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You cannot see my scars,

But they are there, and real,
Cut as deeély as the gorges
Sliced by a raging river
Rushing toward a hostile sea.

I drift in this bottomless ocean,

Searching for a friendly shore
Upon which T might find pause

From my lonely and constant fear .

Of slipping away from life.

You‘paSS like a ship at night

" While my often whispered scream

' Seeing no distress, hearing nothing,

Rises and signals as a silent flare

Casting its light as darkness.

I feel the waters closing now,
Covering all there ever was.

I feel the numbness coming now,
Blanking whatever will be.
I‘feel the waters closing now.

But wait,

I see a light!

A figure on the land
Throwing a hope.out to sea

Offering a helping hand.

Bill Perry, Jr.
Mental Hygiene Vol. 58, #4, Fall,
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" Introduction

Thé Joint Mental Heaith Subcommittee was Creéted pufsﬁant
to Senate Concurrent Résoiution'89 of 1974 (filed‘May 14, 1974),
~with a broad mandate to study and evaluate the State's program .
and - the public?stneeds fdr new mental héalth'inétitutions,
agencies and programs. |

The Subcommittee interpreted this mandaté to include,
among others, the following broad objectives:

1. To study the present mental health care system to
determiné how the system is operating and how it might operate
more effectively: |

| 2.  To enlist the viewpoints of persons having first-
hand experiénqe in delivering mental health care. This meant,
» that patients, relatives»of patients, nursés,,attendants,
psychologists, pSychiétrists, administratois and selected
staff of the Division of Mental Health and Hospitals would be
asked tovshare.their knowledge with the Subcommittee;

| 3. To hold hearings. as needed on the péyéhiatric hospitals
and on subjects which require,investigation:

4, To issue periodic reports on Subcommittee hearihgs,
§6‘that‘thé public and the Legislature remain informed on l
important issues in,mentél health7‘and, o

5. Tp make recommendations on thangés and improvements
which appeart1x> be needed on the basis of hearings,'investigations

and inspections of facilities.



;Ali of thesé objectives are incorporated in the two major
objectives'which served as operating principles fof‘the |
Subcommittees | | |

1. ,TO'act as‘omquSmen for\mental patients, mental | _ v
health cere providers, and an interested and ooncerned public; and,

2., To act as catalysts for change toward an improved
, mentai health care system,

In pursuit of these objectives, the Subcommittee held six
hearings,bvisited four facilities, took testimony from approxi-
mately sixty peopie,Spéké informally to many others,iand held
many work sessions to evaluate the information obtained and
prepare recommendétions for improving mental health care.

Legislation was introduced when necessary to implement
such recommendations for improvement, Furthermore, existing'. : )
legislstion was evaluated, amended if needed, and reieased to
the fﬁlibmembership of the Senate and Assembly Institutions,

Health and Welfare Committees for consideration. When mental

health bills were released from committee for consideration

by the Senate or General Assembly, Subcommittee members

actively supported passage of‘these‘mental health proposals .
by intefpreting provisions of the proposais'to the‘Legislature

and explaining why the legislation was needed.. ’

The Subcommittee also worked closely with the_Department
of Institutions and Agencies»in pursuit of its'objective of
effectuatipg chenge in the mental heaith care system. The
DepartmentscxfInstitutiohs and'Agencies_and Health established

a Mental Health'Planning Committee‘to develop a comprehensive

o



‘mental health plan for the State at approximately the same .
”tlme that the Leglslature created the J01nt Subcommlttee.

It seemed natural, therefore, for the two groups with 51mllar
objectlves to work cooperatlvely.. Whlle the Mental Health |
‘ Plannlng Committee studied the mental health care system to
devise a plan to 1mplement an 1mproved care dellvery system,'
the JointhSubcommitteefsvrole'was to'emphasize‘the need for

- such 1mprovement | '

‘This flnal report to the Leglslature attempts to outline
the@efforts of the J01nt Mental Health Subcommlttee‘over‘the
past two years.‘ The report 1s d1v1ded into four major sections.

The flrst sectlon ‘provides an hlstorlcal perspective to
mental health care in New Jersey. By know1ng what has been
attempted in the past - what was successful and what falled -

the Subcommlttee felt that 1ts conclu31ons and recommendatlonS‘

"_would be more meanlngful
| The second section summarlzes the reports 1ssued throughout :
- the two—yeardperlod on varlous mental health fac;lltles. It .
contains an oyeryiew‘of findings,andyreoommendatlons‘on
vGreystone Eark~Psybhiatric Hospital‘ the New Jersey Neuro-
Psychiatric Institute, the Woodbrldge Emergency and Chlld

~D1agnost1c Center, Trenton Psychlatrlc HOSpltal Marlboro

Psychiatric HOSpltal and the Menlo Park Dlagnostlc Center.

The thlrd‘sectlon;contalns summarles of staff'reports
on speeial isSue areas) prepared at the Subcommitteels re-
quest as a result of a publlc hearlng or 1nvest1gatlon of
a partlcular problem.

The last sectlon contalns a summary of the work of the

Subcommlttee, and some conclus1ons and recommendatlons.;
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. HISTORICAL PERSPECTIVE

,Atvone time, New Jereeyiwas a leader in mental
health reform; Almost 130 years ago,'constructioﬁ:Was
started on our first institution for the mentally ill:
Trenton PSyChiatric Hospital'was buiit_as a model_for
humane_and progreesive care and treatment of‘the’insahe.
The New Jersey Legislature and the public sﬁpportedkthe
building of this first insane'asylum;»as they were then
called,ito'refleot the State’s,sense ot responsibility
and concern for its mentally ill‘citizens.» Legisiators
were'arouéedvby the efforts”of MisskDorothea Dix; who.told
horror stories of "luﬂatics chained'fast to‘their cells" in
local jails and almshouses,<when she appeared hefore them

in 1845. In response, they moved swiftly to eliminate the

abusive situations by providing fuhds foryah aSylum which i
could treat and cure the. insane. | | ,\ ‘

The first asylum was small - only 200 beds -- for
it was belleved that small 1nst1tut10ns would allow each
patlent to "recelve thorough medlcal and 'moral' treatment
based upon careful study of each patlent taklng 1nto .

account his social, c1v1c,'and famlly h.x.’story.“l

1 R o - .

Psychiatric Progress in New Jersey, 1844-1944, William
J. Ellis, L1. Phil. D. Comm1331oner N J. Department of '
Institutions and Agencies.
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Furthermore, the first medical director of Trenton
PsYchiaﬁrichospital desired to make State institutions
a piace for the cure of mental patients in the early |
'stages of their illness. He urged "friends of the
insane to appreciéte the‘danger of dela?ing an early
resort to the appropfiate curative means." He also
supported alternatives to institutionalization: "The
patient ought never to be sent to an asylum when thé ‘
: means of treatment and the probabilities of relief aée
equally great at home. Persons of advanced age who are
.‘fﬁ;ane‘from the irregular decay of the faculties... -
may be treated as well airhome-as at an asylum,"

This asylum was carefully designed and built with -
the highest‘hopes that, at last, after ages of neglect,
apathy and_misunderstanding, insanity could be treated
énd cured. The,setting‘for the asylum was chosen with
the_patient in mind: an isclated community, with quiet,
peaceful surroundings and plenty of room was the iaeal
place forsettling deranged minds. The buildings were
hahdsome.and imposing, as well as clean, safe,‘bright
and efficient. Every detail of the building, from the
windows to the furniture, was chosen with the patient's
~needs in mind. The bést intentions inspired, planned
and built_Néw Jersey's first hospital. |

Today--one hundred and thirty years later--~the very
institutions which were built to eliminate the abuses
"and horrors described by Miss Dix are the settings for

"intolerable éonditions"_and "dehumanizing indignities."



Why‘have these hospitals, built with such high hopes
and'good intentions[ become "horror chambers?" Why does
New Jersey still’ seem SO far from the goal of prOV1d1ng
humane and adequate care for the mentally 111?

There are many answers to these questlons - far too
many to be adequately con51dered here -- but some answers |
of ‘a general nature can be found through an appralsal of
the rise and fall of the psychlatrlc hospltal.

The reform movement of the 19th century, whlch spurred
the construct;on of State hospltals, came as an alternative
to former'practices, thatkhad:included imprisoning those

whoseybehavior‘was unseemly or;potentially dangerous or

PR
/

embarrassing. Lunatics, as they were'then_Called (and are

still‘called in current statutes),werefnot seen as evil,
but ashelpless victims of disease, who needed secure and

safe surroundings where they would be protected and where.

© the community would bevprotected from them..

As is often the;case,,the solutionyor reform soon
became a problem. L

- One of the earliest commissions of the Legislature

estahliShed in the 1830's to investigate'the,need for -

- a State asylum, reported that there were only 695

lunatics and idiots‘known to New Jersey authorities,”
This estimate was soon proven’to be very inaccurate.
Furthermore, the orlglnal concept of the asylum as a
center for the treatment of "newly affllcted" patlents
soon had to be‘abandoned as the author;tles in charge

of the asylums realized that the public viewed the role

reev Stale Library
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» “of the aSylnm differently. Many citizens}hsd,snpported ' oo .
the efeation‘of tne aslem so that chronic patients; |
formerly housed in jails, almshouses and the attics‘
andfcellars.of private homes, could be'servedbin more
humane surroundings. By 1870, Trenton's population hed‘ R
risen from the original'ZOO in 1848, to ankﬂintolerable"
number:‘648;; One of the results of this rapid growth .
was the erection of the State's second asylum in i876,
Greystone ParkvPsychiatricvHospital, with a capacity eﬁ
800 patients. A second result of increasedvdemand for
the Stateuto assume responsibility for its mentally
'_‘disébled\residents was authofization of the psyment of
State subsidies to counties for the care of patients in
county facilities. Even withrthesevtwo developments,
the’State soon conceded that’additional censtruction was L.
needed, as populations in the Statejasylums~grew steadily.
| At the same time, it was determined that feeble-

minded persbns,,ordretardates, and epileptics had different
csre and treatment needs and should be in‘separate facilities.
Therefote, the first training school for the retarded was
built in tne 1880is and an epileptic tillage was established
in 1898. T | B -

| In time, the number of patients grew and the
character of the asylums changed. As the definition
of mental_illness broadened, almost anyone,cduld be

~defined as insane in one framework or another. When ) i

-
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families and goVernments could’find nokother solution
‘ffor mleltS, ‘the asylum became the place of last resort,
The~old,vthe unwanted,,the unmanageable filled the asylums
‘ beyondlcapacity. vBefore long, the typical mental hospital
became indistinguishable in most respects from a prison.
The 1ovely rural settings, chosen to soothe and calm »

troubled minds, kept the unwanted out of the public eye.
Abuses could flourish, overcrowding could be ignored and
‘scandals couldvbe hidden.~ Hospitals_changed from places
»ofvtherapyg hope and cureito»places'of diSappointment,
alienation_andhcustodial care, ‘The_policies oﬁ'the originators
of the hospitals,could not beVCOntinued7,the public ex~
pected the State to»assume‘responsibility forlall insane,
notvjust_the curable; | |

| The policy Question which remained unresolved for
years.-- whether the State should prov1de asylums for
custody or hospitals for cures -= was resolved by default.
- The. State tried to do both ~and as a result little progress
- was made in the treatment and cure of ‘mental 1llness and
'custodial care was unsatisfactory and expenSive in State
institutions. The State could not dec1de on a specific
role!for'the institutions, and 1nstead gave.the patient_
minimal treatment,and custodial care. o

In 1918,>an investigation ofuconditions‘of mental

hospitals and other charitgble institutions was under-
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takeh-by/the‘LegiSIafuree The celebrated "Earle"
coﬁmisSion reported:

"At the Stateiiﬁstitutions'for the insane, patients
are admitted regardless of the overcrowded conditions
; which»always prevail,"In some‘ceses even ordinary
’sanitary cbnditieﬁs are lacking...buildings old, un-
senitery and.unsafe, and veritable fire-traps are
houeing huhdreds of old and infirm people."2

'Ae a result of the legislative investigation, and
- other developments, an attempt'wes made to "modernize" the
two hospitals. Greystone Park, in particular, was found to
need extensive repair. New buildings'were erected at both
hospitals and new equipment was installed. The old asylums
‘were to become modern hospitals,‘with laboratories, therapy
roems, expanded professional staff and ether indicators of
inndvatien, A third hospital was also built as the popu-
latibhs of State and county-facilities-continuedvto in=-
crease. | | | |

Marlboro State HOSpltal dlffered in design from the
existlng hospitals: "Here 1s an institution that looks
more like a college than a place for the care of mentally
eick,“ a visitor reported in 1933. .pThe old, gioomy fortrese_

like 'asylum' is gone. In its(place are numerous smaller.

: 2Report of the N. J. Comm1s31on to Investlgate
State Charltable Institutions. 1918.

s
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buiidings...a hospital, a dining hall, nurses' home and a
series of cottages...pleasant, light and airy."

Oon the whole, the period betweén 1918 and 1945 was
a period of optimism. New thefapies; such as shock and drug
therapy, were'instiﬁuted with notéble Success.b Iné
service training programs for staff were developed. "Home
visiting" or "parole" programs for patienﬁs were established
and became part of the hospital's regular serﬁice. ’Mental
‘hYgiene clinics were established so that mental examinations
could be conducted in the community, and individuals could
be treated on an outpatient basié., Attempts were made to’work
with children who'had behavior problems, so that preventive
measures could be taken to avert\or forestall the development
of future mental problems; ‘These clinics also attehpted to
éducate the public on the nature of mental illness and the
réle of the institution. Several clinics were located in‘
general‘hospitals in hope that, as the clinics proved
- their worth, geheral hospital»authorities would recognize
the need for psychiatric wards or in-patient services and
establish them in the general hospital.”

Despite the gains which were made,‘several;key policy
questioné remained unresolved and certéin indicators appeared
to belie the general optimism df»the period. The State
hospitals were still asked to perform dual functions:
treat and‘attempt to cure acute mental illness and care for
chronic "hopeless" cases. This dual function was reflected

in the dual management which developed in two of the State
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,hospitals.' The Business ‘Manager, on'the one hand, was
requiredfto run the'hospital as eoonomically'as possible;
his.goal Was,maintaining avself-suffiCient’institution; ~ -
The'MedioalvDireotor,;on.thevother hand, was responsible.
for medical oare and treatment of'the patients- his goal
- was to cure or allev1ate a patient's mental illness. As
you can understand these" goals were often in conflict.
Whiile the CommiSSioner of the newly formed Department
‘of Institutions and AgenCies stated that the "policy of
treatment and prevention" was a ba81c goal of the Department,
administrative'decis10ns and’ polioy directives from the
central office actually stressed eoonomy of operation as | , .
’a‘oentralvgoal.: Particularly_duringythe Depression,years,
saving taXpayers money and keeping the_staff and.patients
busy were of prime 1mportance.‘ Running a self;sufficient
1nstitution required extenSive patient labor, which was
called therapy. Because there was little emphas1s on genuine
treatment and therapy, and because little was known about‘
what kind of treatment and therapy was effective, cure or
improvement was the exception rather than the rule in
State mental_hospitals. Therefore, as chron1c1ty and the
rates of new admissions increased, overcrowding_again
became: a problem“and Staff wasdforoed to conoern itself with
providing a minimal level of care for’an everéincreasing - .
number,of‘patients. |
‘MA‘seoond_policybqueStion which was not resolved during .
this time concerned the community's role»in the prevention

and treatment oftmental illness. The promiSing start toward

e
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_establiShing_alliances between 6utpa£ient clinics, child
guidanCe'cénters;Jtheral'hospitals”énd Sﬁaﬁe hoébifals

never really developed to a satiéfactory level; Nok"carrots
vor Sticks“ were proposed by the;Stéte to insure continuétion
and expénsi&n of these prbmisingfaliianCQS'in'an or&érly

and purpogeful manner. ”In some casés{ successful integ:ation
of COmmunify;serﬁiCés'and Sﬁéte hbspital prdgrahs were
accompliShed) but this often happened és a result of £he
efforts.Of interested anq detérmined COmmunity leaders,

not as a feSult of‘State effdrts. If»é_community'was.
fortunate enough to haVe:a few knowledgéable and activé
people‘working td'devélop the tenuous alliances into |
permanent sérvices, tye serVices flourishéd;‘;As could be
ékpected; this haphaz%rd apptoach_reSpltéd‘in the development
of_good‘éommﬁnity;State‘hoSpital rélaﬁions.in some regions,
and no development in other areas;_ ‘

' _rThe:question'offhowlthe,Sfaterand‘éounties shéuld

divide responsibility fbr the care of_the mental1y_was

alsé left un:esdlved. Stahdards atlgoﬁntyvhéspitéls were
not controlled by the Sﬁéte, and, dn the:Whole, éare and
ﬁreatment standardsyatlsuch county_fééilitiés were below
the standards of the State facilities. The State‘ailowed
thé‘existencevof such,dﬁal‘standafds_of care by not requiring
the céuntieslto meet highe? standards.ésva‘condition of
?eceiving‘State subsidiégf . |

| ‘As a seéona alternative, thefStatevcould have taken over
the county hospitals énd brought them up'to State standards.

However, this alternative would have been more costly than
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cpntinuing to subsidize the substandard county hospitels,‘
so no other ectiOn was taken by the Siate. |

Many of these unresolved issues were carried over
into the post-war years. By 1940, half of the State's
wardszere in mental hespitais,-whieh‘censtituted the
Depertment's largest investment'in plaﬁt and professional
staff.3 Overcfowding and understaffing had reached epidemic
proportions: in 1945, Marlboro State Hospital had 25
attendants and 175 open attendent_pesitions and 13 graduate ’
nurses, and 50 epepknursing positioné:vin 1946, vacant
Navy barracks at Mercer Airport were converted into tem-
porary housing'for senile patients/because of the severe
overerowding at Trenton Psychietric Hoepital.

A special Mental Hygiene_éommittee of the'State Board
of Control.was convened to suggest ways of meeting the
crisis in the State‘hospitals. They proposed that increased
shock therapy and aftercare,’the provision of SOme kind of
special care for the increasing number ofvsenile cases,

‘and the construction of a new State hospital would resolve
the crisis. There was also continued hope that psychlatrlc
wards WOﬁld be developed 1p general hospitals and that more
meﬁtal hygiene clinics, as‘extensidns of the State hospitals,

would be c;eated.

3James Lelby, Charlty and Correction in New Jersey,
(Rutgers Un1vers1ty Press, 1967), p. 331.
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In an attempt to insure that some of the»aforementionéd
would become realities, the position of deputy commissioner
for mental hygiene and hospifals was created. As liaison
.between the commissioner and the mental hospitals, the
deputy commissioner wés given thé following dutieé: "to
encourage high stahdards of treatment, service and staff
training; attend to psychiatric éervice in all institutions;
develop the mental hygiene clihics: oversee the inspection
of county and private hospitals, and advise parole from
méntai hospitals," as well as‘administer programs under the
National Mental Health Act anduoversee the distribution of
Federal aid for hospital cpnstruction. However, he was ’
given no direct authority or professional staff to assist
him in these duties.

Fromrthis inauspicious start in the‘i940's,.the
Division‘of Mental Hygiehe and Hospitals grew and provided
leadership for'mew programs. The Division and its programs
were supported because a number of butside forceskcoalesced
at this time to put pressure on the State.to develop practical
plans to implement "new" thinking. One force wés the public‘s
increasingly éympathetié view of mental illness, which
occured partly as psychiatry gainedigeneral acceptance and
as iarge numbers of veterans returned from the war és
psychiatric casualties. At the same time, Federal veterans
hospitalé were created with high standafds of tfeatment

and service which made State facilities and programs suffer
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by comparison.,
| Another federal development‘was the‘passagé of the

National Mental'Héalﬁh’Act of 1946, which authorized funds
for résearCh;'staff training ahd community programs., LaStly,
thé;Council of SEaﬁe Governments studied various State
mental health service programs and’madeveXteﬁsive recommendations
for improvement. With the new public interest and support,
the example of the veterans hospitals, the stimulus of
Federal»money, and’the.récommendation‘of the Council of
State GoVernments, New Jersey was pressured into moving’in
several areas. Some of this movement represented new thinking;
other responses were clearly a continuatidh_ofktraditional
thinking. | N | |

When Ancora State Hospital was étarted_in 1953, the
public was divided in opinion on the ¢reation of a foﬁrth
large‘Staté hospital. Some felt that it was a symbol of
pngféss in‘mental,health care, particularly since the
_buildings wére more attractive and modern than the old
aSylum$, Otheré,felt discouraged that still gnother.hospital
was built when the existing hospitalskSeemed to be so
unsatisfactory,

In«dedicatihg Ancbra, Governor Méyner chafacterized.
it as "a monument to mankihd's failure to find’the answers to

- the problems of mental illness in our complex modern society. " 4

41114, p. 342.
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ﬁe 1nd1cated that bricks and mortar were not ‘the answer.
He sald that a new approach was needed to break the cycle

of overcrowdlng and new bulldlng, even if it proved more
vcostly. |

Qne new approach, which had some roots in'the’past,

was the eStablishment‘of,commnnityrservices for the'mentally
i1, | | |

| In most States, new community serv1ce‘programs were
admlnlstered by departments of publlc health the National
Mental Health Act of 1946'purposely'bypassed the tradlt;onal
vhState mentalhhospitals in'favor of a publickhealth emphasis,
attemptlng to insure that new services would be a product |
of new‘thlnklng. In New Jersey, however, the Department
- of Institutions and Agencies waswthe_adm;nlstrat;ve,agency,
since'mental4hYgiene'clinics,.firstfestablished in 1918’
‘ as eXtensions‘of'State hospitals,iwere'already operating.

As mentioned,earlier,ktherebwashlittie Statewide
uniformity;dn the 0peration'of these clinics. ‘The710cations,
servicesrrendered, and populatlons served were often dlctated
byychande. Of a similar chancy nature was. the hope that
State-supported mental'hyglene clln;cs would'foster‘workable
Hcommunity services. ’It is;not'surprisind, therefore, that
these serv1ces developed slowly and sporadlcally 1n the post-war
‘years. }One of the flrst concrete s1gns of progress was the -
” pPassage of ;eg;slatlon whlch allowed 1ocal.off1c1alsito gsubsidize

duasi-publi¢ clinics.
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N Under this law, several child guidance clinicsbwere .
established with both public and private financial support. One
of the prime movers behind this legislation'was the newly formed
(1948) State mental hYgiené association, later reﬁamed the
New Jersey:Associatioﬁ for Mentai Health.
| This group of.informed and intereéted_citizens demanded

impfoved community services, and in time, came to criticize

the omnibus structure of the Department of Institutions and
 Agencies as unresponsive and lacking in planning capébility

and leadership needed to implement the community services
approach.‘:
No~départmental reorganiéation resulted, although the

criticism was recognized to have some justification, for it

was directed at what the Départment had failed to accomplish B
rather than what it had accomplished. In fact, many of the -
accomplishments of the late forties and early fifties could . :
be chakacterized as,attempting to catch up, not move ahead.
vThe Commissioner and the State Board were unable to concentrate
on directing the Department toward new programs when old |
: programs needed remedies. For example, the State hospitals_

had phySically deteriorated to such‘an extent that‘major |
repairs were required to méke them‘minimallyvséfe_and livbb&§.
Mﬁch time and effortIWas expended in building legislative aﬁd
- public support for twq bond issues for needed renovations.
Thisktime—consuming.public relations campaign was sucéessfuly
but it did not result‘in new-éommunity serviCes.’ Once - ' ‘  *

again, time, effort and money was spent on "bricks and mortar."
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Not until 1957 and the passage of the Cqmmunity Mental
Health Act, was the Department able to proﬁide incentives
to communities to move in new directionss‘ This act encouraged
local sponsors to plan COmmﬁnity’projects byiproViding a
grant-in-aid fér one half the Cosf ofvthe project up to a
maximum for each county‘of tWenty cents multipliéd by the
population bf the éounty,‘ By thé end of- the first year,
seventeen élinicé were receiving aidf'in the next two years
a total ofvthirty—Seven clinics were in operation. These
cliniés,weré not mental health centers, as We know them today,
but providedxéut-patient'ser&ides for persons with less
severe diétﬁrbances. WhénvCongress pa3sed ﬁhe’"Community
Mental Health Centers'Act" in 1963, New Jerseprassédisimilar'
legislatiqn'in 1967, ailbwing many_existing clinicé to expand
into,full;fledged mentalwhealth‘centers meeting Federal
rgquirements for ﬁunds. _ | | |

As in the past,,hopeé Were high: community mentél
health centers were to replaée the "human warehouses" and “\
"Horror CHambérs” the State{institutidnskhadjbecome. ‘Howeverx
as you well:know, the centers did ggg‘replace the institutions&
which still‘operate today, And,~al£hough the institﬁtions }
now have fewer residénts, it'éppears £hat the centers are
not responsible fér the diﬁinished role of ﬁhé State hospitals.

A number of factors seem to in@icate‘that the new
centers were not a meéningful force in the reduced resident
populations‘of the State hospitalé.’;In the first place,

the decline in such hospital populatibnsxnla national
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level started in 1956, at least ten years before the centers
became operational in New JerSey. Second, the increased

use of tranquilizing drugs made possible the refease of many
patients who were-previously considered hopeless., Another

‘ factor was the pollcy of summarily relea51ng patlents to
stem the r151ng cost of hospitalization, with llttle regard
for comtlnuatlon of carelln co‘mm.unltycenters° Some of
these released batients wefe placed in nursing homes, sheltered
boarding homes or foster care hoﬁe55 Others were institutionalized
in.hospitals for the retarded and a few were treated in the
community. On the whole; though,'it,appears-that>the new
communlty mental health centers were treatlng the nonchronlc,
less severely dlsturbed patlents, characterlzed as having
"personality dlsorders,' &behav1oral disorders of childhood,"
or "transient situational discrders."

; It is not surprising that the new centers Were not
supplanting the State hospitals: the legislaticn which es-
tablished these centers did not require treatment'of.the
"tcugh" casesg:in fact, there is no mention of services for
State hospital patients in this law. Therefcre,.the aged,
the alcoholic and drug‘dependent and the psychétic'were,
on the whole, selectively 1gnored by the centers 1n favor of
more "treatable“ patlents. -No ;ncentlves were prcv1ded by
the State or the Federal’governmentrfor the centers to
tackle these mOre difficult~type patientsL SO most centere

avoided these patients° In all fairness to the new centers,
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it may be that they realized they could not treét these kinds
of challenging patients withfthe treatment reéburces at
their disposal.

Furthermore, there is increasing recognition that a
whole network of suppbrtivé community services is needed
to enable persons who:haﬁe been institutionalized for
| long periods of time to functioh‘in the community.
The chronically impaired individuals who leave the back
wards need halfway houses, shelﬁered workshops, job training, .
homemaker services, day care programs and cher‘social
supports to live productive lives in the community. Some
of the facilities and‘servicés were included in the Federal
definition of a "comprehensive" community mental health
center, but most centeﬁs did not provide such serviées,
since they were optionél rafher than required services
under the Federal regulations.

 Changes which:wére made this_year_in the Federal law
may alter the way denters operate anﬁhforce them to provide
services which are more in tﬁné{withvthé needs of the chronic,
back ward kind of patient. | v

It appears that spec1al programs will be required for
the elderly, who‘had previously been ignored by the centers.
Programs fof the prévention and treatment of alcoholism and
alcohol abuse and drug addiction énd'abuse must bé pro&ided,
if theﬁneed:fof(such prggramslexists in the commuhity.

Follow-up care, as well as transitional halfwayyhduse services,
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" must be provided for former hospital patients. . Of equal
bimportanCe, centers‘are required to cooaddinate with health
3and social service agencies to insure that mental health
care is integraﬁed'withrother needed services. Hopefully;v
thése changes will make centers more responsive to the needs
Qf‘former State hospital patients. | |

Other deveiopments, on a national and State level,
seem to indicate that attitudes‘toward the mentally ill and
traditional methods of caring for mental patients may be
changing.

One development concerns the rqle of the courté. Up
to about ten years égo,.mental healfh was:a’relatively |
ignored area of the law., Then, in 1966, Charles Rouée,
an 18-year-old who was committed to an enormous Federal
hospital for’the mentally ill after being acquitted on a
misdémeanor charge by reasoﬂ of insanity, petitioned the
court for his release. He claimed that he was no longer
ihéane, andvthat’he was not-receivingvtreatment. Fu:thermore,
the maximum sentence for the misdemeénor would have béen a
year and he had already spent four years in the hospital.

~ Chief Judge David L. Bazelon of the U.s. Circuit Court

of Appeals in Washington, D.C,,tho,is an expert in the field
of law and psychiatry, ruied~ﬁhat‘Rouse had‘a‘"right'to
treatment" on,the_basis of a D.C, stétute. ”ﬁe suggested
further that the prohibitioﬁ against cruel and unusual

puniShment, or the due process or equal protection clauses
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of the Constitution, might be used to challénge mandatory
'commitmentvwhen akstatutory guaranteento treatment was
lacking'.5 - - ; ’ | |

The ruling was important‘fot tWo‘;easons:‘ firat, it

eStabiished that the court hadxthe right to follow committed

' pereons into a mental inStitution, rather than abandoning
them tolmental‘health professionals and the vagarieS;of
legislative funding practices. Second, it establiahed the
principle that if the State confines someone to give him
treatment,:then;the Statelisbobliged to'provide«tfeatment.

In7197l another’important oase‘built onaJudge Bazelon's
decision. Federal Dlstrlct Judge Frank Johnson Jr.,ruled
' that 1nvoluntar11y commltted patlents have a constltutlonal
right to treatmentnunder the due process'prov1s1ons(of the
l4th Amendment. This deoision was a result_oﬁ a‘clase—
action egit on behalf oijiCky Wyatt, an involnntarily ‘
confinedipatient.at'Bryce.State'Hospital in Alabama;vand
others like:hima Judge Johnson found that Bryce Hospital was
clearly not prov1d1ng satlsfactory treatment and gave the
State six months to remedy deflclenc1es and come up w1th

satisfactory treatment‘plans.

5Rousekrv. Cameron, 373 F.2d 451 (D.C. Cir. 1966),
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- When the State failed to meet the Judge's order, Johnson | .
iSsued two detailed and comprehensive sets of orders,
defining what constituted acceptable treatment, and covering
éverything fromistaff;paﬁient ratios to the number of showersk
requireda6 |

| One of these rules concerned patient labor and re-
sulted in a subsequent decision by_U.S; District Judge
. Aubrey Robinson wh§ réjected the notion that work need not
be compensated if it is therapeﬁtic: "Economic reality
is fhe test of employment.,.so(long as the institution_ | ‘ .
dérives any consequential benefit, the economic reality
test would ;ndicaté an employment relationship rather than
therapeutic exercise."’ | |

The court ruled thaf work could not be labeled

"therapg" any longer, and that patients” who were performing ‘ i
jdbs_which were primarily of economic benefit to the in-
stitution would have to be reimbursed according to the

Fair Labor Standards Act.

Swyatt v. Stickney, 344 F. Supp. 373, 344 F. Suppi
387 (M.D. Ala. 1972). | i

780uder v. Brennan, 367 F. Supp. 808 (D.C. Cir. 1973).
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While thé aboveméntionéd decisions on right to treatment
and peonage aré concerned with mental patients Who are
already chfined, other decisions have been concerned with
how the patient Qaé committed. 7 | |

Courts ha&e found that the State can leéitimately
limit a person's libérty in éertain instanées, but that a
variety of placement and £reatmeht»alternativeé must be
explored befOre'hospitalizétion to insure that the "least
Vréstrictive alternative" is employed. This decision,
hopefﬁlly,vwill force,Stateé- tokprovide facilities which
are less :estriétive than State hospitals, such &s foster
care,_home#health care, transitional residences or shelters,
and community mental health centers.8

| A very crucial‘U.S. SupremeiCQurt decisioh of this
year dealt with three issues:v whether a right to £reqtment ——
exists for mehtalIy ill persons who arésfound to be dangerous
to themselves or others and involuntarily committed; whether
involuntary commitment for purposes of treatment is allowed
for non-dangerous mentally ill persons: and, whethervdamages
are due non-dangerous mentally,iil persons who ﬁave been
confined without treatment; | |

While all Qf these iésues weré not decided, the court

' clearly stated’ "that mental illness alone cannot justify a

8

Lake v. Cameron, 364 F. 2d 657 (D.C. Cir. 1966) s

Lessard v. Schmidt, 347 F. Supp. 1078 (1972).

’
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State's lécking up of’a,pefson againSt,his wiil*and keeping

~him indefinitelylinbsimplercusﬁpdial cohfinement."9 ' k» ’
~ New Jersey courts have akso demonstrated'concérn‘over
..’inadequate mental health laws andkprocedufés.u-Court ruies
concerning involuntary commi tment have been revised to |
provide persons facing involuntary civil éommitment,with_
additiénal legal rights andrprotections.lo Furthermore,
certain sections of New JerSey law, concerned with automatic
}'invo:luntary commitment to a mental institution of perso_hs
acquittea by reasqn of'insanity in\é criminal case;.were
declared'unconétitutionél in a court decision. This decision , ’
also established interim prpdeddres for the disposition‘ofpersons
acquitted by’reason’of insanity, until new’ laws could be 

kenacted.ll o 1 ’ : "

4929, (1975).

96! connor V. Donaldson, 43 UosS.L.W, -

lOCourt Rule, 4:74-7

11

State v. Krol, Docket No. A-102, 68 N.J. 236 (1975)
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‘Other State—leyel’developments indicate that a'major
change in the dellvery of mental health services is overdue.
In 1973, a coalition was formed to challenge‘the

withholding of Federal funds frém community mental health

centers. In early 1974, the New Jersey Assoc1ation for

rMental Health formed a. StateWide c1tizens committee to promote

jthe concept of community leadership in the delivery of mental

health services. The Legislature created'the Joint Mental .

Health Subcommittee in early 1974 to examine all phases of

| mental health review pending mental health legislation and

recommend ways to 1mprove the State ] mental health programs.

The Executive branch created a Mental Health Planning Committee

to deSign a new, comprehen81ve State mental health care system.
In addition, thekDiv1s1onaof/Mental Health Advocacy in

the‘Department of the Public Advocate filed a suit”against

the State-Seeking to bar new admissions to Greystone Park

‘ Psychiatric Hospital on the grounds that patients have a .

right‘to adequate professional care and that such care'is‘

not provided at Greystone. A grand jury investigation of

Greystone resulted in a number of,indictments,and a 40—page

presentment which stated‘that,patients%were;subject to

"intolerable»conditiOnsﬁ and "dehumanizingjindignities"

and céncluded: "In the final_analySis Greystone Park_

Psychiatric Hospital, inaugurated 100 years ago, is the
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.product of a century of ignoble' indifference.v»Itkis»a
public failure not:by virtue of conscious decision, but by
a general nnwillingness on the part of our society to
properly recognize and efficiently morrect the'problems
it presents." |
In‘light of this it is not surprising that Greystone |
and‘other State hospitals were disaccredited by the‘Joint
Commission on ACCreditation’of Hospitals, which‘reported
‘that these facllities fell far short of profeSSionally
accepted standards. -
| All of the aforementioned developments can be Viewed
optimistically as indications of new and unprecedented concern
over New Jersey's mental_health care delivery system, ‘However,
an honest.appraisal of the past reveals previous periods of o "
optimism which were similarly hezalded as "new eras in méntal
health care." | | |
\‘Reviewing the history of mental health care in ﬁew
Jersey isfnot encouraging. Certain charaCteristic repetitive
patterns in our treatment of the mentally lll can be noted.
The patterns appear to be fixed for llttle variation in .
theme is recorded in events of the past.
The pattern starts when‘we:admit that certain conditions
have become intolerable (what will be tolerated from year_to S
year varies): néxt, we recommend ways to‘cnange the conditions;
then, we hail these recommendations as solutions to thé'problem:
and finally, we provide‘only‘enough resources to alleviate

the "intolerables"'and adopt and implement only those
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recommendations which will temporarily keep the problem from
recurring. In other wOrds, we react to crisis situationsr
with solutions which resolve the crisis, but fail to take
actions to avert the same crisis in the future.

Our history is full of examples of this kind of step-
by-step progression; we do achieve a measure of prdgress
in.this incremental fashion. waever, our history is short
on examples of bold, innovative actions.

We do react when scandals surface and invéstiggtions
tell of abuses. Our conscience is stirred periodically by
detailed and graphic reports of cruelty, neglect and in-
difference. When surplus people are put in thé spotlight,
held in front of our disbelieving eyes, displayed in their
misery, we do react. We have built new buildings, replaced
old ones, thought up new kinds of buildings, and built again.

| We have reacted, but we have rarely acted on our own
initiative. Our motto appears to have been "minimal serviées
for maximum numberse" |

What will our future motto be?

7
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GREYSTONE PARK PSYCHIATRIC HOSPITAL

Greystohe Park Psychiatric Hospital hes become . a
symbol of deficiency in the State's system of mental
health care. Although other State hospitals have similar
problems, Greystone has had the unforitunate distinction of
beingi;ﬁ;;ﬂ;ithe worst in an‘inadequate\State hospital
system. The very word "Greystone" conjures up words like
"horrorﬁ "abuses“ and "neglect." Whether it deserves to
overshadow the other State'hospitals with its poor reputation
has often been debated. Many say that Trenton'Psychiaﬁric
is equally bad, if notlworse; Others cite the number of
suicides at_Marlboroeto give it consideration in.competition
for the "worst inithe State:"‘b

Since problems at Greystone have been repeatedly
brought to the attention of the Legislatuvre andia‘humber‘ofv
fermer employees at‘Greystoneewanted to testify before the
Subcommittee, a clo;ed hearing on conditions at Greystone
was held on November 8,kl974.

Upon reviewing‘ﬁestimOny given by eight former Gfeye
stone'employees, siX’volunteeis and one former patient,
vthe'Subcoﬁmittee sfated that it was convinced that conditions
at}the hospital were‘intolereble. They recommended that a

number of immediate steps be taken to improve living conditions



and that certaln future changes were necessary to prevent
recurrence of the.terrlble_condltlons. They expressed
hope that_this might’be the_last’time’that a legislative
~body need recommend improvements at Greystone., They hoped
"that SOon others will‘agree thathGreystone has outlived
its usefulness; that patients could be better served in
smaller community—based‘facilities{vthat Greystone should
shut many of its»doors, permanently." |

/ The Subcommittee reCOgnizedbthat interim measures
were_needed:to’mahe patientS!_livesvmore_bearable on a day-
to—day’basisfuntii>a future“shutdown of‘the institution was
possible ar untilﬂthe'numher of patients was reduced. Twenty
specific‘recommendations were submitted~to the Legislature‘
- by the Subcommittee conoerning, among other things, patient
'olassification procedures7 patients' rights; sanitary conditions;
employee‘sgreening,utraining and salaries?»employee—patient
relationships7 public-acoeSSibi;ity: pOSt-release services
and deinstitutionalization. 7 o

| The subcommittee‘eﬁphasized CommiSsioner‘Klein's

commitment to iﬁpré?e_thehStatedhospitals and stressed
that her testimony was supportive of'many Subcommittee
recommendations. In its conclu51on the Subcommlttee stated

that "much of the testlmony that was glven by persons who
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lived and‘wofked daily>at Greystone deséribed things that
go beyond recommended changes of a concrete nature. While
every person who spdke said that there were employees
who cared about patients at Greystone, that considerate
and selfless people workedfthefe for little monetary reward,
and that positive steps héd been taken in some hospital
units to improve pétienf care: while each person spoke
briefly about humane treatment, the bverwhelming impression
which the Subéommittee got'at the conclusion of the hearing
was an impressioﬁ‘of neglect, apathY,»brutality, indifference,
weakAor,absent leadership, and perhaps most frightenihg of "
all, a lackAof”recognition of mental patients as human beingsuf |
| ‘"It appeared from the testimony that patients are no

longer considered to be people when they areilocked behind K
‘doors =-- people with the right and capability to ﬁake de-
- cisions, with the ability te feel and_ﬁurt, and with the
capacity to get well and resume their lives outside the
hospital. This pervasive disregard for the basic rights of
patients,as_fellow human beings was the most disheartening
aspect of the testimony.ﬁ - |

" Tt is,‘therefore,_obVious that any recommendations
for improvement must start with a change of attitude and
spirit at Greystone, so tha; éeople th/are brought there

for help can receive help."
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The following~recommendations were submitted to
thevLegislaturé for improving'patiént care at Greystone

Park:

"wi: ﬁPatienﬁs be prope:ly ciassified; and housed and
treated within such classifications:
a. Geriatric patients with other geriatrics;
b. Retardees separéte from mentally ill patients;
c. Children with children, not adults:; and
d. Alcoholics, addicts, and patients charged with

criminal offenses be segregated.

2. Therapeﬁtic relationships and settings be given
. high priority: |
| a. Therapy programs be conducted in privacy away
from téilets‘and other unpleasant or distracting
,settingsf
b. Attendants be encouraged to participaﬁe in
£herapeutic programs and decigions»regarding patient
therapy whenever possible; and,
C. Inter-diSciplinéry or milieu therapy be
encéuraged,'when poSsib;e,
3. Patients have sufficient toilet articles to maintain
personal hygiene (soap, wash}cloth;rtowels, tooth\brushes,

toothpaste, toilet paper, etc.). Whenever possible, patients

New Jersey Stale Library
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should have such articles in their own possession and not
have to request attendants to distribute them daily. In-
dividual lockers should be provided for’eech-pafient's

personal possessions. _ ' S ‘

4, Patients wear their own‘clothingy hospital gowns

only be used for the most severely—ill patients.

5. Patients have a right to privacyrin showers and

toilets.

6. .All employees having direct contact wifh patiente,
from attendants to psychiatrists, be screened to insure P
psychologlcal SUltablllty for the job before being employed‘
a. Approprlate psychologlcal tests be developed
to provide needed pre-employment screen1ng;\ |
b. Oral interviewing be incorporated ihﬁo the
screening.processy‘and, |
c. Careful review and screening be instituted_

" during probationary periods.

’7, In-service training programs be developed for
attendents to:

a. Provide attendante with paraprofessionai

skills to become active and usefulycoftherapistsy_ .

b. Give attendants opporﬁunities to discuss
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negative feelings which may arise in working with
difficnlt‘patient37 |
“ c. Teach patient-attendant inter-actional skills:
and,
d. Prepare attendants for positions of greater

responsibility.

8. Continuing'education programs be offered on the
Hospltal grounds to all interested employees, involving both
course work and on—the-Job training, and providing high-
school equivalency dlplomas or appropriate college credits
for gob enrichment and'advancément.

9. Attendants be designated "care persons" (or another
humanizing term) and wear easily identifiable nameplates to

distinquish them from other employees and patients.

lO. Complete and realistic job descriptions’be"provided
for every hospltal p081t10n 1nvolv1ng patlent contact. |
Annual rev1ews and recommendatlons for raises and promotlons
be judgedyln accordance with performance standards specified

in the job description.

11. Career-ladders be developed for employees, so that
attendants and other employees do not find themselves in

"dead-end" jobs.
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12, Attendants have designated times to relieve
stresses of working under difficult conditions and separate
louﬁges for such rest periods. However, during working
periods, ettendants be required to perform, under supervision,

all of the duties of their jobs to the best of their abilities.

13. Salaries for attendants be increased so that
qualified persons are attracted to these positions and the -
admihiStration_can, therefore, be more selective in its

hiring practices.

14, Every effort‘be made to open up Greystone to the
publio, Such "open door" policies be publicized»regularly
through_local media. Recruitment of'volunteers, both on an
individualfand group bssis; be given'high priority through
regular appeals to: |

‘Boy Scouts, Glrl Scouts, 4-H Groups

Business. and Industry |

~Service Organizations

Elemehtsry and High Schools, College and Universities

~ Churches |

Theater and Entertainment Groups

Other Interested Community Groups.

Maximum cooperatlon be given to volunteer workers in
their,work:with and for patients by the administration‘and

: allfstaff‘members.
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15, Children under 12 years of age be permitted and

encouraged to visit patients, especially geriatrics.

16, Administrators and supervisors be held responsible
for the‘actions of those persons working under them:

a. To insure thqt.employees who are still learning
their jobs are prbperly supervised and not assigned
duties which they are, as yet, unQualified to perform
raloney

b. To insure that.supervisors do not abuse their
»supervisory’status by requiring persons under their -
jurisdiction to perform tasks which are not job-
related: and,

| c. To insure that attendants and professionals
are performing the work for which they wére hired

and are paid..

17. Administrative procedures and operating policies
of the Hospital be more closely'integraﬁed with the Division
of Mental Health and Hospital's central administrative
office in Trenton, sokthat all Sstate Psychiatric Hospitals
shall operate under uniform guideiines and with similar

objectives and goals.

18. Services be offered to patients to insure
successful reintegration into the community throﬁgh:

a; Job placement>and counselings
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b. Counéeling for‘parents,’children and other
- relatives of patiénts:

c. Inéréased,liaiSOn between the Hospital and
 commﬁnity,menta1;héalth'centers aﬁdvoﬁhef community
,setviéesz and, |

| d.‘,Improved follow—upvon post-release medication

needs.

19. Sanitary conditions and basic cleanliness be
‘given higher priority through increased personnel, if necessary,

and improved supervision.

20, Greater emphasis be placed on deinstitutipnalization
through: |
. a. Mo&ement of gefiatric patients to aﬁptqved
" nursing homes; | | | | |
b, Identification and tranSfer of retardees to
\more’suitable facilities;
| é,ﬂ,Transfer of patients with less serious illness
to>"leastnrestrictive éitérnétiveé" such as, half-way
or group homes, day fesideﬁces or day dére\centefs:‘
" and, | |
| d. Where possible, return of patients to their
own homes; with the supplemental assistance of home

health services.
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NEW JERSEY NEURO-PSYCHIATRIC INSTITUTE

The New Jersey Neuro-Psychiatric Institute (NPI) was
the second facility to receive the Subcommittee's attention.

At a closed hearing on December 13, 1974, relatives of former
patients and Institute staff testified on thebchildren‘s
treatment program énd other programs at thé Iﬁstitute. .On
 January 3, 1975, the Subcommittee went to NPI, inspected

the buildings and spoke to patients and staff.

The on-site visit was prompted by the Department of
Institutions and Agencies' decision to change NPI from a mental
health hoépital to a mental retardation facility. Since this
decision‘would disrupt‘mahy Institute programs, particulariy
the educational program for autistic children and the inpatient
alcoholism program, the Subcommittee wished to evaluate these
programs and determine4what plans had been made for their
continuation, » |

On the whole, the Subcommittee was favorably impressed by
the morale of the staff and the quality of the programs at |
the Institute., In particular, the education program for autistic
children impressed thevSubcommittee. Furthermore, they con- :
cluded that institutions of smaller size, like NPI, had many

advantages.,
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There,mere,’however,rcertain features of-the Institute
which caused"concern. The:iSolated‘rural setting was not o
conducivelto the develOpment of sound hospital/COmmunltv
relationships;’ Furthermore malntalnlng extensive grounds
appeared to unnecessarlly add to the cost of patlent care.k
For example, the Subcommlttee learned that only 15.5 of the
79 bulldlngs were used for patlent care. The remalnlng
bulldlngs were for employee hous1ng and other support
services. Many. bulldlngs were vacant but had to be malne
“tained to'prevent deterloratlon, Moreover, thesfaclllt;es.
for autlstlc chlldren appeared to be 1nadequate. Living‘
 areas were drab and cheerless. Both.the school and the
chlldren s re81dence had more‘than one'story. Slnce many
- of the children had severe phy51cal handlcaps, negotlatlng
stalrways was partlcularly dlfflcult."The Subcommlttee con-
cluded that the staff deserved much credlt for maklng the : -t
chlldren s program as successful as it was, desplte the
'phys1cal setting. |

In addltlon to the concerns expressed above, theVSubf
»commlttee~recommended,that‘the follow1ng 1mprovements and
new programs be cons1dered. | |

‘l._ The development of spec1al adolescent programs,‘
s1m11ar to the chlldren s program- ,

| 2,d The use of one~story bulldlngs for phy31cally
handlcapped persons- | ’
3. Ellmlnatlon_of the\fquiet}roomﬁ for_childrenf
4. General improvement of living conditions for patients,

to insure more privacy and easier access to bathroom facilities:
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5. Improved cooperation between the:Departments of Health
and Institutions‘and Agéﬁcies in £he éupervision of institutional
Sahitariéns and their’reporting of sanitary conditions.

Because the Subcommittee felt that the institute had
several positivevfeatures, often”lééking in State psychiatric
hospitals, such as a small in—fétient‘populétion, a number of
uniqué‘treatmeht programs; and recent:a¢créditation by the
Joint Commission on the AccreditationcﬁfHospitéls, they
questibned the‘Department's decision to change NPI from a
psychiatric”hqspital to a retardation facility. |

‘Therefére, a meeting was held with Commissioner Klein
and the Directors of the Divisions of Mental Retardation -and
Méhtal Hea1th and Héspitéls;_ This meeting was intended to give
the Commissioner and her.staff ah opportunity}to‘explain the
décision and, also, to allow the Subcommittee to express its
concern for the preser&ation of certain_Institute programs,
the well-being of patients displaced by the transfer, and the
future:ofxemployees whése jobs might be discontihued.

Commissioner Klein cited the fqllowing reasons for her
decision: (1) the Institﬁte's‘loéation in central New Jersey:
(2) thé_make—up‘of‘the pfésént prulation (one half of the
patients at NPI were»éiassified as retarded): (3) the present
employee's expefience in¥working‘with the retarded:; (4) the
availability of‘physicians‘aﬁq sﬁperior medical—surgical

facilities at NPI for multiply—handicapped retardates who
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would be transferred to the facility; ahd, (5) the need to
close a psychiatric hospitel as part of the Department's
deinstitutionalization program. E

As a result of thie meeting, and upon receiving ‘
essurances that eoncerﬁs'over patient‘s needs, the continuation
of certain pfograms,'andnemPIQYee’s;rights were being con-
'Sidered in the transition, the Subcommittee concluded that
the change in the functioh of NPI was justified. This
endorSement,of'the Department's decision did notvalter‘
;ecommendetions for impreVing the phyéieal.conditions of many
buildings at NPI. In faet, since many of the retarded persons
to be transferred to the institute were severely physically |
handicapped, the need Waslincreased for acceseible one-
story buildings in place of,antiquated threevand four

) story buildings.
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WOODBRIDGE EMERGENCY RECEPTION AND CHILD

DIAGNOSTIC CENTER

Introduction

The Joint Subcommittee on Mental Health became aware
of the problems at the Woodbridge Center:aS'a result of
' newspaper‘feportsfin Novembef, l974; charging that the
,‘Center had been empty for oVer‘a year while a sizeable‘
staff sat idle and children were denied‘needed services;
Because of its eoncern with ail'State institutions, the
Subcommittee launched an inquiry into.the eauses of the
delays and the present status of the Centef; After a
four-hour hearing held at the Woodbridge,center‘with
.representatines‘from,the Department of Institutions and
Agencies and'its‘ﬁiyisionlof Youth’and Family Services
(DYFS) and the Department of'Treasuryvand its DiViSiQn
- of Building and CdnstructiOns(DBC),ythe‘Subcommittee’isSued
its findings in afreport'to the Legislature on Febrnary'27,
'1975. The Subcommittee_attempted to reconstructtthe events
which led to the Center's problems as accurately eS'possible
to determine what had csused the extensive deiays;;who was
reSpOnsible, and what coULdibe:dOne tovayoid.the'reeurrence'

of such problems..
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o Beforejsﬁmmarizing these findings, it mayvbe helpful
to de5cribe‘theVCenter,‘its.functions and the funding
authority fer its construction. The Division of YOuth ‘
and Famlly Serv1ces is respon51ble for many of New Jersey' s
Vchlldren who suffer from serlous behav1oral educatlonal
»_and emotlonal problems.k ; »

| The,Emergency,Reception[and ChildvDiagnostic Centerk
in Woodbridge was‘designed as a residential faCility |
where children could be thoroughly evaluated‘by a trained
staff and plans deveieped\for further treatment‘and services.
The Center;is a shortstern'residential.facility,With;a
projeeted diagnostic capacity_for 450 children per year;

fA‘l968'bond”iSSue provided funds for the Center.
All contractshwere awardeddand_c0ntraetorssdireeted to
h_hegin’construction of.the $886, 000 faciiity by April 12,
1972‘\'However; flnal completlon and authorlzatlon for
,prov151onal occupancy was delayed untll January, 1975

»Throughout ;ts 1nvest1gatlon,vthe ‘Subcommittee wasb.
primarily concerned abOut'the‘children“under the State‘s_
care who were denied essentialiserV;ces'as:a»result of
’the'extensive’delaYSVindthe eompletion ef-the éenter; In.
>1ts conclu31on the Subcommlttee agreed that the chlldren
who were not served were the real losers 1n the bureaucratlc

‘tangle at Woodbrldge.
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Causes of the ExXtensive Delays

In its report to the Legislature, the Subcommittee
‘described‘in‘detail the ﬁumerous problems and "fouléups"
~which caused repeated delays in the opening of the Center.
Some of the most‘plagﬁing probleme developed as construction
proceeded,‘and included a faulty steamline running through
the Center property; an incorrectly installed fire alarm
system; design errors causing access and storage problemey
and Standard Building’Code violationsvconcerhing "fire-
stopping". The Subcommi ttee also expressed concern over
vthe lack/of adequate construction supervision due to
staffing limitations in the Division of Buildiog and
Construction and the use of multi;contractors.

Other delay-producing problems concerned the access
road to the Center, the.provision of food services, and
the procurement of furﬁiture, all of which resulted from
bureaucratic miscommunication and delay. |

The newspaper reporte in November,'l974,‘emphasized
the fact that a sizeable staff had been employed by the
Center, but was not working. vAfter reviewing the delays,
the Subcommittee found two major explanations for the
existence of this‘eituation. The firet was4the lack of
communication and‘cooperation between DBC and DYFS.

Lists of "important dates" given to the Subcommittee by
‘both divisions emphasize the discrepancies in the impor-

tance assigned the various developments. The second
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explanation was offered by DYFSrepresentativesva ‘The

" Director of DYFS cited,finyhis‘testimeny, problems in

. recruiting and hiring Staff in accord with Civil Service
.regulatione. 'In order‘to recruit and train pereonnel,
suffieient lead time_is needed. " If the hiring process
had been delayed untii“the Center was ready to‘open;
‘the newspaper headllnes mlght have read "Center stands

ready but unused for lack of staff

. Conclusions and Recommendations

As a result ofﬁits investigation; the Subcommittee
concluded that there were five major areas in which
improvement could and should be made in order to avoid
a\repetition‘of the problems at_Woodhridge.

1. Weleoneluded thatyin,situatrons where. two or more
departments or divisions share responsibility for the
completion of a facility, theiintervention of a third
party, or arbitrator, may be needed to review ‘the
31tuatlon and determlne when the building is ready to be
turned over to the operatlng agency. o

2. With regard to hiring practices the Subeommittee
recemmends, in the future,'hiring decisidns‘should be
made by a D1v1s1on Director or a Deputy Comm1s51oner upon

careful con51derat10n of the fac1llty s condltlon.
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3. The Subcommittee feels that the State's role in
construction oversight must be strengthened. In addition,
‘the current practice of ﬁsing mﬁlti-contractors needs to
be reviewed so that'accountability may rest in one central
euthority. |

4. Further, the Subcommittee feels that contract
deadlines must be realistic and firm. Penalty clauses
in contracts must be enforced when the deadline is not met.
In the case of Woodbridge, the electrical contractor
could have been fined $28,800 had spch penalties been
enforced.

5. Finaliy, the,Subcommittee is concerned With
the numerous,examples of lack of communication or mis—
communication which took place between the two diﬁisions;
The Subcommittee recommends that communication links
between departments‘and_divisions within departments be

reexamined and improved.

Minority Report

In a separatevreport to the ﬁeéiSlature;iAssemblyman
vGeorge Otlowski expressed general agreement with the in-
vestigati?e sections of the Subcommittee report. He stated,
however, that;he'believed the reoommendations were incomplete
and -should be recoosidefed and made more specific by the

Subcommittee.



—4-.8}— |

AssemblymaniOtlowski expressed.partiCular concern with

"the waste in State building and constructlon" which is not
unique to the Woodbrldge 51tuation.: He offered two approachee;'
f’both requirlng legislation, which could reduce such waste:_ |

1. The creation ofma_Building Authority, appointed’
by,the,Gerrner, and‘comprieed of aniengineer; an architect,
and a.person'eXperienced-in public éerviCe.' The Authority
would employ additienalvsupportiveIStaff, and would be
responsible for authorizing eonstruetion'and controlling
»both capltal and operating funds.
2. Creation of a Comm1551oner of Bulldings and Con—

structiOn’whose authority and.staffing would be similar

'_to that of the Authority in the first proposal Again,‘

final authority and accountablllty would rest in the one

office.*

- Leglslation (Senate Bill Number 3147) was 1ntroduced
on April 10, 1975, by Senator Raymond Garramone, to address
many of the problems highlighted by this report. This
proposal establishes a Department of State Planning,.re-rk
spon51ble for the planning, design and superv151on of con-
struction of the State's capital program. :



TRENTON PSYCHIATRIC HOSPITAL

The format of the J01nt Subcommlttee s fourth hearing
was changed in order'to,hear from community—based-serv1ce
ypersonnel within the Trenton'Psychiatric'Hospital catchment
tarea. ThoseVWho“were'presentvtoitestify were asked to offer
specific proposals to solye problems‘encountered in the mental
:health system as 1t 1s presently constituted |

' Those present to testify 1ncluded county mental ad-
ministrators,-directors of community mental health center
1programs, county psychiatric hospital representatives, a
former patlent the Director of the DlVlSlon‘Of Mental Healthv
Advocacy_and others who4represented»consumer,and planning
groups.l |

The proposals‘offerediprimarily spoke to unifying
the fragmented and often duplicated serviceSVWhich areinow
| available throughout.the system.bﬂCooperation and expanded‘
financialﬁassistance appeared:to he thefoyerwhelming’thgme
of the testimony.,;iy‘ |

'PropOSals offered‘to rectify inaaeguate funding included:
1nstitution of a new funding scheme for county mental health

'_serv1ces based on a block grant approach~ or as an alternative,

‘,ra1s1ng the $l per capita funding celllng for community mental

health serv1ce grants- elimination of dual medicaid payment’
standards‘which discriminate agalnst‘outpatlent serv1ces:
inclusion of partial hospitaliZationicoverage by‘insurance and
other third partyjpayment’mechanism57‘provision of"funds for
food and transportatiOn forepatients utilizing community mental

health services; and proviSion of free medicationvto the poor.-
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Other recommendations which would make tﬁe mehtai ‘
health systém'more respohsive‘included: development of
pre—screening in the commuhity prior tovinpatiént treatment
in mentalahealth‘hoépiﬁals; deveiopment of pré—discharge A
'~planhing for psychiatric hospital patients; emphasis on the
phase-out of large inpatient State hoépitals and subatitution
of limited inpatient and expanded paftial—hospitalization

séhemes: development of communiﬁy residency programs for
‘ meﬁtal health personnel; development of comprehensive com-
/munity geriatric programs; development of,emergency care
.capacity, lacking in éome:communities7‘and review of the
ability of administratively inexpefienced psychiatrists

to administer'sﬁate psychiatric hospitals.

‘Furthermére, it was stated that the designation of
the Trenton Psychiatric,Hospiﬁal to serve patients from
Budson County and,Newark wbrked a hardship on the patients,
their families and community agencies who were involved with
the hOSpiﬁal because of the distance from theée aréas to the |
hospital. | |

Lastly, it Was felt that the State must share more of
the responsibility for community aervices, not only in funding
but also in coordinating services With the'State hospitals

and lending technical assistance to the_éounties.
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MARLBORO PSYCHIATRIC HOSPITAL

The Subcommittee_hearing held at Marlboroszychiatric
Hospital~on May'9 1975.-consisted of'tWo separate parts:

a closed session in the mornlng durlng which staff of Marlboro
‘spoke concernlng the quallty of patlent care and the number
and causes of sulcldes at‘the hospltal,band an .open session

| in the afternoon’concerning aftercare services available to
‘patients discharged from the hospital.

‘During the confidentlal morning.session, the Subcommittee
heard testimOny fromthSpitalbstaff on the possible lack of
patient supervision, the number of accidental deaths  and
suicides which occured in the past few'years,_and the cir-
cumstances‘surroundingysuch)deaths. The Subcommittee has
reserved‘éomment on these.mattersrfor theftime being, since
charges,made:during testimony Were ofta Serious,nature and
requlred further 1nvest1gatlon.i‘However,fDr. Michail Rotov,
Director of the Division of Mental Health and Hospltals,
indicated to the Subcommittee that steps have been taken to
rectlfy the 51tuatlon at Marlboro whlch may have been
respon51ble for 1nadequate patlent SupeerSlon.’

The open afternoon’session concentrated on existing
problems and poss1ble future 1mprovements in prov1d1ng needed
aftercare serv1ces to released patlents. Those testlfylng
prov1ded the Subcommlttee w1th 1nformatlon on soc1al services,

the adequacy of boardlng;homes and sheltered care homes,
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‘health:servioesgand expanded community-mental health‘aftere
‘oare.’ Numerous recommendations were_offered to’improve the
delivery of existing servioes and to make a wider range of
vservices available in the future to patients released from
~ Marlboro. - S

Speoific recommendations were:made on‘impnoving the
”hospital's pre—disoharge planning‘efforts, Many felt’that’
such planning Shonldvbegin'when'a patient was first admitted
to the hospital, through an assessment of the patient's home
enVironment.v Testimony stressed thateareleased patient s
vmental health often deteriorated when he returned to ‘a_home
Situation which may have been acausative factor in his
illness. | | |

’Testimony indicated that addreSSing the problems of
the home enVironment would require cooperative hospital/
community efforts, For example, the loss of income which
may resultffrom a hospitalization might require income |
aSSistance from a county welfare board° a local homemaker
serVice might be required if the hospitalization deprived
the family of its homemaker or child care prOVider° and,
finally,a family seryices,agency:oould prOVide professional
counseling‘for_a patient's-family to help‘the family undere
stand the specialrneeds‘of:a discharged patient. |

Patients whovhave’no family and who may be discharged
into boarding homes,,nnrsing homesvor’their own homes also
have specialkpreedisoharge planning needs which differ from
the needs ofgpatientslreleaSed into their familyls care.

"Testimonydindicated that there is little follow-up on the
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fate of such patients when they are placed in a community
faClllty.‘ Because needed supportive serv1ces are lacking
for;successful reintegration into community_llfe,-these
isolated‘patients either:become’permanent‘residents of a
boarding home or sheltered care home or becomes part of the
"revolVing door" syndrome. That 1s,they_are in and out of
the community for short-periodsVof'time, returning periodically
to the hospital for needed support careand.treatment

‘While such recycling through the system is not productive,
”the alternative -— permanent placement in a boardinq'home or
‘sheltered care home’—— may be equally unsatisfactory.
~Since these partial,care fa01lit1es receive a per diem rate
of only $7.30 fromathe State, the qualityof:care provided
is often inadequate;.

Recommendations for'improving the care provided'to
former patients in such boarding or sheltered care homes
were also included in the testimony- closer State supervision
~of boarding homes s the development of guidelines for State |
‘hospitals when using unlicensed or unapproved placements;:
‘ increases in the $7. 30 per diem.reimbursement'rate' provision
of training programs for staff and owners of such homes- and
improved coordination between State and local providers of

support and rehabilitation services.
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MENLO PARK DIAGNOSTIC CENTER

_The¢Menlo Park Diéghosfic Center Was‘the Subject of’a'
.subcommiffee tourlqh Auguét'l9,‘l975. This Center, which
‘provided diagnosfié evéluations on juVeniles for the courts,
was scheduled to cease operation as a result of a drastic
budget reduction of $1.4 million, necessitated by the State's
fiscal crisis. The Subcommittee spoke with Center staff in
the course of the tour and consulted with representatives of
the Departmentfof_Instituﬁions and Agencies in an effort to
determine: 1) whether the Cenﬁer should remain,ih operation
with a speCial appropriation\from the{Legisléture7 2) how
the‘juveniie diagnostic services provided by the Center might
be continued by community agencies, in the event that the

Center should close: and, 3) how the buildings might be

utilized in the future if they were no longer used as a juvenile

. diagnostic service center.

With regard to the first concern, the Subcommittee
could not reach a unanimous decision on closing the Center.
Two members supported the éﬁactment of Assembly Bill Number
3624,-providing funds for the Center's'éontinued operation
until Decémber 31, 1975. ‘One mémber concluded that A3624,
which had already’passed both houses of the Legislature and
was awaiting‘the Governqr's éctidn, should bé vetoed, since
many children had alreédy been transferred to other facilities
in énticipation of the Center's closing; This Subcommittee

member felt that re-establishing these children at the
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Center for an indefinite period (funding was inyvprovided

to the end of this year) would sause them unneééSSary emotional
turmoil and would also be fiscally irresponsible. The
remaining three members could not-decide from the available
data whether or not the Center should remain open as,called
for in A3624 and felt that an in-depth study by the Department
of Institutions and Agensies was nécessary to‘provide souhd
data onbthevavailability of alternative.services, the costs

of such alternative.serﬁices, and possible future plans.for
the facility if it were not‘to continue asla diagnostic center
for juveniles.

The Subcommittee Wasinot provided with a satisfactory
answer to their second conqerﬁ, that.is,’how:communities or
other agencies would provide the juvenile diagnpstic services
fofmerly provided at Menlo Park. Therefore, the Department
of Instituﬁions‘and Agencies was‘requested to prepare a
report for the Subcommitteeioa the‘status of alternative »
diagnostic services utilized in place of Meplo Park. This
report has not as yet besn»forwarded tp the Subcoﬁmittee.

| Lastly, the Subcommittee recommsndéd that Menlo Park
be adapted for other purposes, if it is not continued as a
diagaosticbfacility‘for_juveniles. It was_felt that the
newer sections of the:Center,vwhich had’a swimming pool,
gymnasiuh/auditorium, canteen andblibrary, should not remain
unused. Theysﬁbcommittee.suggested that consideration be
giveﬁ to the possibility of using the Cehter as a community
service centervfor'retarded; dsaf'of physically handicapped

children. o S -
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Since the time of the Subcommittee's inguiry, the
Menlo Park Diagnostic Center has closed. No action has been
taken on A3624 by the Governor and no additional information

has been received from the Department of Institutions and

Agencies on the future use of the vacant f_acility.
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Staff Reports on Specific Mental Health Issues

In addition to holding hearlngs on mental health
facilities, the Subcommittee studied certain critical issues
which appeared to affect the delivery of mental health services.
_'Three'issue reports ‘were prepared for;the Subcommittee to
provide information on certain policy concerns brought to .
the Subcommittee s attentlon through the course of their
"public hearings and tours of State institutions.

| Summariesbof these‘reports, entitled "Sectionalization,"
"Dollars;FolloWing'Patients Through‘the Mental'Health'System,f
and "Budget Review of Greystone Park Psychiatric Hospital,"

follow.

TI. t Sectionalization 4g_

"Sectionalisation,fl"unitization," or the,"Clarinda
Plan" is a hospital management;scheme wherebyylarge psychiatric
hospitals are‘divided intolsmaller),semi—autonomous units,
supervised by assistant‘medical.directors; Within each section,
a. group Ofrmental‘health\professionalsyis”reSponsible for
‘the continuing,needs‘of a specific group of~patients, both
during and following>hospitalizati0n. Ideally, this would
allow each patient to develop ‘stable therapeutic relation-
ships with a team of care—prov1ders who were respons1ble
for that patlent s progress during different phases of
treatment and aftercare. " This system was con51dered to be‘
preferable to other;patient management schemeS'which moved
the patient from one team of proféssionals to another as
he progressed toward re—entry 1nto the communlty.‘

The follow1ng sections have evolved 1n our State‘

hospitals\under,thls phllosophy:
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1. Adult Psychiatric Sections - The care of the
: residential programs, the adult sections provide
services to patients between 17 and 65. Separate
adult psychiatric sections are maintained for
each county within a hospital's catchment area.
Generally, the practice has been to maintain
separate buildings for each county the hospital
serves. '

2. Geriatric Sections - Provide services to senior
patients usually 65 years of age and older. The
trend has been to maintain a single section for
all geriatricsg regardless of county of residence.
The emerging terminology is geriatric hospital.

3. Chlldren s Sections - Ideally, these are 75 bed
" units for children under 17 requiring residential
treatment. However, the actual bed capacity
varies among the hospitals. As with geriatrics,
children from the entire catchment area are
admitted to the children's unit.

4, Medical-Surgical Sections - Infirmary and general
- hospital services for all patients of the hospital.
The forensic program at Trenton Psychiatric Hospital
is attached to the hospital's medlcal—surglcal
section.

Implementatien of the concept of sectionalization in
New Jersey has'Been leSs than idealn While sectionalization
is a sound managerial eoncept, intended to promote close
and continuing patieht—therapist relaEionships, other factors
have\distorted this initial intent. Sectlonallzatlon has

often meant one bulldlng for each section, regardless of the

building's capacity or‘physicalkcondition. As a result,
patients in one.seCtiOn were crowded into one building which
was inadequete for the number of patients in that section.
Although there isinothing in the concept of sectionalization
which mandates one building‘per_section,'this rigid‘ap—
»plication of sectionalization evolved in some of New Jersey's
psychiatric‘hospitals‘andicaused many\problems.

In addition, a second problem ih the implementation

of sectionalization must be noted.
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The success of sectionalization depends on the availability
of a full range of services and personnel for select
categories of patlents. Without adequate funds, staff
fac1lit1es and personnel to provide services at the critical
stages of pre—admiss1on screening, hOSpltallzatlon, and
post—release aftercare, the concept behind sectionalization
can notnwork. Given theracknowledged;deflcits in all of

? these areas in all of our hospitals, there is little wonder

that sectionalization‘has not worked as intended.

Fortunately, CommisSioner Klein recognized the
deficiencies of sectionalization;yand annonncedfin
October that all.fOurbmajor State hospitals "will be
reorganized from sectional units,*where'patients have
been grouped'according to their*home’counties; to level-
of- functlon units, where they: w1ll be treated according =
to their specific needs“ follow1ng the principals of
" normalization. Normallzatlon means "an approach to the
treatment of the mentally ill thatlemphasizes an environ—
ment treatment and staff attitudes as near to normal life
as poss1ble and staff is taught to look for and eliminate
signs of and practicesvcharacteristic‘of,total institution-

alization."

jorsey State L



II. Dollars Following Patients Through the Mental Health System

This report wés_prépared fbr the Joint Subcommittee by
_Linda-Mango, an intern at thé-Woodrow Wiison School of ' - -
International Affairs at Princeton University.

The repoit discusses the effects of current budget
decisions oﬁ the flow of patients through the’mental health
system in Néw Jersey and examines the concépt of "dollars
following patients" through the mental health system as a
viable.means of achieving the community‘care'approachvto
treating thé'mentally‘illg'1With;a shift in poligy emphaSis
- from traditidnal state_hospitallprograms to alternative
commuﬁity_progréms, a feorganization.of departmental firancing -
patferns‘must,occufmto reflect decreased in—patiént loads in
the hospitals’ahd to;féassign resources to community programs
in a unified and coordin;téd manhero

»Such re—deplOyment of résourcés{must occur within a
| unified system of mental health services. The current
approaCh in New Jersey is to provide budget allocations on
a'projeét—bYeprojectnbasis for eaéh type of available care,
with’various providers compet%ﬁg for limited resources ét
each level‘of goverﬁmeht., Thisrpiece—meal’appr¢ach haé been
bharacterized by ftagmeﬁtatioﬁ‘and_discontinuity of care.
For examplé, three service areas in Bergen County contain fouf
federai;y—funded community mental health centers, whiie _ 1 .
Atlantic, Burlington, Camden; Cape May and Sélem counties have

. v o
no such centers. Furthermore, it is estimated that approximately

-

J
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half of the in;patient population of Ancora Psychiatric
Hospital which serves these counties, would be better served
1n local community fac1lit1es, rather than in the 1nten51ve
therapeutlc environment of a State hospital.

Even where new programs do exist locally, the problem
of fragmentation of services Stlll ex1sts. Many community
mental health services have 1gnored the needs of the
institutionalized mentally ill‘while attracting new types of
patients who need mental health eervices; Although centers
‘have been critcized for failing:to_treat deinstitutionalized
patients, there has been no leadership from the State to provide
‘centers with incentivee to treat thistgroup of patients. ﬂ
Furthermore, it is unrealistic-to expect‘such centers to
treat both patient.popﬁlations without increasing their re-
sources and authority. |

An examination of current mental health expenditures
revealsfthat less;than 20 percent of public funds from all
sources are used forrlocal facilities, community mental,health
centers, soc1al serv1ces, and out-patient programs operated
by the State hospitals (1975 appropriations) _ Furthermore,
fewer than half of the State s 49 mental health service areas,
concentrated in 11 of the 21 counties,'have developed programs

under federal staffing and construction grants.

N
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It appears, therefore, that there has been no sub-

. stantial shift 1n the flow of funds and other resources from

the~1nstitutions to the communities. As budgets for community
based services have increased, so have those for the State
hospitals, despite the fact that the institutional population
in>1972 was less than half of its 1959 level,

1f deinstitutionalization‘in a major policy thrust for
New Jersey, the failure to shift funds and resources from the
institutions to the communities must be questioned Persons
who have been.confined‘for long periods of time in institutions
cannotbfunction,in society independently upon release without
the provision‘of supportive_community serVioes. A variety of
: living‘and working’arrangements must be offered to allow such
persons who have attained‘varying levels of functional
independence to pursue activities within the community tailored
to their SOCial and therapeutic needs. For this reason, a
policy of deinstitutionalization cannot be 1mplemented w1thout
the realloeation of resourceS‘necessary not only to establish
new supportive servioes but‘also to integrate them with existing
facilities; In_other words, these alternative'community programs
: must be coordinated to assure the availability of resources
and support staff needed to make the trans1tion from hospital
care to community—based care. | |

This coordination requires flexible funding mechanisms so
that‘resources -- mental health professionals, soc1al service |
personnel and dollars e can follow patients into the community
as this becomes the locus of their oare. In contrast to a

program of unified flexible funding and reallocation of re-
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sources, the budget process in New Jersey can be said to have
created a mental health system in which patients follow dollars.
That is, many persons in the State hospitalsbwould not be
there if the community programs avaiiable to them offered the
" same range of servicés_they are currently receiving. Of these,
continuity of care and of therapeutic relationships are perhaps
the most imporﬁant. As long as public finanéiﬁg of mental
health services cbntinues_to place the bulk of resources into
lérge institutional facilities, these will remain the
dominant component in the delivery of mental health care.
Even community-oriented treatment centers will be forced to
depend on the State institutions for the provision of iong-
term care for the acﬁte mentally ill until a £low of resources
from the State hospitals filters downward into the community
care projects,_affording them the opportunity to develop a
broader range of ongoing intensive services. |

A numberrof alternatives, based on the assumption that
State governmeﬁt will continue to play a significant‘role in
providing therapeutic and related services to the mentally
ill, are offered to implement the concept of dollars following
patients. One is a Statewide insurance plan, whereby the
State would pay for.all or a portion of all mental health
services renderédrto State residehts. The exact level of support
would be decidea on a case-by-case or formula basis, depending
on demonstration of finéﬁcial need. The other alternative
is the development of a system of vouchers,»whereby persons

who would otherwise receive treatment in a State hospital
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would be given.vouchers in an amount equal to the cost of
the’average length of stay in a State hospital.

- Both of these alternative financing pr§posals hé&e
positive and negative features;fand are simply offered herein
as possible policy directions forAfhe future. Neither al-
ternative addresses the problem of fragmentation of services
which now'exists, nor d° these proposals insure that admini-
strative supervision and coordihétion of the various services
would be developed. Finally, by permitting full use of private
as well as public facilities for mental health services, both
the voucher éystem and the mental health insurance proposal
forego a‘degree of cost control which can be exercised over
public and quési-public.facilities.

SeVerél Eu£opean countries have deveLoped comprehensive‘v
mentallhealth care systemsbwhich ought to;be considered as
_ éossible models for proﬁoﬁingvthe‘con¢ept of community-
oriented care. ,Employiﬁg an approach known as "sectorizétion,”
these countries have achieved a network of in-patient, out-
patient, partial hospitalizationband‘public welfare services in
which continuous éontact was maintained between patients and
the professional pérsonhel who had worked with him/her auring
hospitalizatiOn} Mental health teams from the hospitél were

assigned to geographic areas and were responsible for both
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hospital and commuhity‘care,foritheir patients-and other
residents of their sector.

Such arrangements allow the incorporation of funding and
.Vstaffing and'administrative responsibilities into onevlevei,of
gomernment,vpreferably the localkﬁnit,' Moreover, whatever
the COsthharing‘arrangements toshe worked out between the
State~and local commnnities;‘responsibility for prOgram de-~
velopment would be located in the communlty, whlle profe551onal
' personnel working in and out of the State 1nst1tutlons and
the communlty fac111t1es,.would be respon31ble for patlent care.
This d;v151on of accountabllltyklnto two clear—cut quarters
eliminates a good.part of the confusion which currently
pervades the mental health system when a patlent is moved from
r'one fac111ty, or locus of respon51b111ty, to another.

The\add;tlonal’advantage;to,be gained from such an
administratime’andkservicekarrangement‘is that;it would free
personnel currently»working in the institutionsvfull—time
from the pressures:ofdworking in that setting and would
allow them to gainbexpertise4in alternative means of treating
the mentally ill. This,woulddderive}from their ongoing
‘contact with released.in—patients‘and‘withucommunityfbased'
faci;ities; |

The integration of‘institutionally based personnel into
the provision‘ofvcommunityvservicesHis likely to assure the
deVelopment of thOse services needed most by former patients.
In addltlon, such an arrangement would fac111tate the smooth

trans1tlon from hospltal to aftercare to home, and is thus
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likely to reduce the rate of readmiséions to institutional’
facilities.' | | |

Aboﬁe and beyondvﬁhe organizational administrative
. changes outlined aboﬁe, this form of dollars following patients
would require changes in civil service regulations to permit
movement between community and State facilities. Wwhile the
éctual details of planning for such a program present some
difficulties, this system makes the least artificial distinction-
between‘theltypes of resources being-allocated éndvmobilized
for thé mostﬁeffectiVe:use in treating the mentaliy iil. ‘To
- move dQllars without personnel or facilities would be, at best,

wasteful: at worst, tragic.



III. Budget Review of Greystone Park

Sﬁbsequent to the Sﬁﬁcommittee's hearing on
Greystone Psychiatric Hospital, staff.was asked té make
an effort to decipher the budget requests fofAthe next
fiscal yéar from this hospitél;'in order to obtainva
pefépectivé onVWhere funds were being spent. In reviewing
this budget it was found that“the.budgetiﬁg practices of F
the hospital, and the State generally, perpetuate shortages
of sﬁaff and basic neceééities while ovér—bﬁdgeting in,other
areaé, creating a "juggle the budget" sifuation whereby

the hospital must borrow from one account to cover others.

The Subcommittee-éoncluded that @any of these budgetary
'practices ére counter—productive to proper management of a
health care facility,:and re¢ommended scrUnity!by-management
and fiScalréxperts as a reésonab}eﬂfirst step in altering
practices‘which_perpetuate'short_staffing, shortages in basic
necessiﬁies (é.g. toWels,‘fuel and utilities); and create

hardships on present staff and the‘patients.
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Summary

"So what élsé is new?" the editorial askédg commenting
that ohce again Greystone Park Psychiatric Hosbital Was the’
ksﬁbject,of senSatiohal repcrts of cruelty and misconduct
toward'patiénts by ward attendants.

The editorial continueé the "What else is new?" refrain:
"Cruelty and abuse at Greystone Park havé‘been the staple of
legislative inquiries for years. Some legislators built their
political careers on such investigations. Usually these in-
_Quiriés take place just before Election Day; Inevitably;
once the fiery,oratory‘they produce runs itsicourse, the
furor dies out and it's back to busineés as usual a£ Grey-
stone Park." |

The Joint Mental Health Subcommittee knew that‘many
others agreed with the‘premi3@ of this‘editorial. They were
aware When they;agreed to serve on the Subcommitteé'that they
were‘tackling an enormous job, and that'public opinion was
as pessimistic as the editorialar

What is more, the Subcommittee members knew when they
toured an institution that they were‘seeing thé same depressing
sights that other legislators had seen béfdre, and hearing
testimony in dloéed hearings which had been heard before. \

Nevertheless,»when a former employee of a State hospital
broke down in tears, describing the misshappeh head of a
chronic‘patient who wés the special target of abusive attendants;

the impact of his testimony was not diminished because it
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described‘reCurrent’abﬁses. The~Subcommittee members were
:similarly movéd.by the teetimony of a fprmer'patient who-
spoke of beaﬁings_she endured et‘a State hoepital, even though
they_knew £hat‘such beatings,had oecﬁred before.

| Knowingvthat theirvtask wes enormdus’-— examining New
Jersey}s mental health.care\SYStem, reviewing pending legis-
iatidn, and‘recommending‘Ways‘to improvevthe system -- and
that the problems which they_were trying to address had
existed for a lohg time,>largely because of public and
legisiative_apethy, the;Sﬁbcommittee was determihed to operate
in an effective manner;‘ Therefore, when first organizing,
the Subcommi ttee determined that their objectives could best
be-accomplished‘by'their becoming ombudSmen‘fdr interested
and concerned mental.health_care prq&iders and consumers and
by becoming catalysts for action. |

In erder tbvfurther their role of ombudsmen, hearings‘

were purpdselyyconducted in a manner which would encourage
people who - had.previOusly been reluctant to speak up about
their own experiences ae patients, empioyees or relatives of
patients, to'sharehtheir insighﬁs and eentribute their unique
vieWpoints.-_Furthermore;rthe Subcommittee was determined to
have theirAeffortS reflect their concern for the welfere
of patients<in the State's care, rather than reflect interest
in publicity for themselves. Informetion gathered through
closed hearings, therefore, was.treafed with.confidence. In

Vaddition,_the»Department of Institutionsvand Agencies was
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invited to participate in such hearings, and cooperative
working relationships were established between the Subcommi ttee
and thé\Department's Mental Health Planning Committee,

As a result, a number of encouraging developmeﬁts occured.
Firét, the testimony.at hearings was worthwhile; people who
had first-hand knowlédge of the mental health care system
volunteered testimony which proved invaluable. Second, the
Subcommittee learned that they were not alone in seeking their
objectives; the Commissioner of the‘Department of Institutions
and Agencies also provided worthwhile testimony concerning
problems encountered when implementing'new policies and the
frustrations which accompany attempts to change and improve
the system. o

The Subcommittee's determination to conduct its'hearings
and investigations in a resﬁonsible manner, without the
"circus-like atmosphere" which had on occasion éharacterized
past legislative invéstigations of mental hospitals, allowed
them to fulfill their ombudsman role.

The hearing on GreYsﬁone Park Psychiatric Hospital was a
prime exémple of the Subcommittee acting as ombudsmen. A
number bf former hospital employees, who felt that their
charges of existing abuses had not been given sufficient
attention by the administration, brought ﬁheir problem to

the attention of the Subcbmmittee, which, in turn, made the
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‘administration‘and the publie‘aware of the alarming situation
athreyStone.»’Members ofvthe‘Morris'County Prosecutor's
Office were observers\at this closed hearing, and as a result,
the Morris County Grand Jury was dmpaneled to invesrigate
thekallegations of abnses. |

dThe investigatien of the New Jersey Neuro-Psychiatric
Instiﬁute (NPI) was another example of the Subcommittee
actiné as an-ombndsman. Relatives of former patients at
NPI were given an opportunity to speak of their ekperiences.
In addition, staff members were able toipresent their»viewpoinrs
on conditions at the hospital to the Subcommittee. ‘Einally,
the Subcommittee toured the facility and spoke at length with
employees responsible for variousrlevels of patient care, in
order to make ‘a determination concerning the future role of
the hospital as a mental,retardatien facility.

In a similar manner, the investigatiomsofﬂthe Woodbridge
Emergency Reception;and Child DiagnOStic Center and the Menlo
Park_DiagnosficVCenter were donducted With the Subcommittee
acting as an eﬁbudsman; Tnelpublieyhad great interest in
learning why’the Woodbridge:facility failed-to,open for a year
while staff was being paid and children were being turnedv
away. Similarly, the elosing of Menlo Park after the budget
-was slashedvcaused,coneern. Many Center staff members felt
that therkind of specialized services provided by the Center

to the courts‘would not be adequately provided by other
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agencies once the Center,was closed, The Subcommittee
brought these concerns to the attention‘of the Department
and the public,v

In furtherance of the Subcommlttee s second objectlve -
actlng as a catalyst for change ~- the ‘Subcommittee publlshed
reports of findings and recommendations after each investigation,
so thet the:Legislature could be better informed of special
, prohiems'which hed‘come to the Subcommittee“s‘attentionQ
These reports andrrecommendations were also intended to
stimulate the Department into taking action to remedy the
problems@‘ | |

Thexhearing on Trenton,Psychiatric Hospital‘was purposely
designed to highlight problems of a non-institutional nature.
A;though it was certain that an investigation of Trenton
- would reveal the same,kinds of abuses and poor conditions
discovered at other Stete‘hospitals,‘the Subcommittee felt that

‘duplicating that sort of hearing would'not be productive.

,Therefore, the Trenton hearlng empha31zed ways in whlch alternatlve,

_ communlty—based care for the mentally ill could be strengthened
‘and expanded, The Subcommittee reallzed thatlltvcould fulfill
' its'role'es a change agent by examining prohlems encountered

in the»impiementation of a new sYstem, as well as by bringing‘

the horrors'ofvthe old‘system to the public's‘attention.

Furthermore, the Subcommittee was aware that many States,\

upon deciding that the system.of State hospitals was no'longerk

satisfactory,”rushed into closing down such hospitals‘without

developing alternative community care. As catalysts for change,

/
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the Subcommittee wished to pressure for change in two areas:
first, change,iﬁ the way State hospitals wefe operated; and
second, change in the way‘eommunities assumed fesponsibility
for the mentally ill.

The hearlng at Marlboro State hospltal illustrated these
dual'change objectives; the~f1rst half of the hearing was |
1closed. and testimony was concerned with inadequate patient
superv151on and resultant su1c1des' the second half was an
open session concerning the 1nadequacy of aftercare services
provided to patients d;sctargedkfrom Marlboro. The Subcommlttee
continued to stress the need for change in the institutions
and in the communities thfough this public hearing. |

Much of the legislation introduced ahd supported by the
Subcommittee also stressed institutional change and change
in’the‘role of the,comﬁunity. Two majer propesals for change
in the operation of State}hospitals and the care and>treatment
of patients in such hospltals are $-1117 (now P.L. 1975,

c. 85) and S- 1032 whlch outllne the civil rlghts of mentalhx

patients and establlsh;meehanlsms for,sett;ng standards for L

),
¢
§

patient treatment and‘fer‘reviewing patient care.

Another bill reqaires the Department of Institutions
and Aéencies_to adequately screen prospective hospital employees
and provide training-programs fot employees (S-3365). The
possible detrimental effects of deinstitutionalization programs
on present employeee of State institutions isjthe concern
of aﬁother propdsal;'s—3366,fwhieh attempts to see that
emplcyees with valuable experieaeeAin earing for the mentally

ill are not lost to the system.
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- Other‘propdSals’éttempt:tq'étrengthen the;concept of .
cbmmunify;based'mental_health care.~,f0r éxample, 8-3155,
3156,vand'3157‘all expand’inSUrahce coverage for outpatient
treatment of thé mentally ill., Senate Bill Number 15i7
Hwould.require every county to_have a mental health administrator.
Assembly Bill Number 3362 prohibits local authorities from
denying the use of single family dweilings as'dommunity
residenéés férﬂthe‘mentally ill or retarded. Three proposals, .
S~644, A-2159 ahd A~2308, providé for additional funds for

community mental health services.
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Conclus1ons

After working for nearly two years, hearlng a countless'
number of complalnts, seelng building after bulldlng, talking
with nurses, doctors, patients, administrators, students,
’volunteers and relatlves of patlents - after two years of
“trylng to determlne what is right and what is wrong with
the State s mental health care system —-.the Joint Mental
Health Subcommlttee concludes"

l. New Jersey‘s mental'health care systemris not
adequately meetlng the needs of its c1tlzens. All of the
testlmony presented to the Subcommlttee supports this
conclu51on._iPat1ents,kprofesslonals, the press and the general
public unanimously agree thatlthere‘are many dedicated workers
in_the‘Statebhospital system’who are’dolng avtremendous-job'
under difficultncondltions, hutvthersize-of'the hospltals,
depressing physical‘settlngs, and“shortage.of trained treatment
personnel can result in the,provision of little more than /
custodlal care for some patlents. Furthermore, alternatlve
communlty servlces are not integrated w1th the State hospital ﬁ/
system and are not respons1vevto the needs of former State
'hospltal patlents and the severaly mentally ill.

| 2. State psychlatrlc hospltals,»ln;thelr present form,
aredobsolete.: In the 1800's the 1dea of.establishing mammoth
self—sufflclent 1nst1tutlons in 1solated rural settlngs seemed
plau51ble° today such 1nst1tutlons are economlcally and
therapeutlcally*unsound It-cost about $10,000,00 per
year to treat a patlent in a State hospltal There is little

ev1dence that such expendltures are justlfled by results.



3, A fundamental reorganizatioh of the mental health
carebsystem is overdue. All components of the system -—
from the Division of Mental Health and Hospitals whlch | o .
determlnes State policy, to the hospital ward attendant who
cares for'a'patient, to the community which refuses to
accept respons1b111ty for follow-up care -- must be re-
examined and redefined to prov1de ‘an 1ntegrated, respon31ble g
care system which works inva matally supportive'and effective -
manner tovprovide restorative-therapy to the mentally ill

and necessary aftercare services to maintain mental health.

4, An 1mproved mental health system will requlre
addltlonal resources. The State must be W1111ng to provide -
addltlonal funds for addltlonal serv1ces. While some of the oL
resources now channeled 1nto State hospltals could be diverted
into communlty services, it is nevertheless unreallstlc to
assume that an improvedvsystem will not'require more money.
Since New Jersey is unwilling to summarily close lts psychiatric
hospitals before adequate alternatives can‘be developed,
therebwill, of necessity, belan’interim period when an
institutional system will have to be continued while an

alternative community system is created.
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Recommendations

No ;ecommendations shall be issued by this Joint
Subcommittee. History has demonstrated that it is a futile
effort, éasily ignored or forgotten; |

| ThiS’Subconmittee has one cenﬁral'goal: 'change New
Jersey's mental healtn‘care system so that people wno need
help will receive it. If a list of recommendations would
produce a mental health care system that worked, then re-
- commendations would follow. |

But, no. |

Recommendations\have been‘issued and ignored too often.
It has begome a conditioned reflex., The Legislature asks a
grgup_to study a problem, the group studies it, issues a
report of findings and recommendations, the recommendations
are ignored, and‘that takes care of that problem until the
next time. | |

“ What‘will,possibly work, then, if recommendations are
consistently ignored2 |

One thing will Qork. There is no loss in suggesting
it; the worst that can happen is that,it, too, will be
ignored.

-The‘Joint Mental Health Subcommittee invites all
1egislators and the public to an "open hospital, ' to be
held any day, any hour, at any one>of nur four State psy-
chiatric hospitals or'anyvsixgcounty hospitals,

If you choose to visit a State hoépital, you will need
a map to find your way around the extensive grounds. At |

least half of the buildings are empty, but maintained with

tax dollars.
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~Be prepared for sights and odors and sounds which will
stay in your memory long after you wish to erése them.

The patients-will,either‘eagerly greet you as a miraculous
‘change in the unrelentingly monotonous routine or look past
‘you with vacant, dull eyes. |

The staff will eithér bevﬁervous about having wvisitors
wiﬁhoUt wafning, if they are not doing their job as they
should, or pleased to have you, if they are doing the best
théy can.

‘Don't ask the attendants how\they were hired, how long
they worked there, what their salaries are, or what kind of
traihing they received for the job.

You will not like,the answefs. _ v

Don't just visit the front wards. Walk arbund at
random. Ask questions about the meals ,;. about prices at
the commissary ... about privacy ... acéess‘to a telephone ..;
groupd privileges ..; beatings ... homosexuality ... suicides;

Ask when they last saw a doctor ... how their treatment
is progressing ... when they expect to go home.

Lookrat,the toilets and Showérs‘and imagine having td
'uée thém déily. ’Imaginé your own}déughter or sbn'sleepihg
in that‘dreary dormitéry, piaying in that water-stained
cellar, locked in that tiny "quiet room." After your Viéit,
you will not need this Subcommittee'syrecémmendations,

You will know what needs to be done.
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SUPPLEMENTAL COMMENTARY

The Joint Mental Health Subcommittee has consciously
brought the short—comings and deficits of New Jersey s
mental health care system to.the attention of the Legislature
and the public in attempting'to fulfill its role of a
change agent. All eQidence gathered in the two years of
the Subcommittee's operation indicates that change is
needed in many areas. HoWevef, the Subcommittee would be
acting irresponsibly if itvdid not also ettempt to relate
some of the positive features noted in the course of its
investigations. One of the most heartening and enooﬁraging
features of the care system is the dedication of many people
working,at‘our'State hoepitels.: The work is not éasy and
the conditions are far from ideal, and yet, there are‘many
~sensitive and caring people‘working to help the mentally ill
return‘to‘their homes and resume their normal lives. Un-
fortunately, they often work at low paying positions with few
rewards other than a sense of self-satisfaction in knowing
that they are helping énother person. -

This report is‘not intended to be a blanket indictment
of an entire system and' of all the people working within that
system. It is,intended to assistﬂthose dedicated‘and caring
people who have spent a good part of their lives in service
to the mentally ill, by calling for changes which will provide
them with better wotking‘conditionSQ more resoorces and

improved facilities to deliver superior patient care.
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‘Lastly,ﬂthe Subcommittée is concetned‘aboutrthe.
pfdspécts'for chénge. Almostiéveryone agrees'that change
is néeded._ There is unprecedentedvagréement on and Support
for the concept of community—based care for the meritally ill.
A Méntal Health Plaﬁning Committee has beén studying the .
ssystem in depﬁh and will soon present a comprehensive
operational plan for-overhauliﬁg thé State's mental healthk
:Cafe délivery structure. ’AntiQuated laws have been reviewed
and found to berinadequate7 new proposals have been-prepéred
to replace thém. Cou:ts,have challenged_the existing laws.
'Mentalvpatients have new advocates to'sténd up for tﬁeir
>righps. All in all, the signsvéf change are numerous.
Despite ali of these encouréging signs, the Joint
Subcommittée is concefned>about the prbspects,for change S
for_several reasons. Firét, the historyvof_mental.health
'éareyin New Jerséy is not gﬁéouraging. ~ Secondly, change :
6nly occurs when there:is total cpmmitmeﬁt to chénge as a
number'oné~priority. v;n:allocéting scarce,resoufces for
ﬁeeded State serViées, mental health care must be a priority
concern for any major'chapge tQ occur. Finally; fhe’need
for éhange must be continually restated. :Othef_issues
compete_with mental heélth,distractingvdecision-makers
and,divertiﬁg réSoufces.p |
| For these reaséns, it is suggeéted that a pérmanent
‘Legislative “wétch—dogf'committee‘qr commiséioﬁ may be needed
to monitor implementation of the\hew comprehensive mental B .

health plan, to insure that criticql budget decisions and
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; .fﬁndihg pyatte:‘r’ns-y‘réfiec"t\' new bolicy_ directim)q’.‘s, t‘o’ l‘g:;Lv'e' o

i mental heailth ‘care ‘cblnsum‘é‘rvs an‘". "ontbudsmanélike" gro}u‘p:’
t.o.‘-héar, their Ilj‘foblémév‘and concerns and take aqtidné, ‘v

to ‘rev‘i‘ew ékistihg ~lg§isl,art>ion” and p'robose new meaéures '

and to périddiéallyf: reviéw the Qperéﬁions and co'nditvio'n's kof )

State mental health facilities.
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APPENDTIX
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APPENDIX I: RECENT COURT.ACTIONS AFFECTING MENTAL HEALTH

Federal

O'Conﬁor V."Donaldson, U.S. ;v .43 ﬁ;S.L.W. 4929
~(1975)._ United States Supreme Courr decision which stated
that meneal patients eannot be confineddin the institutions
against their will and without treatﬁent.if they are not
dangereﬁs and are capable of surviving on their own or

with assistance outside of the institution.

 Wyatt v. Stickney, 344F. Supp. 373, 344F Supp. 387
(M.D.Ala. 1972). Federal District Court decision which
found a federal right to treetment based on the U.S.
Constitution. The U.S. Court of Appeals forythe’Fifth
Circuit upheld the districtlcourt decision in November»of
1974, however, this decision is now on appealdto the United
States Supreme Court. |

N 2 mr
Coll v. Kugler, Civil Action No. 1525-73, Federal

District Court, Newark,-September 3, 1975. New Jersey
case in which‘the plaintiff,is seeking to have New Jersey's
involuntary commitmentvlaw declared_unconstitutienal. A
three judge panel has reserved its decision; Any appeal

of the‘deei§ion in this case weuld be to the U.S. Supreme

Court.

5 ,@@nggemasyfﬂ&ﬁaﬁjbmaﬂ?
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New Jersey

In re‘Geraghty;vDQéket No. Al39, July 22, 1975. This

case was an appeal‘of‘a Somerset County Court ruiing which
'set forth a right to counsel for persons being invéldntarily
' committed to psychiatric inStitﬁtioﬁs. The New Jérsey ‘
éupreme Court's decision found this case'mbot in light of
recently promulgated Court ?Rule, 4:74-7, which pfovides

for counsei to ﬁersons subject to,invoiuntary commitment.

In re Minehan, 130 New Jersey supra. 298 (Co. Ct.

1974); /Rﬁliﬁg by Superior Court Juddge Cuddie Davidson
~which gives persons appealing‘an.order ofbcommitment a

constitutiOnai rightkto a transcriptg

In‘re'Alford, Docket No. L-10591-74, Law DiviSion,_.
January 10, 1975. Docket_No, Al429-74, Law Division, September
30,‘1975, Mércér_County SuperiorKCourt.Judge George Y,
 Schoch granted a motion to have‘ankindependent psychiatrist
examine the'petitioner, at county\expense, prior to a
commitment hearing. ,(UnreporteqideciSiQn). - Court Rule,

4}74«7, effeétive September 8, 1975, upholdsythis‘dedisiond
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In re Bohuk, Docket'No.‘L36210~66,5April 21, 1975.

Unreported. Letter Memorandum,filed_with‘court. Mercer
County decision‘in'whiehkit was fbund.that;treatment rights
‘(of court patients):are paramount to penal interestsfgiving‘
the courts the right to transfer such patlents to a less

restrictlve settlng for treatment purposes.

Marin v. Yaskin, Docket No. L-20055-73, Superior

Court, Law Division, Camden County, March 24, 1975. This

case is seeking to establish a constitutional right to counsel
at commitment hearings.

Doe v. Klein, Docket No. 1L12088-74, Law Division,

December 4 1974. Class'aCtlon suit.filed in Morris County

on behalf of GreystonesPsychiatric Hospital patients seehing

a ruling that conditibns at the_hdspital violate the patientsi
'rights to treatment,vto freedom,from harm‘and cruel and un-
usual‘punishment, to the leastvrestrictive‘alternative setting
for,treatﬁent, tova'duratienal limitationon periodic reView
of cemﬁitment, and tQ‘practice their civil rights while in-
stitutionalized. B T -

Carrol v. Cobb, Docket No}‘A669 - 74, A 1044-74,

Consolidated‘Appeal, Appellate Division. Decision concerning
34 residents of the New‘Lisbon'School whe were denied their
right to vote.‘ The dec151on held that the Burlington County

Elections Comm1551oner was w1thout authorlty to blanketly

deny res1dents of the school the rgght to_vote.
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APPENDIX II: MENTAL HEALTH LEGISLATION IN THE

NEW JERSEY LEGISLATURE (AS OF NOVEMBER 1, 1975)

_‘§:§§é (Hagedorn) and A-2308 (Berman)

These bills seek to increase State aid to Community
Mental Health Projects from $1.00 to $2.00 per capita. S-644
is pending in the Revenue, Finance and Appropriations Committee
while A-2308 is in the Assembly Institutions, Health and
Welfare Committee.

A—1268>(0tldwski)‘

This bill increases the Staﬁe's participation in
funding Community Mental Health Projects from 60% to 90%.
A—l268 is pending in the Assembly InStitﬁtioﬁs, Health and
Welfare Committee. |

"A-2159 (Otlowski)

Provides for unappoftioned State aid for Community
Mental Hsalth Projects ﬁo be used for those projects which
have demonstrated a need for additional funding. 'A—215§
is pendingvin the Assembly Institutions, Health and Welfare‘
Committeé._y | |

| S—3155‘(Menza)

Permits health insurance coverage (other than group
and blanket) for outpatient mental health tfeatment. S-3155
is pending in the Senate Labor) Inaustries and Professiohs

Committee.
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S 3156 (Menza) :

Permlts group and blanket health 1nsurance coverage
for outpatlent treatment of the mentally 111 'S—3156 is
’.pendlng 1n”the Senate Labor, Industrles and Professions»

' Committee. ) ‘ | | |
| §;§l§l‘(Menza)]

!‘Requires hOSpital‘SerVice’corporationS‘to make available
_coverage for outpatlent treatment for mental 1llness and
femotlonal dlsorders. S 3157 ‘is pendlng in the Senate Labor,
Industrles and Profess1ons Commltteep

S—lO32’(Menza), |

Establishes‘a‘Mental‘Treatmentzstandards Committeevto‘
set standards 'of treatment for. State and County psychiatrlc
‘hospltals and establlshes a Patient Treatment Rev1ew Board
to hearnpatlent complalnts concerning treatment, The Commlttee
and Board would be’in the Departmentvof Institutions and.
Agencies. S 1032 is on second readlng in the Assembly._.

7 S-l407 (Menza)

d Proposes major changes in the State'sbinvoluntary
commitment statutes. . S—l407’is on second reading in the Senate. -
A-—3l09 (Wilson) | :

Emphas1zes within State policy the’ 1ntent to encourage’
‘the development of communlty mental health programs to reduce
the need for.State hospltal commltments and~g1ves fundlngr
prlorlty to those prOJects which fulflll thlS 1ntent. A—3l09
is on second readlng in the Assembly.

S-1517,(Menga)

Requires all county mentalihealth_boards to‘oreate the.
;positiOn ofgmental_healthoadﬁinistrator;r S-1517 is on second

reading in the Senate.
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$-3256 (Menza) o | : - .
 pPermits persons, other tnan'thewcriminally insane : | .

or inoompetent to stand'trial,who.have been-discharged from

institntions or_facllities prOVidinglmental_health services

as recovered, to‘apply‘to‘the‘COurt‘for expungement ofwcommitment

reooras. ‘S-3256 is pending in the Senate lnstitutions,lHealth

"and Welfare Committee. |

. A-3362 (Wilson)

Prohibits municipalities or‘local boards to deny the
uee'of'facilities zoned as single family-dWellings for
"communityﬁhased‘residences" for the mentally retarded or
mentally ill. A—3362 is pendlng 1n the Assembly Instltutlons,
Health and Welfare Commlttee.

5-1074 (Hagedorn) | 7

EstablisheS'a Department‘of Mental Health as a principal

State governmental department:fappropriates $lO0,000. S-1074 ‘ .
is pendlng in the Senate State Government, Federal and Interstateﬁ |
Relations Committee.
' A—3093 (Otlowskl) | |

Establlshes a Department of Mental Hyglene' approprlates
$100,000. A—3093,1s pendlng in the Assembly State Government,
Federal and Interstate Relations Committee. = | | . .

S-3365 (Menza)

Establlshes a personnel screenlng program at the State
and County Psychlatrlc Hospltals._

S-3366 (Menza) |

‘ Requlres the Department of Instltutlons and Agenc1es to
establlsh a menpower redeployment program for workers whose Jobs

~are threatened by delnstltutlonallzatlon programs.
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- P. L.1975, CHAPTER 85, approved May 7. 1975

1974 Senate No. 1117 (Third Oﬂiciﬂ? Copy Reprint)

Ax Act con-eerning.thécivil ﬁghts of the .mentally ill **fand the
mentally retarded,J** and amending sections 9 and 10 of P L.
1965, c. 59. ‘

- BE 17 ENACTED by the Senate cmd General Assemle of the State
of New Jersey:

1. Section 9 of P. L. 1965, c¢. 59 (C. 30:4-24.1) is amended to

read as follows:

9. Every individual who is mentally ill **for mentally re-
tardedJ** shall be entitled to. ***[humane care and treatment}***
*** fundamental civil rights*** and*[, to the extent that facilities,
equipment and personnel are available,}* to medical care and othel
professional services in accordance with ***[the highest}***

~ accepted standards***, pr ovided however that this shall not be

construed to require ca,pztal construction™**. Every individual
between the ages of 5 and 20 years shall be entitled to education
and training suited to his age and attainments.

Every patient shall have the right to participate in planning for
th own treatment to the extent that his condition permits.

[Mechanical restraints, including isolation, shall not be applied
in the care or treatment of any mentally ill or mentally retarded
individual unless required by his medical needs; every use of a
restraint and the reasons therefor shall be made a part of the
clinical record.

Nothing in this act shall preclude the apphcatlon of measures
in emergency situations for the control of violent, disturbed or
depressed behavior. The emergency nature of the measures shall
be fully recorded in the clinical record.}

. 2. Section 10 of P. L. 1965, c. 59 (C 30 4——24 2) is amended to
read as follows:

- 10. [Subject to the general rules and regulatlons of the facﬂlty

'EXPLANATION——-Matter enclosed in bold-faced brackets Ethus] in the above bill

is mot enacted and is interided to be omitted in the law.

1
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and except to the extent that the head of the. facility determines
that it is necessary for the medical care and treatment of the par-
ticular individual to impose restrlchonq every patient shall be
entitled :

(1) To exercise all civil and rehgxous rights prov1ded for under
the Constitutions and the laws of the State of New Jersey and the
United States, unless he has been adjudicated mcompetent and has
not been restored to legal capacity;

(2) To communicate by sealed mail or otherwise Wlth persons,
mcludmg official agencies, 111'31de or out51de the facility; and

(3) To receive visitors..*

Any limitations imposed by the head of the faclhty on the exer-
cise of these rights by the individual and the reasons for such limi-
tations shall be made a part of the clinical record of the individual.]

[Notwithstanding any limitations authorized under this section

on the right of commuhie_ation, every individual shall be entitled =
to communicate by sealed mail with the commissioner and with the |

court, if any, which ordered his commitment and with his attorney,

and on his request shall be provided with the necessary means for

doing so.

For the pulpose of a patient’s exermsmg his c1v11 nghts there
shall be no presumption of his incompetency or unsoundness of
mind merely because of his admission to a mental hospital.}

a. **[Notwithstanding}** **Subject to** any other provisions
of law. **and the Constitution of New Jersey and the Uniled
States**, no patient shall be deprived of any civil right solely by
reason of his recewing treatment under the provisions of this Title
nor shall such treatment modify or vary any legal or civil right of
any such patient mcluding but not limited to the right to register for
and to vote at elections, or rights relating to the granting, forfei-
ture, or denial of a lzcmzse permit, privilege, or beneﬁt pursuant to
any law.

b. Every, patient in treatment shall be entztled to all mghts set
forth in this act and shall retain all rights not speczﬁcally denied
" him under this Title. * A notice of the rights set forth in this act shall
be given to every patient within 5 days of his admission to treat-

ment. Such notice shall be in writing and in simple understandable

language. It shall be in a language the patient understands and if
the patient cannot read it shall be read. to him. In the case of an
adjudicated incompetent. patient, such procedure shall be followed
for the patzent s guardian. Receipt of this notice shall be acknowl-
edged in writing with a copy placed n the patzent’s file.. If the

36m patzent or guardian refuses to ackmowledge recezpt of the motice,

2
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the person delivering the notice shall state this in writing with a
copy placed in the patient’s file.*

c. No patient may be presumed to be incompetent because he
has been examined or ireated for mental illness, regardless of
whether such evaluation or treatment was voluntarily or involun-
tarily recewed. Any patient who leaves a mental health program
following evaluation or treatment for mental illnéss, regardless of
whether that evaluation or treatment was voluntarily or involun-
tarily recewed, shall be given a written statement of the substance
of this act. :

d. Each patient wn treatment shall have the following rights, a
list of which shall be prominently posted n all facilities providing
such services and otherwise brought to his attention by such addi-
tional means as the department may designate:

(1) To be free from unnecessary or excessive medication. No
medication shall be administered unless at the written order of a
physician. **{The use of medication shall not exceed standards or
use that are established by the Umited States Food and Drug Ad-
ministration.J** Notation of each patient’s medication shali be kept
m s treatment records. At least weekly, the attending physician
shall review the drug regimen of each patient under his care. All
**physician’s orders or** prescriptions shall be written with a
termination date, which shall not exceed 30 days. Medication shall
not be used as punishment, for the convenience of staff, as a sub-
stitute for a treatment program, or i quaniities that interfere with
the patient’s treatment program. **Voluntarily committed patients
shall have the right to refuse medication.*

(2) Not to be subjected to experimental research, shock treat-
ment, **[lobotomy, or surgery, other than emergency surgery,j**
**psychosurgery or sterilization,™* without the express and in-
formed comnsent of the patient *Lor his parent or guardian}*
after consultation with counsel or interested party of the
patient’s choice. *Such consent shall be wmade im writing, a
copy of which shall be placed in the patient’s treatment record. If
the patient has been adjudicated incompetent a court of competent
Jurisdiction shall hold a hearing to determine the necessity of such
procedure at which the client is physically present, represented by
counsel, and provided the right and opportunity to be confronted
with and to cross-examine all witnesses alleging the mecessity of
such procedures. In such proceedings, the burden of proof shall be
on the party alleging the necessity of such procedures. In the event
that a patient cannot afford counsel, the court shall appoint an
attorney not less than 10 days before the hearing. An attorney so

3



(854

671
675

appownied shall be entitled to a reasonable fee to be determined by
the court and paid by the county from which the patient was

67k admitted.* Under no circumstances may a patient in treatment be
671 subjected to experimental research which is not directly related to
67m the specific goals of his treatment program.
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(3) To be free from 7)hJszcal restraint and isolation. Except for
emergency Situations, in which *[it is substantially likely that a
“patient could harm}* *a patient has caused substantial property
damage or **Lharmed}* ** **has attempted to harm** himself or

others and in which less restrictive means of restrawnt are not

feasible, a patient may be physically restrained or placed in isola-
tion only on a medical director’s written order **or that. of his
physician designee** which explains the rationale for such action.
The written order may be entered only after the medical director
**or his physician designee** has personally seen the patient con-
cerned, and evaluated whatever episode or situation is said to

“require restraint or isolation. Ewmergency use of restraints or

isolation shall be for no more than 1 hour, by which time the medical
director **or his physician designee** shall have been consulted
and shall have emtered an appropriate order im writing. Such
written order shall be effective for no more than 24 hours and shall
be remewed if restraint and isolation are continued. While in
restraint or isolation, the patient must be bathed every 12 hours
*and checked by an attendant every 2 hours with a notation in writ-
ing of such checks placed in the patient’s treatment recmd along
with the order for restraint or isolation*.

(4) To be free from corporal pumshment ‘

e. Each patient recciving treatment pursuant to thzs Title, 5hall
have the- following rights, a list of which_ shall be prommently
posted. in all facilities 'providing such services and otherwise
brought to his attention by such addztwnal Mmeans as the commis-
sioner may designate: '

(1) To privacy and dignity.

(2) To the least restrictive condztwns necessary to achieve the
purposes of treatment,

(3) To wear his own clothes; to keep and use his personal pos-
sessions including his toilet articles; and to keep and be allowed
to spend a reasonable sum of his own money for canteen erpenses
and small purchases.

(4) To have access to mdwzdual ‘storage space for his prwate
use.

_ (5) T_o,see} visitors each day.

4
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99 (6) To have reasonable access to and use of telephones, both to

100 make and receiwe confidential calls.

101 (7) To have ready access to letter writing materials, including

102 stamps, and to mail and receive unopened correspondence.

103 (8) To regular physical exercise several times a week. It shall

104 be the duty of the hospital to provide facilities and equipment for

105 such exercise.

106 (9) To be outdoors at regular and frequent mtem;als i the

107 absence of medical comsiderations. - :
108  (10) To suitable opportunities for interaction wzth members of

109 the opposite sex, with adequate supervision. :

110 (11) To practice the religion of his choice or abstam from re-

111 lLigious practices. Provisions for such worship shall be made avail-
112 able to each person on a nondiscriminatory basis. :

113 = (12) To receive prompt and adequate medical treatment for any

114 physical ailment.

115  f. Righis designated under subsectwn d. of thzs sectzo'n may not

116 be demied under any circumstances. v
117 g. (1) A patient’s rights deszgnated under subsection e. of this

118 section may be dewnied for good cause in any instance in which the

119 director of the program in which the patient is receiving treatment
120 feels it is imperative to deny any of these rights*; provided, how-

121 ever, under no circumstances shall a patient’s right to communicate
122 with his attorney, physician or the courts be restricted*. Any such
123 denial of a patient’s rights shall take effect only after a written
1234 motice of the denial has been filed in the patient’s treatment record

1238 and shall include an explanation of the reason for the denial.

124 (2) A denial of rights shall be effective for a period not to ex-
125 ceed 30 days and shall be renewed for additional 30-day periods
126 only by a written stalement entered by the director of the program
127 in the patient’s treatment record which mdwates the detailed rea-
128 son for such renewal of the denial.

129  (3) In each instance of a denial or a renewal the patient, hzs
130 ‘attorney, *[or}* *and* his guardian®, if the patient has been ad-
130a judicated incompetent,* and the department shall be given written
131 mnotice of the demial or renewal and the reason therefor.

132 k. Any individual **[detained pursuant3** **subject** to this
133 fact]} Title shall be entitled to a writ of habeas corpus upon proper
134 petition by himself, by a relative, or a friend to any court of -
135 competent Jurlsdlctlon in the county in which he is detained **and

136 shall further be entitled to enforce any of the rights herein stated

137 by civil action or other remedies otherwzse available by common
138 law or statute**. .
1 3. This act shall take effect 1n1med;ate1}'.

5
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INTRODUCED JANUARY 28, 1974

By Senators MENZA, HIRKALA, SCABDINO and HAGEDORN
Referred to Committee on Institutions, Health and Welfare

A Cowncurrent Rusorurtion *[directingg* *constituting® the Senate
*and General Assembly* Standing *[ Committee* *Commitices*
- on Institutions, Health and Welfare to study and evaluate the

State’s institutions, agencies and services for the mentally ill.

1 Wasreas, State and Federal courts in recent years have ruled

" that to confine the mentally ill but not treat them is a denial of

3 people’s constitutional rights; and

4 "WHEREAS, New J ersey remains heavily reliant upon its four
5  psychiatric hospitals which provide residential care that is pri-
6 marily custodial and affords patients minimal programs of care
7  and rehabilitation; and

8 Wuwurrreas, One of every three persons now in some of these State
9 psychiatric hospitals is there only because neither his family,

10 his community nor the State have made any alternative prbvi— »

i1 sions for his care; and

12 Waereas, The 1966 State Plan to develop 50 community mental
13 health treatment centers ‘throughouf New J ersey to provide a
14 wide range of mental health services has been implemented thus
5 far only to the extent of opening 12 such centers; and

16 Warress, The modest Federal aid support of the existing centers
17 expires after a maximum of 8 years and the President has termi-
18 nated all programs‘ for Federal aid to new mental health centers;
19  now; therefore, '

Be 17 RESOLVED by the Senate of the State of New Jersey (the
General Assembly concurring) : v

1. The Senate *and General Assembly* Standing *[[Committee]*
*Commitices® on Institutions, Health and Welfare *[is hereby

W B k<t DD bt

directed}* “are hereby constituted a joint committee and directed*

EKPEANATION———M&%@&‘ enclosed in bold-faced brackets fthusl in the above bili
is mot emazcted amd is iuitended to be omitted im the law.
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to study and evaluate the State’s program and the public’s needs
for new mental health institutions, agencies, and programs.
2. 1t shall be the duty of the *[Scnate Standing Committee on

Institutions, Health and \Ve]fare]’* *joint committee® to make an

inventory of all existing mental health services in the Sfa;te.to

reeValuato the 1966 State plan recommendations, to review the
avdemlacy of existing State budget review mechanisms as they apply
to providing appropriations for mental health services, and to make
such studies and inspections of mental health services, programs
and facilities in this and in other States as it deems necéssa.ry for
preparing its evaluation and report.

3. The *[comm.is-sion]?* *joint commitiee” shall be entitled to
call to its assistance and avail itself of the services of any head of
a.ﬁy de‘p-a‘rtinent of the State of New Jersey,vaﬁd of such emplbyees
fof any Stat-e, county or municiﬁal departn:iént-,- board, bureau, com-
mission or agency as it ma.y reduii'e and as may be available to it
for s:a,id»purposves‘, and to employ such stenographic and clerical
assistants and ineur such traveling and other miscellancous
expenses as it may deem necessary, in order to perform its duties,
and as may be within the limits of funds approp:riated,or otherwise
made available to it for said purposes.

4. The *joint™ committee may meet and hold hearings at such
place or places as it shall designate during the sessions or re'ce«svses
of the Legislature and shall report its ﬁhdings and recommenda-
tions to the Legislature, accompanying the same with any legisla-
tive bills whieh it may desire to recommend for adoption by fhe

Legislature.






