





























: IT. SUMMARY OF FINDINGS, CONCLUSIONS,
AND RECOMMENDATIONS FOR LEGISLATIVE ACTIVITY

FINDINGS:

1. Seven state departments administer 44 distinct pro-
grams serving the handicapped.

2. These programs have a duplicated caseload exceeding
926,000.

3. Over $825,000,000 state, federal, and local moneyl
is spent everylyear on state programs and services
for the handicapped.

4. Programs for the handicapped are financed by 21
separate funding mechanisms.

5. Eligibility for state programs is governed by a
total of 14 different age requirements, 14 different

financial tests, 25 separate diagnostic categories,

and a mass of miscellaneous requirements ranging
from parental consent to prohibitions against
"seeking alms".

6. The responsibility for licensing residential
facilities for the handicapped is divided among
three state departments whose jurisdictions are
based on inconsistent, overlapping categories.

7. There is no local or state mechanism to coordinate

services for handicapped people.

1. This total does not include: private expenditures, local expen-
ditures for special education, and AFDC support of handicapped chil-
dren in boarding homes and institutions.





















IITI. BACKGROUND

The disarray of state services for the handicapped confuses
legislators who must evaluate and fund programs, hinders admin-
istrators responsible for delivering services, and confounds
efforts of handicapped people to meet their needs. During the
fiscal year 1967-68, the most recent period for which complete
statistics are available, 7 state departments administered 44
distinct programs serving the handicapped.6 These programs cost over
$825,000,000 of state, federal, and local money and served a com-
bined caseload exceeding 926,000. Twenty-one separate funding
mechanisms provide money for services to the handicapped. Eligi-
bility for state programs is governed by 14 different age require-

ments, 14 different financial tests, 25 separate diagnostic

categories, and a mass of miscellaneous requirements ranging from

parental consent to a prohibition against "seeking alms".
Professional, administrative, and legislative studies have

continually emphasized what they call the "fragmentation" of our

services to the handicapped.

In 1961, a respected California pediatrician constructed the
following diagram to show that the "financing and execution" of
a planned program for the physically handicapped child "is well

nigh impossible":

6. See pp. 23-30 for a summary of programs, funding mechanisms,
eligibility requirements, expenditures and caseloads for FY 1967-68.

7. H. E. Thelander, M.D., "Children, the Victims of Fragmentation",
california Journal of Medicine, 94: 193-195, March, 1961.
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In 1962 an article about medical services in California's

Health stated, "The outstanding characteristic of our present
patchwork quilt of public medical care for children is uncoor-

"8 A former deputy director of the State

dinated fragmentation....
Department of Public Health warned that "...we are entering a
period of more rather than less fragmentation...."

Legislative attention was focused on the whole problem by
H.R. 180 (Unruh and Waldie, 1965) which referred to "the increasing
fragmentayion of activity on behalf of children's needs" and called
for an interim committee study of children's services.lo In 1967

a subcommittee of the Assembly Interim Ways and Means Committee

reported: "...there are many, often more difficult, problems, ...

8. Leslie Corsa, Jr. and Bruce Jessup, "Tax-supportéd Me@ical.Care
for California's Children: Where Should It Be Going", California
Medicine, 96: 98-101, Feb., 1962,

9. Harold M. Erickson, "Can Public Health Fragmentat%on Be Con-
tained Or Coordinated", California's Health, California State
Department of Public Health, Vol. 22, No. 12, Dec. 15, 1964.

10. H.R. 180, california State Assembly, February 18, 1965:
Relative to an interim study of health, welfare, and educational
services for children.



which involve fragmentation of services and poor coordination of
total program efforts, " 11

The preliminary draft of the Governor's Reorganization Plan
Number 1 of 1970 points out that the consumer "has been left with
the formidable task of threading his way through a maze of
services in attempting to find the types of assistance appropriate

to his needs."12

The California situation is not unigue. Our problems are
reflected -- sometimes considerably magnified -- at the federal
level and in other states. The Joint Commission on Mental Health
of Children looked at the nationwide problem and concluded that
many handicapped children "go untreated because the services are
fragmented, or nonexistent, or because they discriminate by cost,
class, or color. Others are diagnosed and labeled without regard

to their level of functioning".13

Why did we develop such a vast, complicated, expensive, and

ineffective number of services for our handicapped citizens?

The Historical Background Of Our Present Problems

The term "handicapped" dates from the Middle Ages when a man

would voluntarily put himself at a disadvantage in the crude games

11. Assembly Interim Committee on Ways and Means, Beport of thg
Subcommittee on Health, Education, and Welfare Services on Services

for Handicapped Children, Vol. 21, No. 19, 1967.

12, Reorganization Plan Number 1 of 1970, a preliminary draft of
the reorganization actions and general provisions of the Plan'subf
mitted to the Commission on California State Government Organization

and Economy, January 16, 1970.

13. Report of the Joint Commission on Mental Health of Children,
Inc., June 30, 1969, Harper & Row, New York, p. 7.







In the first half of the twentieth century the federal govern-
ment and the State of California began to establish specific,
categorical programs and "services" to either provide directly,
some of the necessities of life, or to assist handicapped people
to obtain them through Fnormal" channels.

In California, recognition of specific problems, and the efforts
of special-interest organizations led to the formation of "cate-

gorical" special education programs for handicapped children.

School Programs for the "Educationally Handicapped"
A Case Study

By the late 1950's school districts and county super-
intendents throughout California provided special education
programs for mentally retarded children and for most
categories of physically handicapped children. But, as
Dr. Samuel A. Kirk, head of the University of Illinois
Institute for Research on Exceptional Children pointed
out: "There is one group of children who were not deaf
but could not hear, or who were not blind but could not
see, or who had difficulty in learning but were not
retarded. It was obvious that these children had dif-
ficulties -- but their difficulties were hard to label...."

Entrance to special education programs depended on
acquiring one or another of the categorical labels and
there was no "label" for the children we call "neuro-
logically handicapped”. In 1955 and 1957 the State Legis-
lature appropriated funds to study the needs of "educa-
tionally handicapped" children who were not included in
existing programs. Meanwhile, two pilot projects, one in
Los Angeles, the other in San Mateo, were developing
methods for teaching the "neurologically handicapped". In
the spring of 1959 the first parents groups were formed
in Los Angeles and Orange County, and the next year the
California Association for Neurologically Handicapped Chil-
dren was incorporated as a statewide organization.

In 1961 the result of all this activity was the intro-
duction of S.B. 616 (McBride) to provide special education
for the neurologically handicapped. When the bill was
defeated, CANHC focused its attention on including neuro-




logically handicapped children in the existing provisions
for the education of "physically handicapped" pupils. How-
ever, when the Attorney General ruled that the law would

not permit this interpretation, the need for new legislation
became overwhelmingly apparent. 1In 1963, A.B. 464 (Waldie)
included both neurologically handicapped and emotionally
disturbed children in a special education program for the
"Educationally Handicapped". With the combined support of
both the California Association for Neurologically Handi-
capped Children and the California Mental Health Association,
"hardening of the categories" in special education was
maintained by establishing yet another category.

The same special interest forces at work at the federal level
produced funds for specific health and health-related programs. In
1936, the Federal Social Security Act, at the insistence of active
women's organizations, delegated responsibility to a separate agency
to administer special funds for maternal and child health programs.
The Social Security Act also made crippled children's services funds
available to the states. 1In subsequent years, Congress earmarked
funds for a variety of specific purposes ahd special programs, all
of which had to be accounted for separately and were administered
by different state departments.

Two powerful incentives promote the development of services
limited in scope for limited categories of clients. One incentive

is the public relations factor. Dr. Erickson describes it this way:

"Special programs designed to meet specific needs
seem to be more visible, more dramatically explained,
and more vigorously justified. People, whether they
are legislators or the public, do not get excited
about generalized services which they have come to take
for granted. The whole voluntary agency movement with
groups rallying around specific problems are examples
of this and are related to it. We all know from our
own experience that community action takes place most
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quickly when people are faced with a specific under-
standable concern which provides motivation to deal
with it. These same dynamics are really what are at

play in the legislative processes."

The other incentive is the legitimate and necessary legis-
lative concern for limiting and predicting expenditures. One
major question about any new program is "How much will it-cost?"
A program designed to do everything for everyone defies cost
analysis. The cost of a limited program (e.g., to provide up to $120
a month for anyone living in California, sixteen years of age or
older, who is unable to provide himself with the necessities of
life due to loss or impairment of eyesight, who does not receive
OAS or ATD funds or live in a public institution for tubercuolsis

or mental illness and does not seek alms) is considerably easier

to assess.15

There are several other factors operating to preserve discon-

nected, categorical services. Mr. Niall Tabor, the author of a

proposal to restructure services to the handicapped and a parent

of a handicapped child, identified two major roadblocks:

“Public and private agencies and the individuals staffing
them all exhibit the very human trait of defending their
existing realm of operation and their particular approach
or technique of handling a given problem."

"The fact that an activity has been always conducted in

a certain fashion is accepted as proof that this must

be the only way to conduct such a function. Often functions
are conducted in observigce of tradition that is totally

ritualistic in nature."

4. ‘Brickson, op. cit.. p. 90,

15. See Aid to the Blind, California W. & I. Code Sections 12502, 12550,

125852, 125586, 12559, and '12560.

l6. Niall E. Tabor, "A Proposal for a Responsive Program for Handi-
capped Children in California", November 16, 1964, pp. 32-33.
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Some professionals defend existing categorical programs in
near-cosmic terms:

You cannot think without categorizing. The essence of

thinking is to separate out those aspects of a situation

which are relevant to an event from tggse which are not

pertinent. Thinking is categorizing.

Others are naturally very anxious about the possibility of
"losing" the programs they have worked to establish:

We are very impressed with the results of the present

diagnostic services available to the physically handi-

capped and would be loath to see them moved into "centers"”

without a great deal more testing and evaluation of

the program.l

‘Categorical programs and "Balkanized" consumer organizations
capture the allegianée of parents of handicapped children. The
diagnostic "label" attached to their children has become a deter-
mining factor in shaping their'pérticipation in public affairs.
A recent survey of the membership of the California Council for
Retarded Children solicited the following reply to a question
concerning the future intentions of members:

One half year ago our child was finally diagnosed correctly

as autistic rather than retarded. We now have joined

the Society for Autistic Children and will give our time

and effort to that group because there is a tremendous
need for help for the autistic child.

17. Daniel Johnson, Coordinator of Special Education, Alameda
County, paper presented to the Inter-Agency Committee on Legislation
for Exceptional Children, prepared December 5, 1969.

18. Letter from Mrs. Esther Elder Smith, former Executive Director

of Easter Seal Society to Mr. Leo Lippman in re. expanding regional
centers to serve all handicapped dated September 21, 1967.
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DEPARTMENT

Department of
Education
(cont‘'d)

Department of
Mental Hygiene

PROGRAM

17-19,

(a)

20,

21.

22.

23.

24.

(b)

Special schools for
the Physically Handi-
capped

California School for
the Blind’

California Schools for

(c) Diagnostic Schools for

the Deaf

Neuologically Handi-
capped’ Children '

. Administration: Division
- of Special Schools and

Services

Title VI: Educational
Improvement for the

< i Handicapped

Grants to Teachers of
Physically Handicapped

- . Minors

-

Hospitals for the -
Mentally Ill

Hospitals for the
Mentally Retarded

FUNDING

Annual General
Fund Appropria-
tions, Payments
by School ‘Dis-
tricts, ASEA
Title I.

General Fund
Annual Appropria-
tions

Federal Funds
. of

General Fund
Annual Appropria-
tions

General Fund
Annual Appropria-
tions and patient
fees (1967-68)

Now 90%-10% State-
County Matching
funds from Short-
Doyle agencies
purchasing,
hospital.care.

“oa

General Fund
Annual Appropria-
tions and patient
fees (1967-68)

As of 1971, new
placements paid
for by Regional
Centers for
Mentally Retarded

DELIVERING
AGENCY

ELIGIBILITY
REQUIREMENTS CASELOAD COST

(For FY 1967-1968)

At the State
Schools

(a) Berkeley

(b) Berkeley,
Riverside

(c) San Prancisco
Los Angeles

At State Hospi-
tals (1967-68)
Now only through
S-D programs or
judicial commit-
ment

(a) Any blind per-
son of suitable

age and capacity

(b) Any deaf person
of suitable age
and capacity

(c) Diagnosis of
Neurological
Handicap ages
3-21

Mentally ill per-
sons requiring
full-time care
and therapy. (Now
commitments are
limited to those
dangerous to
themselves or
others or unable
to provide them-
selves with food,
shelter, and
clothing)

At State Hospitals. Mentally Retarded

1971 only through
Regional Centers

persons needing
full~-time resi-
dential care.

142

1,060
(enrollment)

459

62,413

(Number
discharged’
and number in
hospitals last
Wed. FY 67-68)
& 2,319
(mentally
retarded)

13,129

$ 876,879
$4,864,451
$1,131,853
s 821,996
$1,688,718

$ 150,000

$122,886,994

n
o~

$54,159,910



DEPARTMENT

Department of
Mental Hygiene
(cont’'d)

25.

(a)
(b)
(c)
(d)
(e)

(£)
(g)
(h)

(i)
(3)

26.

(a)
(b)
(c)

27.

28.

PROGRAM
Short-Doyle Cummunity
Mental Health Services
Outpatient treatment
Inpatient treatment
Rehabilitation
Consultation

Education

L.P.S. Act combines (d)

and (e) and adds:

Partial hospitalization

Diagnostic services

Precare and aftercare
services

Emergency 24 hr. service

Research & evaluation
Neuro-Psychiatric
Institutes

Research

Training

Hospital and clinical

services related to
research and training

Research

Administration

DELIVERING

FUNDING AGENCY

State-local
matching funds:
75%-25% and
50%-50% (1967-68)
Now 90%-10% for
expenditures on
services approved
in local plan.

Local Short-Doyle
Agencies

General Pund

Langley-Porter
Appropriations

Hospital in
San Francisco.
UCLA Neuro-
psychiatric
Institute

General Fund
Appropriations
and Federal
Funds

‘General Fund

Appropriations
and Federal
Funds

ELIGIBILITY
REQUIREMENTS

Mentally dis-
ordered persons
residing in
County. Plan
may include
Mentally Re-
tarded persons

Mentally ill and
Mentally Retarded
admitted in accor-
dance with re-
search objectives.

CASELOAD

COST

{For FY 1967-1368)

162,456
(Number dis-
charged from
inpatient,
outpatient,
and partial
hospitaliza-
tion programs)

990

$34,155,248
(Sstate and
local funds)

$8,837,721

$1,457,019

$5,710,831
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DEPARTMENT
Department of 29..
Health Care
Services
Department of 30.

Public Health
(a)
(b)

31.

32.

(a)
(bi
(c)
(a)
(e)

33.

34.

PROGRAM

Medi-Cal: Payment
for health care and
related remedial .and
preventative services.

Crippled Children's
Services.

~Diagnosis

Treatment

Handicapped Persons
of Normal Intelligence
Pilot Project

Regional Centers for
Mentally Retarded
Diagnosis

Counseiiﬁg
Ouﬁ-o}—home»placement
Referral

Purchase of Services

Comprehensive Services:
Patients with epilepsy

Services and Studies of
Heritable Diseases of
Newborn.

FUNDING

508-50% State-
Federal matching
funds

State reimbursas
County 3:1

Federal funds used

to reimburse.

General Fund
Appropriations

General Fund
Appropriations

General Fund
Appropriations

General Fund
Appropriations

DELIVERING
AGENCY

Card issued by
Health Care Ser-
vices used at
direct service.

County Dept. of
Public Health

or
State Dept. if
County has no
D.P.H,

Units in Sacra-
mento and Long
Beach

Regional Cen-
ters

ELIGIBILITY

REQUIREMENTS CASELOAD

(a) Recipients of
Aid to the
Blind
14,092
(b) Medically Indi-
gent Blind

(c) ATD Recipient
133,126
(d) Medically indi-
gent Disabled

Under 21.  Physical
defects resulting.
from Condenital
Anomaliés or  acquired
through disease, acci-
dent, or faulty develop-
ment. . 3

60,873

Clients selected by 100
Unit Staff /

Any mentally retarded
person in region.

1,003

COST

(For FY 1967-1388)

(a) $8,006,874

(b) $451,436

(c) $117,819,451
(d) $18,805,247

$135,083,008
(Medical payments

to identified
handicapped.)

$16,507,718

$153,032

$1,513,000°

27

$82,740

$139,664






DEPARTMENT

Department
of Social
Welfare

(cont’ad)

PROGRAM

37. Aid to Families with
Dependent Children

(a) Financial Assistance
determined by number
of eligible children
in family.

(b) Payment for maintenance
of child in institution
or boarding home.

38. Community Services
Division.

(a) Placement and service to

patients on leave from

State Hospitals for Men-

tally I11 and Mentally
Retarded.

(b) Consultation cases.

(c) Inpatient and Potential
Patient Services (MR
and Mentally I11)

(d) Precare

(e) Prerelease cases from
state hospitals.

FUNDING

Federal Funds 50%
Remaining 50%
67 1/2 % State
32 1/2% County

State pays $80,
balance from
local funds

General Fund
Appropriations

DELIVERING
AGENCY

County Dept.
of Social
Welfare

Regional
Community
Services
Division
Office

ELIGIBILIGY
REQUIREMENTS

Children under
18 deprived of
parental support
due to (among’
other thing:) £
mental or si-
cal iIncapacity.
Kid can be con-
tinued to age

21 if (among
other things)
child is physi-

cally or men-
tally disabled.

Patient dis-
charged or on
leave from State

Hospital, inpatient

Mentally Retarded
and Mentally Ill,

Currently MR under

MR~PI program can

CASELOAD COST
(For FY 1967-1968)
Estimate: (a)$26,477,5:.5
(Estimat: <
Mentally Re-
(a) 14,036 tarded & Chron-

(Derived from
applying cur- Problems cate-
rent & "Men- gory applied to
tally Retarded" FY 67-68 Ex-
and “Chronic penditures for
Emotional"Prob- AFDC family
lems" categories groups.
of AFDC to 67-

68 caseloads.

This does not

even include

hysicall

SiaETed who

are under "Other

Health Problems”
category.

(b) DSW say they would like

to know what kinds of chil-

dren are in this program but
they haven't broken it down.
We thus have no estimates

of caseload and expenditures
for the handicapped.

ic Emotional

a,b, & c, a

$11,777,793

(a) 36,068

only be post hospital

cases

(b) 948
(c) 3,888

Persons who are at
risk of being insti-
tutionalized.

Patients in residence
at the state hospital.









Retarded to include all handicapping conditions.20 The second
supported Assemblyman Leroy Greene's recommendation. that a master

plan be developed:

(1) to determine the actual numbers of handicapped
children in California, the nature of their disabilities
and the total array of services required to meet these
needs; (2) to analyze in terms of these benchmarks the
effectiveness of existing programs; (3) to recommend
both new programs and reorganization of existing ones;
and (4) to pinpoint administrative responsibility at
every level for the implementation and evaluation of
programs for handicapped children.21

There has, to date, been no administrative or legislative attempt
to include other handicapping conditions in the Regional Center
programs, nor has anyone undertaken the formulation of a master
plan for the handicapped.22

California has no body or agency responsible for the planning,

evaluation, or coordination of services for handicapped people.

20% . Ibid., p. 18,

21, Thbid.

22, 1In 1967, Leopold Lippman, -then Coordinator of Mental Retardation
-Programs for the Health and Welfare Agency, corresponded with repre-

sentatives of private associations with regard to expanding the regional
centers, but no substantive action followed.
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Two departments keep records in conjunction with other pro-

grams for the handicapped: the Department of Health Care Services

knows how many Medi-Cal recipients are Aid to the Blind and ATD

recipients or are linked to these programs; the Department of

Rehabilitation can produce caseloads of cooperative programs

operated with the schools, the California Youth Authority, the
Department of Public Health, and the Department of Mental Hygiene.

One department -- the California Youth Authority -- keeps no

official records concerning the handicapped minors within its juris-
diction. The caseloads on page 30 are based on estimates taken

from a recent in-house report that the Deparctment declines to make

public.24
Only one program -- the Regional Centers for the Mentally
Retarded -- is designed to keep records of all the services

received by a client.

A handiéapped child or adult will probably appear in the
"caseload" of more than one program in any given fiscal year. This
is particularly true of the multihandicapped. If we were to expand
our analysis over a number of years, we would find handicapped
people moving from one grou? of services to another as their needs
change.

The caseloads of individual programs give no indication of
the numbers of handicapped people being éerved. The records of

most programs provide no link with other services or with the

24. Interview with Howard J. Ohmart, Chief of Corrections, Planning
and Development, California Youth Authority, January 13, 1970
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past and future needs of their clients. This crucial lack of infor-
mation has serious consequences for‘évaluation, planning, and

budgeting at the state level.

Evaluation

in order to begin to evaluate state efforts for the handicapped,
we need: (1) concrete goals for specific programs, (2) informa-
tion linking services to each other and to the stated goals, and
(3) a means of relating expenditures to these goals wherever pos-
sible. At this time, we have no priorities, no goals, and little
relevanf information. A cost-effective assessment of total state
efforts is thus impossible.

It is also impossible to construct an evaluation of total

efforts from individual program evaluations. Most "evaluations"

published by state departments are merely descriptions of program
—activities; There is rarely any attempt to relate these activities
to even the most limited objectives -- perhaps because statutory
goals are often vague. (For example, "individual acceptance" and
"social adjustment" are two statutory purposes of special educa-
tion programs for the "trainable méntally retarded". We have

found no evaluation of the program in these terms or by any other

criterion.)

A few programs are evaluated within their specific frames of

reference. The Department of Rehabilitation, for instance, continues

oy, BT ¥






will require a’ détermination and projection of the population to
be serVed?$anéci§ion*cohﬁefning the kinds of services to be pro-
vided, ‘and devi'sihg ways of developing these services.

One approach for developing such information was designed for
a study done on the Hawaiian Island of Kauai published in 1963.26
The authors included congential defects, mental retardation,
prematurity, birth injuries, cerebral palsy, and convulsive dis-
orders of natal and prenatal origin in a sample of 1,922 single
pregnancies and 41 liveborn twins. The Island was described as
~having "environmental factors that influence health" which "compare

very favorably with the most progressive mainland communities" .27

The most unusual aspect of the Kauai study was the classifica-

tion of handicapped children according to the types of care

required. The authors devised four classes: (1) Minor handicaps

requiring little or no specialized care; (2) Handicaps amenable

to relatively short-term specialized care; (3) Handicaps requiring

long-term specialized care and rehabilitation; (4) Handicaps

requiring long-term medical, educational, and custodial care. This

system of classification obviously provides a means of planning

services once accurate prevalence and incidence figures are available.
We asked Mr. Frank Norris, Senior Statistician in the Bureau

of Maternal and Child Health, State Department of Public Health,

if it would be possible to apply the principles of the Kauai study

26. Bierman, et al., op. cit., pp. 839-55. ;

27. 1Ibid., p. 840.
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Assuming, then,. that we can:identify the number of "handicapped
Californians accurately, according to type of care requiired,; we
must then ascertain how many will need state services, of what type,
and what time. Unfortunately, our planning efforts are stymie€d by
the same information problems that plagued attempts-to -evaluate
state efforts. We do not know how many handicapped people are meet-
ing their needs through private efforts. We do not know how many
handicapped people are using state services, in what sequence, and
at what times of their lives. Presently, we cannot tell how handi-
capped people "flow" between the private and public sectors. There
is, thus, no way of assessing the capabilities of present services
even if we can assess incidence and prevalence and classify these
figures according to type of care needed. 28

We have no accurate base for planning the allocation of our

manpower and financial resources.

Budgeting

Budgeting is the allocation of fimancial resources. The con-
cept ofv"program budgeting" involves the. grouping of all expen-
ditures related to a given purpose. . “Cost-effective" budgeting
seeks to apply the proper amount of funds for a given objective,

But fragmented programs produce fragmented budgeting. The

departments document past caseloads and costs, estimate the next

28. Dr. Martin Wolins, D.S.W., Professcr of Social Welfare, U. C. Berkela
suggests that a scientifically designed sampling technlque could deliver
an accurate picture of incidence and flow.
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year's caseloads and costs on this basis, and ask for the determined
amount -- occasionally within the limits set by the Department of
Finance.

If the 1969-70 proposed budget is any indication, the instal-
lation of PPBS (Program and Planning Budgeting System) in California
has done little to facilitate the grouping of all expenditures for
a given purpose or to permit a "cost-effective" allocation of funds.
The "program" budget for 1969-70 merely groups the "program elements"”
of the activities of each department. Thus, Section III-A of the
"program" budget for the Department of Mental Hygiene is, "Treatment,
Mental Illness", under which the Hospitals for the Mentally Ill,
and Short-Doyle inpatient, outpatient, and partial hospitalization
activities are discussed. But, "mental illness" is also "treated"
in E. H. programs in the schools, at C.Y.A. and Corrections facil-
ities, at any number of private and public sources under Department
of Rehabilitation programs, or with Medi-Cal funds. We have, as
yet, no systematic way to relate all state expenditures for the
mentally ill or any other handicapped group.

There: is, however, an impending model in the budgeting require-
ments of the Lanterman Mental Retardation Act of 1969 (A. B. 225).

The law provides:
The secretary [of the Human Relations Agency] .. .shall
submit a program budget annually to the Department of

Finance, including ... expenditures proposed to be made
under any related program or by any other state agency....

- 40 =



The grouping_of egpendipg;es for the mentally retarded can provide
a methodological basis of a true program budget for expenditures
for all the handicaépéd: Af first, anticipating the caééloads and
flow of cliéhts wili be éxtremely difficult, and a truéﬁgrégram
budget will have to await the accumulation of sufficient é#périence,
informatioh, and case—finding. :
Cost-effective budgeting seeks the maximum result for the
least expenditure. This type of analysis depends heavily on
adequate evaluation mechanisms. Although we presently do not have
such mechanisms, administrators, professionals, and others involved
in the delivery of services agree that some strategic expenditures
can result in long-term savings. For instance, the operation of
the Regional Centers for the Mentally Retarded has reduced waiting
lists for the state hospitals for the retarded and has avoided the
immense expense of expanding these institutions. The successful
rehabilitation of a handicapped person may remove him from the
public welfare rolls. The skills taught in Child Development Cen-
ters are designed to obviate the need for expensive custodial care.
Do they actually accomplish this? Until we have the information
needed to evaluate programs and relate all expenditures in different
agencies, cost-effective budgeting will remain an impressionistic'

procesé genérally based more on wishful thinking than on hard fact.
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In his preschool years our hypothetical case could appear
severely retarded and his parents might take him to a Developmental
Center for Handicapped Minors. If the Center staff diagnoseé him
as severely retarded he would qualify.

If he lives in an area that operates a Regional Center he can
receive a free diagnosis of mental retardation and obtain counsel-
ing, out-of-home placement, and other services. .

When he reaches school age his functioning may have improved
and his parents might want to enroll him in a class for the
"trainable mentally retarded". Again, an admissions committee
would have to find that he qualified for this category of retarda-
tion.

Every time the fémily moves from one school district to
another, their retarded child will have to be rediagnosed to enter
special education programs. ‘

If our hypothetical case héd been deprived of parental support
for any of the reasons accepted by Aid to Families with Dependent
Children, he could be supported by this program until he was 21 --
if his family could prove his mental retardation or enrollment in

a vocational program.

When.he reaches "employable age" he can receiQe the services
of the Department of Rehabilitation if his retardation is diag-
nosed aé constituting a correctable employment handicap.

At age 18 he can begin to receive monthly cash grants (ATD)
if "medical findings" can verify that his retardation is a major

mental impairmént which will last through-life. Until 1971, when
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family care home will be found for him. In the meanwhile, he is
occupying a place sorely needed by other urgent cases on the
waiting list. And there are more patients in Sonoma like him who
could be placed in foster homes if rules and regulations were more

flexible.
Very truly yours,

Carl Verduin, M.S.W.
County Coordinator of
Mental Retardation Services

ALAMEDA COUNTY
MEDICAL INSTITUTIONS

Currently, licensing is divided among three state departments,

as indicated by the chart below.

LICENSING DEPARTMENTS, FACILITIES LICENSED,
AND CODE AUTHORIZATIONS

Department of Public Health

Clinics and dispensaries (Health & Safety Code,
: Ch. 1, Sec. 1200, et.seq.)
Hospitals, including sani-
tariums, nursing and (Health & Safety Code,
convalescent homes, and Ch. 2, Sec. 1400, et.seq.)
maternity homes
Establishments for handi- (Health & Safety Code
capped persons Ch. :3, Seec. 1500,
. et. seq.)
Home health agencies (Health & Safety Code
ch; 8, bec. X725,
et seq.)
County psychopathic : (Welfare & Institutions
hospitals Code, Pt. 3, Sec. 6300,
et seq.)
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VI. AN UNINTENDED CONSEQUENCE: STIGMA

"A handicapped person of proven abilities and potential pro-
ductiveness is often rejected becuase of the 'image' perpetuated

by cétegorical programe."

pr

"I started college in the hope of becoming some kind of
professional. I worked in three different fields before I
was able to find a profession that would accept me. Dur-
ing my first three years of college I worked to acquire
‘a teaching credential. The school allowed me to work
up to the time I was to do my student teaching. They
even allowed me to contact an institution for the retarded
to see if I could do my student teaching in that facil-
ity. In my interview with the director of the institution,
I first faced the problem I was to come up against repeat-
edly for the next ten years. The director informed me
that he had once hired a cerebral palsied person as a
teacher, but found that this woman demanded too much
personal attention and was too dependent to be a good
teacher. At this time he made the decision that the
cerebral palsied could not teach and informed me this
was his reason for not allowing me to do student teaching
at his school."

"I returned to the college and they informed me that
they had received an interpretation of my case from the
State Department of Education. They told me I could not
receive a teaching certificate in this state because
there was a law which stated, 'To receive a teaching cer-
tificate in this state, a person had to be mentally,

morally and physically qualified", I am not sure in which
category I failed, but I assumed it was due to my physical
disability."

"My next experience was an attempt to enter a school
of librarianship. None of the five schools to which I
applied would accept me as a candidate. They all gave
the same basic reason, which was...they knew I could do
the school work but they weren't sure they could place
me on a job. One of the frankest directors of a library
school came right out and stated, 'We have a responsi-
bility to keep librarianship a pure and clean field'.
I have found this attitude prevails in many of the other
professions including my own...social work."

"When I finally applied to a school of social work,
the dean of the school was very open-minded during my



















































































































ITI. PROGRAM GOALS AND
METHODS FOR ACHIEVEMENT

In order to evaluate services for mentally disordered youth
in California, it is useful to define the purposes for which they
were created. The merits of programs cannot be discussed without
first making explicit the goals of the program and the means

used to achieve those goals.
"Mental Health is exceptionally difficult to define, partly
because it is a complex state of being —-'a sense of confidence
in one's self and one's world. The mentally healthy person is
able to see and generally deal with the realities concerning him-
self and his world; he is able to relate to other people in ways
that are satisfying both to him and them; he is able to accept
and control his impulses for sexual and aggressive expression; he
is able to learn and apply what he has learned. He has confidence
in his competence as a person. He has acquired a set of values
upon which he builds his life; he has a sense of community with
others and a sureness of his own identity..."66
If mental health, as defined above, is the goal, what methods
are considered best suited to achieving it for the mentally dis-
ordered child?

Perhaps the most concise statement was developed by the

California State Department of Mental Hygiene in its 1962 Long Range

66 . Joint Commission on Mental Health of Children, Inc., op. cit.,
pp. 226-27.










































































































































Treatment experts agree that a new kind of professional foster

home would be effective for many mentally disordered children.
Foster homes would be backed up with day treatment and education
programs. Better paid, better trained foster parents would
replace the existing custodial services now provided.139 The pro-
fessional foster home would replace the institution as the child's
home during residential treatment. Many private institutions are
also moving in this direction, but they are thwarted by the present
licensing regulations of the Department of Mental Hygiene.l40

Dr. Rieger, in testimony before the Select Committee explained

the importance of making the foster homes an essential part of a
residential treatment facility. "I do not mean for satellite
homes to be a part of the institution. I mean for the child to
have a home in the community. And a home, even if it's not his

own home, should be a home with substitute parents; the original

family model to be effective and be retained. I'm certain that

139. Dr. Kogl, Medical Director, Children's Center, Napa State

. Hospital, and Dr. Rieger, Medical Director, Children's Center,
Camarillo State Hospital, heartily endorse this suaggestion for their
own services. As Dr. Kogl put it in his testimony before the Select
Committee on Mentally Ill and Handicapped Children hearing on

January 27, 1970: "What should be phased in are: (1) Napa Chil-
dren's Center as a day educational and treatment center with children
living in satellite professional group homes..."

'140. One can either be licensed to operate a Children's Treatment
Center with a bed capacity for seven or more emotionally disturbed
children--an "E" type facility; or one can operate a Family Home
with beds for not more than six emotionally disturbed children--an
"H" type facility. However, if the children resided in several
Family Homes in the community (as recommended by Dr. Rieger and
Dr. Kogl) and used the Center for outpatient care and schooling,
the facility could not be licensed under present regulations.
California Department of Mental Hygiene, Division of Local Programs,
Bureau of Private Institutions, Private Institution Licensing Act
and Regulations Relating to Private Institutions, pp. 7-8.
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table shows the range of disturbance and family patterns of the

children in these facilities.142
No. of % of Number of Agencies
Children Total With Children in a

Given Category
(38 respondents)

A. Normal Children (10%)
Normal children from
disturbed or unfit
families 124 ' 7% 16
Normal children from
stable families unable
to provide care 55 3% 5

B. Children with Some
Problems (22%)
Children with some
problems from disturbed
or unfit families 341 19% 21
Children with some
problems from stable
families unable to
provide care 58 3% 11
Children with scme
problems from stable
families unable to
cope with child 72 4% 15

C. Children with Serious
Problems (64%)
Children with serious
problems and disturbed
or unfit families 971 53% 25
Children with serious
problems and stable
families unable to
cope with child 197 11% 19

These figures indicate that 64% are children with "serious
problems" and that 53% or 971 children have serious problems and
are also from "disturbed or unfit families."

Though it appears that these agencies are caring for a large
number of very disturbed children, there is very little information

available about the effectiveness of the residential treatment center.

142. Margaret A. Watson, Private Children's Institutions in
California: Data on a service system and the forces which shape it,

Stanford Research Institute, 1968, pp. 20-21.
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This finding with regard to the value of psychotherapy, can

be extended by an assessment of the usefulness of casework methods.
A study of casework services in Bellefaire, a residential treatment
center, near Cleveland, Ohio, concludes:

Casework was found to be effective in about 37% of the

children at discharge but only 16% were considered to

be meeting all modification casework demands. Thus it

appears that casework cannot be the main pillar upon

which one predicts success or effectiveness of an institu-

tion. The authors felt that, 'In general, results of

current evaluative research in the mental health special-

ties point up the need for experimentation with new and

varied approaches for setting more limited and concrete

goals, and for a more balanced and integrated view of

the psychological and environmental factors involved.'145

To review the practical problems faced by residential treatment
centers, research staff met with the California Association of
Executives of Children's Institutions on several occasions. The

following series of questions and answers summarize the issues

discussed:

Education

Question: Would the private facilities be willing and able to
take more seriously disturbed children--such as those currently

treated in state hospitals--into their programs?

Summary of Responses: Many voluntary facilities are now serving a

number of these children. The major obstacle to expanding service

145. Melvin E. Allerhand, Ruth Weber, and Marie Haub, Adaptation
and Adaptability: The Bellefaire Follow-up Study (New York: Child
Welfare League of America, 1966). Description of findings,
University of California, Berkeley, Graduate School of Social

Welfare, op. cit.
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to this type of case is the lack of adequate education resources.
Most of the residential treatment facilities rely on the public
school system in the community to provide education services to

their children. 1If a child cannot function in public school, the
agency must reject that child unless they can provide him with a
school experience in their own facility. Most of these agencies
cannot do this because of financial limitations. Several suggestions

were made to resolve this problem:

1. Allow the voluntary agency to include an educational
component in its contracts with local public agencies
(i.e., probation and welfare) so that the facility
could purchase education services. Most county agen-
cies currently will not allow this as a reimbursable
item.

2. Increase budgetary provisions of the State's "Educa-

tionally Handicapped" program for teachers in chil-

dren's institutions. Such teachers are currently

included in the law as reimburseable program elements,
but funding has not always been available. Because
of this shortage of funds, EH classes in some counties
are not available for the disturbed child unless he
is at least two years behind grade level. Thus, a
seriously disturbed child, when only one year behind
in his schooling, is not eligible.

3. Allow residential treatment centers the autonomy to

administer publicly funded education programs within
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Question:

the institution. Currently, education programs within

such institutions are at the mercy of local school

" districts. Many districts have chosen not to fund any

programs within voluntary agencies and those few
districts that have appropriated monies maintain control
over the management of the program. If state education
funds (and federal funds) were allocated directly to

the voluntary agency then individualized programs

could be built around the needs of the institutionalized
child rather than the school district.

Encourage further implementation of an existing Education
Code provision (6952) which stipulates that a local
school district which has costs in excess of the normal
per capita student costs for institutionalized children
may be reimbursed for such costs from the county super-
intendent of schools. 1In this way costs are spread to
all the taxpayers in the county rathef than just the
property owners in one district. The county tax base
provides a more equitable basis for financing institu-
tional costs because it is more representative of the
residences of the children than the local district in

which the institution happens to be located.

Licensing

Do you feel there should be a state agency with direct

responsibility for licensing and standard setting for voluntary

children's institutions?

142 -






Summary of Responses: Many of the voluntary agencies are in the

process of setting up such units as satellites to the residential
facility. They indicated that group homes provided an excellent
transition from the institution back to the community. However,
many counties will not contract with the voluntary sector for this

type of aftercare program.

In summary, the voluntary residential treatment facility is
a resource capable of expanding to provide additional service to
more seriously disturbed children if certain legal and funding

obstacles can be resolved.
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PROPOSED: Out-of-home Placement for any Handicapped Child Should

IV.

Follow the Provisions of A.B. 225 (for the retarded)
Which States That Charges to Parents Shall be According
to Ability to Pay But in no Case Shall Exceed the Cost

of Caring for a Normal Child at Home.
17. Do you think this is a good idea? YES NO

18. If you do NOT think this is a good idea, why?

Licensing of Private Facilities

Three state departments (Mental Hygiene, Public Health, and
Social Welfare) are responsible for licensing residential
care facilities. The way the respective jurisdictions are
defined creates problems of dual licensing, confusion for
applicants, and difficulties in program supervision. The
present system of licensing operates in such a way that a
mildly retarded boy in a state hospital cannot return to the
community and the public school program because available
homes are licensed by the Department of Mental Hygiene

rather than the Department of Social welfare.

19. Do you consider licensing a problem?

YES (why)
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