
. Martin J. Schreiber, Lieutenant Governor and Nursing Home Ombudsman,
) Series of Reports entitled “Accidental Mental Health Care—the Inappropriate
Rellance on Nursing Homes"; Volume I: “Behavioral Patterns in Nursing
Homes—No Available Alternatives,” January 1077; Volume II: ‘“Behavioral
Modification Programs in Nursing Homes—Abusive Therapy,” January 24, 1977;
\Lrlol:_lge ;II sq‘;Behavioral Drug Therapy in Nursing Homes—A Pattern of Risk,”
a 13, 1977.

New Jersey

Statements of the following oficials in House Select Committee on Aging,
“Adult Boarding Homes,” op. cit: Stephen Parskie, State Senator, John Fay,
former State Senator, Willlam Gormley, State Assemblyman, David Wagner,
State Deputy Health Commissioner, Ann Klein, Commissioner, State Depart-
Tent of Human Services, James Pennestrl, Director, State Division of Aging.

Hawait
Carl Takamura, State Representative, Testimony in Senate Select Committee
on Aging, “The National Crisis in Adult Care Homes,” op. cit., pp T77-86.

Pennsylvania
Daniel Schulder, Special Assistant for Aging, Govenor's Office, Testimony in
House Select Committee on Aging, “The Natlonal Crisis in Adult Care Homes,”
._ pp. 28-55, 313-318,
2. “Pepper Charges ‘Dumping’,” op. cft., Table 4.
3. See Footnote 1.
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4, ‘;“'fhe 'Ilizosle of Nursing Homes in Caring for Discharged Mental Patients,”
op. cit., p. 726,

6. Stephen Rose, “Deinstitutionalization—a Challenge to the Profession,”
paper presented at the Deinstitutionalization Institute, National Conference on
Social Welfare, Los Angeles, May 1978.

6. See e.g., the series of Senate Special Committee on Aging reports, op. off.
and Abdellah, op. oit.

7. See Footnote 1.

NATIONAL ASSOCIATION OF PRIVATE P8YCHIATRIC HOSPITALS,
Washington, D.O., August 29, 1978,
Senator HERMAN TALMADGE
Russell Senate Offioe Buiding,
Washington, D.O.

DEAR SENATOR TALMADGE: While we, the National Association of Private Psy-
chiatric Hospitals, were unable to testify at the hearings recently held by the
1llleatltﬂ Sv:bcommlttee on Medicare and Mental Health, we respectifully submit
the followlng.

We hope that the information is helpful and that it clearly demonstrates
the need to remedy many of the existing discriminatory practices within the
Medicare system against the mentally i1l

We look forward to working with you and are available should any additional
data be needed.

Cordially.
’ Jox MIDMANR, Associate Director.

TESTIMONY SUBMITTED IN WRITING—MENTAL HEALTH CARE NEEDS IN MEDICARE

Even though health insurance for the aged and disabled, Title XVIII, Medi-
care, was a commendable act of Congress, the needs of the mentally ill aged and
disabled often go unmet. Furthermore, they are populations which find it diffi-
cult to ask for needed help and/or know where such help is available.

Psychiatric benefits under the Medicare program are limited at best and retro-
actively denied at worst.

The 190 lifetime inpatient limit and the restriction under Part B which limits
annual outpatient coverage for mental illness to $250.00, including ancillary
services, represents a prime example of the restrictions,

The elderly today represent one in every ten persons. Within the next thirty
years that number may well be more like one in every five. The elderly will not
be served for several reasons. The elderly remain the group least lkely to ask
for help in general, and for medical, emotional, nervous, or meatal problems in
particular, Medicare does not pay for the treatment of emotional disorders on an
equal basis with physical illness. Consequently, the alternative means of treat-
‘ment are found all too often in the inappropriate placement of the elderly and
disabled innursing homes and/or intermediate care facilities. These facilities lack
the personnel resources, dollars, and wherewithall to treat. (The President’s Com-
mission on Mental Health has recently stated that the nursing home population
has risen by 113 percent. Sixty percent are said to have some emotlonal, nervous,
or mental disorder.)

Several changes in the Medicare law are needed to rectify the discrimination.
With the latest figures and studies demonstrating that with the adequate treat-
ment of mental and emotional fllness the expenditures of general health care
dollars decreases; and with the latest figures demonstrating that 40 percent of
the general health care dollars are now being spent on emotional, nervous, or
mental disorders, such changes are more than indicated—they are needed.

The 50/50 copayment presently existing under the psychiatric benefit portion
should be replaced with the standard 80/20 now utilized for physical illness. The
elderly and disabled should not be forced to choose between physical or mental
health care or food or housing needs.

The 190 day lifetime limit on inpatient benefits should be replaced with the
standard definition of “spell of illness” utilized for the rest of medicine. If such
a definition were to be applied, appropriate treatment, placement, screening, diag-
noses, and aftercare programs could be followed. This would not only assure
responsible spending, but in the long run save dollars, time, and people's lives.

The annual $250.00 limit on outpatient psychiatric care should be eliminated.
Greater utilization of outpatient psychiatric care would save dollars, encourage
primary care and early intervention, and do away with the inappropriate utiliza-

v
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tion of facilities. Many persons can be treated in an outpatient program which
serves to be a less restrictive setting.

The estimated cost of correcting the inequities is guestimated to be $45 million.
This does not take into account the great savings that would occur if inappro-
priate placements were to cease or the savings that would take place were per-
sons able to recelve appropriate treatment early on rather than forever,

The present policles under Medicare 1imit, if not disallow, partial hospitaliza-
tion. Such a policy is regressive. At a time when outpatient and ambulatory
programs are being developed and encouraged, and at a time when the govern-
ment’s program of deinstitutionalization is gaining nationat momentum, it would
appear that coverage of partial hospitalization programs and services under
Medicare would be a logical as well as excellent place to start. To fund a new pro-
gram for renal dialysis, costing over $100 million for a population of 40,000
persons, while ignoring the needs of what is now modestly estimated to be 15«
20% of the population seems unfair and foolish; to say nothing of the fact
that it ignores a major portion of the population.

Two bills have recently been introduced which would extend partial hospitali-
zation benefits to Medicare recipients. However, both bflls limit such care to
qualified community mental health centers. Such a practice, if it should become
operational, would fragment and already fragmented dellvery system, favor but
one provider, and serve & limited population.

A last bastlion of discrimination under Medicare exists with the policies of
allowing therapeutic leave days are encouraged to be utilized by patients in
skilled nursing facilities and intermediate care facilities, They are disallowed
when utilized by free-standing psychiatric hospitals. The irony of this policy, be
it administrative or regulatory, lies in the fact that it is within the psychiatric
"~ hospital that such leave days are medically necessary, part of a therapeutic pro-
gram, and even mandated by law. Public Law 92-603, the Social Security Amend-
ments of 1872, require utilization review of Medicare and Medicaid patients
within all facilities, Appropriate utilization review means concurrent review of
all patients’ care. This means monitoring levels of eare, requests for extended
care, on-going review and discharge planning. In planning an appropriate dis-
charge to avoid remission and assure recovery therapeutic leave days provide the
patient with the chance to return to his/her home environmnet or community
placement to evaluate the success of such a program. To deny such care I8 to
negate quality care and negate the standards of the Joint Commission on Accredi-
tation of Hospitals which deal with the programmattc elements of care.

The Natlonal Assoclation of Private Psychiatric Hospitals represents over 170-
free-standing psychiatric hospitals. All are accredited by the Accredlation Coun-
cil of Paychiatric Facilities of the Joint Commission on Accreditation of Hos-
pitals. Our membership includes community health centers, residential treat-
ment centers for children, units of general hospitals (over 100 beds in size and
accredited separately by the ACPF/JCAH), and university affillated hospitals.
They are both non-profit and proprietary in corporate structure. All provide a
wide range of treatment modalities and philosophies.

What must be stressed is that the free-standing psychlatric hospital is often
half the cost of care rendered in a psychiatric unit of a general hoepital. Unlike
fre:;lstanding psychiatric hospitals, psychiatric units in general hospitals are
oft lossed over in terms of standards and programs, while the free-standing
psychiatric hospital {s accredited for each and every program provided. It has
never seemed fair that the psychiatric unit is the favored setting in reimburse-
ment policies when more often than not it is the less intense, less comprehensive,
more expensively modality of care.

We hope that with the tindings of the President's Commission on Mental
Health, Congress will find it easier to remedy existing discriminatory practices
which for too long have interferred with the abilities to delivery quality compre-
hensive care to those most in need. )

MENTAL HEALTH ABSOCIATION,
Arlington, Va,, August 10, 1978.
Hon, HERMAN BE. TALMADGE,

Chairman, Bubcommittce on Health, Senate Finance Committee, Dirksen Senate
Office Building, Washington, D.O.
DeAR SENATOR TALMADGE : The Mental Health Association and its 850 affiliates
ask that you support the removal of the following discriminatory language on
page 8 of 8. 1302 on the Child Health Assessment Act (CHAP): . . . but not
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necessarlly for the treatment of mental iliness, mental retardation, or develop-
mental disabllities.” This position is in concurrence with the recommendations
of the President’'s Commission on Mental Health Report that states: ‘*The Early
and Periodic Screening, Diagnosis and Treatment (EPSDT) Program of Title
XIX (Medicaid) of the Social Security Act does not include the availability of
treatment and service provisions to cover mental illness, mental retardation, and
developmental disability when these conditions are dlagnosed. The proposed
Child Health Assessment Program should mandate that these services be avail-
able. As a general rule, a dollar for follow-up services should be allocated for
every dollar allocated for screening.”

Apparently, one of the reasons why mentally {ll children were not covered in
this legislation was the fear that it would add greatly to the overall costs of
the EPSDT Program. While data 18 limited related to the cost of inclusion of
children in this particular legislation, there i8 extensive information regarding
the reduction of physical health care costs, when mental health services are
available in health plans. Enclosed i8 “Coverage of Mental Health in National
Health Insurance Can Be Cost Effective,” which documents that point, Following
are brief excerpts:

(a) Under the California Psychological Health Plan there was a decrease of
g’;’eﬂn medl:t;l care utilization after mental health benefits were included in the

an. (page

(%) Nicholas Cummings, & well known mental health researcher, states, “We
have found not only that psychotherapy can be economically included as a pre-
pald insurance benefit, but also that fallure to provide such a benefit jeopardizes
the effective functioning of the basic medical services, since 609 or more of the
physician visits are made by patients who demonstrate an emotional, rather than
an organtce, etiology for their physical symptoms.” (page §)

(¢) Blue Cross of Western Pennsylvania reports that “overall medical/surgical
“utflization fs reduced for that subgroup of subscribers who use the outpatient
psychotherapy benefit. Further, this phenomenon of reduced medical/surgical
utilization with exposure to outpatient psychotherapy was found to be inde-
pendent of age, sex, or employment level (salary versus hourly employee groupa)
The stg)dy findings are consistent with the results of two previous studles ...

page

(d) The Kennecott Copper Corporation has estimated a return of $5.83 per
$1.00 cost per year for its psychotherapy program. Impact 18 noted in reduced
absenteelsm, reduced hospital, medical and surgica} costs, and reduced costs of
non-occupational accident and illness.” (page 2)

We believe the foregoing reasons provide persuasive evidence that removal
of the discriminatory language in 8. 1892 is fiscally sound, in addition to being
right. For additional information on our CHAP position, we have included our
testimony before the House Subcommittee on Health and the Environment on
l?ep:‘ember 9, 1977. We ask that this be included as part of the record for the

earing.

It we are truly dedicated to improving mental health, how can we ignore the
goal of improved mental health for children, on whom the nation must rely in
the future?

Sincerely,
ALLAN MOLTEEN,
Nattonal Chair, Commitiee on Legislation and Servioes.
Enclosures.

STATEMENT oF JULIA_ OLIVER YOB THE MENTAL HEALTE ASSOCIATION

Mr. Chairman and Members of the Subcommittee : My name is Julia Oliver and
I reside in Tallapoosa County, Alabama. I am appearing today in bebalf of the
Mental Health Assoclation of which I am a member of the Board of Directors and
on the Committee on Legislation and Services. In addition, I am a social worker
who has worked in Bryce Mental Hospital. I am the former Commissioner of
Public Welfare in Alabama and am now an administrator in the Department of
Pensions and Security and I am familiar with the administration of the Early
and Periodic Screening, Diagnosis, and Treatment Program (EPSDT).

The Mental Health Association is the national citizens’ voluntary organization,
with membership approaching one million, representing consumers of mental
health services. Our goals are to work for improved methods in the research, pre-
mention, detection, diagnosis and treatment of mental 1llness, as well as the pro-
motion of good mental health,
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Mr, Chairman, we are very grateful for this opportunity to present our views to
the Subcommittee on Health and the Environmént.

The Mental Health Assoclation believes that it is just as important for CHAP
to provide treatment for the menatally ill a8 for the physically ill. We, therefore,
urge the House Subcommittee on Health and Environment to delete the diserimi-
natory and inequitable language in H.R. 6706 that states: “ ., . but not neces-
sarily including those for the treatment of mental illness, mental retardation, or
developmental disabllities"”. This language is contained on page 3, Section 8, sub-
paragraph G, lines 9, 10, and 11 of the Child Health Assessment Act (CHAP).

The Mental Health Association has consistently been an advocate for improved
programs and services for meatally ill children. The Association belleves that a
total system of care must be avaflable for children suffering from mental illness,
and treatment programs for children from all income levels are essential. The
CHAP proposal clearly discriminates against low income mentally il children and
will be another barrier to equal opportunity for treatment.

Unless CHAP mandates the treatment services for the mentally ill, many chil-
dren will be deprived of these necessary and important services. This discrimina-
tion would compound an existing practice whereby the Medicaid program has
consistently and arbitrarily discriminated against one segment of the population—
the mentally ill people: only 20 states, as of June 1, 1976, were providing the
Medicaid opiion to cover care for patients under twenty-one in psychiatric hos-
pitals. And not all states provide outpatient care.

To mandate the screening and dlagnosis of eligible children and then not make
provisions for the recommended treatment seems inconsistent with the goals of
H.R. 6706. Those stated goals are to strengthen and improve the EPSDT program
for children whose families do not have adequate resources to cover the cost of
such care and to provide further incentives to States to arrange for—and encour-
age—quality health care for children. Authorizing treatirent for physical, but not
for mental illness 18 rather like saying that under CHAP children can be treated
from the neck down but not from the neck up. Why is it necessary to make this
unfair, arbitrary distinction?

Gentlemen, one example of the value of early diagnosis and treatment is the
story of a child with whom we have had a personal experience, He, tragically, did
not come to the attention of authorities until he was twelve years of age. All of
his lifé he exhibited behavioral problems. Because of his acting out behavior, his
mother was unable to cope. She placed him in foster care and immediately
deserted. His father refused to accept responsibility for his son’s behavior. Al-
though some treatment was given while in foster care, this was shortlived. His
behavior finally culminated in expulsion from school, and he eventually went on
the streets—drugs led to institutionalization and later his criminal behavior
resulted in being imprisoned. Perhaps early diagnosis and treatment would have
helped this boy and he would have been an asset, instead of a lability, to soclety.

Mental illness affects at least 109 of our population, including children and
youth, and it bas been satd by the American Medical Association to be the coun-
try’s No. 1 health problem. Yet there still remains discrimination, inadequate fi-
nancial support, and stigma for those who suffer from mental illness. Partially
because of recent successful court cases of litigation, especially in right to treat-
ment cases, and legislation, such as the Education for All Handicapped Children
Act (P.L. 94-142), the historical neglect of mentally 111 persons 18 changing. Surely
treatment services for the mentally ill children should be included in such an
important health program as envisaged in H.R. 6700.

The incidence of mental illness is increasing, and services that focus on preven-
tion, early detection, and treatment are essential. Children who are mentally ill
are grossly underserved. In a 1976 U.8. Office of Bducation report, it was esti-
mated that 556% of the nation’s 7.8 million handicapped children are served by
educational programs, The emotionally disturbed children were the most un-
served ; only 13% of those suffering such handicaps were served! The CHAP pro-
posal is continuing to view mentally ill children as ones who will be sérved only
after the needs of others are met. Delay in treatment compounds the problems of
the mentally fll child and increases the chances that long term, expensive hos-

-—pitalization will be necessary for them, In addition, treatment for emotional prob-
lems is interrelated with physical health, Some studies, including the 1975 Cali-
fornia Psychological Health Plan, have shown lower costs for the treatment of
physical illness when adequate mental health services are available. According to
Kaiser-Permanente and other studies, more than half the complaints in doctor
visits have a significant psychological basis or.component.
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It seems logical and cost effective to invest In services that focus on prevention,
early detection, and treatment for high risk children. These services could help
increase future earning capability, prevent institutionalization, and preveat
chronic dependency. The CHAP program has potential for being an important
pieans of prevention. The treatment services could prevent the problems from
belng compounded and made more complex. These services could help a child
develop to his/her maximum potential.

By not mandating coverage of critically needed treatment services, progress
will be further delayed in meeting the needs of children whose mental and physi-
cal health is adversely affected due to the effects of poverty. The Joint Commis-
sion on the Mental Health of Children in 1969 listed some facts that indicated
a need for priority attention to physical and mental health needs of poor children.
These facts included:

“Analysis of Head Start children showed that at least 1095 were judged to be
crippled in their emotional development by the age of four years. In some cities,
this figure is estimated at 20 to 25%."

“The early results of a current study of mental and emotlonal disorders among
children in Manhattan show that rates are much higher for poor children and for
children who are members of oppressed minority groups.”

Treatment of mentally 11l children is not more expensive than many of the con-
ditions covered in CHAP,. In 1973 Blue Cross-Blue Shield Federal, High Option
hed only 2.7% of its admissions for mental conditions for patients under 18 years -
of age. Without adequate diagnosis and treatment, the costs of mental illness to
society are great, because the highest proportion of the cost is due to decreased
productivity because of mental illness—not treatment costs. Of the® $37 billion
estimated costs, $1414 billion is for direct care, and $19 billion is because of de-
creased productivity and related indirect costs. All of which could have been de-
creased if services had been available to individuals at an earlier age.

The CHAP proposal will not resoive the serious lack of programs serving the
children who have—or could—potentially have emotional problems. The actions
taken regarding the treatment of mental illness in this Legislation could have a
major impact on how National Health Insurance proposals are drafted. In addi-
tion, Community Mental Health Centers cannot continue to serve children and
youth unless other Federal programs such as CHAP become part of the base of
coutinued financial support created by the Federal seed money for these centers.

Mr. Chairman, with the current wording of the Legislation, the rights and priori-
ties of the mentally ill, mentally retarded, and developmentally disabled continue
to be neglected. The Mental Health Assocliation believes that this capricious and
arbitrary discrimination against low income mentally ill children can—and
should—be eliminated by striking lines 9, 10, and 11 of Sectlon 8, subparagraph G
of H.R. 6708. Under the provisions as they now exist, there is a posstbility that
some states would label children—mentally ill, developmentally disabled, or men-
tally retarded—as & means of avolding providing otherwise mandated services.
You are ablé to remove the obstacles put forth in the legislation and allow all of
these children to have an equal opportunity to receive assistance in overcoming
their bandicaps at an early stage in their growth and development. We thus urge
you not to allow these children to go without treatment and that you mandate
this treatment for mentally ill, as well as physically i1, children. Without pre-
vention and treatment the costs are high—in terms of human life, usefulness to
society—and in extremely high fiscal costs.

Mr. Chairman, some children who are mentally i1l will either be relieved from
their pain or their suffering will continue. Their fate rests largely in your hands
and the action by this Committee.

Thank you for the opportunity of presenting the views of the Mental Health
Assoclation.

COVERAGE OF MENTAL HEALTH IN NATIONAL HEALTH INSURANCE CAN Bg
Cost EFFECTIVE

Early studles, such as Goldberg, Krantz and Locke’s, conducted in 1965, have lo-
cated a significant factor in the cost of comprehensive health coverage.

The results of their pilot study clearly indicate that, “the short-term outpatient
psychiatric benefit at G.H.A. (Group Health Association) was associated with
a decrease in the utilization of pbysician and ancillary services under the plan.

1 NIMH, 10/75, Division of Blometry and Epidemiology.
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Not only was there a decreased utilization following psychiatric referral for the
study group as a whole, both with respect to the number of persons seen and the
number of vists made, but this decreased utilization held—to a greater or lesser
degree—for all subsegments of the population studied. . . . There was no attempt
to do any cost-benefit analysis in this study, the primary purpose of which was
directed at utilization without regard to costs, However, an inference could be
made that the cost savings due to reduced utllization would be reflected in the
entire benefit structure without settlnz forth dollar amounts.!

Other studies at Kaiser-Permanente ?, and at the Department of Research and
Statistics, Health Insurance Plan of Greater New York® strengthen the hypothe-
sis that reduced utilization of medical services is & result of short-term outpatient
mental health benefits, in prepald health plan settings.

Mary Ellen Olbrisch, in “American Psychologlst" ¢ has prepared an over-
view of the literature on the effects of psychotherapeutic treatment on physical
health, She says, “A question of central importance in policy decisions regarding
national health insurance is whether it will be economically feasible to cover the
cost of psychotherapy.” In reporting the effects of psychotherapeutic programs on
alcohol abuse, she notes that, “Persons with alcohol problems constitute a group
whose medical costs are very high. In addition to their high utilization of medical
services, these individuals cost their employers & great deal in absenteeism and
lost production. Some interesting research has been conducted which suggests
that active intervention programs not only reduce medical care utilization by
troubled persons, but actually result in & profit to the employer funding the inter-
vention program,”

The Kennecott Copper Corporation has estimated a return of “$5.83 per $1.00
cost per year for its psychotherapy program. Impact is noted in reduced absen-
teeism, reduced hospital, medical and surgical costs, and reduced costs of non-
occupational accident and illness.” ¢

More recently, December 1976, a study sponsored by Blue Cross of Western
Pennsylvania reports that “overall medical/surgical utilization is reduced for
that subgroup of subscribers who use the outpatient psychotherapy benefit.
Further, this phenomenon of reduced medical/surgical utilization with exposure
to outpatient psychotherapy was found to be independent of age, sex, or em-
ployment level (salary versus hourly employee groups). The study findings are
consistent with the results of two previous studies. . . .’

The Western Pennsylvania study estimates the resultant cost savings relative
to the cost of providing the benefit. “Since 1958, this population has had access
to outpatient psychotherapy services through a community mental health clinic.
However, Blue Cross coverage for these services did not become available until
January, 1968,

The outpatient coverage provided for this population includes only those
services obtained through the local mental hygiene clinic or a similar “approved
;:onllpgee(l;enslve community mental health center.” The outpatient services covered

neluded:

1. Group therapy up to 50 sessions during any 12 month period;
2, Collateral visits with members of the patient’s family;

3. Professional services up to 50 visits during any 12 month period;
4. Psychoactive drugs.

Inpatient coverage, which was not limited to the clinic, provided for up to
90 days of inpatient care per year.

Emphasis was on early referral and short-term intensive therapy. Services
of all mental health disciplines were covered, including those of psychiatrists,

lolﬁoroup Health Association, GHA News—Annuval Report Issue, vol 28, No. 1, March
Group Health Assoclatlon. GHA Newp——Annual Report Issue, vol, 30, No. 2, March 1967,
’Fonezte ., and Cummings, N. séychlntﬂe services and medical utilisation in a
prepald health Flan setting. Medical Care B
Department of Research and Statistics, Hulth Insurance Plan of Greater New York,
Paychlatrlc Treatment and Patterns of Medical Care. Unfubl!shed final report to the Na-
tlonal ln-tltute of Mental Health, Profect MH 02321,
¢ 0l ., Mary Ellen, Psychotherapeutic lnterventlonl in Physical Health, American
Plrchologlst Sept. 1977.
Salt IfanknecC';E op T Corporatlon Insight, Unpublished report, Utah Copper Division,
e Y, 1
meson, J., Shum an, L. J., , W. W. The Effect of Outpatient Psychiatric Utilisa.
tlon on the Costs of Provldlng 'I‘hlr -Pnrty Coverage, Research Series 18, Blue Cross of
Western Pennsylvania.
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clinical psychologists, psychiatric social workers and psychiatric nurses, The
first 16 visits for any of these services were covered in full, Thereafter the
subscriber was required to make a co-payment of one-third of the cost of covered
services. The coverage was designed to discourage long-term psychotherapy by
stipulating that any treatment given more than 15 days following the date of
the first covered service would be covered only if a psychiatrist certified that
continuing treatment was required. Thereafter, this certification had to be
renewed every 30 days.

These benefits closely resemble those advocated by the Mental Health Asso-
clation for inclusion in National Health Insurance.

Findings of the study report that “The average aduit total monthly costs after
initiating outpatient psychotherapy are $8.52 less than they were before first out-
patient psychiatric contact (even with the cost of that therapy included). . . .”

FIGURE 1

COMPARISON OF ADULT MALES AND ADULT FEMALES—MONTHLY AVERAGE 3 OF UTILIZATION BEFORE AND AFTER
FIRST OUTPATIENT PSYCHIATRIC CONTACT
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Figure 1 compares the pre-contact and post-contact experience of adult males
with that of adult females. “Of particular interest is the indication that adult
males have the highest pre-contact use of medical services of any sub-group In
the sample (costs of $21.00 per month), the greatest post-contact reduction in
use of these services ($15.72), and the greatest reduction ($11.23) in total cost
per month after initiating outpatient psychotherapy.”

The California Psychological Health Plan, a statewide, prepaid mental health
plan offered by a public carrier, entitles eligible subscribers, and their de-
pendents (for a cost of $4.00 per family, per month), to obtain benefits from any
member of a panel of 200 contracted providers located throughout the State.

The plan is based on the concept that the consumer has the responsibility for
his/her own mental health and its maintenance through utilization of insured
mental health benefits. The California Psychological Health Plan emphasizes
education of the consumer about mental health needs, and early intervention. It
offers incentives through a system of total confidentiality, no deductible. no co-
gayment for the first five visits, quality control and the elimination of claim

orms.

The C.P.H.P. was first placed in a small health and welfare trust of 1,000
employees and their families. The trust had been insured for five years prior
to the integration of C.P.HL.P. in the benefit program. In the years prior to the
institution of the C.P.H.P. (11-74 to 8-75), 85 percent of the total paid premifum
was paid out by the company for medical claims. In the year following (12-75
to 9-76), 73.5 percent of the premium was paid out for medical claims. Within
one and one-half years, the “loss ratlo” had decreased to 67 percent. These figures
represent an approximate decrease of 27 percent medical care utilization costs.

The only component in the trust which changed, over this period, was the
mental health benefit.

T California Phychological Health Plan, 4401 Wilshire Blvd,, Los Angeles, CA 90010.
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TResearch findings continue to show the relationship between appropriate men-
tal health coverage and reduction of cost of physical health coverage. Nicholas
Cummings, reflecting on his studies now in press, says, “We have found not only
that psychotherapy can be economically included as a prepaid insurance benefit,
but also that failure to provide such a benefit jeopardizes the effective function-
ing of the basic medical services, since 60 percent or more of the physician visits
are made by patients who demonstrate an emotional, rather than an organic, etl-
ology for their physical symptoms.” *

8 Cummings, N. A.,, The Anatomy of Psychotherapy Under National Health Insurance,
Americal Psychologist, Sept. 1877,



