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In accordance with House Resolution 64, 1963 General
Session, your Interim Committee on Ways and Means
herewith submits its final report on state mental health
services.

The committee is indebted to the many persons, both
private citizens and public officials, who were of invaluable
assistance in the course of this study.
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HonorasLE Rosert W. CrownN, Chairman
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Dear Mr. Crown:

The Subcommittee on Mental Health Services was ap-
pointed following adjournment of the 1963 General Leg-
islative Session in accordance with House Resolution
No. 64.

The subcommittee wishes to express its appreciation to
the professional personnel of various agencies and to the
thousands of private individuals who provided information
and opinions for the committee’s consideration.
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INTRODUGTION

About § percent of California’s mentally retarded population
have traditionally been a responsibility of state government.
These are the ones who require care and services their families
are unable to provide. Since 1850, the state has maintained state
hospitals for these people. :

This is the first of two reports about these retarded persons,

their families, and the state system designed to meet their needs.

This first report describes an organizational weakness.

The second report, to be published later this year, will review
the state’s hospitals for the retarded and will include suggestions
for improving the services in these state facilities.

* * * * * * LJ

In 1963, House Resolution No. 64 created an interim com-
mittee to study mental health services in California. Three assem-
blymen have served as a special subcommittee of the Assembly
Ways and Means Committee to conduct this study.

The interim committee members are: Jerome R. Waldie (D),
of Antioch, Chairman; Frank Lanterman (R), of La Canada, and
Nicholas Petris (D), of Oakland.

The first few months of the subcommittee’s activities were
devoted to investigating general problems in the Department
of Mental Hygiene, culminating in a public hearing on October
22, 1963. In December 1963, the subcommittee selected the field
of mental retardation for intensive study and since then has been
conducting an analysis of the state’s program for the retarded.

There were several reasons for concentrating on mental re-
tardation:

Federal funds had recently been made available to speed

a the development of state programs for the retarded, and
the Legislature would have to be prepared to make effec-
tive use of these funds.

In 1962 the Department of Mental Hygiene, at the re-
quest of the Legislature, prepared a “Long Range Plan
h for Mental Health Services in California.” That plan sug-
gested a sharp change of direction in state services for
the retarded, but the Legislature bad not yet taken steps
to enact laws to accomplish the recommended changes.

In 1963, the California Study Connnission on Mental Re-

c tardation was created to suggest additional legislation to
the 1965 General Session. The Legislature should be pre-
pared to evaluate the connnission’s proposals.

From time to time questions bave been raised regarding
d conditions in our state hospitals. Previous legislative com-
mittees had probed specific incidents, but a comprehen-
sive review of hospital programs and policies was needed.

The Legislature bas long been frustrated in its efforts to
solve the chronic problem of families with children on
the “waiting list” of state hospitals. Despite the rapid ex-

e pansion of the state bospital system and the development
of commmumnity mental bealth programs, the “waiting list”
remains a constant problem. The subconmmittee deter-
mined to focus a major portion of their energy in an
effort to understand and solve this problem.


































HEALTH BE GIVEN

THE REGIONAL DIAGNOSTIC—COUNSELING-SERVICE CENTERS
-

WE PROPOSE THAT THE CALIFORNIA DEPARTMENT OF PUBLIC
RESPONSIBILITY FOR ESTABLISHING

STANDARDS AND FOR CONTRACTING WITH APPRO-
PRIATE COMMUNITY BASED MEDICAL AGENCIES
WHICH WOULD PROVIDE REGIONAL SERVICES,
AND FOR TRANSMITTING STATE FUNDS TO
THESE REGIONAL CENTERS FOR DIS-
BURSEMENT ON BEHALF OF THOSE
FAMILIES WHOSE CHILDREN ARE
FOUND TO BE ELIGIBLE

In testimony before the committee, the Department of Public
Health indicated its reactions to the committee proposal; 23

“The Department of Public Health favors the first
principle of the above proposal, namely ‘that the state
shift its responsibility from the time when the child
enters the state hospital to the time when expert diagnosis
establishes the fact that be needs special care bis home
cannot now provide.” This would be a major step for-
ward, both toward curtailing unnecessary bospitalization
and toward getting appropriate guidance to families and
care to patients when these are urgently needed. Follow-
ing this principle would also permit making the maxi-
num, planmed wse of all private and public resources
available for care of the mentally retarded.

“State support of regional diagnostic-counseling-service
centers would provide on a starewide basis the highly
skilled carly diagnosis and counseling for such pat?ent:
now available only on a limited basis. This type of com-
prebensive service bas demonstrated its value as a means
of meeting the nced for prompt, definitive diagnosis and
f:Oﬂn:gltng as to proper care. It aids in minimizing the
shopping around’ which plagues so many families with
a mental retardation problem.

= Testimony given by Dr. Breslow before the Assembly W, ays
and Means Subconnnittee on Mental Health Services, Department
?f II;;:;;I:: Health, at a public hearing in Santa Cruz, December
1 :

“Administration of these regional centers would prop-
erly fit, as the proposal suggests, in the Crippled Children
Services of the Departizent of Public Health. Placement
here would permit taking maximmum advantage of experi-
ence in developing spccialized facilities for several types
of handicapping conditions such as congenital beart dis-
ease, cerebral palsy and others. Developing of a high-
quality service uniformly throughout the state is the
pattern to be followed.”

It has been estimated by public healcth officials that 10 such
centers could provide service to the number of retarded persons
needing service each year. The regional approach is the best
way to guarantee a uniform standard of service throughout the
state and—as has been demonstrated by the Child Development
Clinic of Los Angeles—traveling teams can effectively “reach
out” to serve remote rural areas.

It is further recommended that at least two of the regional
centers be based in medical schools and serve as research centers
and manpower training programs for mental retardation special-
ists in the various disciplines.

The importance of the role of these centers in the development
of the alternative system cannot be underestimated. Skillful early
diagnosis and careful planning with the family is essential. The
regional centers would provide diagnosis for any child suspected
as being retarded.®™ They would also carry responsibility for
establishing the eligibility of retarded children for state-supported
services and would assist families in placing these children in com-
wnmity facilities, state bospitals, or in caring for the child at
home.

Since publication of the committee’s preliminary proposal in
June 1964, several questions have been asked with regard to the
organization of the proposed regional centers. While it is not
possible in this report to deal with all the professional and admin-
istrative issues that have been posed, some of the major questions
will be briefly discussed since the regional centers are of such
critical importance in developing the alternative system.

*For a description of the “‘traveling clinic” sce “California
Health”, Vol. 19, No. 24, June 1962.

# The details and wvalues of such clinical services are well estab-
lished. See Public Health Programs for the dentally Retarded in
California (California Departinent of Public Health, March 1964).
Also, The Iivaluation and Treatment of the Mentally Rerarded
Child in Clinics, National Association for Retarded Children,
1956.
















regional center any unfavorable conditions they may find
when visiting their children. If the regional center has
any evidence that an approved facility is negligent in
complying with their contractual agreement, and so
recommends, state support funds should immediately be
withdrawn for all children in that facility.

It may be argued that insistence on high standards may in-
hibit the use of many private community facilities and rerard
the rapid development of the alternative system. This may be
true, but in the committee’s judgment it is essential that the new
system start off properly. Experience in other programs has
shown that it is very difficult to correct inadequate programs
once they have been established and have gained niomentum.?*
In beginning the alternative system for the retarded it is possible
to avoid past mistakes.

It may also be argued that the proposed new standards and
fee schedules will not solve the existing duplication of state
activity in this field but will only increase the multiplicity of
agencies involved. It is quite true that the committee’s proposal
will not solve some of the long-standing anachronisms in the
organization of California’s licensing programs. But to wait for
a resolution of that entire problem would mean authorizing the
use of substandard facilities in this new program—a risk the
committee is not willing to consider.

Hopefully, the proposed new system of standards will have the
effect of forcing standards in other programs to rise. Quite pos-
sibly, in the future, standards for all mental retardation programs,
including our state hospitals, will be governed by the same ma-
chinery .34

® Our recent experience in the field of mursing home care for
the aged provides many lessons. (See final report, Assembly Ways
and Means Subconnnittee on Institutions, 1965.)

%It is worthy of note thar by long established tradition state
institutions are exempt from the requirements of law pertaining to
child care. The state institutions mmust obey the law concerning
licensing of motor cars or gasoline pumps or dogs, bur whar the
state demands in essential standards from private child care in-
stitutions it does not demand from its own state facilities serving
children. The question here is not on the technical aspects of ap-
plying for and securing a license but rather on the essence of the
licensing process . . . the protection of children. Thus a mode of
accrediting state residential facilities for the mentally retarded will
create a means wherein the state meets its ethical responsibilities.”
Accreditation of Residential Care Facilities for the Mentally Re-
tarded, Gunnar Dybwad, ].D., Executive Director, National As-
sociation for Retarded Children, presented ar American Associa-
tion on Mental Deficiency, Portland, Oregon, May 1963.

GUARDIANSHIP IN THE NEW SYSTEM
-

As the California Study Commission on Mental Retardation
points out, “There is no more poignant or challenging question
than the cry of the parent: ‘What will happen to my retarded
child when I am no longer able to care for him?’” 3% The state
hospital—because of its permanency—has provided an answer.
The subcommittee has received considerable testimony indicating
that although many families would like an expanded use of home
care and private community care, they are anxious about the
long-term stability of these alternative arrangements:

“We must provide a leghl guarantee for continuity of
care if we establish the private residential plan.” 3¢

“There is a deep concern that we will detract from the
stability and inberent protection provided by the state in
a bospital with continuity of care and protection for these
children after the parent bas gone.” 37

“The bospital is seen by the parent as a stable and per-
manent institution. The foster bome, on the other band,
is a private enterprise that may go out of business for a
variety of reasons. Parents of cbhildren in foster homes
must always be concerned with the possibility of its
closing mnecessitating the relocation of the child.” 38

THE COMMITTEE RECOMMENDS THAT GUARDIANSHIP
BE AVAILABLE AS PART OF THE NEW SYSTEM

_

In order to provide families with full assurance of continuity
of care for their retarded children, it is essential that whenever
the state assumes responsibility, either in a state hospital or in a
community facility, that, upon parental request, the state will
agree to supervise the care of that child after the parents are no
longer able to participate.

The committee is recommending a shift in the time and form
of state responsibility. But the content of state responsibilicy—

% Report of the California Study Conmnission on Mental Retar-
dation, The Undeveloped Resource (State of California: January
1965), p. 77.

i ’I!e[;rimony given before the Assembly Ways and Means Sub-
conmiittee on Mental Health Services by Mrs. Vivian Walter at
the Sonoma public bearing, February 21, 1964.

W Testimony given before the Assembly Ways and Means Sub-
conmittee on Mental Health Services by Mrs. Bess Hearne Toret-
sky at the Los Angeles public hearing, October 2, 1964.

* Letter to connnittee from Ronald L. Hunt, December 21, 1964.













A REDEFINITION OF THE NEEDS
OF THE RETARDED POPULATION

The results of a study done by the Department of Mental
Hygiene and reported in A Survey of Patient Needs for Resi-
dential Care and Assistance® indicates the potential for the use
of facilities other than the state hospitals for caring for the
retarded. This survey included all of the retarded who were in
the hospitals and on the waiting list during the first few months
of 1963. In doing this study, the Department of Mental Hygiene
tried to determine the type of residential care most appropriate
for each patient. The determination of the most suitable type of
residential care facility was made according to the nced of the
patient, regardless of whether or not such a facility existed in the
community at the time of the survey.

There were four categories of residential care utilized in the
study:

HOSPITAL CARE—the patient needs placement in a hospital
1 for intensive treatment for medical, surgical, or psychi-

atric services.

24-HOUR NURSING HOME CARE—the paticnt needs placement
2 in a nursing care environment with occasional medical,
surgical, or psychiatric assistance.

FOSTER HOME CARE—the patient’s needs could be most ade-
3 quately met in a home other than the patient’s own home
or that of a close relative.

4 HOME CARE—the paticnt could benefit most by placement
in the home of parents, siblings, or other close relatives.

OTHER—2 category used only where previously defined
categories did not apply.

Each one of the patients in the state hospitals and on the
“waiting list” to a hospital was placed in one of the above cate-
gories. The results of the survey are presented in Table III.

* Biostatistics Section Bulletin No. 34, Department of Mental Hy-
giene, Research Division, August 1963.

TABLE 111

Type of residential
care most appropriate Population Percent

1. Hospital care 5,129 36.7

2. 24-hour nursing care 3,837 2743

3. Foster home care 3,882 27.8

4. Home care 1,114 7.9

5. Other 16 0.1

TOTALS

The most significant fact brought to light in this study is that
less than 40 percent of those who were in the state hospitals or
on the “waiting list” were placed in the category of needing hos-
pital care. Over 60 percent of the patients studied could have
their residential care needs more adequately met in a setting
other than a hospital. The importance of these findings is most
significant in terms of the change in emphasis which must be
made in future state planning. Not only is the hospital bed build-
Ing approach an expensive way for the state to provide services
for the retarded, but it is a method which does not fulfill resi-
dential needs for the patient in the most satisfactory way in over
half of the cases. '

Since the publication of Biostatistics Bulletin No. 34, the De-
partment of Mental Hygiene has redefined the original four
categories of residential care needs and grouped the patients into
two broader and more general categories. Table IV shows the
manner in which the reclassification was accomplished and indi-
cates the two broad categories from which the department now
projects future bed needs.*

* The most recent projection of bospital bed needs published by
the Departinent of Mental Hygiene based omn the regrouping of the
categories found tn Biostatistics No. 34 way be found in the De-
partment of Mental Hygiene’s Tentative Proposal for a Five-year
Program, October 5, 1964.




TABLE 1V

BIOSTATISTICS NO. 34

CATEGORIES (1963) REDEFINED CATEGORIES (1964)
Type of Type of .
residential care Population residential care Population
Veed hospital care 5,129
Tl 34 Lomr Need hospital care 8,966
nursing care 3,837
Need foster home
care 3,882 Need residential
care (other than
Need home care 1,114 hospital care) 4996

’ TOTAL 13,962

The redefined “need hospital care” category shown in Table
IV is a combination of the “need hospital care” and “need nursing
care” categories used in Biostatistics Bulletin No. 34. The rede-
fined “need residential care” category is a combination of the
“need foster home care” and “need home care categories” of
Biostatistics No. 34. These redefined categories modify the im-
pact of the findings of Biostatistics No. 34, for upon redefinition
the department now believes 64 percent of the patients in state
hospitals and on the waiting lists need hospital care as compared
to the 37 percent listed as needing hospital care a year ago.

In the Department of Mental Hygiene’s Tentative Proposal for
a Five-year Plan, the department projects state hospital bed needs
for the retarded in California on the basis of the figures in the
redefined categories. The accuracy of these projections rest on
the assumption that all who are in the redefined “need hospital
care” category are, in fact, in need of hospital care. There ‘is
some evidence to indicate, however, that many of those who were
in the original “need 24-hour nursing care” category and are
now redefined as needing hospital care, could actually be cared
for very adequately in community facilities. (The department
has conducted what they believe to be a successful program of
placing persons who were categorized as “needing nursing care,”

int_o family care nursing homes where they are “making a very
satisfactory adjustment.”)5 8

The classification of patients according to their residential
needs as is done in Biostatistics No. 34 and in the department’s
Tentative Proposal represents a more sophisticated approach to
planning services for the retarded. Even though the exact number
of persons actually needing hospital care rather than other types
of residential care could not be precisely estimated in either of
the reports, both reports point out the need for the development
of residential services which can serve as alternatives to state
hospitalization.

* A letter to the subconmmittee from Dr. William Beach of the
Department of Mental Hygiene on October 9, 1964, stated that
placements J‘r_om the state bospitals into private nursing homes
{;‘m}e resulted in the majority of the patients being correctly placed:

The key to successful placement lay in the careful selection and
screemsing of facilities and patients. A period of intensive followup
supervision immediately after placement was also indicated to
facilitate adjustment. When this bas been dome the adjustment of
those placed appeared to be adequate, with the facilities currently
caring far'pattent.r rendering satisfactory to excellent care.”

. "There is ome additional problem in the projections for bed needs
in the department’s Tentative Proposal. In addition to the patiepts
in the bospitals and on the waiting list who are included in the
redeﬁngd “need bospital care” category, the department also in-
cludes in their figures some 650 retarded who are now residing in
private nursing bomes. A survey of private facilities cmlductei by
the subcovonittee found that 51.3 percent of those in private nurs-
;ngdbtmne: 'wire_ also on th; waiting list. As a result, over 300 re-
ardates are being counted rwice ; j jecti

state bospital bed %zeed:. " WA wevelopis rcjecions o
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Actulal costt T Actual cost
April 1964 Comments April 1964
OPERATING EXPENSES R i ommerts
L .
14. Hospital per capita 44.18 44.18
MISCELLANEOUS
]
15. Central office 6.40 6.40
administration
16. Depreciation on 11.23 11.23
improvements and '
equipment
17. Interest on capital 14.75 14.75
investment
18. Premium on auto 0.05 0.05
insurance
19. Attorney General’s 0.12 0.12
charges - :
20. State administrative 3.76 ' 4.12
overhead |
21. Workmen’s compen- 4.24 4.24
sation
Total miscellaneous $40.55 _ $40.91
Recapitulation
Personal services
(1 through 13) $226.42 $248.68
Operating expenses (14) 44.18 44.18
Micellaneous © 4SS 40.91
(15 through 21)
Grand total $311.15  $384.93 if fully staffed $333.77 $389.36 if fully sta
at classified level : at classified level
Estimated 1963-64 monthly
hospital per capita cost—
Sonoma (all wards) ... $328.00

' Cost figures for 1 through 8 are based on the actual gross payroll checks dated May 1, 1964, for the h
employees assigned to the wards surveyed. The remaining cost figures are based on data appearing
Governor’s 1964—65 Budget and/or information furnished by the Department of Mental Hygiene.

In addition to the above costs, each  of the three wards makes use of acute hospital services when the need
These services are, of course, more expensive than ward care. The following indicates the extent to which
hospital care was required for the past six months.

.
Acute Hospital Care (Six-month Totals)
Ward Number of patients  Total patient-days

JOHNSON 10 325§

CORCORAN 13 275



COST OF GOMMUNITY
RESIDENTIAL SERVIGES

The costs of community services that can be used as alterna-
tives to state hospitalization are less easily estimated than the

facilities tend to reflect the amount which these agenc_ies know
parents can afford, rather than a fee which is truly equitable. As
one witness stated, “Due to a lack of funds on the part of a ma-
jority of parents, most private facilities are forced to keep their
fees at a bare minimum. Therefore, we should not set our fees
according to costs as they now exist.” '

costs of state hospitalization.

On the basis of the studies and hearings conducted by the sub-
committee, however, some rough estimates regarding- the costs
of some alternative services can be made.

The results of a survey of private residential facilities done by
the subcommittee are presented in Table V. This study indicated
that about 8 out of 10 retarded who were in these facilities at the
time of the survey were being cared for at less than $300 a month.
It can be seen, however, that there are differences in the costs of
private care, depending on the type of facility being utilized.

. In addition to these studies, testimony given before the sub-
committee at its hearings gives further indication of some of the
costs of community care. The Department of Mental Hygiene
now spends about $165 per month for the foster home care of
the retarded who are included in their “aftercare” program.
(This includes administrative overhead.) If a retarded person
is eligible for welfare support, however, the fees paid by some
counties for foster care may exceed this amount.'' (Fees in excess
of $175 per month paid by governmental agencies for the purpose
of placing the retarded in foster care facilities appear to be the
exception, and not the rule.)

Under the present system any discussion of the true cost in-
volved in subsidizing the placement of persons in community
facilities is open to question. The system, as it now exists, requires
that any parents wanting to place their child in a residential fa-
cility other than a state hospital must pay the fees.’? The rate of
utilization of private facilities is high only among the higher in-
come families (see Table VII)."™ The rates charged by private

" At a public bearing in Santa Cruz, December 5, 1964, in testi-
momny given before the Assembly Ways and Means Subconnmitree
on Mental Health Services, it awas pointed out the Santa Clara
County Welfare Departinent has paid over $300 per month for
support of children in private residential schools.

“The only exceptions are children whose parents are on wel-
fate and children placed out of the state bospirals on aftercare
basis, in which case the state pays for the placemnent.

W Supplementary Factual Report No. 2 indicates that rate of
utilization of private facilities increases significantly in families
with a yearly family income in excess of $10,000. (See Table VIl.)

" Testimony given before the Assembly 1Vays and Means Sub-
connnittee on Mental Health Services by Mrs. Mary Jeffrey at a
public hearing in Los Angeles, October 2, 1964.

TABLE VI

COST OF CARE PER MONTH
IN PRIVATE FACILITIES

“

74.5% 63.3% 75.9%

Total All
Facilities

55.2%

3 X
32 2
o~
o
Family Residential Nursery Resident All
home care school facilities
Number 180 207 456 586 1429
of cases
reported Legend
Over $300  $150-$300  Under $150
per month  per month per month




TABLE V1!

RATE OF UTILIZATION OF PRIVATE FACILITIES
BY INCOME GROUPS

80%,— 192 262 251 68

52.4%

20.6%

Less than $4000 to $6000 to M
. ore than
$4000 $6000 $10,000 $10,000

YEARLY FAMILY INCOME

Live at
home

Legend:
Live in
private
facilities

The foregoing indicates that although there is a great deal of
evidence supporting the notion that community care is less costly
than care in a state hospital, caution must be exercised in trying
to state the case too strongly. If the state is to adopt a system
which subsidizes placement in community facilities, then fees
which reflect the true cost of good service will have to be estab-
lished. The result may be an increase in the fees as we now
know them.

There is still evidence which indicates that payments would
not exceed the $300 per month cost of state hospitalization for
most cases.)® Even if the support costs for community care did
exceed $300 per month in some cases, the state would still save
money by not having to build as many additional hospital beds.

’

IT SHOULD BE MENTIONED THAT COMAMIUNITY CARE IS NOT SYN-
ONYNOUS WITH PRIVATE RESIDENTIAL CARE. COMNMNUNITY CARFE COULD
INCLUDE SUPPORT FOR CHILDREN PLACED IN PUBLIC AGENCY FACILI-
TIES SUCH AS PUBLIC SCHOOL DAY CARFE CENTERS AND NURSERY
SCHOOLS, PAYNIENT FOR HOME CARE AIDS SUCH AS HOMFENAKERS,
PAYMENT FOR ANY OTHER APPROVED SERVICES NEEDED BY THE CHILD
AS AN ALTERNATIVE TO THE STATE HOSPITAL.

% Ay, Jewell Trumbo in testiniony given before the Assembly
Ways and Means Subconrmittee on Mental Health Services at a
public bearing, Los Angeles, California, October 2, 1964, says, “I
operate a howie for retarded children privately. We charge ap-
proximately $200 a month, with awhich we have been giving the
kids something that we think is better than they can receive at the
state bospitals . . . and we are not going in the bole, we're mot
go[ing ybroke, and we can certainly busld a lot cheaper than $15,000
a bed”






















