Final Report of the

State Mental Health Instifutions
Study Committee

Senate Concurrent Resolution 51 of the Six-
ty-second General Assembly directed that the
Legislative Research Committee establish a study
committee to conduct “a study to evaluate pres-
ent and future program, staff, and facility needs
of existing board of control institutions serving
the mentally ill and mentally retarded.” Accord-
ingly, the State Mental Health Institutions Study
Committee was established, and Representative
Charles P. Miller of Burlington was designated
Chairman. Senator J. Henry Lucken of Le Mars
was elected Vice Chairman at the Study Commit-
tee’s organizational meeting. Other legislators
named to serve on the Study Commitiee were
Senators John M, Ely, Jr., of Cedar Rapids, Don-
ald S. McGill of Melrose, George E. O’Malley of
Des Moines, and Richard L. Stephens of Craw-
fordsville, and Representatives Floyd P. Edging-
ton of Sheffield, Harry R. Gittins of Council
Bluffs, D. Vincent Mayberry of Fort Dodge, and
Floyd H. Millen of Farmington.

Shortly after the Study Committee was
formed, Representative Gittins resigned from the
Legislature to accept appointment to the Potta-
wattamie County Board of Supervisors. He was
succeeded on the Study Commit{ee by Represen-
tative Joan Lipsky of Cedar Rapids. In view of
Mr. Gittins’ interest and background in the field
of mental health, particularly as related to county
government, he was subsequently appointed an
advisory member of the Study Committee and has
participated actively in the Mental Health Institu-
tions Study. No other advisory members were
appointed to the Study Committee.

The State Mental Health Institutions Study
Committee held a total of 17 meetings in the
period from August 30, 1967 to November 18,
1968. In the course of these meetings, the Study
Commiittee vigited each of Jowa’s four hospitals
for the mentally ill, both state hospital-schools
for the mentally retarded, and the facilities of
Bilack Hawk Developmental Center and of Good-
will Industries, at Cedar Falls and Waterloo, re-

spectively, to observe community programs for
the mentally retarded in progress. In addition,
the 3tudy Committee has met with officials of
the Iowa Mental Health Authority, the state ad-
ministrative officials responsible for the programs
for the mentally ill and mentally retarded former-
ly under the jurisdiction of the Board of Control
and now under the Department of Social Services,
and with representatives of the Iowa Association
for Mental Health, the Jowa Association for Re-
tarded Children, Progressive Action for the Re-
tarded, the Iowa Comprehensive Alcoholism Pro-
gram, and the Community Mental Health Center
Association of Iowa. Representatives of a number
of these agencies and groups have been present
at nearly every meeting of the Study Committee.

SCOPE OF THE STUDY

The preamble to Senate Concurrent Resolu-
tion 51 in effect posed four broad questions,
which might be phrased as follows:

1. In view of the sharp reduction in the av-
erage daily patient populations of the
state mental health institutes over the
past decade, should all four of the insti-
tutes continue to be operated exclusively
as hospitals for the mentally il1?

2. Could the steady increase in the per-pa-
tient-per-day cost of care at the state men-
tal health institutes be arrested or slowed
by using staff personnel for care and
treatment of patients afflicted with dis-
abilities other than mental illness?

3. Are staff and facilities at the state hos-
pital-schools at Glenwood and Woodward
adequate to provide proper care and treat-
ment for the mentally retarded persons
at these institutions?

4. What is to be the future role of the state
and its facilities in meeting the needs of




Iowa's mentally ill and mentally retarded
citizens for adequate care and treatment?

In order to try to answer the latter question, it
was also necessary to consider at some length
what should be the future role of local govern-
ments and community facilities in Jowa in pro-
viding needed care and treatment for the mentally
11l and mentally retarded.

The Study Committee has been cognizant of
the objectives of Senate Concurrent Resolution
51 and has studied them in detail during its de-
liberations. While consideration has heen given to
the most effective utilization of existing physical
facilities, the paramount concern of the members
of the Study Committee has at all times been the
welfare of lowa’s mentally il and mentally re-
tarded citizens.

Explanation of Terms

Two similar terms which have somewhat dif-
ferent meanings are used in this report. The
terms are “mental health institutions” and “men-
tal health institutes”. The term *“mental health

institutes” is derived from chapter 226, Code of
Iowa (1966), which specifically assigns that des-
ignation to each of Iowa’s four hospitals for the
mentally ill, located at Cherokee, Clarinda, Inde-
pendence, and Mount Pleasant. Where reference
is made to a particular menta! health institute,
the term, is capitalized (e.g., the Clarinda Mental
Heaith Institute, or the Clarinda Institute) but
collective references to the four institutes are not
capitalized. The term “mental health institutions”
has heen used by the Study Committee to refer
jointly to the four mental health institutes and to
the hospital-schools for the mentally retarded,
located at Glenwood and Woodward.

A PERIOD OF RAPID CHANGE

The State Mental Health Institutions Study
Committee’s quest for answers to the questions
posed by Senate Concurrent Resolution 51 has
been conducted during a period of unusually rapid
and far-reaching changes affecting not only the
state mental health institutions, but also other
agencies, programs, and facilities which help to
meet the needs of the mentally retarded and the
mentally ill in Jowa. Most of these changes result
from establishment of the Department of Social

Services, in which are combined the functions of
the former Board of Control, Board of Social Wel-
fare and Board of Parole, by chapter 209, Acts of
the Sixtysecond General Assembly (1967). In other
actions which have been significant in the fields
of mental illness and mental retardation, the 1967
Iows Legislature:

—Increased the annual appropriation for op-
eration of the Woodward State Hospital-
School by more than fifty percent, and
that of the Glenwood Hospital-School by
more than forty-four percent. (Chapter 2,
section 1, subsections 5, 6, Adcts of the Six-
ty-second General Assembly. The Glenwood
appropriation having previcusly been high-
er, the differential increases actually make
appropriations for the two hospital-schools
more nearly even.)

—Required state mental health institutions
to bill counties, for care gnd treatment of
mentally ill or mentally retarded patients
having legal settlement in the respective
counties, at eighty percent of the actual
per-patient-per-day cost computed accord-
ing to statutory formulas rather than at
full cost as had previously been regquired.
(Chapter 2, sections 5, 6, Acts of the Sixty-
second General Assembly.)

—Empowered county commissioners of hos-
pitalization to commit mentally ill persons
for treatment in local hospital facilities
rather than state mental health institutes,
and allowed use of the county’s state insti-
tution fund to pay the expenses of such
treatment in a local hospital. (Chapter 202,
Acts of the Sixty-second Generul Assembly.)

—Authorized counties of over 100,000 popu-
lation to purchase, lease or construct, and
operate county health centers in which to
“provide those health, welfare and social
services which such a county is presently
or hereafter authorized or required by law
to provide”. (Chapter 299, Acts of the Sixty-
second General 4ssembly.)

Depariment of Seciol Services Established

When the State Mental Health Institutions
Study Committee was organized, the six state
mental health institutions were under the juris-




diction of the Board of Control of State Institu-
tions, composed of three members appointed for
overlapping six-year fermsg. These institutions
were administered through the Board of Control's
Division of Mental Health, headed by State Direc-
tor of Mental Health Dr. James O. Cromwell, Dr.
Conrad R. Wurtz held the title Associate State
Director of Mental Health for Mental Retardation.

During the time the Study Committee was
functioning, the Board of Control—together with
the State Board of Social Welfare—was succeed-
ed by a part-time Council of Social Services, con-
sisting of five members appointed for overlapping
six-year terms, and a single full-time Commission-
er of Social Services holding office at the pleas-
ure of the Governor. Commissioner Maurice A.
Harmon assumed this office February 15, 1968.
The state departments and agencies formerly
headed by the RBoard of Control, the Board of
Social Welfare, and the Board of Parole were
merged to form the Department of Social Serv-
ices,

Subsequently, the former Board of Control
Division of Mental Health was reorganized to
form two of the five service bureaus established
within the Department of Social Services. The
Bureau of Mental Health Services is headed by
Dr, Cromwell, to whom the superintendents of the
four mental health instiftutes are responsible. The
Bureau of Mental Retardation Services is headed
by Dr. Wurtz, to whom the superintendents of
the two hospital-schools are responsible.

It is to be expected that changes of such
magnitude in state administrative structure have
had and will continue to have significant effects
on services to the mentally retarded and mentally
ill in Iowa. However, it is not the Study Commit-
tee’s responsibility to ascertain or evaluate such
changes.

Therefore, while the Study Committee has
made a number of specific legislative recommend-
ations, its findings are perhaps less conclusive
than would have been the case under other cir-
cumstances., Members of the Committee do not
believe it desirable to propose further major
changes in the mentaj health and mental retarda-
tion programs and facilities under the jurisdic-
tion of the Department of Social Services until
the Commissioner has had an opportunity to fully
evaluate these programs and services, ard the
statutes under which they operate.
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Reference was made, in the opening para-
graph of this division of the report, to some of
the other changes made by the 1967 Yowa Legis-
lature which relate to mental health and mental
retardation programs. These changes will be dis-
cussed in connection with specific findings and
recommendations of the Study Committee.

EXPLANATION OF CONCLUSIONS
AND RECOMMENDATIONS

The State Mental Health Institutions Study
Committee’s conclusions and recommendations,
and some of the information on which they are
based, are presented in the form of comments on
and responses to the questions posed by Senate
Concurrent Resolution 51. As stated earlier, the
questions are paraphrased rather than quoted
from the Resolution.

1. In view of the sharp reduction in the aver-
age daily patient populations of the state
mental health institutes over the past dec-
ade, should all four of the institutes con-
tinue to be operated exclusively as hospi-
tals for the mentally ifl?

Iowa has experienced a dramatic and, per-
haps most important, a steady decrease in the
average daily patient populations of its four state
mental health institutes during the past decade.
Actually, the peak point in resident patient popu-
lation at the institutes was in 1945-1946, when
the four institutes had a total population of over
6600. This figure dropped to 4951 on June 30,
1956, and then more rapidly to 1559 on June 30,
1367, when the individual patient populations of
the four institutes were:

Cherokee —365
Clarinda —446
Independence —35h3
Mount Pleasant —395

The decline in average daily patient popula-
tion at the institutes has been accompanied by
the following developments;

—A rapid rise in the total number of patients
admitted to and released from the insti-
tutes each year, and a significant reduc-
tion in the length of time the average pa-
tient remains at a state mental health in-
stitute.




—A steady increase in the per-patient-per-
day cost of care and treatment at the men-
tal health institutes.

—Increased utilization of county homes, pri-
vately operated nursing and custodial
homes, and similar facilities for long-term
care of persons who do not respond to
treatment at mental health institutes suf-
ficiently to permit them to return to their
homes.

—Inception of out-patient services by the in-
stitutes, and development of such services
into major portions of each institute’s
overall mental heaith effort,

Accompanying and underlying these develop-
ments has been an intensive effort to upgrade the
quality and quantity of professional services at
the institutes. As this report is written, three of
the institutes—Cherokee, Independence, and
Mount Pleasant—are accredited by the Joint Com-
mission on Accreditation of Hospitals. Psychiatric
residency programs have been in operation at
Cherokee and Independence for some time, and
the Mount Pleasant Institute is prepared to begin
such a program as soon as a qualified individual
can be employed to head the program. Nursing
education and pastoral coungeling programs are
maintained at all four institutions. The Division
of Vocational Rehabilitation of the Department of
Public Instruction now assigns at least one re-
habilitation counselor to each institute, (The
members of the Study Committee concluded, at
the time of their visits to the respective mental
health institutes in late 1967 and early 1968, that
the vocational rehabilitation programs at the in-
stitutes should be further strengthened. The Di-
rector of the Bureau of Mental Health states that
there have been continuing efforts in this direc-
tion in 1968.)

The foregoing is an indication of some of the
programs and eservices initiated or greatly ex-
panded by the Iowa mental health institutes as
their average daily resident patient populations
have declined, although it is not intended to he a
complete list of all such programs and services.
One question with which the Study Committee
has been concerned is to what extent the existing
physical facilities of the mental health institutes,
which formerly housed a great many more pa-
tients than they now do, are needed for the in-
stitutes’ expanded programs and services. The
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views of Clarinda Institute Superintendent Dr.
John Gambill are repregentative of those ex-
pressed to the members of the Study Committee
by administrators and professional staff person-
nel at the institutes.

Referring to the change in emphasis at the
institutes from custodial care to treatment and
rehabilitation, Dr, Gambill writes:

“One of the essential elements in psychiatric
treatment and rehabilitation is to treat the
patient as an individual person worthy of dig-
nity. This meant giving the patient or acocord-
ing the patient the right to wear his own
clothes and to groom himself in a way be-
coming to his personality. It meant ... giv-
ing the patient the privacy of a room that
he may have by himself or share with three
or four others rather than share the same
sleeping room with twenty to fifty others.
This meant space where patients could walk
around or for chairs in which they could
sit down and talk to each other witheut
having to sit on beds. This meant space
for patients to participate in recreational
activities, not only on his own ward, but
in the hospital gym and other areas of
the hospital. This meant that patients were
assigned an activity which contributed to the
patient regaining his mental health rather
than one that is used merely to keep him
busy or to serve the hospital as 2 peon. The
hospital had to take steps to preserve the pa-
tient’s ability to get along outside of the hos-
pital and to retrain the patients who had lost
that ability.

* * -

“How was this done? . .. (In part) by getting
more physiciang in the hospital and other
professionals, such as psychologists, social
workers, and activity therapists. They need
offices. New drugs were used. Patients re-
sponded and there was a need for more per-
sonnel to treat the patients who were re-
sponding. Nurses, psychologists, social work-
ers, physicians, and attendants used group
psychotherapy and remotivation techniques.
To get a group together for therapy, it took
space for a meeting. In order for a physician
or psychologist to lead a treatment team and
multiply his insights and therapeutic pre-
scriptions through others, he had to have con-




ferences with the other professionals, and
this took space and time, Because we are
better staffed, we actually treat more pa-
tients with less beds and shorter hospital
stays, and fewer days away from work than
ever before.

“The above, I think, will help you understand
why we need a good deal of space to treat
fewer in-patients today than we did previous-
ly.”" (Letter from Dr, Gambill to Legislative
Research Bureau Director Serge H. Garrison,
April 23, 1968.))

Allocation of Institutes’ Physical Plants

The four Towa mental health institutes are
generally similar in terms of physical plants. Each
is housed in a single large central hospital and
administration building and a number of other
buildings of varying sizes which are presently, or
were formerly, used as residential facilities for
patients. In addition, there are at each institute
a number of employees’ apartment buildings or
housing units, a fire station, and several garages,
sheds, barns, or storage buildings of varying sizes
and purposes.

Table I, Part 1, compares in some detail the
utilization of the principal buildings at the Chero-
kee Mental Health Institute in 1945 when its pa-
tient population was highest, and at the time the
Study Committee visited the Institute in January,
1968. Parts 2 and 3 of Table I make similar, but
less detailed, comparisons for the Clarinda and In-
dependence Institutes. The Mount Pleasant In-
stitute has been omitted from the table because
only one of the principal buildings which housed
patients there in 1946 is still in existance. This is
the Infirmary, or 12 Building, which was consid-
ered to have a capacity of T8 patients in 1946,
but presently has an approved capacity of 42 pa-
tients.

Utilization of Extra Space

Members of the State Mental Health Institu-
tions Study Comumittee noted during their visits
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to the lowa mental health institutes, in the iate
fall and winter of 1967 and 1968, that there was
some space in each of the institutes not then being
used, directly or indirectly, to serve patients. This
was most apparent at the Clarinda and Mount
Pleasant Institutes.

Qne or more wards in the main buildings at
Cherokee, Clarinda, and Independence were not in
use at the time of the Study Committee's visit.
Empty wards on the upper stories of the main
buildings at Clarinda and Independence are no
longer considered suitable for use as patients’
residence areas. The only other empty ward at In-
dependence was reserved as a dormitory for
clergymen attending the periodic pastoral coun-
seling courses offered at Independence. Empty
wards on the lower floors of the Cherokee and
Clarinda Institute main buildings were being re-
modeled when the Committee visited these insti-
tutes.

It should also be pointed out that, apparently,
not all of the wards in use as patients’ residence
areas are fully utilized at all times, in terms of
what is presently considered their ecapacity. For
example, part 1 of Table I indicates that the
Cherokee Institute had 526 heds available in Jan-
uary, 1968, but its resident patient population was
421 on January 3, 1968 {(the date of sample daily
patient population statistics given the Study Com-
mittee at the time of its visit to the Institute).

Mount Pleasant 20 Bailding — The Mount
Pleasant Institute’s 20 Building, a three-story
structure erected in 1948, had the highest pro-
portion of unused space of any building in good
physical condition which the Study Committee
encountered in its visits to the four institutes.
The building faces east and consists of a north-
east, a southeast, and & west wing, each three
stories high and each having an area of 3901
square feet on each floor. The utilization of this
building in December, 1967, was:

First Floor—Northeast wing—Special unit
for mentally retarded patients (see
“Mount Pleasant Pilot Program”, page
97.)

—Southeast wing—Qccupational therapy,
recreation therapy, Institute’s standby
disaster facility.

—West wing—Physical therapy




TABLE | — USE OF PRINCIPLE BUILDINGS AT STATE
MENTAL HEALTH INSTITUTES IN 1945-46 AND IN 1967-68

Part 1. — Cherokee Mental Health Institute

Building Area 1545+ 19¢8*
Main (south) Ward So. 1 36 patients out-patient clinic and offices
{constructed 1901) Ward So. 2 39 patients 18 beds
Ward So. 3 45 patients 25 beds
Ward So. 4 47 patients temporarily closed (remodeling plumb-
ing)
Ward So. b 36 patients 25 beds
Ward So. 6 43 patients 25 beds
Ward So. 7 42 patients temporarily closed (remodeling plumb-
ing)
Ward So. 8 42 patients not in use
Ward So. 9 48 patients to be remodeled for patients’ homemak-
ing classes
Main (north) Ward No. 1 35 patients professional offices
(constructed 1901) Ward No. 2 38 patients 22 beds (male admission ward)
Ward No. 3 43 patients 29 beds
Ward No. 4 37 patients 24 beds
Ward No. & 33 patients nursing education study area
Ward No. 6 45 patients 24 beds
Ward No. 7 38 patients employee quarters
Ward No. 8 43 patients student nurse guarters
Ward No. 9 45 patients ward storage
Infirmary Bidg. Ward NPI-A 34 patients 42 beds, in former 2-ward area
{constructed 1911) 33 patients
Ward NPI 11 38 patients 20 beds (4 isolation)
Ward NPI 12 35 patients 24 beds
Ward NP1 15 23 patients 24 beds (4 isolation)
Ward NPI 16 32 patients 28 beds
Kinne Bidg. Ward K-1 40 patients 18 beds
(constructed 1914) Ward K-2 38 patients 14 beds
Ward K-8 17 patients 18 beds
Ward K4 10 patients 14 beds
Voldeng Bldg. Ward V-1 23 patients showers, game room, lockers, outdoor
(constructed 1906, now (now 2 aress) equipment storage
houses children’s unit) recreation therapy
Ward V-2 28 patients 8 beds, nursing station, visiting rooms
{now 2 areas) 8 beds
Ward V-3 42 patients professional offices, dining aresa
(now 2 areas) school rooms
Ward V4 40 patients occupational therapy
Ward V-5 40 patienta 8 beds
Ward V-6 40 patients therapy rooms, library, study hall
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CHEROKEE MENTAL HEALTH INSTITUTE (Continuved)

Building Area 1945+ 1968*
Donchoe Bldg. Ward D-1 91 patients recreation, musie, therapy, game room,
{constructed 1932) patient’s homemaking
Ward D-2 99 patients occupational therapy, woodworking,
ceramics
Ward D-3 82 patients storage
Wade Bldg. Ward W-A 100 patients dining area, day room, nursing station
(constructed 1925) {now 3 areas) 28 beds
26 beda
Ward W-B 102 patients dining area, day room, nursing station
{now 3 areas) 28 beds
26 beds
TOTALS FOR CHEROKEE — 1732 patients* 526 beds*

*NOTE: 1945 figures refer to patients actually in residence;
1968 figures refer to beds availahle at the Institute.

Part 2. — Clarinda Mental Health Institute

Building Present Use or Condition

Main Central administration, activities, and patients’ ward building; top

(constructed 1389 to 1898) story attic-like areas which housed patients in 1946 not now considered
suitable for use as residence areas due to inadequate summer ventilation
and winter heat.

Southview Cottage 2-story building; was being used as patients’ ward building at time

{constructed 1906) Committee visited Institute, but ground floor is being sought by inde-
pendent Inpatient Stroke Rehabilitation Center which would rent space
from Institute.

Northview Cottage Not in use; was offered to buf not accepted by Clarinda campus of
(constructed 1908) Area XIII Community College. Now considered deteriorated.

Sunset Cottage Adjacent fo Southview, this cottage may also be used by Stroke Re-
{constructed 1918) habilitation Center,

Pines Cottage Now used as & nurses’ residence facility.

(constructed 1928)

Hope Hall Relatively large building, serves as Institute Infirmary, houses many
(constructed 1928) of Institute's geriatric patients,
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Part 3. — Independence Mental Health Institute

Building Present Use or Condition

Main Central administration, activities, and patients’ ward building; as at

(constructed 1872) Clarinda attic-like upper story areas which formerly housed patients
not now considered suitable for such use.

Farmers Lodge Badly deteriorated, Institute is recommending building be demolished.

{constructed 188b)

Grove Hall Now serves as Institute's activities therapy building (music and occu-

{constructed 1887) gational therapies, recreational and homemaking facilities, and patients’
library).

Infirmary Now a 65-bed patients’ medical center; housed 177 patients in 1946,

(constructed 1910)

NOTE: A much larger structure, the Witte Building, was constructed adjacent to the Infirmary in 1950, and houses
recreation and occupational therapy arees, offices, and wards with a total of 245 beds available, including the Insti-
tute’s geriatric wards,

Hilltop Cottage Now houses Institute’s children’s unit, with 40 beds available; served
(construction date not as Imstitute’s tuberculosis hospital, with 47 patients in 1946,

available)

Hilitop School Children’s unit school building.

{construction date not

available)

NOTE: A building called Sunny Villa which housed 240 patients in 1946, has since been demolished.

SOURCE: Data provided by superintendents of the mental health institutes.




Second floor—Northeast wing—Unused, ex-
cept for some space used by a part-time
volunteer program

—Southeast wing—unused

—West wing—Vocational rehabilitation
area

Third floor—Northeast wing—Classrooms
and laboratory, Area XVI Community
College laboratory technician and medi-
cal assistant courses

—Southeast wing—unused
—West wing—unused

Committee members were informed that it
was proposed to locate on the west wing of the
third floor an Area XVI education library, which
would serve Des Moines, Henry, and Lee Counties
and part of Louisa County with books and other
materials purchased by funds obtained by the
state under Title I1 of the Federal Elementary
and Secondary Education Act. However, upon
learning that Ares XVI Community College pays
no rent for the space it uses and that it was pro-
posed to extend the same policy to the new educa-
tion library, some Committee members objected.

Institute Business Manager Monte Welker
explained that it is believed the Institute derives
certain benefits from the presence of the com-
munity college faculty and students, that this
would also be true of the education library, and
that the Institute incurs no significant cost by
allowing them to use space in the 20 Building
since the building would have to be maintained in
any event. The Committee members who objected
expressed the view that if no rent is charged, all
of the southeast Jowa counties which are required
to support the Institute are in effect subsidizing
facilities which serve only Des Moines, Henry,
Lee, and Louisa Counties.

It was subsequently reported to the Commit-
tee that an agreement had been concluded by
the Institute with the joint county school boards
of the four counties for use of the third floor,
west wing, of the 20 Building as the Area XVI
education library site, on a rental basis.

Clarinda Institnte Cottages—Four buildings
of varying sizes at the Clarinda Institute are iden-
tified as “cottages”. These are Northview, South-
view, Sunset, and Pines Cottages. At the time of

the Study Committee’s visit to Clarinda in No-
vember, 1967, Northview and Sunset Cottages
were empty, Southview was being used as a ward
for patients admitted or committed for treatment
of alcoholism, and Pines Cottage wag serving as
a nurses residence,

Several months after the Study Committee’s
vigit to Clarinda, the Institute received a proposal,
submitted jointly by two doctors in practice in
the City of Clarinda and the administrator of the
Clarinda Municipal Hospital, to rent the first floor
of Southview Cottage and the adjacent Sunset
Cottage for use as a privately operated stroke re-
habilitation center. The proposal is still pending
as this report is written.

Committee members were informed that
Northview Cottage had at one time been offered
for use by the Clarinda campus of Area XIIT Com-
munity College, which declined the offer. The
building has now been declared surplus, and as
this report is written it appears that the Sixty-
third General Assembly will be asked to approve
its demolition. While the interior of this building
is certainly badly deteriorated, its basic structure
appeared sound at the time the Study Committee
visited the Clarinda Institute. It is the view of
Study Committee members that the building
should not be razed until careful consideration has
been given both to the purposes for which all of
the Clarinda Institute’s physical facilities are to
be utilized in future years and, in this context, to
the possibility of renovating Northview Cottage
for future use.

Conclusions

One of the questions posed by the Senate
Concurrent Resolution 51 was “should all four of
the institutes continue to be operated exclusively
as hospitals for the mentally ill 7" As will be seen
from the foregoing paragraphs, not all of the in-
stitutes are presently being operated exclusively
as hospitals for the mentally ill, so far as utiliza-
tion of physical facilities iz concerned.

For the reasons previously stated, the Study
Conpmittee has not made a formal recommenda-
tion on the questions whether one or more of the
existing institutes could entirely cease to serve as
a hospital for the mentally ill without impairing
Iowa’s present or future mental health programs,
and if so, whether it would be wise to do so. State-




ments made to the Study Committee by the Com-
missioner of Social Services indicate he is aware
of the possibility that, now or in the foreseeable
future, Iowa may no longer need four state men-
tal health institutes,

On July 19, 1968, Dr. Cromwell informed the
State Mental Health Institutions Study Commit-
tee by letter of receipt of the formal proposal to
rent space in the Mount Pleasant Institute’s 20
Building for use ag the Avea XVI education li-
brary, and of the proposal to rent space in two of
the Clarinda Institute’s cottages for a privately
operated stroke rehabilitation center. Dr. Crom-
well atated in the letter that he would authorize
the superintendents of the two institutes to ac-
cept the proposals unless there were objections
by members of the Study Committee. The Study
Committee had no authority to approve or dis-
approve any such proposals, but at its July 29
meeting a motion was passed stating the Commit-
tee had no objections to either proposal.

With no intent to criticize any person or
agency, it is observed that the possibility exists
of further changes in use of the physical plant at
one or more of the inatitutes cccurring gradually,
perhaps without long-range planning, rather than
by a more or less simultaneous “conversion” of
an entire mental health institute to some other
purpose, The Legislature may therefore wish to
consider whether guidelines should be established,
or a more specific procedure required, when use
of a mental health institute’'s physical facilities
by or for the benefif of an agency other than the
institute itself is proposed.

2. Could the steady increase in the per-pa-
tient-per-day cost of care at the state men-
tal health institutes be arrested or slowed
by using staff personnel for care and
treatment of patienis afflicted with dis-
abilities other than mental illness?

As pointed out in the preceding section of
this report, the decline in average daily patient
population of the state mental health institutes
has been accompanied by a steady rise in the per-
patient-per-day cost of operating these institutes.
It is reasonable to assume that if the patient pop-

ulation of the institutes were again increased, the
per-patient-per-day cost would tend to be reduced,
however consideration must also be given to what,
effect such a policy would have on quality of care
at the institutes.

Many of the persons who have met with the
State Mental Health Institutions Study Commit-
tee—representatives of both state agencies and
private groups—have urged that needs of people,
rather than availability of unused space in build-
ings at some of the institutes, be the deciding
factor in planning new or expanded programs.
The point is not that there is no need to be con-
cerned with the cost of maintaining physical facil-
ities which are not being used, or are not being
employed to capacity. Rather, the point is that
placing additional persons in the available facil-
ities—whether they be mentally ill, mentally re-
tarded, or otherwise afflicted—will not be hene-
ficial to these persons unless competent staff
people are available to care for them. The most
serious problem confronting the institutes has
been recruiting, and keeping, qualified staff per-
sonnel. {The superintendent of the Clarinda In-
stitute has indicated he believes the particularly
difficult and continuing recruitment problem
there is partly due to reports that the Institute
may be cloged.)

It may be noted that, while per-patient-per-
day cost of care at lowa mental health institutes
has risen rapidly in recent years, it still does not
—and, in the judgment of members of the Study
Committee, never should—approach the daily cost
of care in a private general hospital. Also in
point is the following comment of an out-of-state
doctor.

“Here in lowa you are now admitting and
treating 5,300 patients a year with only 1,700
patients in residence, This gives you a fan-
tastically higher per diem figure . . . but a
total cost of only $11,500,000. In another
state, Florida, which has only about 5,000 ad-
missions but 10,000 resident patients, the per
diem figure is a low $6.07 but the total cost
to the state, because of the large resident pa-
tient census, is $22,000,000—just twice what
it costs Iowa to more effectively treat more
patients.”* -

*Dr. Harold L McPheeters, Associate Dircctor, Scuthern FRegional Education Board, speaking at Mt. Pleasant, De-
cember 6, 1967, The annual appropriations for the four Iowa mental health institutes for each fiscal year of the

1967-69 biennium actually total $11,809,660.




Mentally Retarded Patients
in Mertal Heaith Institutes

One of the matters to which the Study Com-
mittee has devoted considerable attention is the
quesiion whether some mentally retarded patients
should be moved from the hospital-schools for the
mentally retarded to mental health institutes, in
order to utilize available space and more nearly
equalize the patient populations of the institutes
and of the hospital-schools, For the reasons stat-
ed in the three foregoing paragraphs, it is not at
all certain that implementing such a policy would
materially reduce per-patient-per-day costs at the
mental health institutes, but there are other con-
siderations.

Dr. Cromwell, Dircetor of the Bureau of Men-
tal Health Services, believes that the mental
health institutes can and should plan for and pro-
vide services to mentally retarded as well as men-
tally ill patients. Based on their comments to the
Study Committee during its visits to the insti-
tutes, it appears that two of the present institute
superintendents generally share Dr. Cromwell’s
views, and the other two do not. An additional
complicating factor, with respect to possible treat-
ment of mentally retarded patients at mental
health institutes, is the establishment in the De-
partment of Social Services of a separate Bureau
of Mental Retardation Services, coequal with the
Bureau of Mental Health Services. As a result,
superintendents of the hospital-schools and of the
mental health institutes are no longer directly
responsible to the same bureau director, and co-
ordination of programs for mentally retarded pa-
tients in mental health institutes may be more
difficult,

There are alzso financial considerations in-
volved in placing mentally retarded patients in
mental health institutes. Both the institutes and
the hospital-schecels bill the individual counties for
care of patients who have legal settlement in the
respective counties at the rate of 80 percent of
per-patient-per-day cost, as computed under pres-
ent law. Counties in turn are empowered to recov-
er amounts paid for care of any patient from the
patient or his legally responsible relatives. (This
policy has been commended as tending to main-
tain the family’'s interest in and contact with the
patient.) However, section 222.78, Code of Iowe
(1966), limits the liability of parents of a mental-
Iy retarded child or youth for the cost of his care
at a state hospital-school to “the average mini-
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mum cost of care of a normally intelligent, non-
handicapped minor of the same age and sex”, and
imposes no liability whatever on the parents af-
ter the patient reaches age 21.

There is no corresponding section in chapter
230 of the Code, governing support of mentally ill
patients, at least partially because it is recognized
that the length of stay of patients in a hospital-
schoo!l is often substantially lcnger than that of
patients in mental health institutes. The lowa As-
sociation for Retarded Children expressed concern
to the Study Committee that if mentally retarded
individuals should be placed in mental health in-
stitutes as patients, their parents would suddenly
find themselves faced with a oreatly increased
financial liability.

Representatives of Progressive Action for
the Retarded, as well as the Jowa Association for
Retarded Children, also expressed their concern
about the difficulty of obtaining psychiatric treat-
ment for mentally retarded individuals. While
mental retardation and mental illness are not the
same thing, some mentally retarded individuals
are also mentally ill. The direct admission of such
individuals to mental health institutes is prohib-
ited by section 226.8, Code of lowa (1966), al-
though section 222.7 does permit transfer of pa-
tients from hospital-schools te institutes and vice
versa. In addition, section 226.8 defines a men-
tally retarded person as one “foolish from hirth,
supposed to be naturally without mind.,” This
definition is not cnly out of date, it conflicts in
both fact and philosophy with the definition of
mental retardation found in section 222.2, a part
of the chapter governing the hospital-schools.

Mount Pleasant Pilot Program—In the fall
of 1966, a pilot program was initiated involving
transfer of 21 severely or profoundly mentally
retarded patients from Woodward State Hospital-
School to Mount Pleasant Mental Health Institute.
(Due to the financial considerations previously
discussed, the 21 persons transferred were szl
state patients, whose care is paid for by the state
hecause they do not have a legal settlement in any
county in Jowa.) During its visit to the Mount
Pleasant Institute, the Study Committee was in-
formed that the Institute provides a program in-
cluding recreation, occupational therapy, and con-
siderable individual attention for these patients,
who are housed in the northeast wing on the first
floor of the *20 Building”. Some of the trans.
ferred paticnts were reported to have attained




new skills at Mount Pleasant, and the belief was
expressed that all of them had benefitted by the
higher staff-to-patient ratio which the Institute
wag able to provide.

Dr. Cromwell, who as State Director of Men-
tal Health in 1966 had jurisdiction over both the
mental health institutes and the hospital-schools,
explained the reason for initiating the pilot pro-
gram:

# .. 1t is to relieve the pressure on Glenwood
and Woodward staffs and to upgrade the
care of all mentally retarded patients ... I
felt that the four mental health institutes
could and should learn how to program for
mental retardation; that as the psychiatrists
trained at the mental health institutes en-
tered private practice we at least (since the
Psychopathic Hospital does not) should have
exposed our resident psychiatrists to train-
ing in the care and programming to meet the
total needs of mentally retarded patients. 1
know this idea was violently opposed by
some of our psychiatrists, . . .” (Letter from
Dr. Cromwell to Study Committee, May 27,
1968, Emphasis is Dr. Cromwell’s.)

Dr. Cromwell pointed out that the Sixty-sec-
ond General Assembly had not enacted a request-
ed amendment to section 226.8, to clearly legalize
the pilot program. He therefore asked the Study
Committee’s advice on whether the patients in-
volved in the pilot program should be returned
tc Woodward. After consideration, the Study
Committee on May 8, 1968 adopted the following
motion.

“The State Mental Health Institutions Study
Committee endorses continuation of the pilots
program, under which mentally retarded pa-
tients transferred from the Woodward Hos-
pital-School are receiving care and treatment
&{ the Mt. Pleasant Mental Health Institute,
at least until such time as the Committee has
completed its deliberations and made its rec-
ommendations.”

Conclusions and Recommendations

It is the Study Committee’s desire to avoid
recommending to the Legislature major changes
in present laws, which would mandate the reallo-
cation of the state’s institutional resources in the
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field of mental health before the Commissioner of
Social Services has had an opportunity to fully
evaluate and plan for utilization of these resourc-
es. However, it ia believed that the way should be
open for the Commissioner to continue utilizing
space in at least one of the mental health insti-
tutes for treatment of mentally retarded patients
if he concludes that such a policy is desirable, It
is further believed that mental health institutes
should be authorized, and strongly encouraged,
to provide psychiatric and other services to men-
tally retarded individuals who are also mentally
ill. :

Accordingly, ithe State Mental Health Institu-
tions Study Committee recommends the adoption
of the following legislation:

House File 5, relating to establishment of a
special mental retardation unit to be located
at one of the state mental heslth institutes,
prescribing the functions of the special unit,
and providing for the administration and sup-
port thereof and the admission of patients.
House File 6, relating to the definition of a
mentally retarded person for the purpose of
chapter 226 of the Code, and to the admission
or transfer of such persons to the state men-
tal health institutes,

House File 5 gives the Commissioner of So-
cial Services permissive, not mandatory, authority
to assign space in one of the state mental health
institutes for use by a special mental retardation
unit, The unit is authorized by the bill to provide
psychiatric and related services to mentally re-
tarded persons who are also mentally ill or emo-
tionally disturbed, other services to meet the
needs of particular categories of mentally retard-
ed persons designated by the Commissioner to be
served by the special unit, and diagnostic evalu-
ation services.

The special unit will be established under
chapter 222 of the Code, which presently governs
the hospital-schools, rather than under the chap-
ter relating to mental health institutes. Thus par-
ents of mentally retarded minors admitted to the
unit as patients will receive the benefit of the lim-
ited financial liability for cost of the patient's
care, just as if the patient had been admitted to
one of the hospital-schools. The special unit will
have its own superintendent, becoming in effect
“an institution within an institution,” although
it will utilize existing physical facilities, heat pow-




er, food preparation, and other support services
of the mental health institute where the special
unit is located.

House File 6 repeals section 226.8, which
presently prohibits admission of any mentally re-

tarded person to a mental health institute, and

which includes the outmoded definition of mental
retardation discussed earlier in this section. The
present section 226.8 is replaced with the follow-
ing language;

“No person who is mentally retarded, as de-
fined by section two hundred twenty-two
point two (222.2) of the Code, shall be ad-
mitted, or transferred pursuant to section
two hundred twenty-two point seven (222.7)
of the Code, to a state mental health institute
unless a professional diagnostic evaluation
indicates that such person will benefit from
psvchiatric {reatment or from some other
specific program available at the mental
health institute to which it is proposed to ad-
mit or transfer the person. Charges for the
care of any mentally retarded person admit-
fed to a state mental health institute shall be
made by the institute in the manner provided
by chapter two hundred thirty (230) of the
Code, but the liability of any other person to
any county for the cost of care of such men-~
tally retarded person shall be as prescribed
by section two bhundred twenty-two point
seventy-eight (222.78) of the Code.”

The effect of the bill is to permit the admission
of mentally retarded individuals to mental health
institutes where there is reason to believe that
the individuals admitted can be helped by treat-
ment at the institute to which they are admitted.
Here again, the limited liability of parents for
cost of care of mentally retarded minors admitted
to state hospital-schools is applied.

3. Are staff and facilities at the state hos-
pital-schools at Glenwood and Woodward
adequaic Lo provide proper care and treat-
ment for the mentally retarded persons at
these institutions?

The substantial increase in annual operating
appropriations for the Glenwood and Woodward
State Hospital-Scheols during the present bien-
nium was noted earlier in this report. The specif-
ic increage for each hospital-school, over the pre-
ceding biennjum, is as follows:
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1965-67 1967-69

Glenwood $3,012,800 per yr. $4,356,595 per yr.
Woodward $2,907,100 per yr. $4,891,005 per yr,

This increase in appropriations has permitted
both enlargement and improvement in the caliber
of staff in all categories below the professional
level, by permitting more selective hiring and by
making it possible to grant periodic increases, in
accordance with established salary scales, to em-
rloyees who perform satisfactorily. Although pro-
fessional staff has not been enlarged significantly,
Dr. Wurtz, Director of the Bureau of Mental Re-
tardation Services, believes better care by the
nonprofessional staff is making the efforts of the
professional staff more effective.

The average daily patient populations of the
two hospital-schools have been declining in recent
yvears, although the reduction began later and has
not yet been so great as that occurring at the
state mental health institutes. From a combined
total of some 3700 patients in 1953, the patient
population had been reduced to 834, at Glenwood,
and 830, at Woodward, on June 30, 1963,

The decrease in patient population reflects
an effort to make the hospital-schools primarily
intengive treatment and training centers for in-
dividuals whose return to their home communities
within a reasonable time is anticipated, rather
than long-term custodial care institutions. Hos-
pital-school patients who are believed unlikely to
benefit from further freatment are being removed
to county homes, nursing and custodial homes,
and other community care facilities, and efforts
are being made to limit new admissions sufficient-
ly to permit continued progress toward meeting
the standards of the American Association on
Mental Deficiency for staffing of residential care
institutions for the mentally retarded.

Dr. Wurtz reported in October, 1968, that
both hospital-schools are approaching 100 percent
of AAMD staffing standards, based on an average
daily patient population of 750 at each hospital-
school, a figure somewhat lower than the actual
patient populations at the time this report is writ-
ten. Whether the patient population at each hos-
pital-school will be reduced to 750 by the end of
the present biennium depends in some degree on
availability of adequate community care facilities
for patients believed unable to benefit from fur-
ther treatment at the hospital-schools. (See dig-
cussion of community care facilifies in the follow-
ing section of this report.)




The availahility of local and regional pro-
grams and facilities for the mentally retarded
makes it possible for many of these persons to
remain in or near their homes, or to returm to
their home communities after a period of treat-
ment and training at a hospital-school rather than
becoming long-term patients there, Thus there is
a direct relationship between the programs and
facilities for the mentally retarded available at
the community level, and the success of the hos-
pital-schools’ efforts {o further reduce the pro-
portion of their staff time and physical facilities
used to provide long-term custodial care.

Special Education for Mentally Retarded—It
is therefore significant that growth is apparently
continuing in the number of public school classes
for the mentally retarded operated by local or
county school systems, as evidenced by the follow-
ing data provided by the Division of Special Edu-
cation of the Department of Public Instruction.

Growth in Public School Classes for
tha Mentally Retarded in lowa

Year Educable Trainable Total
1950-51 93 93
1955-56 158 4 162
1960-61 277 42 319
1965-66 51l 101 612
1967-68 627 132 759

The Study Committee visited Cedar Falls and
Waterloo to observe a program for trainable (i.e.,
moderately and severely) retarded children,
youth, and young adults being conducted there.
This program, operated by Exceptional Persons,
Inc. (a voluntary association of 18 public and pri-
vate community agencies concerned with services
to handicapped children in the Area VII educa-
tional district, surrounding Waterloo), includes
special education, activities, and training in a
sheltered workshop situation where it appears
such training would be beneficial. The program is
financed by a combination of public and private
funds, and has permit{ed some mentally retarded
individuals who formerly resided at the Wood-
ward Hospital-School to return home, A building
to house the program was built in 1967 with funds
received through a bequest and matched by feder-
al funds available under Fublic Law 88-164, how-
ever representatives of Exceptional Persons, Inc.
stressed to the Study Committee that the build-

ing was built only after the program had been
established and operated for several years.

At least two other Iowa communities, each
located in one of the state's relatively populous
counties, have obtained or made final application
for P.L. 88-164 funds, to be used for community
mental retardation facilities. In these and a num-
ber of other Iowa communities, a variety of pro-
grams—usually initiated by local groups of par-
ents or other interested private citizens—are be-
ing developed or are in operation, to provide to
mentally retarded personz services which the hos-
pital-schools would otherwise be called upon to
provide,

The hospital-schools began working more di-
rectly with communities several years ago, when
the regional community consultant program was
initiated. Dr. Wurtz has stated that as enlarge-
ment of the nonprofessional staffs of the hospital-
schools reduces pressure upon the professional
staffs, professional staff persons are being made
available to consult with communities on estab-
lishment and improvement of local and regional
pPrograms.

Program Uniformity—At the time of the
Study Committee's visits to the two hospital-
schools, in the fall of 1967, Committee members
expressed concern about what appeared to be a
difference in some aspects of patient care at Glen-
wood and Woodward. Specifically, it appeared
that care and supervision of some patients—par-
ticularly severely retarded adults—at Glenwood
was somewhat superior to that at Woodward.

Dr. Cromyell, who was in 1967 the State Di-
rector of Mental Health under the Board of Con-
trol and bad jurisdiction of the hospital-schools,
subsequently reported to the Study Committee
that:

“The Director (i.e., Dr. Cromuwell) did hold
up exactly the same ideal for . . . Glenwood
and Woodward to aftain. The actual details
of administrative implementation were left
entirely to each superintendent who literally
controls all money and all personnel at each
institution, subject to law and to very gen-
eral policies.” (Letter to Study Committee,
May 27, 1968.)

Dr. Wurtz has pointed out that the superin-
tendents have faced somewhat different problems
in that, historically, Woodward (formerly known




as the State Hospital and School) had a medical
orientation and a lesg active training program
than Glenwood (formerly known as the State
School}. Although both institutions are now des-
ignated as hospital-schools, past differences in
orientation continue to be reflected in a substan-
tially higher proportion of severly retarded, pri-
marily custodial, patients at Woodward.

At least partially as a result of the Study
Committee’s observations and informal comments,
efforts have been underway in recent months to
more nearly equalize 2ll programs ¢ommon to the
two hospitaischools. To this end, teams of pro-
fessional employees from the hospital-schools
have exchanged visits to familiarize themselves
with each other’s problems and procedures,

Conclusions

Members of the State Mental Health Institu-
tions Study Committee believe that the increased
appropriations given the Glenwood and Woodward
Hospital-Schools by the 1967 Legislature have re-
swited in 2 marked improvement in the quality of
care provided ihe patients at these institutions.
There appears to be no reason why improvement
should not continue if adequate appropriations
are made available.

4. What is to be the future role of the state
and its facilities in meeting the needs of
Iowa’s mentally ill and mentally retarded
citizens for adequate care and treatment?

Obviously, the foregoing question could be
the topic for a discussion of considerably greater
length and detail than is possible in this report.
In summary, nearly all of the individuals and
groups with whom the Study Commmitiee has met
have supported the general propesition that serv-
ices to the mentally ill and mentally retarded
should be provided in the patients’ home commun-
ities, or as near their home communities as pos-
sible. There have been differences of opinion on
the implementation of this proposition, but ne one
has argued that providing services at the com-
munity level wherever feasible is undesirable,

There appears to be fairly general agreement
that as more of the services needed by the men-
tally il and the mentally retarded become avail-
able at the commmunity level, the role of the state
ingtitutions should become primarily supportive,
providing care and treatment in unusual or diffi-
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cult cases for which it is impractical! or impos-
sible to program at the community level. This
shift in the role of the state mental health insti-
tutions will in all probability be very gradual,
and will take place as communities become able
to adequately provide services which the mentally
jll and mentally retarded must presently receive
from the state institutions. It should also be rec-
ognized that development of community mental
health and mental retardation facilities is occor-
ring, and will continue to occur, quite unevenly in
various parts of the state,

Jasper County, for exampie, utilizes the Jas-
per-Poweshiek Mental Health Center, facilities of
a general hospital in Newton, and the Jasper
County Home in such manner that very few pa-
tients from Jasper County are admitted to the
Mount Pleasant Mental Health Institute. Many
areas of the state do not have, and are unlikely
to have for some time, either the personnel or the
necegsary facilities to establish such a program.
Therefore, communities should have a high de-
gree of flexibility in determining which of the
mental health and mental retardation services
needed by their residents are to be obtained from
state institutions, and which are to be obtained
locally.

The 1967 Jowa Legislature’s actions permit-
ting the state’s larger counties to acquire and
operate county health centers, and authorizing
any county to use its state institutions fund to
pay for treatment of mental illness in local gen-
eral hospitals or otner suitable local facilities as
well as in state mental health institutes, (chap-
ters 299 and 202, respectively, Adets of the Sixty-
second General Assembly) are steps in the direc-
tion of providing more services to the mentally
ill and mentally retarded at the community level.
At least two counties-—Black Hawk and Linn—
are proceeding with the acquisition of facilities
for and establishment of county health centers.

Dr. Cromwell reports that utilization by coun-
ties of local hospitals or other facilities for in-
patient treatment of mental illness has not yet
had a significant effect on admissions to state
mental health institutes. Whether it will do so in
the future depends upon the initiative of county
of ficials, and the willingness of local general hos-
pitals, in particular, to accept mentally ill persons
as in-patients, Broadlawns-Polk County Hospital
has recently undertaken expansion of its facilities
for mentally ill patients from twenty-six to forty
beds,




Community Mental Health Canters

One of the key resources for providing need-
ed mental health services at the local and region-
al levels is the community mental heaith center.
There are presently twenty of these centers in
Iowa, each serving one or more counties. The
twenty centers serve a total of 57 counties which
have approximately seventy percent of the state’s
poputation, The first Iowa community mental
health centers (except the Des Moines Child Guid-
ance Center, which has been in existence since
1936) were established at Burlington, Cedar Rap-
ids, and Davenport in 1949. Two centers, at At-
lantic and Fort Dodge, began full-time operation
during 1968. Although counted as one of the
twenty centers, the Des Moines Child Guidance
Center, which serves both Potk and Warren Coun-
ties, does not provide services to adults.

The term “mental health center” often im-
plies a facility offering a fairly broad range of
services, including in-patient treatment. At pres-
ent, however, some of the community mental
health centers in lowa operate entirely or pri-
marily on an out-patient basis. In-patient re-
sources are available to most of the community
mental health centers in local general hospitals.

Community mental health centers in lowa
have a very high degree of local autonomy. They
are loosely linked to the fowa Mental Health Au-
thority, a state agency located at the Psychopath-
i Hoapital in Towa City, but presently supported
entirely by federal funds.

Section 230.24, Code of Iowa (1966}, provides
that a county or group of counties may establish a
community mental health center “in conjunction
with the Iowa Mental Health Authority.” It is not
clear precisely what relationship between the Au-
thority, the community mental health centers,
and the counties which help support the centers,
was intended by the phrase quoted from section
230.24. Dr. Paul Huston, who until recently was
director of the Authority, stated in a letter to the
Study Committee that “the Mental Health Au-
thority’s role ia entirely conswtative, not coer-
cive.”

The present community mental health cen-
ters in Iowa are organized as nonprofit private
corporations. The details of administration and
arrangements with the supporting county or
counties vary from center to center, but charac-
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teristically patients are asked to pay that portion
of the cost of their treatment which they can af-
ford to pay, and the balance of the cost is paid
from county tax funds, or from funds received
by the center through community chests, special
gifts, or other nontax sources. In response to a
survey made for the Study Committee, a few of
the centers reported that county tax funds ac-
counted for nearly all of their receipts, and only’
one tenter reported receiving less than 60 percent
of its total budget for the previous year from
sources other than county tax funds.

In past years, most of the federal funds re-
ceived by the Towa Mental Health Authority have
been expended directlv by the Authority, much
of it for administrative expense which has includ-
ed the cost of advising on establishment and oper-
ation of community mental health centers. How-
ever, Dr. Huston reported in May, 1968, that new
federal regulations require that at least 70 per-
cent of the federal funds received by the Author-
ity be distributed directly to community mental
health centers.

The Iowa Menta! Health Authority reported
that the 18 community mental health centers
operating in lowa between July 1, 1966 and June
30, 1967 had a total caseload of 10,827 during that
period. This is approximately twice the number
of in-patient admissions to the mental health in-
stitutes during the same period (although the in-
patient admission figures do not reflect the in-
stitutes’ substantial out-patient caseloads).

Dr. Huston, meeting with the Study Commit-
tee, expressed the view that screening by com-
munity mental health centers of persons being
considered for admission ¢or readmission to mental
health institutes could reduce the rate of admis-
sions to the institutes by as much as 50 percent.
Some of the institute superintendents expressed
vigorous disagreement with Dr. Huston on this
point. Independence Institute Superintendent Dr.
Selig M. Korson submitted to the Study Commit-
tee figures which indicate that the rate of admis-
sions there is higher from counties served by
community mental health centers than from those
not served by centers. The significance of this
data is not entirely clear, but it may indicate more
realization of need for in-patient mental health
treatment is being brought about through the
work of the centers,

Dr. Cromwell states that a patient leaving
one of the mental health institutes is referred to



a community mental health center, if one is avail-
able to him, but the institutes have no authority
to require the patient to contact a community
mental health center unless he is a committed
patient on convalescent leave. There is no direct
statutory or administrative relationship between
the mental heaith institutes and the community
mental health centers, a situation in contrast with
the relationship between the institutes and coun-
ty homes which is discussed later in this section
of the report. The Iowa Mental Health Authority
iz not a part of the Department of Social Serv-
ices. A brief historical explanation of this fact
may be helpful.

U.8. Public Law 79-487, passed in 1946, pro-
vided allocations of federal funds to each state
for menial health research, if the state would
designate “a single state agency” as the “mental
health authority” through which the funds would
be channeled. The Board of Control was not then
adequately staffed to handle this responsibility
and the University of lowa College of Medicine,
which desired the designation, did not qualify as
a single state agency under P.L. 79-487. Since the
Psychopathic Hospital did so qualify, the Fifty-
second Iowa General Assembly (1947} by resolu-
tion designated it as the lowa Mental Health Au-
thority. In 1965 the Legislature enacted the pres-
ent chapter 225B, Code of Towa (1966), empower-
ing the Board of Regents to designate the lowa
Mental Health Authority with the advice of the
dean of the Colleze of Medicine and of the Men-
tal Hygiene Committee. The Mental Hygiene Com-
mittee, a 16-member group intended to be broadly
representative of state agencies and private
groups concerned with mental health, is a policy-
making body for the lowa Mental Health Author-
ity. The Psychopathic Hospital has continued to
be designated the Iowa Mental Health Authority
under the 1965 law.

A survey of 30 states which have adopted
community mental health services legislation in-
diecates that only three do not assign responsibil-
ity for administration of such legislation to the
same major state department which adminigters
the state mental health institutions. Jowa was
not one of the 30 states included in the survey,
since by the standards applied Iowa could not be
said to have a community mental health gervices
law (i.e., one involving some degree of state sup-
port coupled with minimum state standardas}.

County Homes as Custadial Care Units

Statistics listing county home residents in
Iowa in the first six months of 1967 (the last
period for which complete data is presently avail-
able from the Department of Social Services) in-
dicate that nearly 75 percent of such residents
were mentally ill or mentally retarded. On the
basis of a total of nearly 5,000 county home resi-
dents, it would appear that there were in 1967,
and probably still are, more mentally retarded
and mentally ill patients in county homes than in
state mental health institutions.

The mentally i}l and mentally retarded resi-
dents of county homes are individuals transferred
there because they are incapable of living inde-
pendently, and are considered unlikely to benefit
from further treatment in a state institution. The
reasons for making such transfers were discussed
earlier in this report. Transfer of a patient from
a state institution to a county home does not end
the state’s responsibility for the patient.

Section 227.2, Code of Iowe (1966), as amend-
ed, requires the Director of Mental Health to
make or have made semi-annual inspections of
county homes, and also private nursing and cus-
todial homes and similar institutions, where men-
tally ill persons reside. In addition the home must
be inspected, and each mentally ill resident exam-
ined, at least once each year by a staff psychia-
trist of the mental health institute serving the
county where the home is located.

No systematic survey of county homes in
Iowa was undertaken by the Study Committee,
however information available to Committee
members indicates there is variation not only in
size and condition of county home structures, but
particularly in the type and variety of activities
regularly available to residents, Nearly all of the
county homes are operated by a steward and a
matron, usually a man and wife, who may or may
not have additional help.

The actual cost of operating Jowa's county
homes, on a per-patient basis, is most difficult to
ascertain, Most of the county homes are located
on farms, and many conduct some farming opera-
tions. Income from the farming operations, which
may fluctuate considerabily from year to year,
affects the net county expenditure for operation
of the home in such a way that the actual oper-
ating cost may be quite distorted in the required
annual report.




Individuals who otherwise qualify to receive
benefits under one of the categorical state-federal
welfare programs, such as old age assistance,
blind assistance, or aid to the disabled, are not
eligible 6o long as they reside in a county home.
Therefore, county home residents who become 66
yvears of age are usually transferred to a private
nursing or custodial home if at all possible, so
that old age assistance may be obtained to help
pay the cost of such person’s care. If mentally ill
or mentally retarded residents of county homes
become eligible for aid to the disabled or other
categorical welfarc programs, these persons may
be transferred to private facilities, wherever such
facilities are available. This possibility appears
to raise some questions about the long-range role
of county homes as community-level custodial
care facilities for the mentally ill and mentally
retarded.

Financing of Community
Mental Health Services

The following is not intended to be an ex-
haustive treatment of the problems of financing
community level mental health services in Iowa,
but rather a discussion of some specific problems
which have come to the Study Committee’s at-
tention.

The 1967 Legislature, by two separate ac-
tions, made a total of more than $4,500,000 avail-
able to help ease the burden placed on county
property taxpayers by the increasing costs of
care and treatment of the mentally ill and men-
tally retarded. However, the manner in which
these state funds are made available does not per-
mit the counties as great a degree of flexibility,
in determining where services are to be obtained
and how they are to be paid for, as could be pro-
vided without further increasing state expendi-
tures.

Chapter 196, Acts of the Sixty-second General
Assembly (1967), permits the Legislature to spec-
ify, when making appropiations for the state
mental health institutions, that the institutions
shall bill the respective counties for the cost of
care of patients having legal settlement therein
at a rate less than 100 percent of the average per-
patient-per-day cost of care. In the 1967 appropri-
ation act, the institutions’ billing rate to counties
for the current biennium was set at 80 percent of
full cost. At the current level of annual appropri-
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ations for operating costs the 20 percent of cost
of care and treatment at the institutions which
is not being charged to the counties during the
current biennium amounts to over 84,000,000 each
year.

Counties must pay the cost of care of their
legal residents in state mental health institutions
from the state institutions fund, which is created
by section 444.12, Code of Iowa (1966), and
supported by property taxation (patients, and
their responsible relatives, may in some cases be
required to reimburse the county for all or part
of such expenditures, if they are able to pay}.
Thus, the action of the Legislature in reducing
the state institutions’ billing rate to the counties
provides a measure of property tax relief. How-
ever, if the $4,000,000-plus which the state is pay-
ing for operation of the state mental health in-
stitutions during each year of the present bien-
nium, without reimbursement by the counties,
had instead becn apportioned to the counties on a
per capita basis, earmarked for mental health and
mental retardation services generally, some coun-
ties might have preferred to use a portion of
these funds to support a community mental
health center or provide more adequate care for
mentally retarded and mentally 1l patients in
their county homes.

The county fund for mental health, created
by section 230.24 of the Code, ig pertinent to both
community mental health centers and county
homes. Section 230.24 presently requires that
county boards of supervisors levy a tax of one
mill or less for the county fund for mental hezlth,
which may be used for:

1. The support of mentally ill patients in the
county home, “or elsewhere outside of
any state hospital for the mentally ill”.

. Construction of additions or improvements
to the county home which are needed to
permit proper care of mentally ill persons
residing in the county home.

Boards of supervisors are also authorized to
draw upon the county fund for mental health to
pay for “psychiatric examination and treatment
of persons in need thereof, or for professional
evaluation, treatment, and habilitation of men-
tally retarded persons,” in a community mental
health center or other appropriate facility. Any
county making such use of the county fund for




mental health is authorized to levy an additional
half mill for the fund, or a total of one and one-
half mills.

Statements by some county officials and per-
sons working in or with community mental health
centers indicate they regard section 220.24 as lim-
iting expenditures from the county fund for men-
tal health, for community mental health center
purposes, to the amount which can be raised by a
half mill levy. The legislative history of section
230.24 seems consistent with this interpretation,
but the actual language of the section does not
appear to prohibit use of & part of the basic one
mill levy for community mental health center pur-
poses.

When a custodial care patient is transferred
from a state mental health institution to a coun-
ty home, nursing or custodial home, or other com-
munity facility, the cost of his care theoretically
ceases to be paid from the state institutions fund
of the county, and is instead paid from the county
fund for mental health. However, if the latter
fund is depleted before the end of any vear, the
cost of the transferred patient’s care in any pri-
vately operated facility must be paid, during the
balance of that year, from the state institution
fund, for which there is an unlimited levy, or in
the case of the county home, the cost of the pa-
Lienl’s care may be paid from the poor fund,

Section 227.16, 227.17, and 227.18, Code of
Towa (1966), as amended in 1967, provide a per-
manent annual appropriation of one million dol-
lars from which is to be paid to each county five
dollars per week for each custodial care patient
transferred from a state mental health institution
and supported hy the county in the county home
or another community facility, (This standing
state appropriation was increased in 1967 from
$500,000 per year to $1,000,000 per year, and
weekly payments were increased from three to
five dollars. Despite this increase, the appropria-
tion apparently will not be sufficient to pay all
claims submitted during the present biennium.)
However, this state aid may be obtained only on
behalf of patients the cost of whose care is paid
from the county fund for mental health. When
this fund is depleted, and the cost of the patient's
care must be paid from another county fund, the
county can no longer legaily receive the five dol-
lars per patient per week state aid, even though
the cost of care is still being paid by the county
with funds raised from the same property taxpay-
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ers who were taxed for the county fund for men-
tal health.

Conclusions and Recommaendations

The State Mental Health Institutions Study
Committfee, after consideration of the foregoing
information, recommends the adoption of the fol-
lowing legislation:

House File 7, relating to establishment of
community mental health programs by coun-
ties or groups of counties, authorizing state
aid for such programs, and providing a per-
manent appropriation therefor.

House File 8, to combine the present county
fund for mental health with the state institu-
tion fund, redesignating the latter as the
county health and institutions fund, preserib-
ing the purposes for which such fund may be
used, and authorizing & levy therefor.
House File 9, relating to county homes.

County Mental Health Programs—The Study
Committee believes that community mental
health centers are already playing an important
role in meeting Iowa’s mental health needs, and
will do so to an increasing extent in the future.
It is further believed that the time has come
when the state should encourage the continued
development of community mental health serv-
ices, and assist those communities which have al-
ready developed such services, by making some
state financial aid available.

Coramunity mental health cenfers in Towa
presently operate with nearly complete local au-
tonomy. Almost the only references to community
mental health centers which bhave been located in
the Code of lowa (1966) are those in section
230.24 permitting a tax levy for support of cen-
ters established *“in conjunction with the lowa
Mental Health Authority,” and authorizing a non-
recurring appropriation of $250 per thousand pop-
ulation in the county from the state institutions
fund for establishment of a comununity mental
health center. (There is also a collateral reference
in section 444.12, which governs the state insti-
tutions fund.) The Iowa Mental Health Authority
states that its role is consultative, not coercive,
Thus, community mental health centers are oper-
ating with no actual state control of methods of
organization or administration, the kinds of serv-




TABLE [I—COUNTY SUPPORT OF STATE MENTAL HEALTH INSTITUTES AND COMMUNITY MENTAL HEALTH
CENTERS IN 1967, AND AMOUNT OF STATE FUNDS COUNTIES COULD RECEIVE UNDER SECTION NINE OF HF, 7

1 2 3 4 5 6 7
! = r Amount
Coun
would
Allocated
Total : it the
Paid i Procedure
by Commun Recommendead
, Mental County Mental Amount | by the State
Health for Health Ramitred Mental Health
Official Institute MHI Centar to CMHC by Institutions
1960 (MHI) Care {CMHC) County In s
Census Serving 7/1766 ng Co. Comparison Committee
County Population County 6/30/67 (If Any) Periods |Wou Followed
T | H
Adair 10,893 | Clarinda § 2523586 | None | 52016448
Adams 7468 | Qarinda § 17,182.93» | None | $ 1382548
Allamakee 15982 | Independence | § 2727566 |N.E Iowa MHC | § 643262¢(FY) | $ 2058452
Appanoose 16,015 Mt. Pleasant $ 57,495.71% | None l $ 29,645.40
Audubon 10,919 Clarinda $ 38,648.08 S.W. Iowa M.HC, d i $ 2021384
Benton 23,422 Independence $ 7463858 None 3 43,354.92
Black Hawk 122,482 Independence $354,385.93 Bl. Hawk Co. M.H.C. | § 75,773.75¢ $226,704.52
Boone 28037 Clarinda $ 71,160.64% | Cen. Iowa MHC. $ 713750 ‘$ 51,896.32
Bremer 21,108 Independence : $ 71,317.03 Cedar Viy., MH.C. $ 16,730.00 $ 3907188
Buchanan 22,293 Independence § 3706325 | None $ 41,265.48
Buena Vista 2,189 Cherokee $ 9341535 | NW, Iowa MHC. $ 466935 $ 39,222.04
Butler 17,467 Independence $ 2820743 Cedar Vly. MHC, § 15,100.00 f$ 32,333.12
Calhoun 15,923 Cherokee $ 56,597.92b | N. Cen. Iowa M.H.C, $ 29,475.28
Carroll 23,431 Clarinda $ 7327588 | S.W. Iowa MHC. § 43,371.16
Cass 17,919 Clarinda $ 53,741.12% | S.W. Towa M.H.C. $ 15,000.00 $ 33,168.84
Cedar 17,791 Mt. Pleasant $ 25,349.63¢ | None $ 32,932.76
Cerro Gordo 49,894 Cherokee $125,008.75> | M H.C. of N. Iowa $ 40,37.00(FY) | $ 92351.84
Cherokee 18598 | Cherokee 1'$105,194.83 | None [ s 33426.28
Chickasaw 15,034 Independence $ 2419419 Cedar Vly. MHC. $ 13,000.00h | $ 27829.24
Clarke 8222 Clarinda $ 25,093.96 None §$ 15,220.92
Clay 18,504 Cherokee $ 6528024 | N.W. Iowa MHC. $ 16,148.000 $ 1.524
Clayton 21,962 Independence $ 74,532.21 N.E. Towa MH.C. L3 981.001(FY) $ 40,652.32
Clinton 55,060 Mt. Pleasant $150,580.13> | None $101,912.60
Crawford 18,569 Cherokee $ 29,115.71 Nohe $ 3437284
Dallas 24,123 Clarinda $ 65,669.69* | W, Cen. MH.C. $ 35,000.00b $ 4465228
Davis 9,199 Mt. Pleasant $ 27.519.87 None 1§ 17,028.64
Decatur 10539 | Clarinda § 2743422 | None | s 19,510.04
Delaware 18,483 Independence $ 69,74069 | None i § 34,21288
Des Moines 44,805 Mt. Pleasant $134,289.95b | S.E. Iowa M.H.C. $ 2083265 || $ 82,562.80
Dickinson 12,574 Cheroltee $ 43,859.98 N.W. Iowa M.H.C, 3 1768875 | $ 23,276.64
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TABLE Il [Continued)

1 2 3 4 5 6 7
Dubuque 80,048 | Independence ; $236,04142> | Dubuque Co. MHC. | § 60,017.47 | $148,164.28
Emmet 14871 | Cherokee | § 34,450.50 | None | s mszise
Fayette 23581 | Independence | § 39,350.64 |Cedar Vly. MH.C. $ 6,690.00 $ 52,903.16
Floyd 21302 | Independence | $ 51923.36% | M.H.C. of No. Towa | § 12,900.00! | $ 39,060.72
Franklin 15472 | Cherokee $ 4785627 | MUHC. of No. Jowa | § 1125000 | § 2863992
Fremont 10,282 | Clarinda $ 41,763.45 | None | § 1903352
Greene 14379 | Clarinda $ 50,205.36> | None $ 2661744
Grundy 14132 | Independence | § 2633523 | Bl Hawk Co. MH.C | § 429625 | § %5952
Guthrie 13,607 | Clarinda $43,61458> | W, Cen. MHC. $ 15348.07 $ 2518852
Hamilton 20032 | Cherokee $ 30083420 | None ($§ 56660011 ' § 3708052
Hancock 14604 | Cherokee $ 22744.02> | MHC. of No. Jowa | $ 9000000 | § 27,0835
Hardin 22533 | Cherokee $ 63,750.620 | Marshall Co. M.H.C. | § 12,000.00 T$ 41,708.88
Harrison 17600 | Clarinda $ 87,395.72 |Potvmie Co. M.H.C. | $ 10,000.00 $ 32,579.00
Henry 18387 | Mt Pleasant | S 48727.26 | None $ 3366532
Howard 12,734 Independence | § 3658649 |N.E. lowa M.M.C 8§ 4,67L58!(FY) $ 2357124
Humboldt 1356 | Cherokee $ 60,368.50% |N. Cen. fowa M.HC. 5 | § 24,350.16
lda ] 10269 | Cherckee $ 2069328 | None ~ 175 1900884
Iowa | 1639 | Mt Pleasant | $ 27,069.33 | None | § 20,319.56
Jackson 20,754 | Independence | § 67,201.89> |None | § 38.465.44
Jasper 35,282 Mt. Pleasant $ 12,235.81b | Jasper-Pow'k. M.H.C. | $ 22,000.00 K 653055_2_ ]
Jefferson 15818 | Mt Pleasant | § 70,738.34 | None . § 29,279.48
Johnson 53,663 | Mt Pleasant | $108,167.74% | None | "s 99.326.68
Jones 20,693 Independence 3 80,598.23 | None ’__j $ 33.30@7_
Keokuk 15492 | Mt Pleasant | $ 2857091 |S. Cen. M.HC. $ 8,70000FY) | § 2867612
Kossuth 25,314 | Cherokee $ 60318030 | M.HC. of No. Towa | § B8,000.00 s 46,856.04
Lee 44207 | Mt Pleasant | $198856.100 | Lee Co. MLHC, | § 33.853.08 s 81,824.52
Linn 136899 | Independence | $394,74587 |Linn Co. MK.C. | $101,019.00 | $253,357.64
Lowisa 10290 | Mt Pleasant | § 3583452 | None | § 19047.40
Lucas 10923 | Mt. Pleasant | § 18.581.04 . None T | § 2021928
Lyon 14,468 Cherokee § 38,540.15% | None | $ 26,780.48
Madison 12205 | Ciarinda § 30,681.58 | W. Cen M.H.C. $ 16,000.00 "5 22.758.20
Mahaska 23602 | Mt Pleasant | § 5367045 |S. Cen. M.HC. $ 14,500.00:(FY) | § 43,686.72
Marion 25,886 | Mt. Pleasamﬁ%l $ 3725104 |S. Cen. MHC. $ 10,072894FY) | $ 47.913.96
Marshall 37,984 | Independence | § 56,384.13v | Mavshall Co. MHC. | $ 25,000.00 i7$ 70,306.24
Mills 13,050 | Clarinda | $ 19,704.02 | None i $ 24,156.00
Mitchell 14043 | Independence | $ 4389737 | MHC. of No. Towa | § 7.000.00 s 25,993.43
Monona 13916 | Cherokee $ 7290146+ | None 52575876
Monroe 10,463 | Mt Pleasant | $ 886259 |S. Cen MHC. $ 4,692.00 | $ 1936768
Montgomery | 14,467 Clarinda $ 20.875.04 ; None | § 26,779.12
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TABLE Il (Continved)

1 2 3 4 5 6 7
Muscatine | 33840 | DMt Pleasant ' $114.875.26 |None | $ 6262640
O'Brien | 18880 | Cherokee | 54539878 |NW. Iowa MHC. | S 480546 | $ 3487340
Osceola | 10064 | Cherokee | 33482191 |N.W. Jowa MHC. | $ 2640.001 "5 1862904
Page [ 21,023 | Qlarinda | § 91,088.28 | None | 53891328
Palo Alto | 14736 | Cherokee |'$4612880 |N.W. Jowa MHC. |$ 780381 | s 27,276.96
Plymouth . 23906 | Cherokee | 5800044 |None | s 4421016
Pocahontas | 14234 | Chorokee | § 72520400 |No. Cen. Towa MHC. s LS 2634724
Polk | 266,315 | Clarinda | $810,901.86> o | ) | 549292440
Pottawattamie , 83,102 | Clarinda | $240,69423 | Potvmie Co. MHC. | § 43,959.03 | $153,815.72
Poweshiek j 19,300 | Mt Pleasant | § 33,242.80% | Jasper-Pow'k. M.HC. | $ 23,000.00% EI&SMOO
Ringgold | 7910 | Clarinda $ 2350891 | None | $ 1464260
sac | 17007 | Cherokee |5 44,6969 | None '§ 3145052
Scott | 119067 | Mt Pleasant | $241870.90% | Scott Co. M.HC. $ 87,633.75 | 522038312
Shelby | 15825 | Clarinda § 42540740 | S.W. Towa MHC. a | $29.293.00
Sioux | 26375 | Cherokee | § 66424.98 | None | § 4881900
Story 49,327 | Cherokee | S 71,103.96> | Cen. Jowa MHC. | § 28,285.00! s 9130172
Tama | 21413 | Indcpendence | $ 4190855 | Marshall Co. MHC. | § 12.000.000 | 8 39.635.68
Taylor | 10788 | Clarinda | § 2533889 | None | 8 19.044.68
Union 13,712 | Clarinda | $ 7338220 | None | § 2538132
Van Buren | 9778 | Mt Pleasant | § 1949512  None $ 18,0008
Wapello | 46126 | Mt Pleasant | $212,0659% | S. Jowa MHC. $ 23,000.00¢ $ 85,376.36
Warren | 20829 | Qarinda I'§ 2562034 | = m | $ 3355144
Washington 19,406 | Mt Pleasant | § 65565350 | None [ $ 3592216
Wayne 9800 | Clarinda 'S 30,020.11> | None | § 1814100
Webster 47810 | Cherokee 1$179,400.900 | No. Cen. Towa MH.C. s | § 88,493.60
Winncbago 13099 | Cherokee | $ 2937130 | MHC of No. lowa | § 6,000.00 | s 24,2466
Winneshiek | 21651 | Independence | § 4395804 | N.E. Iowa MHC. | § 18776711 | § 40,055.36
Woodbuty | 107,889 | Cherokee 1"$340.218.49> | None U $199.61964
Worth | 10259 | Cherokee | $ 32,08L71> | MHC. of No. lowa | § 6,000.00 $ 18,990.24
Wright | 19447 | Cherokee | §52,82043> | MHC. of No. Towa | § 10,000.00! | S 25,996.92

sFigures given in column 6 are those provided by county auditors for the calendar year 1967, unless otherwise
noted. Thus comparison in most cases is between payments by county to MHI for period 7/1/66-6/30/67 (column 3V,
and payments by county to CMHC for period 1/1/67-12/21/67 (column 6). It is assumed that costs are sufficiently
constant to permit a valid comparison. Where figures in column 6 are also for period 7/1/66-6/30/67, the letters
(FY) appear after the dollar amount in column 6.

bCounty was billed $500 or more for care provided by one or more MHI's other than that in whose district the
county is actually located.

cAmount CMHC reported, in audited financial statement, was received from Allamakee County in period 7/1/66-
6/30/67. Allamskee County trcasurer reported contributions of $7,846.53 to CMHC in period 1/1/67-12/31/67.

tAudubon, Carroll, Shelby Counties did not affiliate with 8.W. Jowa M.H.C. until late in 1967,
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°Black Hawk Co. M.H.C. 1967 financial statement shows receipts of $80,000 from “county board of supervisors”
This figure is not broken down between Elack Hawk and Grundy Counties, and no information was received from
Black Hawk County auditor. Figure in column 6 derived by subtracting amount Grundy County auditor reported was
contributed in 1967 from the $80,000 total.
tAmount county auditor reported was levied and collected for CMHC, but CMHC reported receipts of $8473
attributed to “Boone County tax".

EN. Cen. Jowa MH.C, did not actually begin operation until 1968,

bAmount county auditor reported was levied and coltected for CMHC in 1967, In absence of statement to contrary,
it is assumed full amount was actually remitted to CMH!

!Amount CMHC reported was received from county in 1967. County auditor’s figures on remittances to CMHC
for same period not a X
during

IAmount CMHC reported was received from Hamilton County in 1967. County withdrew support from CMHC
rAmount Lee County auditor reported was paid to CMHC in 1967, but CMHC reported receipts of $40,980.00 from
Lee County in 1967, It is not certain both reports were intended to refer to same pericd of time.

mAlthough Polk and Warren Counties contribute to support of the Des Moines Child Guidance Center they have
been treated ss counties not served by a CMHC in this table because it is believed that cost figures might not be
representative of a CMHC serving both children and adults

mAmount CMHC reported was received from Scott County in period 10/1/66-9/30/67.
from Tama County

rAmount Tams County auditor reported was paid to CMHC in 1967, but CMHC reported receipts of only $11,000.00
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ices fo be rendered, or standards of professional
competence, services to be rendered, or standards
competence, and are subject only to such external
control as county supervisors may insist upon as
a condition of county financial support.

The foregoing is by no means intended to
suggest that community mental health centers in
Iowa have abused their autonomy. In fact, be-
cause the present patterm of operation of the
centers—nonprofit private corporations providing
services to counties under financial arrangements
agreed upon with Lhe boards of supervisors—has
not heen unsatisfactory, House File 7 has been
carefully drawn to permit this general pattern of
operation to continue, while providing for a de-
gree of state control sufficient to assure that
state aid will be properly utilized.

House File 7 authorizes counties, individu-
ally or jointly with other counties, to establish
county mental health programs providing any or
all of a number of kinds of mental health services
which the board or boards of supervisors believe
are needed by the residents of the county or
counties served. The list of services which the
program may provide is based upon the services
which it is required or suggested be provided by
a comprehensive community mental health cen-
ter, as defined by federal regulations issued pur-
suant fo Public Law 88-164, the Community en-
tal Health Centers Act of 1963,

The policy-making body for a eounty mental
health program, under the general authority of
the board or boards of supervisors, will be a
county mental health board, which may be con-
stituted in any of the three following ways:

1. The members of the board or boards of
supervisors may serve, ex officio, as the
county mental health board.

2. Where a county mental health program is
established by two or more countjes, an
equal number of members of the board of
supervisors of each county may make up
the mental health board.

3. The board or boards of supervisors may
appoint any number of residents of the
county or counties, other than themselves,
to serve on the county mental health
board, for staggered three-year terms.
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The power to decide which specific mental
health services are to be provided rests with the
board or boards of supervisors of the county or
counties supporting a county mental health pro-
gram. When this determination has been made,
the county mental health board may contract for
any or all »f the services which the board or
boards of supervisors believe should be provided,
with any of the following:

1. A community mental health center which
meets the standards of the Iowa Mentsl
Heaith Authority, relating to administra-
tion, standards of professional competence,
fee schedules, and accounting procedures.

2. Individuals, associations, corporations, or
hospitals or other health facilities operat-
ed by political subdivisions of the state,
upon a finding by the Mental Health Au-
thority that the person or persons who
will provide the services meet “generally
recognized standards of professional com-
petence.”

3. Any state hospital or institution in Iowa.

House File 7 intentionally preserves fo some
extent the present autonomy of community men-
tal health centers in Iowa, and does not directly
prescribe the manner in which community mental
health centers are to be organized and operated.
The Iowa Mental Health Authority is given power
to establish some standards for community men-
tal health centers, and any center meeting these
standards is eligible to contract to provide serv-
ices to a county mental health program. Repre-
sentatives of the Iowa Mental Health Center As-
sociation have indicated that most members of
the Association do not obiect to delegating such
rule-making power to the Iowa Mental Health
Authority, as presently constituted.

State Aid for Mental Health—A kev pro-
vision of House File 7 is section nine, under
which an annual appropriation totaling at least
ong million dollars, plus whatever additional
amount the Legislature sees fit to appropriate, is
made to a newly established state mental health
reimbursement fund. The entire amount appro-
priated to this fund for each fiseal year is to be
allocated in that year among all of the counties in
the state on a per capita basis. Counties may use
the funds so allocated, in such proportions as they
deem advisable, for any or all of the following

purposes;




1. To pay up to 50 percent of the cost of a
county mental health program established
under House File 7.

To pay up to 20 percent of the charges to
the county by the state for care and treat-
ment of residents of the county in state
mental health institutions.

3. To pay up to 50 percent of the cost of
care of mentally ill or mentally retarded
persons in the county home or other com-
munity facilities.

It is recogmized that the Legislature may
well be reluctant to approve new state expendi-
tures in 1969. Therefore, it is suggested that the
state mental health reimbursement fund be estab-
lished by shifting state funds presently channeled
to counties, directly or indirectly for mental
health purposes, in the following manner:

1. Repeal of sections 227.16, 227.17, and
227.18, Code of Iowa (1966), under which
one million dollars per year iz appropriat-
ed to the state mental aid fund for distri-
bution to counties (s2e “Financing of Com-
munity Mental Health Services” earlier
in this report), and substitution of a one
million dollars per yvear permanent appro-
priation to the new state mental health re-
imbursement fund.

Direction by the Legislature to state men-
tal health institutions to resume billing
counties, for care of their residents who
are patients in the institutions, at 100
percent of average per-patient-per-day
cost rather than at the present 80 percent
rate, and appropriation to the new state
mental health reimbursement fund of an
amount equal to the amount being expend-
ed from the state treasury during the cur-
rent biennium (1967-69) to pay the 20
percent of the per-patient-per-day cost
which is not being charged back to the
counties.

The foregoing procedure would neither increase
total state spending for mental health nor de-
crease the amount of state funds expended in lieu
of property taxes for support of mental health
services, but would give the counties added flexi-
bility in determining where mental health serv-
ices needed by their residents are to be obtained.
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Table II shows amounts expended by coun-
ties for care of patients in state mental health
institutes and for services obtained from commun-
ity mental health centers in the period July 1,
1966-June 30, 1967, the last fiscal year during
which state mental health institutions were bill-
ing counties at full cost. Column 7, Table 11, shows
the amount which would be allocated to each coun-
ty from the proposed state mental health reim-
bursement fund if the procedure outlined in the
foregoing paragraph were followed.

House File 7 and House File 8 (see following
paragraph) together replace section 230.24 of the
Code, which creates the county fund for mental
health. Section seven of House File 7 replaces
that portion of section 230.24 authorizing a tax
levy for support of community mentsal health cen-
ters and a nonrecurring appropriation for ex-
penses of establishing 3 center,

County Fund for Mental Health Abolished—
House File 7 incorporates in section 444.12 of the
Code, which creates and prescribes the use of the
state institutions fund, the present provisions of
section 230.24 other than those specifically re-
lating to community mental health centers. Since
both the state institutions fund and the county
fund for mental health are raised by property
taxation, and the unlimited-levy state institutions
fund may be drawn upon for support of mentally
il and mentally retarded patients in local facil-
ities when the one mill levy for the county fund
for mental health is depleted, it is believed adop-
tion of House File 8 would simplify county book-
keeping.

Updating of Counly Home Law—A quick re-
view of chapter 253, Code of Towa (1966), will in-
dicate that county homes in Iowa were not orig-
inally conceived of as community mental health
facilities, but that is largely what they have be-
come, The Study Committee believes the time is
approaching when lowa should decide either to
greatly update many of its county homes, no
doubt at considerable expense, or else to abandon
county homes, as such, as community custodial
facilities for the mentally ill and mentally retard-
ed. However, no recommendation as to which
course of action would be preferable should be
made until more gtudy has been given to the gues-
tion than has been permitted by limitations of
timie and of the priority assigned by the Study
Committee to other matters.




House File 9 is intended simply to update
chapter 253 to reflect the actual purpose and
mode of operation of present-day county homes
in Towa. The bill requireg the annual financial
staternent of each county home to be presented
in such manner as to permit easy determination
of the actual cost of operating the home, on a
per-patient basis. Reference f{o the county home
matron, az well as to the steward, is inserted, and
the outdated provisions for education of poor
children residing in county homes are repealed.
Provisions for admission, commitment, and re-
leage of residents of the home are rewritten to be
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more suitable to the persons actually being cared
for in present-day county homes. Authority for
the board of supervisors to lease the county home
for private operation is updated, and the require-
ment that all county homes be licensed as nursing
or custodial homes which has been in effect for
several years is specifically written into chapter
2583. The provisions of sections 230.26 through
230.30, inclusive, Code of lowa (1966), which now
relate to support of patients in state mental
health institutions, are also made applicable to
support of residents of county homes.




