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Attached is the copy of a paper | will be reading on Qctober 28, 1965, at The
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A though there is nothing here that will startle you, the undertaking is very
intriguing, as it requires explaining to a British audience in a brief space
howt he Amrerican systens of government and nongovernment nental health care
oper at e.
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THE CRGAN ZATI ON CF MENTAL HEALTH PROGRAMS
1
I N THE UNI TED STATES

2
by David J. Vail, M D

A word of forewarning: this paper is full of the nost outrageous over-
sinplifications. | hope | may be forgiven ny sins of comm ssion and oni ssion,

and that discussionwll clarify some of the points nmade.

H stori cal Background

In order for someone who is not fromthe United States to understand how
nmental health services are organi zed in the context of health and nedical care
prograns generally, he nmust at |east glinpse the structure of Amrerican

tradi tions underl yi ng.

It isvery difficult for someone fromsnaller, nore conpact, nore uniform
and nore thoroughly organi zed nations to understand how our country worKks.
Notice that | do not refer to "older" nations, for we are the world' s ol dest
living republic, with the | ongest span of survival under a single constitution.
| believe the dinension of age is relevant to this discussion, however, if we
consi der the duration of our famliarity with wel fare-state concepts, which

for us dates back only to 1935, when the Social Security Act was passed.

1
Paper presented at The Hospital Centre in London, England, Cctober 28, 1965

2
Medi cal Director, Departnent of Public Welfare, State of M nnesota



Although it is pretentious to nmake the attenpt, | shouldtry in a very
brief space to highlight a fewelenents in Anerican history that are appropriate

i n understanding the health care scene today.

1. The tradition of states' sovereignty

W are a federation of sovereign states. The tradition of state
sovereignty, or States' Rights, goes back right to the earliest colonial tines;
for the col onies were founded by different independent groups granted charters
direct by the Gown. Each colony had its own separate governor and its own

| aws. This tradition ~ spanning alnost as long atinme as our |ater nationhood -

was carried forward i n our Constitution.

The Constitution granted to the national or federal governnent the external
functions of international relations and certain specific internal functions
such as regul ati on of conmerce, coinage, postal service, etc., at the sane tine
reserving other functions to the states. The Tenth Anendnent, which is the
final clause of the so-called "Bill of Rights,"” states: "The powers not
del egated to the United States by the Constitution, nor prohibited by it to the

States, are reserved to the States respectively, or tothe people.”

Traditional ly this has meant that the states and | ocalities have been
responsi bl e for the regul ar stewardship functions of government; public health

and safety, highways, education, care of the poor, property and voting | aws, etc.

*The flavor of the States Rights' tradition is not too far renoved fromthe
British concept of Hone Rule and the nationalist sentinents of Wal es, Scotl and,
and Ireland; | think there is anal ogy al so between our two systens if we
consi der that sone government functions (e.g., hospital and health services)
are admnistered separately in different parts of the United Ki ngdom



Wthin the mental health field the role of state governnent was clearly defined
over a hundred years ago by two devel oprments: (1) Relinquishnent, by default,
of the responsibility for nental health care by the villages, towns, and
counties to the states, leading to the establishnent of state asyluns, and

(2) President Franklin Pierce's veto of a bill that would grant land to the
states for asylumbuilding sites on the then clear grounds that care of the

nentally ill was a state responsibility and prerogati ve.

e of the inportant current devel oprments is the drive to return respons-
ibility for mental health care to the villages, towns, and counties (i.e.,
the "community," defined in current federal regulations as a popul ation tract
of between 75,000 and 200, 000 persons) with the assi stance, indeed the virtual
i nsi stence, of the federal governnent through | aws enacted in 1963 and 1965.
This thrust has the partial effect of by-passing and i n a way undoi ng t he stabs
governnent responsibility. Hstorically, default of responsibility at the state
| evel has been a powerful force to attract federal activity, not only in nental

health but in many other areas as wel .

The federal government has in the past thirty years entered significantly
i nto t hese basi ¢ stewardship functions: hi ghways, education, welfare, and now
health care. The basic mechani smused is the grant-in-aid: noney turned over
inlarge suns to the states —inpossible to refuse —acconpani ed by standards
of qualification; regul ations; alnost always a bew | deri ng bureaucracy; and
of ten programdesigns that are nore of the heart than the m nd, founded nore

on i npul se than on hard | ogi c.



The large-scale entries of the federal governnent into these areas is
viewed with distaste, even alarm by the conservative constitutionalists. But
note the final clause of the Tenth Amendnent: " ... powers . . . are reserved

tothe States , . . or tothe people.” The nodern liberal interpretationis

that this means all the peopl e —a phrase that President Johnson has used very

effectively. The national sentinent nowis that certain human and social rights,
i ncluding good health, are so basic that they nust be enjoyed by all citizens
regardl ess of where they happento live; regardless of their color, religion,

or national origin; and —here the concept softens, | regret to say —

regardl ess of their affl uence.

2. The frontier

The second nmaj or historical factor | could nmention is the persistent

i nfluence of the frontier in Anerican life.

The frontier is many things. It is the place where anything i s possible,
where nmen cross high nountains and al kali deserts and build a life for thensel ves
agai nst superhuman odds. It is the place where if one interoceani c canal cannot
be used, another will be dredged. It is the place where nen can reach t he noon,
eradi cate poverty, sweeten the seas, rebuildtheir cities, lay down anillion

mles of notorway, and save Asia fromthe Chinese, all at the sane tine. It is

the place of Arerican invincibility.

The frontier is the hone of free men. It is run by the richest and t he
toughest. The best government is the | east governnent. |ndeed, "governnent"

is personified by the revenue agent who places a tax on the | and that you have



cleared with your bare hands, and by the sol di ers who cone out and snash t he
whi sky still that is your private possession and t he source of one of your few

pl easures. *

O the frontier trade regulates itself and nen rise by their ow ingenuity
and skill. The first draft of the Declaration of |Independence read not "Life,
Li berty and the Pursuit of Happiness,” but sinply "Life, Liberty, and Property.”
The frontier is anti-intellectual and pragmatic, its naterialismtenpered with

a rough and ready, ascetic Calvinist belief in a D vine Providence.

The frontier is sinple, founded on sinple val ues and sinpl e sol utions.
The values are the old virtues: thrift, hard work, honesty, self-reliance ("Gd
hel ps t hose who hel p thenselves"). It is conpassionate inits way, for survival
i s inmpossible unl ess neighbors hel p and defend one another. But it is a hard
life, withnoplace init for the weak and shiftless. "Wlfare" is adirty
word, "socialist" abloodinsult. Problens are solved by renoval: if a man
doesn't like his neighbors, he noves farther west. |f soneone gets to be a

nui sance, he is put on the next train out of town.

This isthe old culture. It is agreat culture, this way of the Gants
inthe Earth. But unnodified, wthout additional dimensions of flexibility
and subtlety, it cannot cope with nodern life: our newworld of nasty, faraway

jungle wars and race riots; where there are no easy victories but only a

*President Washington didthis in 1792 the Wisky Rebellion, the first great
test of the power of the federal governnent.



"long, twilight struggle"; where it is nore patriotic to spend than to save; where
a subrrerged and di spossessed fifth of the nation appears to showlittle

notivation and | ess gratitude.

3. The events of 1963-65

Because of the nearness of tine and enotions, it is still difficult to be
obj ective about the Kennedy and t he Johnson years and the terribl e cl eavage
of Novenber 22, 1963 that separated them The assassination w |l prove to be,
inmnmy opinion, a major watershed i n Anerican history. For there has occurred
a softening, a loosening of |ong-dammed currents. The nmassive Johnson nmajority
inthe 1964 election and his nmastery of the |l egislative process are additional
ingredients.* The result is fantastic: a string of legislationthat is

revolutionary —radical —in its inpact. The country will never be the sane.

For our purposes here the nost inportant devel opnents in federal |egislation
are the conprehensi ve community nental health centers bills (sonetimes called the
"Kennedy Mental Heal th Progrant'), conpanion | egislation having to do with nment al
retardation, and of course Medicare.** Medicare has not been wel |l taken by the
Arerican Medi cal establishnent, whichis still operating onthe old frontier
values. | would share with Anerican Medicine the forecast that the present

version of Medicare is only the beginning, but would at the sane tine predict

*For conpl et eness one shoul d i ncl ude t he new "super-spend" econonics of Walter
Hel l er, a conpletion of the | essen first taught by Roosevelt in the Mew Deal :
nore noney circul ating means greater prosperity for all; and far-reaching
Suprene Court decisions in the past decade,

**The Medicare bill, contrary to popul ar supposition, does not sinply have to do
with health and nedical care for the aged. It is a sweeping revision of the
Social Security Act of 1935, and has deep inplications for mental hospital
servi ces, medical care for the needy, upgrading institution standards, etc.
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that it will be nore pal atable and nore successful thanits critics suppose.
For | believe that it fits with the nodes of medi cal practice in our country

and preserves the honored traditions of nedicine wherever it is well practiced,

I'l. The Mnnesota picture

Rather than try to summari ze the national field, onwhichny viewis
linmted, | believe it would be nore profitable to di scuss M nnesota. For
M nnesota, while not a "typical" or "average" state (there is none) hol ds

the mrror to the country as a whol e.

Basic to the discussion are two points of orientation:

(1) The State of M nnesota

W are a popul ation of 31/2 million, dwelling on 88,000 square miles (about
the size of Britain) inthe great Arerican heartland. Half of the popul ation
is agricultural. Athird —somewhat over a mllion people —is concentrated
inthe Twin Gties area of St, Paul, Mnneapolis, and their suburbs. Qccupation
is diverse. Statetraditions inpolitics, education, and welfare are |iberal.

It is one of the nation's great nedi cal centers.

(2) The Mental Health Programin M nnesota

Though one woul d prefer to avoid the first personal pronoun, | nust clarify
ny own position. | amthe director of the state nmental heal th program of
M nnesota. | amal so a professional public adnministrator, and a psychiatrist.
I am |ike anyone, subject to biases in ny point of viewwhich nust col or ny

interpretation of current devel opnents.



For exanple, | amcommtted to the goals of state government: ny account-
ability is primarily to the state governor, the state legislature and the
peopl e of Mnnesota. | amrelatively ignorant of prograns in other states except
i nsof ar as news of their successes or failures reaches us, to warn or instruct.
To say that | amunconcerned by devel opments in other states would be quite
i naccurate; still there is a general concept that each of us* is paddling his
own canoe. The state programpeople are fairly close together in their watchful -
ness of the newfederal governnent prograns, and quite close in their beli ef

that they have not been properly consulted in regard to the federal prograns.

To continue the personal account for one nore nmonent: | ama public person,
a government person: this creates not only a coomitrment to public goals but a
kind of separation fromthe world of the free-enterprise nmedical practice

system which is the prevailing node.

The nmental health programin Mnnesota is organi zed i n the Departrent of
Public Wl fare, one of four state prograns so organi zed. ** The state prograns
are all organized differently, yet they all have the sane probl ens: plus ca

change, plus c'est |a meme chose. State programpeople would tell you that

what ever m ght devel op at the national or |ocal |evels of governnent, it is

the states that ultimately nmust organize and i npl enent the public prograns.

*"Us" here refers to the state nmental health programdirectors; a singular,
rapi d-turnover group whose relationship inter pares is one of friendly
rivalry, a sharing of concerns in a club-like atnosphere.

**|n M nnesota this neans, anong ot her things, relatively | oose connections
with public health prograns at the state and | ocal |evel.
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Nov for the Minnesota picture:

1. Recent developments

1

A smple array of statistics tells part of the story:
1960 1965

Mentally ill(incl. inebriates)in Minnesota state hospitals 10,300

Total admissions, mentally ill
First admissions, mentally ill
Total discharges, mentally ill

Non-state hospitals (excluding University, Veterans

Admininistration)
No, of units
3
No. of beds
No. of Total Admissons (to above units only)

4
State beds per 1,000 population

Total beds per 1,000 population

Total beds per 1,000 population (including University,
Veterans Administration)

Community Mental Health Centers
No. of centers
No. of counties served
% of state popul ation served
State popul ati on

NOTES: 1. Figures are for June 30 of the year rounded.

Exception: figures italicized are for cal endar year 1964,

recent avail abl e.

2. University of Mnnesota: 68 beds

3,240
2,240
3,320

16

819

10, 700
3.01

3.25

3.74

13

44/ 87
34%
, 414, 000

Vet erans Adm ni stration: 1200 beds approxi nately.

3. During the 1960-64 period, two newunits opened,

ot hers have gone up or down.

4., Refers to nunber of resident patients

-0-

6, 600
3,790
2,210

4,570

17
786
12, 900

1.87
2.10

2.46

22

79/ 87
90%
3, 521, 000

t he nost

one cl osed, and



Ti me does not permt discussion of the utilization of state and | ocal
nur si ng hores, accounting for the rel ease of several hundred geriatric patients
fromboth nental illness and mental retardation state institutions during this
period. For reasons of space and sinplicity we |ikew se cannot discuss the

i nportant devel oprments in the mental retardation field.

2. Future prospects

Here | amusing just a fewexanples to showwhat is going on in Mnnesota.
Allow ng for variation, this would afford a cross-section of the kind of
activity going onin all the states.

a. Wilization of federal funds for conprehensive community nmental health
servi ces.

As the above statistical table shows, Mnnesota has a very wel | devel oped
community nmental heal th services program established by state | awin 1957.
By federal definitions, however, it is not a "conprehensive" program** W
are studyi ng ways of maki ng use of federal funds for construction and staffing
of centers, where added staffing woul d bri ng about programexpansion. At the
 evel of the individual |ocal operations in Mnnesota, the difference between
the federal and M nnesota patterns creates probl ens of accommodation. At the
state level we are troubled by the |oose goal -orientation of the federal program
design and the possibility that the conprehensive centers nmay produce rel atively

little in the way of concrete solutions to nmajor public problens.

*Federal funds for the devel opnent and inpl ementati on of conprehensive comunity
nmental health services are divided thus: P.L.88-164, passed in 1963, provides
funds for construction. P.L.89-105, passed in 1965, provides initial funds

for staffing.

** A "conprehensive program" by federal regul ations, nust contain at |east in-
patient, out-patient, energency, partial hospitalization, and coomunity con-
sultation services. Mst of the Mnnesota coomunity nmental heal th center
operations have fromthe outset concentrated on out-patient services and
commni ty consul tation.
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M nnesota was one of the first two states* to have its centers construction
pl an approved by the federal government. Thus it is in arelatively advantageous
position, A brief reviewof individual projects comng on sooner or |ater m ght

be illustrative.

1. Two of our centers, high onthe priority list, have decided to "go it
alone" without utilizing federal funds. Athird has dropped out, at |east

tenporarily, because of problens at the county | evel of governmnent.

2. Two centers, one relatively quite early in planning stages and t he
ot her rel atively advanced, woul d establish conprehensi ve-type prograns, includ-
ing in-patient services, inrenote areas over a hundred mles away fromthe

nearest state nental hospital.

3. One program —the nearest to realization —would tie together under
al nost i deal circunstances the services of a comunity nental health center and

a private** hospital in a sem-urban area of 120, 000 popul ati on.

4. (ne very | arge-scal e undertaking invol ving two juxtaposed private**
hospital s in M nneapolis poses many probl ens whi ch nust be solved if the project
is to get underway. Among themthe nmost interesting and challenging is the
unfam liar confrontation of the public and nonpublic sectors of the nental

heal th care establishment.

*Mbdesty prevents us fromclaimng to be the first; though Mnnesota was the first
state to submit an approvabl e pl an.

**"Private" here is used in the sense of voluntary, nonprofit commnity general
hospitals simlar tonmany in Britain prior to 1948.

-11-



b. Developrents inthe nental retardation field

Mental retardation prograns are at the threshold of really exciting devel op-
ments in M nnesota. This encouraging prospect stens froml arge-scal e pl anning
efforts nade possibl e by federal funds; federal funds for construction and hope-
fully also staffing of local facilities; an effective parents' organization;
power ful support and | eadership fromthe Governor's office; a breakthrough in
state legislative support in 1965; and the continuing work of the Department of

Public Wl fare, which is the state agency responsi bl e for admni stration.

c. Medicare

Tucked away in the nedicare bill are provisions that will have strong
t hough unpredi ct abl e effects in geriatric prograns in state nental hospitals.
Medi care wi || broaden the access of borderline and needy famlies to quality
nmedi cal care, including psychiatric care, and will no doubt allowthe private
i nsurance conpani es, the [ abor uni ons, and other carriers to extend coverage

into as yet uncovered fi el ds.

I11. Manpower
Where will the people come fromto staff all of these prograns? This is a
terribly vexing question, for which no satisfactory answers are in the offing.

Psychiatrists are in the nost urgent shortage,

The basic probl em exenplified nost seriously in psychiatry, but extending
to other nental health professions, is the |l owprestige accorded to public
service; A so the fallacy in supposing that training and manpower production
based on private enterprise concepts and the val ues of the professions thensel ves
wi Il sonehow automatically or by osnosis solve the urgent public problens of
t he day.
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Ways of dealing with the situation are:

1. Early exposure.

W are, for exanple, developing recruitnent literature and techni ques

ai ned at hi gh-school students.

2. Continuing pressure on the training prograns.

This is especially appropriate with regard to training prograns based in
public institutions, Pressure is applied also on the National Institute of
Mental Heal th, which is now supporting a very | arge segnent of the professiona

traini ng establishnent,

3. Plunder of other prograns at hone or overseas.
This is the nost futile and sel f-defeating approach, but the nmost commonly
taken. It is based on a spiraling demand narket and uses all nanner of selling

t echni ques.

4. Wilization of manpower skills and del egation of responsibility.

Exanpl es: In-service training and utilization of front-1line professiona
groups at the |l ocal |evel (welfare workers, clergy, teachers, public health
nurses, etc.); use of volunteers; use of nonmedi cal admnistrators, etc.

M nnesota has been a | eader in these areas, though there are those who believe
we have gone too far. W touch here on Anerican invincibility, if we don't have
psychiatrists, we will find ways of running our prograns wthout them Still
there are serious questions of howfar psychiatric responsibility, and nore

basi cal |y medi cal responsibility, can be del egated away.
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In summary, we stand at a turning point: nuch has been acconplished, and
much remains to be done. Inny viewthe outlook is optimstic, the Arerican

Dreamwi thin our grasp.*

*The American Dreamis both real and unreal. 1t has found political expression
inslogans: "Normal cy" (Harding), "Prosperity" (Hoover), "NewDeal " (Roosevelt),
"Fair Deal " (Truman), "NewFrontier"(Kennedy), "Geat Society" (Johnson), A
conpact and |yrical expression is the poemAnerica the Beautiful, by Katherine
Lee Bat es:

0 beautiful for spacious skies,

For anber waves of grain,

For purpl e nmountai ns naj esties

Above the fruited plain!

Anerica! Americal God shed H s grace ont hee,
And crown t hy good wi th brotherhood

Fromsea to shining seal

O beautiful for pilgrimfeet,

Whose stern, inpassioned stress

A thoroughfare for freedombeat

Across the wi | der ness!

Anerica! Anerica! God nend thine every flaw,
Confirmthy soul in self-control,

Thy liberty in | aw

0 beautiful for heroes proved
Inliberating strife

VWho nore than self their country | oved,
And nercy nore than lifel!

Anerica! Arerica! May God thy gold refine
Till all success be nobl eness

And every gai n divinel!

0 beautiful for patriot dream

That sees, beyondthe years,

Thi ne al abaster cities gl eam

Undi mmed by hunan t ear s!

Anerica! Amrerica! God shed Hs grace on t hee,
And crown thy good with brotherhood

From sea t o shining seal
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