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LouisviaaseRAW  The Commission on California State Government Organization

L. H.HALCOMa and Economy has completed its review of the organization

Exacutive Offices and functioning of the State Depariment of Health. The
study emanated from +he Commission's comcern that the
Department——comprising more than one quarter Of ihe Statz's

annual budget--was not fulfilling the goals set forth

in the Governor's Reorganization Plan No. 1 of 1970

nor was it contributing to the health needs of the people
of California in an effective and efficient fashion. IT.
Jerome Lackner, Director of Health, shared this concern;
consequently, he requested the Commission, within three
months of his appointment, to make a thorough study of the

Department.
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The Commission's interest in the health functions of the
+ate GCovernment dates back to 1967 when it suggested that
there might be merit in grouping State health functions
into a single state department. Although the Commission
and the Legislature approved such a merger in 1970, we o
question the effectiveness of the organization and operation
of the department as presently organized. The objective
of the study therefore was to conduct an in-depth analysis
and make recommendations which hopefully will pernit the
State to meet its health goals more effectively and with

 greater efficiency and economy.

The -explosive growth of state health programs has spanned
the past ten years. The complex problems described in

+his report relate IO rapid growth and have accumulated
over the same span of time. Our findings are not intended
to fix responsibility for conditions which prevail oa any
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The scope of the study was determined by & Commission Subcommicttee

comprised of Mess¥s. Verne Orr and Donald G. Livingston and wa

set forth in &an exchange of correspondence between +he Subcommittes
and the task force appointed by ihe Chairman to comcuct the stucdy.

(See Appendix AL) '
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The task force, chaired by Lestew Braslow, ¥
+the School of Public Healtn, Center for llea
of California at Los Angeles consisted of Paul
M.P.H., Health Advisor to the s«ate Senate; Charl

R.N., Ph.D., State Department of Health; and James Miller from
+he State Department o Finance. Dposition papers and specialized
assistance were received from zenrik L. Blum, ¥.D., ProfessoTr of
Community ealth pianning, University of Califorais, School of
public Health, Berkeley; laul Press, Assembly Office of Rescarc
Verne Gleason; and Dert Cohen; as well as others from within th
S+ate Government. The members ©of +he Task Force take Full
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Part I
I. SUMMARY OF FINDINGS AND RECOMMENDATIONS

Throughout the course of the study, a positive change in the attitude of
the Agency, the Department, and their staffs was discerned. Constructive
criticism was active1y’so11cifed and candor and reflection began to appear.
As Dr. Jerome Lackner expressed, when requesting the study, a new spirit is

emerging which is beginning to elicit a cautious revival of expectation in

the health community that real progress is possible. Although the findings
of this study are critical in many instances, our recommendations are

constructive and made in the hope that they will enhance this spirit of

progress.

Findings
1. In the creation of a single Department of Health for California, in

1573, tﬁe Departments of Public Health, Mental Hygiene, Health Care

Services, and elements of the Departments of Social Welfare and
Rehabilitation were brought together, but the reorganization did not

lead to genuine consolidation of related programs.

2. The form of organization established did not fulfill the expectationé
listed in a 1970 Task Force Report which was reviewed and approved by

the Commission on California State Government Organization and Economy

and accepted by the Legislature {See Appendix B, page.360).

3. The outcome has been a serious deterioration in plasning, operation
and evaluation of health programs and a failure to achieve their

‘functional integration; inaccurate claims to the Department of Finance,

-1-




" the Legislative Analyst and Fiscal committees of the Legislature of |

15 gqséal savings which obscurred budgetary overexpenditure; decliné in the

ff_avaiTability of reliable statistical information; loss of accountability;

and decrease in attention to the’ press1ng need to guide the developuent

o of hea]th manpower and the construction of health facilities in california.
g A1though significant improvements are in the process of being implemented

* these conditions continue to exist.

The following deficjencies exist in the structure and‘function of the |

:= Department:

. Its present structure embraces a loose federation of independent

'ptograms. without substant1a1 coordanauaon at the state Tevel

" and with Tittle integration of services in the community.

" p, Over-centralization of administratiﬁe support functions has disrupted

health programs by depriving pregram “administrators of effective
" participation in budget presentation, personnel management. data
systems des1gn, and contract process1ng The consolidation that
" was implemented 'did not help program.managers in the performance

© of their duties.

Superf]uous layers of bureaucracy have encouraged unproductive procgdures
- and dr1ven the cost of adm1nlstration beyond acceptable Timits.
Decisions are delayed and often made arbatrariiy at a distance from
k those with the greatest know1edge of the health programs. Fie1d
off1ces are w1de1y dispersed and.poorly qrganized and thereby impede
1ntegrat10n of state functions in support of Tocal prograhs._ Technical.

7 assistance tends to obstruct rather than facilitate. .




The state personnel system has been utilized improperly to place in ‘key
posifions persons without training or experience in health programs suf-
ficient to fulfill their responsibilities with competence. Rotation of
personnel occurs with such frequency that responsibility and accounta-
pility have been obscurred. Retention and recruitment of qua11fied
individuals has been seriously impaired.‘ The potential of qualified

staff is not put to good use.

Information essential to measurement of the performance of programs is
Tost in a morass of data collected and handled in a fashion which makes
assessment of problems and accomplishments extremely dffficu]t. Pro-

gram managers, budget analysts and agencies outside the Department can-

not obtain basic information required to fulfill their responsibilities.

Confusion of authority and function between the Health and Welfare

Agency and the Department creates friction and erodes the authority

and effectiveness of the Director of the Department. Legislators,

local health agencies and private professional groups report that

they are unable to identify those in charge of programs in the

Department or to obtain answers to questions. Clear and consistent

decisions qnfpp1i¢y are not forthcoming. - ) o o
A vacuum in leadership due in part to excessive turnover of executivé - |
and professiona] personne] has a paralytic effgct dn the Department |

and nurtufes a crisis approach to administratiqn which is both un-

settling and demora11z1ng 3 e

. o e T

Meaningful participation in hea1th p011cy dec151ons by 10ca1
governmental officials, advisory bodies, consumers and providers

has practically disappeared. Neglect of hearing and advisory

-3~




processes aimed at soliciting the views of all concerned has
fanned distrust and disrupted constructive negotiation. Arbitrary

adoption of regulations causes dismay and spawns 1itigation.

These deficiencies have caused internal and external loss of confidence

in the Department.

a. Within the Department, program administrators report that they do
not command the authority or support necessary to operate programs
and thus to be held accountable for results. Decisions are passed
'up the 1ine' and made without sufficient consultation by those
with greatest experience in a partihular program, Yet, they must
live with repercussions and try to defend po]iciés they disapprove.

Their integrity is challenged and professional pridé is degraded.

b. Loss of confidence is prevalent amongst individuals and organizations
outsidé of the Department who are jndispensible to the successful
operation of state health programs. Distrust in the capacity'bf
the Department to bring order to its programs is impeding the
placement of new health programs ih'the Department even when it

is logical to do so.

Conditions which now prevail cannot be fairly attributed to a failure in
the logic of consolidation of state health programs, but rather to the
methods employed in carrying out the merger. Those initially chargedrwitﬁ
respohsibi]ity for implementation of the consolidation were, in fact,

not in support of such a merger.




Recommendations

2.

The Governor should enunciate clear health goals and po1fcy initiatives
for California and commit the administration to build competence and
confidence in the Department. His continuous leadership is essential

to the restoration of the Department to a position where it can function
effectively for the citizens of the State and resume national leadership

in health affairs.

A Board of Health, chaired by the Director of Health, should be estab-
lished with statutory responsibility as a publicly accountable bbdy to
review major health policies; to serve as the designated final authority .
for statewide health pTanning; to establish hearihg and advisory mechanisms
that will assure an open process of public partitipétion'in the formulation
of regulations; and to adopt health regulations. The establishment of
such a statutory Board vested with the responsibility for directiﬁé and.
coordinating all technical departmental structures would permit the
abolition of éome boards and advisory committees presently participating

in the programs of the Department. The first task of the Board should be

to study the advisory bodies and outline how they should be streamlined.

The Governor, Agency and Department should:

a. Undertake a phased and deliberate approach to administrative change,
addressing first only those functions which require immediate modifi-
cation to achieve adequate program performance, witﬁ particular
emphasis on creation of a strong planning and evaluation structure

within the Department:




gstablish clear chauneTS of corntﬁ1cat1on and de‘egated ﬁevels of
authority and respans tb111ty from tne Governor to the Agency and the

Department and its staffs;

c. Restore to program managers effect1ve participation in administrative

‘processes essent1a1 to fu171111ng their responsibilities;

" d. " Divest the Health and We]fare Agency of all operatmng'units and charge

the Department of Health with respons1b1]1ty for operation of health
progrém;. '

e. Develop a regional pattern of field operations that witi Tink effec-
tive]y services provided to peopie by public and private providers
in preventive medical programs, Medi- Ca1, Short-Doyle, Regional

Centers for deveiopmenta1 disability and the State Hospitals.

The system of job c]assiftcat10n and promotion in the Department should
be revised with outsice professional personnel consultat1on, in order to -
place in positions of major responsibi]ity persons who are professional?y

qua11fied and otherwise capabie of performing their duties with competence

“for a period of time long enough to do a constructive job. This persohne1

study should also include an analysis of the need for add1t1onaI bositions

that are exempt from state civil service.

The Department should re-establish the_historic partnership between the
State and counties in the provision of health services and rebuild 2

constructive relationship with federal officials, the State Legislature,

, the pr1vate health community and consumer groups. Competent reporting of

departmental activities w111 accelerate the recovery of trust and

) unped o ool it

confidence. .




1. METHOD OF STUDY

The task force's approach to the report was based on a conviction that (1) a
study confined only to administrative structures is insufficient, and (2) that
professional expertise and management capability exert, by far, the strongest
influence on the character and performance of the Department. Changes in

administrative structure cannot compensate for lack of competence, but irrational

~ and unwieldy administrative relationships can seriously impede the work of

well qualified administrators.
The work plan outlined by the task force and approved by the Commission entailed:

1) Assembly, review and analysis of pertinent documents, including
health statutes, proposals, and plans of the Department, budgets,
program statements, organization charts, special studies and
reports of various kinds (a bibliography of these materials is

included in Appendix F.)

ce s

2) Selection of eight major programs for intensive study, along witﬁ?ﬁiher
elements of the Department, aha‘éertaih'heé?fﬁ_kéféféé'éEEiQ?%?égfﬂéﬁ——md;ﬂh
located in the Health and Welfare Agency and e1§ewhere in state
government. The following criteria were used to select programs

for intensive study: size of budget, number of staff, population

affected, current relevance and controversy, type of activity.

other evaluations in progress, and potential for influencing

health. Based on these criteria, these programs were selected for
intensive study: Preventive Medical Services and Social Services; Medi-

Cal; Mental Disability; Developmental Disability; Substance Abuse; -




d. Representatives of health professional groups.
e. Representatives of private providers of health services.
f. Representatives of State health planning and facility-reguiating

bodies.

g. Representatives of higher education related to health manpower

planning.

5) Distribution and analysis of returns from a questionnaire to 132
persons in key positions of responsibility throughout the Department
concerning their professional and managerial backgrounds and their

careers in State government, including the Department.

6) Visits to a few field operations of the Department (severely limited

by time constraints).

7) Commissioning position papers on selected aspects of the Department's
work, particularly external advisory bodies, social services and

data systéms.
8) Preparation of working papers as the study progressed.

9) Preparation of a proposal for a sample survey of the experience
of people making use of the service programs of the Department

to assess barriers to access and reactions to the care received.

10) Formulation of findings and recommendations.

11) Adoption of Subcommittee and Task Force recommendations by the

full Commission.




;;?. CALIFORNIA'S HEALTH NEEDS AND RESOURCES

A. A Strategy for'Improvement

Since the turn_of the century, the nature of health probiems in California,
as in the United States, has changed dramatically. In 1900, the epidemic
and endemic communicable diseases that especially affected young people
constituted the major health problems. Now, the chronic diseases that
strike people insidious?y'in'their middle and 1éter years have become the

major causes of illness and death.

Those born in 1900 among the 1,485,000 persons then 1iving in California
were likely to die either in infancy or of tuberculosis or intestinal
infection before the age of 45 years. An infant born in the state in 1975,
with 1ts population of 21,030,000, could expect a 1ife span of more than
70 years with i1lness and death from heart disease, cancer, or stroke.
Substantial differences in health status and outlook are still associated

with ethnic origin and extreme differences in socio-economic conditions.

The current health situation has arisen largely as a result of social and
economic changes, improved sanitation, advances in medical science and their

application, and trends in use of tobacco, alcohol, food and exercise.

Compared with that of people in the United States generally, the health of
Californians is better. Infant mortality and deaths from heart disease,
cancer and stroke are lower in the state, so that 1ife expectancy is about

one year longer. Rlacks and Chicanos in California, as elsewhere in the

— T ]

United States, still suffer a'SubStantia]1y higher infant mortality and

i
' higher death rates in the middie years of life than'ij;gééngTos.‘ Native |
| ' | it ;

_ Americans fare even worse.

i
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only two or fewer good health habits. At age 45 men who followed six or
seven of the good health habits had a Tongevity of 78 years, compared wifhag:
72 years for those with four or five of the habifs, and only 67»yeqrsﬁfdﬁﬁkf?

those who fo]]owéd three or fewer.

Thus, the main health problems of California are the chronic diseases,
particularly heart disease, cancér and stroke. The latter affect especially
persons in middle and later 1ife and together account for more than two-
thirds of all deaths. They also cause & substantiél amount of disability.
Violence, inc?udihg accidents, homicide and suicide, is another considerable
adversity which strikes younger people wfth relatively greater force. The
health of people in the State is also affected increasingly by alcoholism
and drug abuse. While dealing with all these problems, those guiding public
health for California cannot ré1ax vigilance against communicable diseases
which from time to time get out of control, as gonorrhea is at the present

time.

A strategy for coping with these health problems involves three major com-
ponents: (1) environmenta]lcontrol measures, such as adequate highways and
safety features in automobiles, air pollution control, chlorination and fluori-
dation of public water supplies, and control of materials for destruction of
self or others; (2) health education, for example, in regard to use of
cigarettes and alcohol, and how to use personal health services; and

(3) personal health services, that is, the preventive, diagnostic, thera-
peutic and rehabilitative services that are derived from medical sciences

for combatting disease. Table 1 (following) illustrates this strategy in

tabular form.

-13-




More ﬁhan any state, California has been quite generous. in building

the resources for personal health services. The nation now spends about
eight percent of its gross naticnal prqduct for such services. This has
produced hospital facilities second to none in the world and health
manpower of high quality. California is very well off in resources for
personal health care, compared with the United Stgtes in general. It
should be noted, however, that the typical American works cone month of - -

the year just to support such resources and their operation.

In recent years California has had 25-30% more physicians per capita in
general practice as well as in medical, surgical and other specialties than
the nation as a whole. On the other hand, the State has fewer employed

registered nurses per capita than does the United States and is particularly

Tow in nursing schoo]s.1

There are clear indications that we are getting too many physicians of certain
kinds. For example, a recent study2 reports “approximately 52,000_board—

certified surgeons in the United States" and almost twice that number of total

1Hea1th Resources Statistics, National Center for Health Statistics. DHEW-
PUB (HRA) 75-1509, 1974.

2Surgery in the United States. Summary Report of the study sponsored jointly
by the American College of Surgeons and the American Surgical Association

1975.

=17~




"~ annual net income of surgeons in the Pacific area was the same as that

surgical practitioners . . . . . *between 50,000 and 60,000 board-certified
surgeons, together with 10,000 to 12,000 interns and residents, would prove
sufficient for surgical care in the United States for the next 40 to 50 years."”
Further, "the number of surgical residency positions offered in this country,
approximately 16,000, is excessive by any standard. The number of persons

now entering and completing surgical residency each year (2500 to 3000) is
larger than that required by population needs. A conservative manpower goal

jnvolves the reduction of residency output and board certification rates to

1600 to 2000 persons per year in the next decade.”

Moreover, California already has relatively more surgeons than the
nation as a whole. For example, in 1972 the United States had 6.99
7 board-certified general surgeons per 100,000 population whereas
f;jCa1ifornia had 8.63. California has 48 surgeons of all types per

f~100,000, compared with 37 per 100,000 in the rest of the country.

+ Sti11 the State continues fo license many hundreds of surgeons each

year.

The number of operations performed by surgeons in the Pacific area of
thé country {predominantly California) were fewer than 150 per year com-"

pared with more fhan 170 in the country as a whole. Yet, the median

in the nation, approximately $46,000.

- California also has too many general hospital and nursing care facility bedéﬁf

-according to the California State Plan fbr Hosp1ta1s and Related Hea]th
”c111t1es, July 1, 1972 June 30, 1974, pub11shed by the State Department

_ ﬁ"-t
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of Health. There is an excess of more than 20,000 general hospital beds in

California, approximately one-third more than needed based on 85% occupancy

and 1972 data projected to 1979. And construction is still under way. The

excess of nursing home beds was estimated at about 5 percent.

The excess of general hospital beds in California (the most expensive to build

and usé) is particularly ironic in view of the recommendation by the Report of

the Governor's Committee on Medical Aid and Health in 1960 that the State

. reduce the then-existing 3.5 beds per 1,000 population to 3.0 beds per 1,000

by 1975. The construction trend, however, did not turn downward; it increased.

In addition to numbers of personnel and facilities, organization is very im-

portant in resources for personal health services. The Pacific region of the

United States, predominantly California, has twice as high a rat1o of physicians

to.popu]atﬁon organized in multi-specialty group practice than does the country

as a whole. While still a sma]] minority of physicians, their influence on

patterns of practice have been considerable. For example, the existence of o

the Kaiser Health Plan -- a prepaid, group- practice plan serving mainly the

major metropolitan areas of the State -- stimulated formation of the Founda;1oan;

Plan for Medical Care in counties with smaller population density to compete

with the prepaid, group-practice approach to community services.

california has thus been a leader in medical care organization as well as in

environmental measures and education for health.

Nonetheless, it pays far too high 2 price for an excess of specialists, genéfﬁ;

are concentrated in affluent settings,.

hospitals, and specialty services, which

g

at the same time that_ serious S scarc1ty of resources persists in the 1nner c1ty

and in rurai communities.
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B. Gu1d1ng Principles to Effect1ve Conso11dat1on
- - of State Hea1th Programs

Attempts to improve the administration of state health programs have failed

due to diverse and confTicting'forces.

A brief appraisal of these forces can serve as a- useful introduction to the

evolution of the Department.

One force is the categorical approach to heaith programs which is deeply in-
grained in our legislative tradition. Competition for attention to particu1af
prpb!ems creates compartments of effort, and results in earmarking of funds and
isolation of both administrative and service systems. Both professional special-
jzation and citizen advocacy groups contribute to a fragménted and duplicative

system of services.

The pattern of administration in the Department of Health reflects the
disorganizing influence of these categorical forces and makes the integration
of closely related services difficult to achieve in the community. Thé legis-
lative budgeting process must be somehow revised to attain new ways to inte-
grate sources of funding so that fragmentation and administrative isolation

is overcome without loss of accountability. Integration of services is un-

1ikely to occur without this reform.
The fragmentation of services includes these prominent examples:

o Separation of preventive medical services from treatment.

ih.-

e Separation of primary mental health care from general medical

..care, -
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Another major set of forces which must be considered openly is represented'
in the struggle for tax dollars between publicly pperated servfces and the
private sector. The central issues emerge in this struggle--the goal of
desegregation of.the poor in the delivery of health servicesQ—a goal first
stated in the implementation of Title XIX in California, and the quality

of care provided. Desegregation has not been accamplished, nor has quality

of care been assured.

The overriding issue is the provision of quality of care at a reasonable
cost, without regard to sponsorship--public or private. The public system
of direct services must not be sacrificed to a poorly organized and un-
controlled private sector. Accountability to the taxpayer comes first,

and must be based on standards of performance, not the nature of the

sponsorship.

A third force has been the trend in national and state thinking to attribute

respohsibi]ity for health improvement to the medical care system. While~

that system can contribute much, the Department of Health must also give

substantial attention to other means of improving health, in particular

to the environmental and personal behavior aspects of health.

These guiding principles -- (1) functional integration of services,

(2) quﬁlity of services at reasonable cost in tax-supported programs,

and (3) the importance of non-medical approaches to health improvements --
have heavily influenced the recommendations made for phased administrative

change and reform of operating programs of the Department of Health.

-23-
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The Directorts Office was supported with legal affairs, legislative liaison,

public information, and liaison with local agencies and advisory bodies.

2. 1975 Reorganization

The change of administration in January 1975, brought changes in the organization

shown in abbreviated fashion (see Chart #2). Out of five systems came seven

divisions as follows: - ' :
1) Medi-Cal Division '
2) Alternative Health Systems (Medi-Cal, Prepaid Health Plans}

3) Community Services (Regional Centers, Community Mental Health, and
Social Services)

4) State Hospitals for mental disability and developmental disability

5) Health Protection Division (most programs of the Health Protection
System)

6) Licensing and Certification

7) Division of Administration

The details of this reorganization as they were organized in November 1§7§,

at the time of this study, are elaborated upon in the next section.

For the moment we wish to stress that only two substantial changes occurréd?fl;
in 1975, (1) the separation of PHP's from Medi-Cal thus establishing a new

PHP Division, and (2} the separation of state hospitals from community

programs in mental and developmental disability. Both new divisions are, "3;;'
in our opinion, 111 advised, because it separates two vitally related o

program elements in each instance. (See sections on Mediwcdl, Develop-

mental Disability, and Mental Disability.)

The description of the negative impact which follows applies egqually to the
systems form of reorganization adopted in 1973 and to the current form of

organization within the department.




The new organization, instead of creating greater ‘cohesion and functicna

integration produced resentment and rivalry. A loose fedération of
autonomous programs continued to operate independently with 1ittle evidence
of increased cooperation. The situation which was created still prevails

in the department.

Centralization of administrative authority has been accompanied by ascendancy
to positions of influence of persons with 1ittle or no experience or credentials

in health programs. (See section on Division of Administration.)

Support functions in the Division of Administration are far removed from
program managers, who have lost authority and control over budgeting, personnel,

data processing, contracts, and can therefore no longer run their programs.

The new breed of 'managers' have placed superfluous Tevels of bureaucracy,
devoid of authority, between programs and top management. Response time

to program requests is elongated. Decisions are made 'up the Tine' with
inadequate consultation and too often in an 111 considered fashion and after
Tong delays. Attempts to cut budgets arbitrarily hold a higher priority than
evaluyation of program needs or performance and eiimination of wasteful program
practices. 'Managers' are rotated rapidly from one post to another through
manipulation of job classifications and career executive assignments. The
operating premise is that 'managers' can handle programs they know Tittle

about. Responsibility is lost and havoc takes its place.

No discernable basis for promotions exist; they are made before solid evidence

of constructive accompiishment can be shown as justification. Recruitment
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of new talent and retention of capable people has been impaifed and the

potential of qualified staff is not put to use.

The centralized data system has failed to function from the beginning.
Reams of information are collected without prior study of va]ue or a plan
for analysis. The most basic types of information, essential to program
evaluation and reporting, are buried in a pile of computer tapes which

are seldom used.

Budget requests and projections are presented with little dependab]erdata'
to support them. Inability to perform méaningfu] analyses obstructs evalu-
ation of program performance and turns back all attempts at intelligent
planning. Public relations techniques have been used as a substitute for

solid, reliable statistical reports on the major programs.

Cost reductions are claimed but not documented. Mindless administrative

procedures eat heavily into the service doilar.

The style of administration is hectic and crisis oriented. Troubled programs
are subjected to expensive, serial reviews following which 1ittle corrective
action is taken. Marathon staff meetings are held at all levels with loosely
drawn agendas. Task forces are appointed almost daily as a problem solving
device and consume large blocks of time. The total number of these task
forces is unknown. Many are convened with little clarity as to their

charge and only a handful seem to produce reports with definite conclusions

or recommendations for specific administrative action.
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The equivalent to internal task forces are off-site staff seminars, retreats,-
and conferences, which generate descriptions of program difficulties, position
* papers, 'action' memoranda and conference reports, but 1ittle substantial

change results. ‘ = .

A11 of these act{vities are conducted in an atmosphere of great urgency and _'ﬁ‘
give the appearance of productive activity but, in fact, they represent the
administrative equivalent of cardiac fibrillation--a condition in which the,

heart beats fast and irregularly but does not effectively pump the hlood.

Confusion is compounded by competition for operafionaT authority between fhé 7'"
department and the agency. Certain program managers in the department report
directly to the agency without clearance with the director of the department.
The agency, in turn, assumes operational control in the department by 1ssui%g
directives (without knowledge of the director) to division managers and

section chiefs. Liaison staff in the agency also convene their own task

forces and work groups around operational probiéms in the programs of the

department.

Offices have been created at the agency level for both planning and operation_

of the same categorical programs and activities also being conducted in the

department.

The character of the agency has changed significantly from that intended by th%g

Legislature. Originally, agencies were created to supérvisé, delineate majdr A

\

. policy, respond to public inquiry, keep-ﬁhe Governor informed, coordinate

R PR TR AR T
.ﬁ..__ R e

between operating departments, and review total budgets. Wow the proclivity

Ky 3.

of the Health and Welfare Agency to get into operational programs has created

A

confus1on of authority and function which, in turn, causes widespread friction #

and tensfon. .
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A growing amount of both professional time and progrém expenditures

is devoted to compliance with poorly conceived administrative
reporting requikements. Much of the information mandated is never used

either for program analysis or fmproved management. 3

@ Decisions by the state are delayed beyond reason and are often

contradictory because of a breakdown in communications within the

Department.

e The rapid rotation of high officials in the Department erodes both

responsibility and accountability.

o Lower echelon officials carry responsibilities without concommitment

authority to make decisions.

e Professional competence has been displaced by technocrats whose
decisions display gross ignorance of the content of programs in

their control.

i
|

o Abandonment of the State Board of Health was a serious mjsﬁéke.'

e Input from expert advisory bodies is ignored and the status of these -

advisory bodies has been downgraded.

In summary, local authorities resent the destruction of the partnership

between local and state health departments, the decline in professional

Department of Health now obstructs rather than facilitateS the Stcegssful

-

'.i&fcalﬁhéé1§g;£gpgrams.

-3G.




5. State Health Planning and Regulatory Bodies

Comprehensive Health Planning: In the process of reorganization of the Depart-
ment of Health, the State Board of Health was eiiminated. The Board had enjoyed
a long history of public confidence as a publicly accountable body charged with
the responsibility of guiding the health affairs of the State through the
adoption of health regulations developed by the staff of the Department of
Public Health. This Board was an appointive statutory body made up of

prestigious professionals and public members..

Since its demise, all elements of the health community have complained that,
in its absence, the Department of Health has failed to give adequate weight
to the opinions and observations of professional and consumer experts outside
of the department. Several new entities have since been created but confusion

of responsibility has developed between them and destructive competition for

power now prevails.

The Health Advisory Council still retains responsibility for comprehensive
health planning but is destined for replacement by a State Health Coordinating
Council under PL 93-641, 1974. This latter council would then become the ad-
visory body to a single state agency designated as the State Health Planning and
Development Agency. At the time of this report, the Governor has not appointed
this council or designated a single state agency for comprehensive health

planning as called for in PL 93-641 to develop and adopt a statewide health

plan.

The California Health Facilities Commission was created by statute 1n 1972

AFES

to develop a uniform system of reporting. by hosp1ta1s and other health

facilities of their costs. This Commission sponsored legislation in the
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. unworkabTe and untenable.

last legislative session to expand its authority to include certification
of need for heélth facilities constructjon (authority to be assumed by the

yet to be appointed State Health Coordinating Council) and to regulate rates

for health facilities.

Over fifty other technical advisory bodies exist, some in the statutes, to

provide assistance to the many programs and activities of the State Department

of Hea]th.

The difficulty in presenting a coherent description of advisory bodies to
the Department results from the confused situation which now actually exists.

th_situatfon'incwhiﬁhng.find.therapparatus.offstateAgovernment is at once.

A2




V. PRESENT FORM -OF ORGANIZATION OF STATE DEPARTMENT OF HEALTH
AND PROPOSED  ADMINISTRATIVE CHANGES -

A. Present Form of Organization of Department of Health

The Department of Health employs 21,000 individuals, operates eleven
institutions and 180 field offices, and will spend $3.3 billion in 1975-76.

Its budget is larger than the combined budgets of the Agriculture and Services,
Business and Transportation, and Resources Agencies. It has more employees
than the Agriculture and Services and Resources Agencies. Its budget represents
27 percent of the entire state budget and its employees account for 20 percent

of the personnel in the four agencies and 10 percent of the total number of

employees in state service.7 The following chart shows the size of the
Department of Health in relationship to other state agencies.
Table 1

Department of Health and State Agencies
State of California, 1975-76

Staff in
Organization Budget (billions) Person Years (thousands)
Department of Health ' $3.3 21.0
Health and Welfare Agency 5.5 26.0
(without Health)

Agriculture and Services Agency .3 15.5
Business and Transportation Agency 1.3 34.5
Resources Agency .5 11.7

(Source: Governor's Budget 1975-76)
Two-thirds of the Department of Health budget‘is allocated to the'Medié

© cal program, while two-thirds of the staff is allocated to the eleven

7Governor's Budget 1975-76
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mentalily disapled; developmentally disabled, alcoholics, and drug abusers

in a variety of public and private facilities coordinated by regional centers
and local mental health programs. The regionallcenters and local mental
hea1th'programs screen, evaluate, diagnose, and refer persons for inpatient
care in the community or at a state hospital, or other appropriate outpatient
care facilities. In addition, a cdntinuing care services section includes case

management and social services for the mentally and developmentally disabled.

The Social Services Branch program consists of homeméker and chore services,
adoption services, services for the blind, employment services, famiiy p]énning
services, day care, and child care services. Social services is the second
largest element of expenditure within the department, next to Medi-Cai. It
serves over two million Californians and is designed to reduce dependence on

financial and medical assistance programs.

Health Protection Division: The Health Protection Division consists of the

Environmental Health Services Branch, the Laboratory Services Branch, the

___ Preventive Medical Services Branch, the Comprehensive Health Planning Section,

and the Emergency Medical Services Section. Through its elements the Health
Protection Division identifies new or changing health problems; develops and
applies {mproved techniques for prevention or control of disease and environ- !
mental health problems; and promotes full public participation and shared

responsibility in implementing programs to reach the highest level of environ-

mental, community, and personal health for California's citizens.

The Environmental Health Branch consists of the Food and Drug, Water Sanita-

tion, Radiologic Health, Occupational Health, Vector Control, and Sanitarian
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Services Sections. The Laboratory Services program provides administrative
direction and coordinates activities of eight laboratories in the Bioenviron-
fental Laboratories Section, the Biomedical Laboratories Section, and the
{aboratory Central Services Section. In the Preventive Medical Services
Branch, the Family Health Services Section and the Infectious Disease
Section aim to prevent, control, and minimize the incidence, causes,

and effects of disease, illness, and death. The Contract Counties

Health Services Section perfdrms direct public Hea]th services for the
smallest counties in the state. The Crippled Children Services Section
maintains continuing early casefinding of children with congenital deformi-
ties and other handicapping conditions and assures that those eligible are
provided high quality comprehensive medical and related services to correct,
ameliorate, or eliminate their handicap. The Comprehensive Health Planning
Section conducts both long and short range planning, develops a state health
plan, and provides coordination and support to the 12 areawide health planning
agencies in the state. In cooperation with local jurisdictions, the Emergency

Medical Services Sectjon plans, coordinates, and evailuates statewide emergency

medical services.

Alternative Health Systems Division: The Alternative Health Systems Division,
designated as the Institutes for Medical Services in July 1975, contracts with

groups of medical providers to supply services on & prepaid basis to Medi-Cail

beneficiarjes. Prepaid health plans provide or arrange for health care services

for voluntarily enrolled public assistance recipients within a geographically
defined area on a fixed per capita basis. The Division is composed of three

sections: Health Plans Operations; Qua]ity'Eva]uation; and Administration and

Investigation.
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Medi-Cal Division: The Medi—Ca1'bivision hés responsibility fortt;é?pvgfmaii‘
administration of the California Medical Assistance Program (Medi-Cal), especi-
ally the fee-for-service portion. The division works to assure that health care
is made available to those California residents unable, either wholly or in part,

to pay for their medical servjcesAunder proper controls, at a reasonable cost.

Three categories of residents may obtain Medi-Cal benefits: public assistance
recipients, medically needy persons and families, and the medically indigent.
A11 eligibles can choose public or private physicians, hospitals, or other
health care providers on a fee-for-service basis or services under a prepaid
health plan. Eligibility is determined by each county and coordinated with the
Medi-Cal Eligibility Section. The application of programlbenefits is reviewed

by the Medi-Cal Benefits Section. The prior authorization proéess is admini-~

stered by the Field Services Section. Claims processing is administered through'

contract with a privately owned fiscal intermediary. The Fiscal Intermediary

Section coordinates their operations with program management.

Licensing and Certification Division: This division regulates approximately
42,000 hospitals, nursing homes, clinics, group homes, halfway houses, day
care centers and homes, and other similar public and private, medical and non-

medical, out-of-home care facilities. It attempts to assure the public tﬁéﬁ'

all facilities in California meet established care standards. The Facilitigs"

Licensing, Facilities Construction, and Services Approva1 sections evaluate
and report on services and conditions of fac111t1es' ‘cite deficiencies;. he1p- |

develop p1ans for correction; levy fines; issue, deny, or revoke 11censes,

. .‘}%1

certify facilities for e1191b111ty in Medicare and | B i- Ca] programs, in= ai

vest1gate comp1a1nts, ma1nta1n a phys1ca1 1nventony of;gea?th facilities;: ¢

[ e - - . -'ﬁ-“:% S
e - . o e i —a R :
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approve construct1on p]ans manage a’ Varietyaaf construcf1on grants anq g

T -""“FT‘""— e

loans; and control performance of other public agencaes “under contract for..

these activities.

&

The Provider Participation Section seeks to ensure that services purchased

from a health facility for Medi-Cal patients ﬂeet standards for Medi-Cal:* *iﬁﬁ{?ﬁ_
licensure and regulation. This section prepares and certifies Medi-Cal g
contracts and takes disciplinary action when standards are not met. The
Investigation Section identifies fraud and brings violatoré to prosecutioﬁi'
through law enforcement agencies. The section provides field investigatof§£~_ﬂ!

and special auditors to evaluate all complaints alleging Medi-Cal abuse.

Administration Division: The Administration Division proﬁides support

+

services for the management of the department's programs. Its responsib-

ilities include personnel management and training, budgetary and accounting o

systems support, the collection and dissemination of statistical data, the
provision of management consulting services to programs, systems analysis and
data processing facilities support services, general business services and
0ff1ce services. In add1t1on,, the division is responsible for certain more
specialized functions such as disability evaluation, facilities planning,
health manpower planning, employee relations, contract management, rate

> . *
setting, and the maintenance of patient accounts. The division is divided

“into five branches and has 20 sections: Financial Management Branch;

Management Systems and Computer Services Branch; Manpower Administration

Branch; Program Services Branch; and Disability Evaluation Branch.

[ AR N1 ?«g's’- ';- i— 3‘ fh-\
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“igffIn the implementation of these proposals, we recommend full part1c1pat10n Tn the

planning process by program administrators invo]ved in change,_and use af se}ect1ve

outside consu?tat1on in such a way that such help does not become a subst1tute
for strong 1nterna1 management The basic principle which should guide change
sh0u1d ba the welfare of consumers of departmental services, not the orefeﬁences

of administrators of particular programs. Isolation of related functions should&

not be permitted to persist.

1. Phase [

a. Program Planning and Evaluation Office: The importance of comprehensive

health planning warrants special emphasis in this report.

The cost of health services provided by the department is so far out of control

that the immediate need is less for & plan for the next decade than it is for

defensive program control now.

The idea of statewide hea?th p]anning is greeted by skepticism in many places
Those of conservat1ve bent are convinced that plann1ng consists of a p]ot to -
thrott]e free enterprase, 1iberals complain that the voluntary health p]ann1n§ i
process has been captured by special interests to preserve the status quo whtfe

the interest and influence of consumers is given only 1ip service.

The truth lies somewhere in between. The rate of increase in health facilities’

construction has been slowed, but excess beds remain an uncontrolled factor in

pushing up costs.
rates seriously below optimum, increase the cost of both the public and pffﬁ@pi

')ilhealth care. : B W,ﬂﬂ_ﬁ;_wc__;fﬁw;—w'

“EPrior to"iisrmerQEF"fn 1973‘ the Department'oT;PubTic'Healﬁh had respcnsibi]ityi”

fc:lcomprehens1ve hea]th "p—“ltanmng, workmg-m concert W1th th% HeaTth Adwsory

-h,“q"" e e emeT e -JL ,.___._,_m - _.;ﬂﬂm_..— rbnicies o T

-55-

The redundant capacity of facilities and services, and occupang 5




¥# dey)

I 9seyd
t _ -~ BUL 553904 ]
eleq Jiuou3oa|a| ]
0 mUFpmfpmpm.pwrmuz , jusudo|ansq
- A0} 4DJUS) puB— $3L31| Loed
.. uop3eonp3 sa11siae3s Lextpl |
{ 90UBLIS Ul jesH | | uopyenbay ‘
: “pasi $34NPed0dd|.
, (buiuue|d o1ty -ped ‘ p _
ﬁmcrzcmﬁm spJeog ejeQ yzpesH 40 919141148 uopenjeadl’
. $34y buyiesy pue sLsAleuy [ - : . Emgmo;m.
. pue Jemoduel)[ swe3sAS Y1 [esH) (SW3 mzuvil. uoizenteal
m@ﬂwmmm%oga Y3 eaH msmpmhm ere( BuLuueld U3 LesH _ pue Bupuue|d
N ONINNYTd
HNINNY1d SAIIAYIS NOILYNTYA3
SAWN0SIY NOILYWHMOINI HLIVAH ;;u<Huow. ONINNV1d HLTVIH- aNY ONINNYd
TYNOISSA408d JAIMALYLS A0IMILYLS IVINIWLYYdIA

331440 NOILYNVAA
Ny
ONINNVId Wydd0dd

-57-



We urge immediate action by the Governor to create a more rational, orderly
and open process to guide the future of health affairs in California., At
present, administrative disorder threatens to impair the State's ability
even tb respond intelligently to further national health initiatives, for
example, a national health insurance law.

¢. External Affairs Office: This office houses a staff whose functions
must be close to the Director in the day-to-day management of departmental
affairs. These functions should be coordinated by a staff director, labeled
an External Affairs Officer without rank of deputy dfrector. The Department,
in our judgment, has too many officials with the rank of Deputy Director.

This causes confusion of authority.

We propose creation of a consumer liaison function to be added to the advisory
1iaison to local professionals and programs. This is to assure access to
the director by persons using programs at the local level who have reason

to complain or suggest action to improve local programs.

7Bé£éh§é ﬁf thé serio&s nafure of finﬂingsAby tﬂé Investféatiohs Unit, Tocated
in the Licensing and Certification Division, we recommend elevation of this
Unit to the Director's Office. When serious abuses are discovered by the
Investigations Unit, such reports should be made to the Director. This Unit
should work c1o$g1y with’ﬁbe Legal Affairs Office in preparing criminal cases. .
d. Preventive and Protective Services Division: HWe view this division
as the best placement at present for programs which emphasize prevention
and éocia] protection. Social services traditions are closest to this
division and better understood by its staff. We believe that much is to be
gained in the preventive medical programs by deve}dping a strong medical

social work component and conversely that medical components are
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This will be an important step in the intggration process, mqving
Crippled Children Services into the branch for closer articulation of the
many concerns shared with Maternal and Child Health. Later, as we Qil]
indicate, services to developmentally disabled children and those with a
need for mental health services should be brought together for similar

reasons.

The Childhood Disability Prevention Program will sérVe, once it is fully | .
operating, as an organized screening activity which will generate referrals
to maternal and child heé]th programs, Cbntinuing Care Services, public and
private facilities and providers, Medi-Cal, Regional Centers for the Develop~

mentally Disabled, and children's services within Short-Doyle.

As discussed later, any attempt to move children's services presently in
Medi-Cal or Short-Doyle into a family health branch would be premature

until problems in both of these programs are addressed first.

Dental Health has been seriously neglected in the department. A Tlarger staff
including dental professionals--dentists and dental hygienists--is clearly
required to enable the department to carry out a statewide dental prevention

program.

Finally, adult services can begin to articulate with children's services.

An example of the desirability of attempting to do so is the often expressed

-
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In the Department of Health, for Ca1-QSHA, more medical expertise is clearly
required and, consequently, a larger staff. A better balance can then be struck
in the deployment of staff time in activities of five distinctive categories:

1) Back Qp technical assistance to Division of Industrial Safety in the

enforcement process.
2) Response to worker complaints of hazards to health at work.

3) Consultation to labor and management on development of programs
of prevention which deal with people in the work environment and

include worker education.
4) Data systems development and collection.

5) Epidemiological studies to identify occupational hazards in the use
of lead, asbestos, pulmonary sensitizers, cadmium, coal tar, industri-
al dermatitis, chemical hepatitis, etc. Accident prevention must deal

successfully with both environmental hazards and the education of

people.

In the field of agricultural labor, there is a serious deficit of attention to

the development of organized occupational health programs.

Pesticide safety standards are formulated by the Board of Agriculture and en-
forced by the Department. For years, complaints have been made that enforce-
ment is lax. With a new administration interested in farm tabor, enforcement
‘will probably improve. If workers complain - (an event made more Tlikely by
unionization of the work force) - the Department of Industrial Safety may
intervene. It would thus seem advisable to encourage the Industrial Safety
and Health Board to adopt the same regulations in the Agricultural Code

which protect the health of workers exposed to pesticides. This will
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B. History

The first Health and Welfare Agency was organized in this way:
Chart #14

HEALTH AND WELFARE AGENCY

DEPARTMENT OF
REHABILITATION

DEPARTMENT OF
SOCIAL WELFARE

DEPARTMENT OF
PUBLIC HEALTH

DEPARTMENT OF
MENTAL HYGIENE

STATE PHYSICAL AND SOCIAL
HOSPITALS p======- MENTAL HEALTH |======= HEALTH |-===ceeccmacaen~e
~ PROGRAMS PROGRAMS
In 1968, these relationships were changed:
Chart #15
SUPERINTENDENT OF
PUBLIC INSTRUCTION  HUMAN RELATIONS AGENCY
Bepartment _ IDepartment| [Department| [Department| Department; Department Departmentf
of of of of of of _ of = prouii
Educat1on Employment Social Rehabili- Mental Public Indus§r1a1 F A
Welfare tation Hygiene Health Relations
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Table 1

Budget and Staff Size of Agencies
State of California, 1975-76

Staff in
Budget Person Years
Agency {billions) {thousands)
Health and Welfare $8.8 47.0
Agriculture and Services .3 15.5
Business and Transportation 1.3 - 34.5
Resources .5 11.7

(Source: Governor's Budget 1975-76)

In exercising its coordinative and control functions, theé” Secretary's office
is organized along programmatic lines. There are seven assistants to the

Secretary, three with Tiaison responsibilities to departments and one with
liaison responsibility to the offices attached to- the Agency. One of these ]
assistants also have over-all budgetary responsibility. These assistants -f.;

e

function in a staff capacity to the Secretar,y.3 The agency has six depart-

ments plus the new Department of Aging. In addition, it has five offices & = -

with program responsibility.
D. Gperations

The Health and Welfare Agency was established at a time when public support
began to mount for health and health-related programs. Three new state
hospitals were built between 1953 and 1969, the Short-Doyle program was enacted

in 1957, and Medicare and Medi-Cal were implemented during 1964-65. Categorical

3 Health and Welfare Agency, Organization Chart, 1675.
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§ “ﬂ;Durlng the Qast severa1 years,‘thg Lag}siatxye Aﬁ&]yst‘has¢been cr1t1cal of agency -mu:

~ .‘&,*J,‘ ,‘o-,t‘:lt

,“  operat1ons because of 1ﬁ;Fe§§1ng confusion on ‘two major issues: fa}]ure to show ‘ £
V1n the agency budget activities and personnel budgeted to departments wh1ch are'i
transferred into the agency, and the increasing assumption of operat1ona1, e )

authority through offices located in the agency and through interferencé;Wfth
day-to-day operations in the department. The Analyst has recommended that agency

offices be transferred to an appropriate operating department. We strongly concur.

E. Offices of the Agency

The Task Force studied the organization and activities of the four offices
located within the Health and Welfare Agency, because of their close relationship
to the over-all health programs in the state. This review included the following’
offices: the Office on Aging; the Office of Alcohol Program Management {QAPM);

the Office of Narcotics and Drug Abuse (SONDA); and the Office of Educational

{iaison. The following is a summary of our recommendations, discussed in greater

dgtai] in Part II. _ R

s State Office of Narcotics and Drug Abuse (SONDA)

This Office, located in the Health and Welfare Agency, was established in

1970 by the Health and Safety Code to give public visability to the growing

drug abuse problem. SONDA 1is responsible for administering all drug abuseﬁﬁil
programs, as well as for planning, policy direction, prograi imp1ementatioﬁ;tg:
program evaluation, and administration of federal funds. In 1974-75, this h
program administered 40 million dollars of which 25 percent went directly

to the Substance Abﬂse Program in the Department of Health and the remainder

went to county programs. All of the programs of this office relate directly

to and overlap with those of the Department——the Substance Abuse Program Bﬂ&v

-’.“i T -f{"".'.j .
the Mental D1sab111t1es Program,ﬁwh1ch are respons1b79*£or:prov1ﬁ1ng comprehens1va

mentaT hea1th and drug programs at the county 1eve1 The act1v1t1es of th1s




Office fragment and confuse the delivery of comprehens1ve health care services

and should be merged with those programs with the same responsibility in the

Department of Health.

Recommendations

.‘.

1. Transfer the SONDA program immediately to the Department of Health.

2. Place the SONDA program with the Substance Abuse Program and. the _

Mental Disabilities Program in the Division of Cormunity Serv1ce§;

gt

5. Office of Alcohol Program Management (OAPM)

The Office of Alcohol Program Management was established 1in 1973 as a planning
and coordinating body of statewide alcohol related programs and to disburse

state and federal funds to state and local programs. In 1974-75, the budget

AR L Tt
=:

i;{ was for 27 million with 49 positions. The greatest portion of Q0APM's budget
; goes to fund Jocal alcoholism programs, in conjunction with the Short—ﬁoy1e
mental health programs administered by the Department of Health. In fact,
this program overlaps the substance abuse program of the Department of
Health as well as the mental disabilities program, creating confusion and
fragmentation of such services. There is no rationale for continuing to

operate these health programs outside of the Department.

1. Transfer the OAPM program jmmediately to the Department of_Hea]tﬁ;i

2. Integrate the OAPM program with the SONDA program in the

Substance Abuse Branch of the Community Services Division.
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jmplementation of Community Service Planning and Nutrition Programs at the

wa>" sound meals at Tow cost to eiderly 1nd1v1dua1s, serves as a center for

3. State Office of Educational Liaison_ (OEL)

The Office of Educational L1a1son, estab]1shed by the Child Deve?opment Act

of 1972, is responsible for the planning, development, and coord1nat1on of
child deVeTOpmént activities. The office coordinates chi1d—oriented programé"
between the Departments of Education, Health, and Youth Authority; develops |
programs for expanding child care services; and administers the health
manpower training programs for family pract1t1oners The programs which
reTated directly to health manpower, originally piaced in this office, shou]d
more properly have been placed w1th1n the State Department of Health. This
office is scheduled for expiration in December 1975, and there is 1ittle reason-
to believe that it should be continued at this time. If the office were not
allowed to expire, however, its activities should be transferred to the

Department of Health.

Recommendation

1. Allow the Office of Educational Liaison to expire at the end ..

of the legislative period on December 31, 1975.

4, Office on Aging

The Office on Aging has departmental status within the Health and we]faretr
Agency. This Office was created in late 1973 under the State Welfare and
Institutions Code, Sections 18300-18356, with the responsibility for adm1n1ste?1ng
about $20 million in federal funds for the aged, under the Older American Act'-;J

of 1965. The Office provides consultative services for deveIopment and

... state and local level, disburses grants to local projects fbr nutr1t10na1]y

1nfbrmat1on on aging, and cooperates w1th federa?, state, and. 1oca1 bod1es

. - --':-. ".' #
ﬁhunufﬁ ERRC-N A
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,;to-prchTQate effect1ve’programs for: the-erer]y. This Off1ce s programs for k&
nutrition and ag1ng are health and social services programs wh1ch dup11cate

and over1ap activities in the Department of Health.

Recommendation

Because of the multi-faceted nature of‘this program it should bé;:'-.-';=

rgtained for the prgsgnt as a direct responsibi]ity of the Agenqy;

We recognize that the staff requirements of each Agency Secretary will vary.f __
We also recognize that the Secretary must be granted a great deal of latitude
in determining the relationship between the Agency and the operating departments.

We therefore make the following observation about the Health and Welfare Agency:

1. The ro]e.of the Agency in relation to the Department of Health is not
clear.

2. There is great confusion as to Qho has the responsibility for speaking
out on health and related issues. |

3. The Agency is far too deeply involved in operational problems of the.
Department. ' :

4. The attachment of Offices and the designation of the Agency as a s1ﬁ§]e

State Agency' tend to divert the Agency from its original purpose.

5. Agency staff de31gnated as liaison figures are functioning in sudh
a way as to erode the authority of the Director in a number of

programs located within the Department.

e R T

Vb
e




county institution must offer services superior to those available in the
private sector for Medi-Cal recipients. This lesson has been learned in

the State's only county prepaid plan--Contra Costa County.

8 Care in county institutions is organized imperfectly, but dispersion
of elements of comprehensive medical care is much less of a problem

than in the fee for service sector.

e Integration of preventive services of county health departments and
of community mental health programs is more feasible in a county prepaid

plan than in a private plan in behalf of its enrollees, because these

services are traditionally in control of county government.

s Decentralization of integrated ambulatory services can be planned and

located in neighborhoods where the poor concentrate.

e As centralized county hospitals become obsolete, use of tax-supported
district hospitals on a decentralized basis can be substituted, elimi-
nating segregation of the poor in county hospitals. Common use of hos-

pitals by the poor and other groups is no longer socially unacceptable.

e Inclusion of non-dependent enrollees from unions and the ranks of
government employees can assure eventual integration of the poor and
others in a prepaid health plan, especially if ambulatory services are

also located close to the neighborhoods of these enrollees as well as

those of the poor.

Under present circumstances, many problems persist for county institutions
and many potential improvements are frustrated. The major problems which
~ persist are, in summary:
The continued insistence by the Departmént-that counties conform to
requlations which, though appropriate to private providers, are either
unnecessary or discriminatory when applied to the tax-supported insti-

tutions. These include overly complex eligibility processing,
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Director's Office, because this function was viewed simplistically as a

public relations and information service in the reorganization.

The openly stated administrative policy in the reohganized Department was that
physicians and other health professionals are, in general, poor managers of
programs, and that persons with management training and experience from other
fields have to be positioned in-the Department where they can exert controil

over the activities of health professionals. _ .

The leadership believed that managers could succeed in operating complex

programs without substantive technical knowledge in the health field.

Day-to-day management of programs is encountering a variety of obstructions

which center in the Division of Administration.

Budget presentations are no longer made in person by Program Chiefs. Denijals
are made by memo and indicate fundamental ignorance of the purposes and conduct
of programs; arbitrary, fixed reductions or limitations expressed in percent-
ages are imposed, on all programs, with no consideration given for level of
efficiency or performance; unreasonable delays in filling vacant positions occur
because of an ijneffective, centralized personnel processing system and recurrent
freezes on hiring; the data processing function has deteriorated and mandated
prdgram reports are seriously delayed. The negotiation of contracts has become
an exasperating experience, often forcing local programs to risk audit excep-
tions for expenditures made beyond contract expiration dates to avoid disruption

of services. Requests for management consultation often go unheeded.
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Several dentists are employed in the Medi-Cal program for case review, but no

organized program of prevention exists in this entire program.

The intent of the LegisTature in reviving the dental health unit is clearly

not being fulfilled by operatién of a unit far too small to cover state-wide

need,

;A task force report for the Secretary of the Health and Welfare Agency is in
preparation. We trust that ii contains a plan for providing the Dental Health
Unit with the size of staff, including dental profeséiona1s, commensurate with
the responsibilities vested in the department to consult and promote a much

needed program of prevention and treatments, especially to disadvantaged

populations.

The Contract Counties and Rural Health Unit play complimenﬁary roles in
attempting to address the needs of rurat communfties in the State.- No matter
how one views the distribution of resources of the state health department,

the rural counties of thé State are not being treated equitably. Distance,
terrain and technological advancement combine to make effective services in

the rural setting very difficult to accomplish. Scarcity of resources compound
the problem of bringing services to rural Indians, agricultural workers, and

migrants--whether they are seeking work or recreation.

Both contract services and the rural health unit need an expanded staff and
program capacity, with assurance that staffing assistance for service in the
counties fs given the first priority. We urge an evaluation by the department
of the percent of total effort expended in service to rural counties, and an
expansion of effort commensurate with the urgent and strategically difficult

task of improving access to health services in the rural setting.
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regional centers have not contracted for these program services, choosing

to "opt out" and provide their own social services.

State Hospitals: The State Hospital Division serves those individuals who
are, severely retarded and for whom community facilities and programs are un-
available. The programs include education, training for independent 1iving,
specialized medical and rehabilitative services, and other treatment programs.
In 1974-75, approximately 10,200 patients in nine state hospitals partici-

pated in this program.

4, Client Population and Eligibility

L}

A generally accepted definition of developmental disabilities are those dis-
abilities attributed to mental retardation, cerebral palsy, epilepsy, autism,

or other neurclogical conditions closely related to mental retardation. Mental
retardation describes those individuals with sub=a§erage general intellectual
functioning wﬁich originates in the individual's developmental period and is
associated with impairment in adaptive behavior. These impairments are con-
sidered to be of Tife-long nature and may frequently be associated with multiple
handicaps including blindness, deafness, and physical deformities. Estimates

of incidence in the population range from one to three percent. There are so
many agencies involved in serving this population that no accurate assessment

has been made as to how many clients are currently being served nor how many

are in the population unserved.
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14. Regional Center-Operations -

The régiona] centers have serious management problems--misuse of funds,
- mismanagement of contract services, conflict of interest in contract services,
fraud by vendors, abuse of patient rights by vendors, excessively high

salaries, financial exploitation by physicians, and unfair hiring practices.

Regional centers receive line-item budgets and are ekpected to make expendi-
tures in accordance with their budget allocations. A recent audit iﬁ one
regional center found $44,000 in audit exceptions for fiscal year 1973/74;
another had exceptions of over $100,000. Other centers are currently being
audited by the Department of Benefit Payments. Cne cited multiple misuse of
funds--false and fraudulent travel claims had been submitted, kickbacks of
travel claims made to a center director, misappropriation of building funds,
fraudulent Qse of building rental monies, misuse of consultant funds, hiring
of relatives at high salaries, and misuse of funds to pay an attorney repre-
senting an employee charged with fraud and abuse of funds. These audit reports

are to be found in the files of the Department of Benefit -Payments.

A recent audit of another reg{bnaT ééﬁté%n%dﬁ;ﬁrai;é;epanc;éé fﬁ.the accounting
system and funding allocations between the regionaT-center and its parent
corporation. For example, the parent corporation utilized the regional center
staff for its own activities and failed to keep accurate records which would

distinguish expenses of the center from those of the parent corporation.

There are many instances of conflict of interest in contract services between
regional centers and vendors and the parent corporation. One regional center

under contract to a parent corporation (which contracts with the state for




private practice while salaried as full-time employees. In one case, a
regional center director (emp}oyed as a full-time physician/director) conducted
a private practice at the regional center for tén‘percent of his salaried time.
He made use of fegiona1 center staff and facilities, and then billed the

state Medi-Cal program for the private services provided. Although the state
was unaware of this arrangement, the director stated that he was hired on

this condition. He continues to function in this manner even though Depart-
ment of Health officials afe now aware of the situation. Other fulltime pro-
fessionals make large incomes from Medi-Cal pract{ces-- a departmental violation.
Another regional center audit recently revealed that the director, his secre-
tary, the accountant, and other employees who were hired as full-time staff
were devoting portions of their time to other programs administered by the
parent corporation without reporting this activity. Again, this represented

a fraudulent use of regional center funds. Other professionals self-refer

regional center patients to their own private practices.

Regional center operations, because of their private agency status, have not
been subjected to state civil service requirements of fair hiring practices
and policies, such as open advertising and open competition for employment.
In contrast, some regional centers flagrantly hire relatives and friends.
The absence of minority staff also suggests that active affirmative action
programs do not exist, that discriminatory practices may be in effect. Even
though staff have requested comprehensive studies of all personnel hiring
and promotion practices and salary structures, the administration of the

Community Services Division has refused.

The misuse of funds, decline of services, runaway costs, and man-
agement problems are a direct result of ineffective administration of

- the regional centers. State officials have demonstrated 1ittle desire to




placement. Placement in state hospitals is paid by Medi-Cal and the State
General Fund, so does not require regional centers to contribute contract
money. Other regional centers have established policies to only spend a
certain portion of their funds on residential care, and thus, they may send

patients to state hospitals when funds for placement are low.

The financial impact of the state paying for state hospital services in
instances where clients could be maintained at home or in Tess costly
community care facilities is, of course, great. Forvexample, the base cost
for maintaining a client in a family care home may be as Tittle as $600

per year, in addition to the funds received by the individual from Social
Security, while the cost in the state hospital 1is $40-$50 per day, of which
Medi-Cal pays $19.85 per day, and the remainder comes from the State General
Fund. Thus, alternatives to state hospitalization must be developed to
control state medical costs and a system of incentives developed for regional
centers which will encourage them to avoid placement of clients in state

hospitals when other appropriate resources are available.

18. Recommendations

Administrative Organization

1. Immediately re-integrate state hospital services for the
developmentally disabled with developmental disabilities

services in the community.

5 Rename the Community Services Division to more accurately describe

its activities, Mental and Developmental Services Division.
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This program, in operation since 1946, is provided through contract arrange-
ments with local mental hea]fh programs of counties. The prpgram is carried
out by a staff of about 500 individuals inc1udiﬁg psychiatric social workers,
nurses, therapists, and other professionals serving 13,000 mentally disabled
clients. The program is oriented toward welfare-linked clients since ft is
supported by Title XX funds from the Social Security Act. Fourteen counties
have opted out of this program, and have established their own social services

program.

Special Services: This section is designed to assist and advise the Jocal
program field staff in developing coordinated services and éstab1ishing and
approving local program funds selected specialty areas. This section was
initially created to provide special consultation on service aspects which

are not a routine part of the programs offered by community mental health
services. The fifteen professional staff specialists in this section include
the areas of social rehabilitation, aging, vocational rehabilitation, children
and youth, Indian health, patients' right, and prepaid mental health systems.
This staff administers. the 314{d) grant funds, holds seminars, and assists

in applications for acquisition of special federal monies. They also review

Tocal mental health programs.

State Hospital Program: The State Hospital Program, how Tocated in the State
Hospital Division, includes state treatment programs for 6,600 mentally dis-
abled patients located in six hospitals throughout the State. This program
for mentally i11 patients had decreased to 6,300 patients in December 1973,

but has gradually increased in numbers since that time. The program includes
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speciaT treatment programs for children and adolescents, drug abusers,

alcoholics, aged, adult mentally i1ls, and penal code commitments.

4. Client Population and ETligibility

The clients ih the mentally 1171 program include about 1.5 million individuals,
who receive services ranging from counseling, hospital care, to acute

medical and emergency care. The programs include every category of the
mentally i11 and emotionally disturbed, as well as sdbstance abusers. Most
clients are adults and many are substance abusers, while children and youth

and elderly clients comprise smaller percentages of the total clients.

It is the policy of the Department of Health that mental heaith services sup-
plied by the Depaftment of Health and Community Mental Health Programs shall
be charged for in accordance with the Uniform Method of Determining Ability
to Pay (UMDAP).1 (This policy was developed in accordance with provisions of
Sections 5717 and 5718 of the Welfare and Institutions Code,) It is a1§0
departmental policy that no person shall be denied service because of ability
or inability to pay, and that the amount paid shall not exceed the cost of
services received. Charges are based on family size, income assets and allow-
able deductions, and average expenditures by family size and geo-economic area.
The intent of UMDAP is to maximize third party payments and reduce State
General Fund money. The CCSS program requires eligibility guidelines in 1ine

with Title XX, designed primarily for disabled clients.

1 State of California, Department of Health "Uniform Method of
Determining Ability to Pay for Community Mental Health Services,"
June 1, 1973
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5. Financial Resources

The total budget for the mehtal disability program, including that of
the state hOSp%ta1 program for 1975-76, is about $289 million. This
includes 182.mi11ion for local programs, 10.6 million for continuing care
services, .9 million for administrative and special services, and 86.5
miTlion for state hospital services. Income qu the continuing care pro-
gram is primarily from Title XX. Local programs are funded primarily by
the State General Fund with 10 percent matching money from the counties.
Revenues are generated to pay for about 43 percent of the Tocal program
cost, and come from patient fees (3%); insurance (3%), grants (7%),
Medi-Cal and Medicare (22%), federal funds (4%), and other (4%). Funds
for the state hospital program come from the State General Fund and the

Medi-Cal and Medicare program, as well as patient fees.

6. Providers of Service

A community mental health service may contract for services and facilities

with any public or private hospital, clinic, laboratory, agency or facility.
Each county pfogram compiles a 1ist of contract providers and the services
provided for the Department on an annual basis. The list of direct treatment
facilities and indirect service providers includes all types of agencies and
facilities which provide the inpatient services, outpatient services, residential
care, day treatment and rehabi]itatidn, crisis intervention, suicide prevention,
yocational training, counseling, screening and diagnostic services, education,
emergency care. Facilities include hospitals, clinics, group homes, nurseries,

rehabilitation centers, day care homes, workshops, recovery houses and half-

way houses.
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for short term care are estimated to cost state hospitals about $110-$115

a day, or as much as . short-term admissions in acute general hospitals.

If therstate hospitals were utilized only fbr-Tonger terim care patients,

and had a po]iéy of not admitting the 72-hour patients, the state'hospita1
costs would be reduced considerably. This would facilitate the early release
of patients who do not need hospital care, probably reduce the over-all

utilization of inpatient services,

Alameda and Los Angeles utilize Napa and Metropolitan State Hospita?é,

respectively, for short-term acute care patients. Since these counties do
not have a shortage of hospital beds for patients, they should be required
to use local hospital beds for short-term admissions. Counties such as

San Francisco which over-utilized state hospitals, should develop adequate
intermediate care facilities. 'Measures are needed to reduce state hospital
utilization and over-all costs even though pressure to use them inappropri-

ately still comes from sone counties.

Another potential for reduction in state hospital admissions is the creation
of incentives to families to keep certain patients in the home. In-home
health services and homemaker care hold the promise of assisting families

~with successful home based treatment.

In general, the State has not shown either initiative or imagination in the
creation of humane alternatives to various environments now in use, which
plans have a suffocating impact on patient potentials for rehabilitation

and self-care.
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Resolution of these issues is highly dependent upon the persona1~re1ationf"-;_mr-v.'f‘

AR
Ty

| ship between the Rospital administrator and. the medical director. As a’-3iy

result, the division chief at headquarters is often the Towest Tevel of

decision making on issues that can not be resolved between the two managers.

In some cases, dual administrators have worked out fairly well, while in

others either the medical director or the hospital administrator has assumed

a dominant role.

Those who work with the hospitals at both the state and local level were in
general agreement that dual administrator concept is both confusing and
difficult to work with. With no single person having over-all responsibility

it 1s often necassary that both administrators beé centacted on’partieular. issues..

There is a general opinion on the part of department managers that there a}éﬁ
a few hospital administrators and medical directors who are very effe&tiVef¥
and could do a good job of managing both administrative and treatment

¥

functions. They point out that professional training alone does not insure” "7

that a person will be an effective hospital manager.

Recommendations .

1. Propose legislation to establish a single person as director of each i
state hospital.

2. Establish as the primary qualification knowledge and professional _}J-‘" ;

experience in the field of mental disability or developmental -

disability.
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4. Quality of Care Standards

Living conditions and standards of patient care in state hospitals are too
frequently below minimum licensing standards. Licensure reports show numerous
violations of fire, life safety, and seismic standards as well as staffing

standards, and patient care standards.

According to licensing survey reports of state hdspita]s, physical plant
deficiencies include those for emergency electrical power systems, équipmént
to maintain fire detection, alarm and extinguishing systems and 1ife safety
support systeﬁs. In addition, some facilities haQe locked rooms, exit doors,
corridors, yards, and areas not approved by the Department which conf]ibt with
safety and fire standardé. Most facilities lack a signal system for visible |

and audible communication between the nursing personnel and patients.

Many wards have large numbers of patients' beds that exceed the units' ratéd
capacity for patients. And the patients' rooms do not provide adequat;-f1oﬁr,
space required by regulations. In addition, there are no provisions for iy
isolation of patients as necessary with private toilets and handwashing
facilities when necessary for treating infectious diseases. The venti]afing_"
systems in some housing units are inadequate to maintain a comfortable inter{
jor temperature, especially during the summer. Other units lack handrails |
and special equipment for handicapped persons. Visual privacy for patients

is not provided in patient rooms, tubs, showers, or toilet facilities.

These are only a few of the essential requirements with which the State has not

yet complied.




Py

licenses at that time. Burmg the sumer and fall of 1975, the L1cens1ng

_:and Certification D1v1s1on conducted surveys of the state hosp1tals, except

for Metropolitan which was surveyed by the Los Angeles County Department of

Health by agreement with the State Department of Health.

Again, all of the state hospitals except for Porterville were found to have
substantial deficiencies with state Ticensure laws. Because of the pfessure
to have the hospitals certified for Medi-Cal purposes, the State Licensing
and Certification Division, with approval of the H.E.W.'s Region IX Office,
have granted waivers for some areas of non-compliance and a provisional

agreement was granted because the hospitals established plans of corrections'

for the violations.

The State Department of Health is definitely in a conflict-of-interest

situation 1in granting licensure and certification to its own state hospitals.

fhe pressures for 11censure are substanﬁia] because'federa] Medi-Cal funds
(estimated to be at Jeast $35 million) are in jeopardy. It is question- -
able that the state hospitals would receive Ticensure and certifica-

tion if they were in the private sector rather than owned by fhe State.

A double standard has been applied; standards for the state hospitals are
less stringently enforced than those Ticensure and certification standards
applied to the private sector. There can be Tittle justificatioh for the
State'Depar#mentaof:ﬁealth approving Ticensure and certifications for its
own hospitals. Instead, Ticensure and certification should have been

conducted by the federal goVernment*s H.E.W. Region IX Office, under an

agreement by the State.
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Recommendaticns
1. Ensure that the State Department of Hea1th enter into an agreement with

the federal H.E.W. Office to 1ndependently conduct }1cen51ng and certi-

fication reviews of the state hospitals.

2. Apply Ticensure and certification standards for state hospitais in the

same manner as for the private sector's facilities.

6. Treatment Modalities

State hospitals utilize a variety of "behavioral modffication” techniques
for increasing and decreasing the frequency of behavior, including pro-‘ .
cedures such as "time out". Time-out is utilized "to arrange the environ-
ment so that as many or all positive reinforcers are withheld" and this

may be achieved by a variety of methods and devices, including:

(a) ignoring patient's behavior

(b} removal of reinforcing objects such as toys, tokens, etc.

(c) turning patignt to face away from the group

{d} removal from the grbup. This is accomplished in a highly -
impersonal manner with no eye contact, no speech, and minimal
physical contact

{e) removal from room to another area

(f) a bib, pillow case or blanket, loosely placed over the patient's -
head to eliminate a visual reinforcement, sometimes called |
"sheeting”

(g) temporary removal of food tray when patient is disruptive

AT
TR

during meals

The hospital policy and procedure manual states that time-out should not be

utilized. for more than a onie-hour timg-period;"TTme¥6utWWé§ﬁHE§§ghed

fﬁi"PdTTcy and OperatTOns Manual L Fairvigw State. Hosp1ta1,
Costa Mesa, Ca11forn1a, Jine, 1975, #5 1.9 8
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as a behavioral modification technique for use by trained staff members,
who must be in constant attendance of the patient during use of the pro-

cedure, according to the manual.

Another technique used for behavioral modification is that of restricting
the client's use of facility grounds. For example, patients whose behavior
is disruptive in certain 1ocatjons, such as the canteen , may have that
Tocation placed as "off limits" for certain time periods. Or patients may

be restricted to the ward area.

Adversive conditioning is a behavior modification technique designed for
use in cases where other techniques are not effective; for example, in some
instances of sevére self-abuse or aggression toward others. According to
1
the manual, this approach may involve:
the use of a mild, battery=generated electric stimulation to the
client's skin at the onset of the behavior or immediately following.
This mild shock is usually aversive to the client but causes no
damage. Very special controls are to be observed when these
techniques are used.
The manual states that the use of adversive therapy must be a very care-
fully controlled, non-rewarding event designed to eliminate a selected
behavior. Another technique of aversive conditioning approved for use

by some hospitals is that-of splashing water on the client at the onset

of the unwanted behavior.

Our review of treatment modalities utilized by state hospitals certainly

raises questions as to the legitimacy of many behavioral modification

1 wpoticy and Procedure Manual." op.cit., p. 5.1.9.8.3.6.
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treatments as well as the actua]'practices of treatment modalities in thé
hospitals. First we find that while behavioral modification” is a common
treatment, the hospitals each have their own policies and procedures. No
standard po]icy has been developed for the state hospital system aﬁ a whole
which ensures minimum standards. Although the Division is establishing a
policy which wiTl ensure minimum standards and minimum protection of patient's
rights in requiring written consent by parents dr guardians, these standards
will only be minimal and no enforcement of such a policy is mandated. We sup-
port the Divisibn’s efforts to establish policies and their concern for

patient's rights.

The Commission expresses concern, when informed by task force members, about
the use of “"sheeting" and adversive conditioning. Professional nursing consult--
ants in the licensing division of the Department of Health stated that their -

observations are that behavioral modification techniques on patients are

utilized by unskilled staff and that such treatments are sometimes inappro-'
priately utilized. At one hospital, the consultants found that care p]ans

for use of such tethniques are not available, that staff appeared to ut1112e

.

technigues as sheeting frequently without established plans. Qualified nurse?t

and psychologists or other professionals are not available or in charge of.

such treatment programs. Some indicated that the "treatment" experience

is extremely threatening to patients under certain conditions, in that if
materials for covering the client's head are placed tightly over the head,
the patient may have the sensation of suffication, strangulation, or dizziness.
In other_cases,'staff noted that patients are restrained with Teather cuffs '
which may be attached to benches or chairs, and this may occur at the same-  _

;t1me that "sheeting" is utilized. Certain1y, the use of leather restraintsr,Eig

conSTdered an 1nhumane pract1ce, should be exam1ned as well as practices of

"sheeting".
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These are some of the violations of patients' rights which still occur
in the state hospitals. All such violations must be e1imiﬁated in order
to protect patient rights, comply with state and federal Ticensure regu-

lations, and protect the institution from lawsuits by patients.

The State Department of Health has been preparing regulations for protection
of paﬁigut rights, and preliminary regulations were approved by the Confer-
ence of Local Mental Health Directors in June 1975. These regulations are
currently in the hearing process and will probably be approved in the near
future. We commend the Departiment for its efforts to deve?op.procédures'
which will eliminate the violations of patients' rights and for efforts to
establish patients’ rights advocates at each state hospital. Such activities
should be more vigorously pursued in the future. Once regulations are
adopted, independent reviews should be made on a periodic basis of all
policies and practices regarding patients' rights at each state hospital

to ensure full compliance with regulations and to revise and improve upon
such regulations. We suggest that an additional mechanism be established

to ensure that patients have the right to discuss their concerns and {
grievances with a representative of their choice and/or an ombudsman

outside the state hospitals and the State Department of Health.

Recommendations
1. Adopt written statements of the policies and procedures which protect

the rights of patients.

2. Establish training programs for patients and employees in regard to

these rights.

3. Hire special staff to carry out such training.
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4. Establish a system for periodic review of patients' rights and
procedures, utilizing the special teams from the Licensing and
Certification Division, to monitor the implementation of patients’
rights and procedures in the state hospitals.

5. Study the feasibility of establishing a special ombudsman outside

of the Department of Health and the state hospitals so that patients

can obtain counsel and support in adjudicating grievances against

a state hospital.

9. Community Placement

State hospitals are charged with the responsibility for working with local
and state agencies for an early discharge of patients, appropriate placement
of patients in the community, and continuity of care from the hospital to
the communfty. Each hospital has an office for community liaison and for
coordination of admissions and releases. The effectiveness of such services
varies from institution to institution. We received complaints about the

ineffectiveness of hospital services for community liaison and coordination

in some instances.

The Tow discharge rate of patients at some state hospitails is of concern.
For example, Sonoma State Hospital for the developmentally disabled, with
a patient population of 1,965 in 1974-75, placed only 113 patients in the
community. Of this number, many were re-admitted to the hospital. Thus,
the hospital is reporting a dischafge rate of about six percent of their
patients during a year, and a high return rate. Staff indicated that they

do not vigorously pursue placement of patients even when the latter appear
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ready for di;charge. The policy in one program is to let the patients
initiate efforts for their own return to the community. However, these

efforts are not adequately supported by community service staff.

Administrators in the state hospital program admit that their placement efforts
are not as effective as they could be. Some stéff have a tendency to want to
keep patients rather than to have a large patient turnover. For examp1é,
because some hospitals have no waiting 1ists for patients to be admitted,

staff are concerned about keeping beds full in order to maintain full empioy-
ment. The low rate of discharge is due to a variety of factors, some of

" which can not be controlled. However, there does not appear to be adequate

justification for the very low rate of diséharge and successful community

placement.

Recommendations

1. Re-evaluate the system for discharge of patients and develop policies
which will maximize patient discharge and community placement.

2. Develop a more effective system for the review of each individual
patient's progress which includes plans and goals for the discharge
and community placement of each patient.

3. Review the discharge and community placement records and evaluate the

effectiveness of each hospital, taking steps to correct barriers to

placement.
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The investigation activities for Prepaid Health Programs (A1ternative Health
Programs) were placed in the PHP section and reﬁoved from the Investigations
Section in the Spring of 1975. This gives the investigation section of PHP

the role of investigating its own providers and no autonomy from the program.
There seems to be Tittle justification for spliting investigation activities

between divisions, and it only adds to the program and organizational confusion.

The Investigations Section is currently burdened with administrative duties

in relation to beneficiary overpayments. This activity is apparently of a
routine clerical nature which could be assigned to the county welfare departments
who now comp]ete the eligibility screening and are identifying cases of
overpayment due to ineligibility. There appears no reason that routine cases

of overpayment should be handled by the Investigations unit. The unit should

be assigned only responsibility for special investigative work related to

fraud and abuse.

Recommendations

1. Centralize all investigation activities invelving providers
in the Investigations Section.

2. Handle only cases of fraud and abuse in the unit and not
cases of routine overpayments of beneficiaries.

3. Transfer the Investigations Section to the Director's Office

where it can relate directly to the Tegal office and have

program. autonomy .

d. Construction: The Facilities Construction Section has-functions

which overlap with other programs in the Division and the Department.
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offices are all involved with licensing activitigs: the Licgnsing Section
Office, Berkeley; Services Approya? 0ffice, Berke]ey; Investfgations Cffice,
South San Francisco; Medical Social Review Team.Office, Oakland; and CCSS
offices in San Francisco and Oakland. Such offices could easily be combined
within one geographic location to facilitate coordination, cooperation, and .- . -

communications, as well as to be more accessible to the public.

— OSSR — e A S

Second, District offices are operated with separate administrations for each

of the sections, except for provider participation which is located only 1in

the headquarters office. The cost of having multiple administrators'for
different sections with overlapping functions is an obvious inefficiency. Having
one administrator for a combined district operation would provide benefits.in
reducing administrative staff, but also could be expected to improve the
coordination, communication, and cooperation of staff in the district offices.
The many different district and field operations within the Division makes
accountability for program functions more difficult because of confusion of

responsibility for field operations.

Wnile there is considerable resistence within the Division against consolidation
of administrative activities of the Licensing Section, the Services Approval
Section, and the Provider Participation Section, we could not find reasons

for not merging these sections. These three sections all provide essential
1icensiﬁg services which are closely inter-related. Thus, we believe that
efficiencies in administration as well as better coordination, cooperatfon,

and communications would develop if these sections were combined for

administrative purposes.
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The administration and operaﬁipn of the Ticensing sectionvis divided .
into two groups: (1) health facilities staffed by Health Facilities
Representatives (HFRs) and Registered Nurses; and (2) community care
facilities staffed by Social Workers and community program analysts.

The same professional divisions in Ticensing staff exist now as before

the 1973 reorganization.

With the merger of staff from three different departments, an immediate
problem arose in that the salaries of HFRs and Registered Nurses from the
former Department of Public Heaith were somewhat Tower than the salaries of
social workers from the former Department of Social Welfare, while the highest
salaries were given to community progfam analysts who were from the forﬁer
Department of Mental Hygiene. A1l staff were assigned to do essentially the
same work activities but were given different pay schedules for different
background requirementé. The Licensing administration has attempted to work
with the Personnel Section in the Division of Administration for the past two
yeafs in an effort to correct what appears unequal pay for equal work, and

yet no progress has been made.

The Mealth Facilities Representatives (HFRs) are not required to have
professional health experience although they may have health administrative i
or medical corps experience. Many employees in this category are retired N
military inspectors or administrators. The health facilities association

and health professionals within 1icensing complain that many of the surveyors
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c. Profess1ona] Leadersh1p Poor profeSSIOna1 1eadersh1p w1th1ﬁdfhe
Licensing and Certification D1vas1on has Tead to adm1n1strat1ve footdragging
in establishing gnd enforcing regulations, greater emphasis on health than
community care facilities regulations, 1ittle enforcement of day care regu-
Jations, bureaucratic rigidity in the development and enforcement of rega-
lations, and ayoidance of Ticensing activities for special types of facil-
ities. |
As mentioned earlier, the latest 1icens%ﬁ§ ;éws wé}e two years old before "
the Division developed and implemented its regulations. Many of the staff
attribute the delays to poor Teadership by the top administrators within the
Division who have Tittle background knowledge and professional experience with
health programs or with 1icensing activities. In addition, the administration
did not fully utilize the talents of its professional staff in developing the
regulations and attempting to implement the regulations earlier, accordingAto
most of the staff interviewed. In fact, staff without either professional or
licensing expertise were recently utilized for developing regulations. Becatise
of the delays, and what many staff consider to be weak and rigid regulations,
the morale within the Division is reportedly at a low point. Field staff
also complain that as the ones most knowledgeable about the program, they are

not consulted and have little input into policy decisions or regulations.

The staff in licensing who work with community care facilities are deeply
concerned about what they term a neglect of the community care facilities

and regulations by the Division. Most community care Ticensing and enforcement
activities are delegated to the counties, but the state licensing section has

never monitored the activities of the counties to determine the extent to
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_g*__AdminisFrqtjve Staff Surplus: The Divis?bﬁﬁﬁas an excéééibf

administrators within thg Licensing and Services Approval Sections Tocated -

in headquarters who appareht]y have minimal responsibilities and authority.

headquarters office, we found a number of administrators who appear to have
minimal responsibilities. Licensing has 30 professionals and Services Approval
has 6 professionals located ih their headquarters offices. These administrators
generate their own workload and seem to add to the bureaucratic confusion of
the office. Some administrators state they are unhappy with their dssfgnménts
in that they are given little responsibility and all decisions are made by the
section chiefs. In some cases, this appears to be a situation where ineffective
administrators were 'kicked upstairs' to the headquarters office, where they
are given busywork with little responsibility and no authority. Some of the
work within the licensing section appears to be conducted by task forces,

" by-passing the administrative support staff. Certainly, the responsibilities
and authority of administrators within the headquarters units of Licensing

and Services Approval are unclear and confusing.

Recommendation

1. Conduct a complete desk audit of the functions, responsibitities,
authority, and the professional qualifications of all administrators
located in the headquarters office of Licensing and in Services
Approval.

2. Substantially reduce the administrative bureaucracy Tocated in
the headquarters office of Licensing and Services Approval,

placing such individuals in field operations with specific job

assignments.
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6. Maximize the utilization of professional staff within the division in

policy-making decisions and in deve1oping and imp]ementation regulatjqns.

d. District Operations: The d1str1ct managers are not glven

Lo

authority for their operat1ons and the support services which would aliow them‘-

to make personnel, budgetary, planning, audit, and legal decisions.

The District Managers are given responsibility for their operations but do’
not have staff to assist them with personnel problems. Personnel problems

are handled within the Personnel Section of the Administration Division. Ah

inadequate understanding of the 1icensing prbgram needs and perhaps -a lack
of time allotted for assisting the Licensing Division has created many
problems, such as those described earlier in this section, with unequal
professional salaries, inappropriate use of personnel classifications in

hiring, and difficulty in resolving personnel problems.

District managers, in fact, appeared poorly informed as to which adninistrators
made certain decisions and how the decision-making proceés was conducted.
During the period of time of our study, several administrative decisions, such
as the decision not to transfer the MSR teams to the licensing section as
previously planned, were made by headquarters. The district administrators
were told, but did not have a clear understanding as to the reasons for the
decision, were not involved in discussions about the decision, and did not

even know which administrators made the.decision. This indicates that
information channels to the districts are not well established and certainly
that district administrators are not involved in decisions which affect them,

let alone field staff involvement.
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Another problem is that the federal government is threatening to diécontinue
reimbursement for the social service activities of the state ﬁonducted by the
counties because of poor record keeping and claims procedures, and/or time
studies to justify the reimbursement rates. Such poor administrative p;ocedures

threaten 7-8 million dollars in federal income to the counties.

The fiscal staff within the licensing division report that they do not understand
the current reimbursement procedures for the Federal Social Rehabilitative
Sérvices funds which are given for the surveys of'community care facilities.
Certainly confusion over method and amount of federal funds indicateé a_neéd

for careful study and improvement of management techniques within the Division.

Recommendation

1. Conduct a study of federal fiscal financial procedures and i“ﬁg;#?;;,.
methods to determine how the State can better meet require-
ments in order to achieve adequate reimbursement for federal
Ticensing activities..

2. Conduct periodic time studies to determine the time require-
ments for federal regulations and activities for various

procedures by professional staff to justify reimbursement

rates.
3. Conduct a complete study of staff accounting_activities to
determine the most efficient method gf_accounting_for-

reimbursement purposes.

-309-




for indigent medical care, but does not define that responsibility clearly,

hence the confusion and inequity.

Responsibility for determination of eligibility status is now- divided amongst

county, state, and federal government.

Counties process cash grant applications and those for medically indigent
and medically needy. The state certifies eligibility from information sent
by counties, and records eligibility status in a central identification file
Tocated in the Department of Benefit Payments. This department supplies the
Health Department with this eligibility file and stickers and cards are

mailed monthly to recipients. However, this system is remarkable in that the

Health Department issues cards without validation of current eligibility status,

making the assumption that the central identification file is accurate, a

questionable assumption at best.

P —

The transfer of adult categories to Social Security under the Supplementai
Security Income program (SSI) and passage of a State Supplemental Plan
(SSP) has dispiaced an unknown number of adults from Medi-Cal eligibility
by increasing their income just enough to make them ineligible.

At present, the Social Security Administration is determining eligibility in

adult categories, again without state validation of eligibility status.

To add to the confusion, eligibility standards for other programs of the
Department are inconsistent with Medi-Cal, in terms of income, resources and
level of 1iability for part payment by patients for services. Therefore,
other programs pursue Medi-Cal reimbursements with varying skill and success

for caseloads which "cross over" into Medi-Cal eligibility. These programs
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HEALTH SERVICES )
BR}:‘NCH - : R
f_?ood and Drug | Radiologic Health Water Sanitation Occupatlona}
Section Section Section Health- Sect1on
. Food Control o . Domestic Water . Field Studqég
. X-radiation Domestic S (Comp11ance)
. Drug/Medical - Control - bomestic sewage
Device Control s . Disposal _and Safe . Standardsy
- Radicactive ' Use of Reclaimed Development
. Product Safety Material Control Water
: Control . Recreational . Training, Consu]ta-
. Cannery Control Water Sanitation tion, and
Evaluation
. Health Fraud . Shellfish -
antro}l Sanitation
I | I E
Vector Control Sanitation T
Section Services Section
. Vector Surveillance . Local Environmental
and Suppression Health Program
Development
. Hazardous Waste
| Management . Sanitarian
! ' Registration
‘ . State Institution
Surveillance
. Housing Health
Component

The statutoﬁy base. for the above activities has been built up over the years

% to include for the:

1. Food and Drug Section, powers to “investigate preparation, sale and
adulterations of drugs and food; . . . . administer and enforce Penal Code
Provisions relative to foods and drugs; . . . . enforce Taws pertaiﬁiné to
adulteration, standards of identity, and labeling of bakery products; . 'j??fa

1icense and inspect cold storage businesses . . . . canneries e drug and
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A commitment to reestablish professionélism and vigorous leadership in
attacking California's health problems within the Environmental Health
Services Branch is the major need. Advancing technology is creating new
health hazards in the work place, air, water, food and other aspects of the
environment., State government must proceed to protect the public health
against these hazards in the future as in the past. In California the

environmental health guard has obviou§1y been Towered.

While organization for environmental health is notAidéa1, especially in
the relationships existing between the Department of Health and other units
of State government, the situation is not critical. Immediate changes are

not indicated.

Recommendations

1. Commit the Department to rigorous study'of environmental health
problems, those present and those emerging, and the develop~ -

ment of programs to deal with these problems.

2. Re-establish professicnalism and leadership in the Environmental

Health Services Branch.

3. Examine critically the present organization of state government for
protection of the public against environmental health hazards, with
a view toward improving particularly the arrangements in regard to

pesticide control and occupationa1'hea1th.
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10. To provide support services relating to space, c}erica]

support, and business support services.

. To provide disability evaluation program services to disabled

individuals.

12. To assure the dignity of the disabled individual is maintained.

3. Division Components

Financial Management Branch: This branch is responsible for admin-
istration of the fiscal resources and related activities in the Department.
They include accounting records (both Department of Health and Patients
Assets), analytical determination of provider reimbursement rates, and

contract/grant management.

Management Systems and Computer Services Branch: This branch
provides consultation to management for the improvement of program
methods and procedures; system analysis support for the design and
implementation of both manual and computer based systems; and data
processing services. In addition, health statistics--both pubTic

and departmental--are provided by components of this Branch.

Manpower Administration Branch: This branch provide§ personnai
services to departmental employees including recruitment, training,
employee safety-health, employee rights and employee-employer relations.
Also included is a coﬁpohent which deals with the héﬁlth'manpqwer devel-

‘.bpment aspects of comprehensive health planning.
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Program Services Branch: This Branch provides business and office o
support, office and laboratory space, and facilities construction and

repair services to the Department.

Disabi]ity Evaluation Branch: This branch; under contract with H.E.w,,'
makes determinations of medical disabilities under the provisions of the
Social Security Act. Those claimants who demonstrate a potential for re-
habilitation are referred for vocational rehabilitation services. This

branch maintains six regional offices throughout the State.

Information Systems: The Department spends over $23 million annually
on automated information and processing systems, and an untold amount &i
manual information systems. Program managers and officials outside of the
Department reported consistently that they can not obtain basic inform-

ation necessary to the performance of their responsibi]ity.

The problems of the Department are similar to those which affect other depart-
ments.. Problems include lack of Tlong-range planning at either program 6r the
Department level; piecemeal approach to development of information; unreal-
istic time constraints; limited resources; unwillingness by users to partici-
pate in system design; and poorly designed systems. Information systems are
often initiated unilaterally by program and staff personnel, through one of
saveral offices: the Management Consultation Section, Systems Analysis

Section, or the Center for Health Statistics without coordination.
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Traditionally, the State has attempted to control the proliferation of
automated program by 1imiting the size of the data processing budget.
Typically, the programs compete for this limited resource, on a first come,
first served basis. Consequently, certain programs have developed overly
complex co]]ection of data which is poorly used; others proceed without

even a primitive attempt at essential collection of data.

Systems analysis and data processing personnel are required to defend the

inadequacies of information systems which they take 1ittle part in design-

ing.

On July 14, 1975, the Department adopted criteria for defining data process-
ing project priorities. Division chiefs were asked to appoint an EDP

liaison representative in each Branch to coordinate EDP activities for

their 3ranch. These are steps in the right direction. However, it is clear
that the Department will not be able to manage its information systems effec-
tively or meet its information needs until an 1nfofmation system plan is
developed at the program level., Ultimately, program managers must asSume

the primary responsibility for the design and effectiveness of information

systems and EDP specialists for processing information in a timely fashion.

Recommendations

1. Deve1op a long-range p]an for an Integrated health 1nformat1on system
for the Department. This plan must 1dent1fy information needs so that -

both manual and automated systems can be developed and applied onrg_ﬁf'

more logical basis.

" hé; 81ar1fy the roles of management consu]tat1on, sysﬁems analys1s, data .

proce551ng services and the Center for Health §tqt15t1cs in th1s effort.

-‘- f
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parts to the administrative functions in such areas as personnel,
budgeting and data processing. However, many have not recognized that
under normal conditions, the workload of the support services are heavy

and that the problems compounded by consolidation rendered the Admin-

istration Division nearly dysfunctional.

Most managers in Administration admit that they have become too contro1ff;

oriented, many times out of necessity, and aré_nbw discussing ways to |
bring about a better balance between service and control. In October of
this year, the Division announced that both the budget and the personnel

roster had Tinally been reconciled. A priority system has been adopted

to allocate the Timited resources for automated data systems. Accounting;k
is attempting to implement a system, before the end of the year, to'providé;
program managers with accurate expenditure reports. Even though this :
pivision still faces many problems, it appears that it is beginning to move[i

in a positive direction. In order to do suo, management must recognize that

S T,
AT

capricious organizational changes have an untoward affect upon budgeting,
personnel and accounting. These functions need to be included in the

planning of such changes from the outset.

Recommendations

1. Shift the control of program resources from Administration ?f

to the programs.

2. Have the Administration concentrate on developing uniform

administrative policies and procedures, and on increasing.;=¥% . 421

the level of service to programs.
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3. FEvaluate the need for administrative support posifibﬁgﬁéf‘tﬁé'
program level and establish, if justified, particularly in the
areas of budgeting, personnel, data processing and business
services.

4, Ensure that future'reorganizations within the Department will
not be implemented until key administrative functions have
been fully involved in the planning of such changes.

5. If the regional organizational structure is adopted, fully

decentralize administrative functions and staff.

5. Contracts

The Department of Health expends over a half a billion dollars annually in
contracts with public and private agencies and with individuals. The
quality of most contracts is below standard and time consumed in completion

is beyond reason (median is five months).

The initiation and processing of contracts is disorderly, time consuming
and diffuse. Programs do not assume the basic responsibility for assurance
that contracts are drawn to require adequate measures of quantity of output
or integrity of performance.and are difficult to evaluate. Once designed,
contracts are sent on a long journey through the departmental system: to
the budget section, accounting, legal affairs, financial management, and
then outside the department te the Department of Finance or to the Depart-
ment of General Services. Twenty-five percent of contract proposals are

rejected outside of the Department of Health and are returned for revision

and repeat processing.
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2. Impose clear standards on the programs for service contracts and
supply them with technical assistance in the legal and technical

aspects of the contract process.

3. Charge the Division of Administration with the job of developing
standards applicable to fiscal and accdunting reports for service

contractors.

4. Make standards for accountability for program planning and
evaluation equivalent for contractors as well as for direct

operations within the Department of Health.

6. Personnel

Of all the functions in Administration, departmental employees and managers
complained more about the personnel fﬁnctions than any other area.

Employees complained about payroll, promotional and classification problenms.
Managers complained about lengthy delays in the establishment, reclassi-
fication and filling of positions. Many accuse Personnel of being an
extension of the State.Personnei'Board'and'being more concerned with meeting

the Board's needs than the Department's needs. e

The impact of consolidation was probably felt more by Personnel than any other

administrative function. When consolidation took place, the Depahﬁmeﬁf'é _
oo . ;,_11___:__,'!__%_:._‘ i

CAFE s
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laid off, but merely shifted'to_other sources of funding. Health Care

Services had approximately 400 pesitions paid from temporary help funds,

many of which were permanent employees. In addition, there began a constant “fsgﬁ.-"

shuffling of employees within the Department.

As an example of the workload, a comparison was made between the General
Personnel Services Section and the Departments of Cal Trans and Emp1byment
Development. This section performs personnel support services for head-
quarters and field offices except for state hospitals. The comparison shows
that this section has one roster c1grk for every 210 employees, compared to
the statewide standard of one to every 200 employees. Even though the
staffing ratios may be similar, the document workload varies significantly.

The Department's transaction unit processes an annual document workload éi

four times greater than Cal-Trans and slightly greater than EDD. e

Comparative Workload Volume

Health 1.6 documents per employee

EDD 1.4 documents per employee i s

Cal Trans .4 documents per employee _ SO o

m—emmmmmm——mm Formgemmm=mammamamn- - | ':_j?

o 1 604 605 606 607 Total # Employees :::gf‘
Health 4,152 1,308 2,400 2,376 10,236 21,17 7
EDD 8,872 2,248 5,188 3,256 19,564 13,768
Cal Trans 3,02 1,983 1,153 814 6,992 16,700

Included in the data shown above is the number of Forms 607 processed

-annually which establish, delete, or change budgeted positions. The volume
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personnel changes prior to this study. This confirms the notion that the
reorganization removed Social Welfare staff from top management but does
not confirm the common notion that the Departmeht is controlled by staff

from the Health Care Services Department.

b. Turnover: Previous studies of top management in the Department
of Health have noted that high turnover rates in top management positions,
and have identified problems with the turnover rate. This study data
confirm the high turnover rates. Of the 112 indiVidﬁals studied, 29 percent
report holding their present position for less than one year; 23 peréent .
for 1.0-1.9 years; 23 percent for 2.0-2.9 years; 17 percent from 3-10 years;
and 8 percent over 10 years. Thus, 75 peréent of all top managers have
held their current positions for less than three years. Those managers who
have held their current positions for more than three years are almost all

either in the state hospital system or in the field of public health.

c. Biographical: The top administrators in the Department of Hea}fh
are primarily in the age category of 45 years or older. They reported'the
following age groups: 13 percent are 25-34; 30 percent.are 35-44; 42 percent
are 45-54; and 15 percent are 55 years or older. Generally, the age range

of management shows a desirable bell-shaped curve, with almost equal numbers

in the high and Tow group.

S |

The top managers are predominantly male. Less than 4 percent are women, _ f

Ethnic minorities are under-represented in the top administration. Of the”

total administrators, 3.6 percent are Black males, 3.6 percent are Asian
maTes, and 2.7 percent are Spanish surnamed males. There are no minority
:'1woggﬂ%repr§§én£édiiq;;hghtop management . Tﬁis”indicates a-serigus need i |
Lfd}uqffirmativé éééfgﬁ; péé%ftﬁlér1y for women and Mexican-Americans.- | 'f
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one d1rector, three deputy d1rectors 7 division managers 12 branch

assignments of management. A qdestionnaire (Appendix B) was sent to each
of the individuals identified by the Department as holding one of the
fo]]qwing positions considered to be top management: director, deputy
director, manager, branch manager, sectfon chief, unit chief, hospital
administrator, or clinical director. Using this classification scheme

to identify top managers produced a list of 112 individuals who all

responded to the questionnaire that was sent to them.

The total accuracy for individuals in top manaéement was difficult to .

determine. During the one-month time period when questionnaires were sent, .

there was some turnover of individuals in top management positions. Two ':*‘g
deputies left, three deput1es were added, several administrators within the
Administration D1v1s1on were changed and new titles assigned, New titles were
assigned to chiefs within the Alternative Health Systems Division, some.
administrators and clinical directors within the state hospitals were chanéed,‘
and the Health Protection Division was reorganized. With this almost consianf
changing of individuals, titles, and organization, general confusion existéj
among top management themée]ves, which may account for the fact thaé some -

of them did not respond correctly (according to the Department's records)

to their own working title. e

Aside from the difficulties in attempting to survey the top management in
the Department of Health, the information obtained presented the following
profile of managers. Of the 112 individuals in top management positions

within the Department of Hea1th the following working titles were recordedz:;
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The high percent of administrators considered seriously lacking in their
positions reflects how poorly professional and managerial ability are

presently articulated in program management.

The cbvious remedy is to seek to balance these skills in the major pro-
grams, and to avoid arguments as to which is more important. Obviously

both are essential to success.

The following criteria were used in the Commission Task Force's eva1uation_.£' b

of departmental leadership:
1. Formal educational background.
2. Nature of professional experience.
3. Nature of the program and the amount of health program
expertise required.
4. level of responsibility and span of control.
5. Management experience and iis relevance to specific

job responsibilities.

The programs of the Department of Health are complex. They deal with high1y B

technical issues, such as environmental protection, financing, organization,

and delivery of services to beople with both general and highly specialized

needs. In this setting, a fundamental and indispensable part of the

definition of competence is the ability to comprehend the basic nature of

the program being managed.
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| d.  Education: The top Managemenf in the'ngartment of Health are
extremely well-educated. Of the educational degrees reportéd, 62 percent
held a master's degree or higher. The foiTowiﬁg educational degrees were
reported as the highest degrees held: 8 percent had less than a Bachelor'é
degree; 30 percent held a bachelor's degree; 35 percent he]d a master’s
degree; 3 percent held a doctoral degree; 4 percent held a law degree;

and 20 percent held a medical degree. '

e. Qualifications: Qualification for administrative leadership in -~
the department depends on two basic types of skill and experience: health
professional expertise and the ability to manage a program. These ski]]gx?i'
are complimentary and equally essential. Rarely are they_entire]y manifest
in a single individual. This fact creates a dilemma - if a manager has no
conmand of the basic nature of a health program, the manager is at a distinct
disadvantage; on the other hand, if a knowledgeable professional with train-
_ ing and experience in the field is without talent or experience in program

| management, the professional, teoo, is at a distinct disadvantage.

In judging the qualifications of the leadership of the department, both
attributes (health professional and managerial abilities) were given equal

weight. If either attribute was seriously deficient, a judgment was made.. .. -

| ~that an administrator was unqualified in the sense that his skills sténdihg i;_;:rég

alone were insufficient to assure program effectiveness.

. 1In some instances, professionals require management assistance;™in others;” ™ . =

managers require health professional assistance.

I e P '
I K A B Y AL
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local bodies to promulgate effective programs for the elderly. Although

th1s 0ff1ce s programs fbr nutr1t1on and aging are hea?th and soc1a1 serv1cel
prograns, 1ts respons1b111ty for var1ed other functions outs1de the depart-r:~;

ment supports its retention as a direct responsibility of the agency.- (See‘:,

A
-

Chapter V, Part I)

Recommendation

Because of the multi-faceted nature of this program it should be retaiﬁed

for the present as a direct responsibility of the Agency.

4. Qffice of Educational-Liaisen

The Office of Educational Liaison (OEL), established by the Child Develop-
ment Act of 1972, is responsible for the planning, development and coordi-
nation of child development activities. The office coordinates child-
oriented programs between the Departments of Education, Health, and the
Ybuth Authority; develops a program for expanding child care services; and
administers the health manpower training programs forrfamily practitioners
and serves as staff to the Health Manpower Policy Commission. The programs
which relate directly to health manpower should more properly have been

placed within the State Department of Health. This office is scheduled

for expiration on December 1975. If this were not to occur, due to new

| legislation, this office should be transferred to the Department’of Health. : -
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Limit the Ca]/OSHA program to act1v1t1es of coord1nat1on and support
between the Department of Health and the Department of Industrial

Relations programs. No administrative un1t in either agency 1is

required to attain such coordination.

5. Department of Benefit Payments

Audits and Recovery Program in Benefit Payments: The Audits and
Recovery Program, located in the Office of Benefit Payments as a result
of the 1973 reorganization, is assigned responsibility for the audit and
recovery of funds for the Medi-Cal Program of the Department of Health.
While the Department of Health is charged with the over-all administrative
responsibility for the Medi-Cal program, it does not have authority over
one of the most important aspects -- audfting'and recovery of funds.

The splitting of responsibiltity for the program into two departments has
created confusion, frustration, and multiple administrative problems for

the Department of Health. {See Part I, Chapter V, Phase I)

Recommendations

1. Transfer the Audits and Recovery Program for Medi-Cal immediately

from the Department of Benefit Payments back to the Department
of Health.
2. Place this program in the Fiscal Management Program of the

Medi-Cal Division.
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2., Pesticide Control Program

The Pesticide Control Program is located in the Agriculture Chemicals and

Feed Unit of the Department of Food and Agriculture. Its main function is

to register and regulate the use of peéticides, and to establish standards
for workgrs in contact with pesticides. This program interfaces with the
bepartment of Health, in establiﬁhing protective health standards. The

Environmental Health Services program of the Department of Heé?%h needs.a
program to establish protective heg]th standards for the health of migrant

workers. The role of the Department of Health in protection of workers

against pesticide poisoning is discussed in Part I, Chapter V, Phase I.

Racommendations

1. Standards-for pesticide and poison control which affect the health of
people should be issued by the Department of Health.

5 The enforcement of uniform standards for pesticide and poison control
should be continued and strengthened by the Department of Food and
Agriculture.

3. The Department of Health should establish training programs for

Department of Food and Agriculture 1nspectors which w111 _sh?‘;that

minimum’ standards fOr.pest1c1de “and p0150n cantro] are'enferced '

e — . ;._..,,.r..:...-.—'.‘— S—- e —en
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4. The Industrial Safety and Heajth Board should adopt and enforce the same

regulations in the Agricu]turetﬁodgiyhich'protect the health of workers

exposed to pesticides.

e ae -

C. Department of Consumer Affairs - Healing Arts Boards

The Healing Arts Boards in the Department of Consumer»Affairs perform the |
primary licensing and monitoring functions for bhysicians, dentists, nurses,
and other health professionals in California. A1l of the Healing Arts Boards
are presently scheduled to be transferred to the Department of Health in ,
July 1977. The Healing Arts Soards at times have been criticized because
of their control by their respective professional associations and their
lack of responsiveness to consumers. Transferring these Boards to the

Department of Health should allow the Boards to be more responsive to con-

sumers and less dominated by professional organizations. In addition, the
_ Healing Arts Boards activities are intricately tied to the functions of
the Department of Health in establishing standards for health -care, monitor-i '
ing the quality of health care, and the licensing and certification activi- ;
ties} Consolidation with the Licensing and Certification Division program |
should provide a more comprehensivé approach to ensuring high standards

of health care in the State. (See Part I, Chapter V, Phase II)

Recommendations

1. Transfer the Healing Arts Boards to the Department of Health as scheduled.?;
2. Place the functions of establishing standards, monitoring, and enforcing ij
standards within the Licensing and Certification Division. |

3. Place the investigation activities of the Boards in the special Investi-

gations Section, to be located in the Office of External Affairs.

_ Place professional health planning (manpewer-.planning) activities in a

special unit of the P1ahﬁing:%ﬁthvéTua£%6h-Office,

. e e e
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instru%ent for all hospitals in California, whith is scheduled for completion ey

by mid-1977. The primary client for the data collected by the commis§{5§:%§'

‘the Department of Health, although other public and private agencies are ex-

pected to make use of the data. This activity overlaps with the responsibilities

of the Department of Health for data collection, especially that for the facil-
jties planning data required for the State Health Plan. (See discussion of ad-
visory health bodies, Part I, Chapter IV)

Recommendations

1. Abolish the California Health Facilities Commission.
2. Place the commission's activities and responsibilities in the
Information Systems Unit of a Planning and Evaluation Office in

the Department of Health.

F. Advisory Bodies

1. -The Advisory Health Council

The Advisory Health Council was established in 1973 with the abolishment

of the State Board of Public Health. Its purpose is to advise the Director
of Health, Qith specific duties relative to comprehensive'hea1th planning
statewide, in response to enactment of Public Law 89-749. Members are
appointed by the Governor, the Chairman of the Senate Rules Committee,

the Speaker of the Assembly, the Regional Medical Program, and the

Veterans Administration, who represent agencies, consumers, providers of
health care, and other representatives. The role of this council is

eliminated with the passing of Public Law 93-641 which requires a State
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APPENBTX D
~Intérviews by Task Force BT
State and Federal Officials PEREIRCE

g Health and Welfare Agency

. Fossum, James, Chief, Special Projects Unit

" Nelson, Russell, foice of Program Review, Napa State Hospitail

Whitsell, James W., Chief, Hospital Support and Operations Section

Obledo, Mario, Secretary of the Health and Welfare Agency
Gnaizda, Robert, Deputy Secretary
Brian, Earl, M.Df, Former Secretary

Department of Health, Director's Office
Lackner, Jerome, M.D., Director

Sifuentes, Ben, Deputy Director

Prod, Jerry, Deputy Director

Brown, Al, Deputy Director

Snyder, Stuart, Former Chief Deputy Director

Legislative Analyst
A. Alan Post
Thomas Dooley

State Hospitals Division

Arnold, Frances, Assistant Administrator, Sonoma State Hospital

Bair, Peggy, Program Director, Social Rehabilitation Unit, Sonoma State Hosp1ta1
Bowling, Donald, Chief, Developmental Disabilities Hospital Services Sect1on _
Brannick, Ellen, Community Liaison Representative c
Delong, Duane, Patients Rights Officer, Assistant to Medical Director
Donoviel, Stephen, Ph.D., Program Director, Napa State Hospital
Eiland, Murray, M.D., Program Director, Napa State Hospital

Friday, Richard, Hosp1ta1 Administrator, Napa State Hospital
Gallisdorfer, Jack Chief, Mental Disabilities Hospital Services Seciion

- . Gillions, Thomas, Hosp1ta1 Administrator, Sonoma State Hospital

Heard, Jack, Fiscal Officer, Sonoma State Hospital

o Howard, Doug, Trust Officer, Napa State Hospital

AL

Koford, Glenn, M.D., Medical Director, Sonoma State Hospital

Linn, Abraham, M.D., Medical Director, Napa State Hospital

Lucas, Richard, Assistant Director, Behavioral Modification Program, Sonoma
. State Hosp1ta1

Meza, Richard, Affirmative Action Officer, Sonoma State Hospital

Miller, Donald Z., Manager, State Hospital Division

Owen, Dorothy, Personnel Officer, Napa State Hospital
Powers, Mary, Liaison Coordinator, Sonoma State Hospital
Spicer, William, M.D., Program Director, Napa State Hospital
Tremonti, Orin, Advisory Board Member, Sonoma State Hospital

" iyt g T A T

Bowen, John W., Administration Director, Golden Gate Regional Center.

VCalavan, Char]es Soc1al Morker, CCSS/DD San Francisco Office

= Community Services Division - S

Argys, George, Directof, california Association for Mental Health, Sacramento - -
Arnold, Douglas, Chief, Local Program Services Section S
Baldo, Robert, Chief, Reg1ona1 Centers ool

Bronston, W. H., M.D., Assistant to Dr. Koch
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b Gentlemen:

NATHAN SHAPELL
Beverly Hills

LouswanschaW - The Commission on California State Government Organization
i H.HALCOMS and Economy has completed its review of the organization
“ and functioning of the State Department of Health. The
study emanated from the Commission's concern that the
Department*-comprising more than one quarter of the State's
annual budget--was not fulfilling the goals set forth
in the Governor's Reorganization Plan No. 1 of 1970
nor was it contributing to the health needs of the people
of California in an effective and efficient fashion. Dr.
Jerome Lackner, Director of Health, shared this concern;
consequently, he requested the Commission, within three
months of his appointment, to make a thorough study of the

Department.

The Commission's interest in the health functions of the
State Government dates back to 1967 when it suggested that
there might be merit in grouping State health functions

into a single state department. Although the Commission

and the Legislature approved such a merger in 1970, we )
question the effectiveness of the organization and opexatlon -
of the department as presently organized. The objective :
of the study therefore was tO conduct an in-depth analysis
and make recommendations which hopefully will permit the
State to meet its health goals more effectively and with
_greater efficiency and economy.

: The "explosive growth of state health programs .has spgnned

' the past ten years, The complex problems described in
this report relate to rapid growth and have accumu;ated
over the same span of time. Qur £indings are_no;.zntended
to £ix responsibility for conditions which prevail on any
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particular adninistration. Rather, our objective is to present
and documeént oOur criticisms for constructive purpose. We trust
that +he adoption of recommendations will lead to substantial
improvement Iin the organization and operation of health prograils
for the state.

The scope of the study was determined by a Commission Subcommittee
comprised of Messrs. Verme OrT and Donald G. Livingston and was
set forth in an exchange of correspondence between +he Subcommitiee
and the task force appointed by the Chairman to conduct the study.
{See Appendix A) ‘

-

-

!

The task force, chaired by Lester reslow, M.D., M.P.H, Dean of
the School of public Health, Centew for llealth Sciences, University
of California at l,os Angeles consisted of Paul O'Rourke, M.D.,
M.P.H., Health Advisor to the State Senate; Charlene Harringtol,
R.N., Ph.D., State Department of Heaith; and James Miller £from

the State Department of Finance. Positilo 1
assistance were recelved from denrik L. Blum, M.D., Professor of
Community Health planning, University of California, School of
public Health, Dorkeley; Paul Press, Asscmbly Office of Rescarch;
Verne Gleason; and Bert Cohen; as well as others from within the
State Goverament. The members of the Task Force take full
responsibility £or all £indings of fact of the study. The report,

;
sition papers and speciallzed

&
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resented in two parts, was prepared under the supervision of

+he Commission's Executive Officer.

At all times gxcellent cooperation snd assistance Was received
from Mario Obledo, Secretary of Heslth and Welfare Agency,
Jerome Lackner, M.D., Director of Health, and employees, o¥ the

Agency and +he Depariment.

Regpectfully, /,wwj
~ or—
L S tﬁl\ff (’? by

VANNING J. POST, Chairman
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CPart 1

I. . SUNMARY OF FINDINGS AND RECGNMENDATIONS

Throughout the course of the study, a positive change in the attitude of
the Agency, the Depariment, and their staf’s was discerned. Constructive
criticism was actively solicited and candor and rgfiection began to appear.
As Dr. Jerome Lackner expressed, when_requesting the study, a new spirit is
emerging which 1s beginning to elicit a cautious revival: of expectation in
the health community that real progress is possible. Although the findings
of this study are critical Ta many instances, our recommendations arve

constructive and made in the hope that they will enhance this spirit of

pragress.

Findings

1. In the creation of a single Deparument of Health for California, in
1973, the Departments of Pub11c Health, Mental Hygiene, Hea]th Care
Services, ahd e]ements of the Departiments of Social Welfare and
Rehabilitation were brought together, but the reorganization 'did not

lead to genuine consolidation of re]ate&-programs.

2., The form of organizationrestablished did not fulfill the expectations
listed in a 1970 Task Force Report which was reviewed and approved by

the Commission on California State Government Organization and gconomy

-and accepfed by the Legislature (Sée Appendix B, page )e

3. The outcome has been a ser1ous deter10rat1on in planning, operation
and evaluation of health programs and a a11ure to achieve thETP

functional integration; {naccurate claims to the Department of F1nance,




o0l the Legisiative Analyst and fiscal committees of the Legislature of

‘ fiscal savings which obscurred budgetary overexpenditure; decliné in the

. availability of reliable statistical information; loss of accountabilitys

and decrease in attention to the pressing need to guide the development

o of heaith manpower and the construct1on of health facilities in california.

Although sign1ficant {mprovements are in the process of being {mplemented

" these cond1tions continue to exist.

The following deficiencies exist in the structure and function of the’

g Department:

a,  Its present structure embraces a 1oose fodevation of independent

‘ lf-Jf'ppograms. withodt substantial coordination at the state level

" and with little integration of services in the community.

- b over-centralization of administrati&e support functions has disrupted

health programs by depriving-program'administrators of effective
3 partiéipation in badget presentation, personnel management. d;ta
| systems-des1gn, and contract processing. The consolidation that
-’was.imp1emented”d1d not help progran. managers in the performance

© of their duties.

“Ce - Superfluous layers of bureaucracy have encouraged unproductive procgdures

- and driven the cost of administration beyond acceptable 1imits.
Dec151ons ‘are delayed and often made arbitrarily at a diétance from
?;those with the greatest know1edge of the health programs. Field

itoff1ces are w1de1y dispersed and. poorly organmzed and thereby impede

1 Ef'fjintegrat1on of state functions in support of local programs.‘ Technical.

; assistdncé'tend; to obstruct rather than facilitate. - L
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The state personnel system has been utjlized improperiy to place in 'key

positions persons without training or experience in health programs suf-..

ficient to fulfill their responsibilities with competence. Rotation of
personnel occurs with such frequency that vesponsibility and accounta-

bility have been obscurred. Retention and recruitment of qualified

individuals has been seriously impaired. The potential of qualified

A
staff is not put to good use.
Information essential to measurement of the performance of programs is
Tost in a morass of data col1ected'and handled in a fashion which makes

assessment of problems and accomplishments extremely difficult. Pro-

" gram managers, budget analysts and agencies outside_the Department can-

f,

_not obtain basic information required to fulfill their vesponsibilities.

P o

Confusion of authority and function between the Health and Welfare
Agency and the Department creates friction and erodes the authority
and effectivéness of the Directoerf the Department.. Legislators,
16ca1 health agencies and private professionaT,groups report that
they are unable to identify those in charge of progfams in the

Department or to obtain answers to questions. Clear and consistent

__decisions on policy are not forthcoming.

A vacuum in leadership due in part to excessive turnover of executive
and,profgssionaT pgrsonngl has a para1yt1c effgct on the Departmen:
and nurtures a crisis approach to administratiqn which is both un-

sett11ng and demora11z1ng.
Meaningful part1c1pat1on in ﬁea1th pol1cy dec1s1ons by 10ca1
governmental officials, advisory bodies, consumers and providers

has practicatly disappenrod, Hhgisst of hanriny ot advisory
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- processes aimed at soliciting the views of all concerned has
fanned distrust and disrupted construct1ve negotiation. Arbitrary

adoptidn of regulations causes dismay and spawns Titigation.

5. These deficiencies have caused internal and external Joss of confidence

in the Department.

a.

De

_within the Department, program administrators report that they co

not command the authority or support necessary to operate programs
and thus to be held accountable for results. Decisions are passed

'up the line' and made without sufficient consultation by those

with greatest experience in a particular program. Yet, they must

Tive with repercussions and try to defend policies they disapprove.

Their integrity is challenged and professional pride is degraded.

Loss of confidence is prevalent amongst individuals and organizations
outsidé of the Department who are indisbensible to the successful
operation of state health programs. Distrust in the capacity of

the Department to bring order to 1ts programs is 1mped1ng the

placement of new health programs in “the Department even when it

is Togical to do so.

Conditiohs which now prevail cannot be fairly attributed to a failure in

. the logic of consolidation of state health programs, but rather to the

methods employed in carrying out the merger. Those;gli;igllg_charged_with

respohsibility'for implementation of the consolidation were, in fact.

not in supportiof such a merger.

{
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Recommendations —

1. The Governor should enunciate clear health goals and policy initiatives
for California and commit the administration £o build competence and
confidence in the Department. His continuous leadership is essential
to the restoration of the Department to a position where it can function
effective1y>for the citizens of the State and vesume national leadership

in health affairs.

5. A Board of Health, chaired by the Director of Health, should be estab-
1ished with statutory responsibility as a publicly accountable body t§
review major health policies; to serve as the designated final authority
for statewide health planning; to establish hearing and advisory mechanisms
that will assure an open process of public particﬁpétion in the formulation
of regulations; and to adopt health regu1ations. The establishment of
such a statutory Board vested with the responsibiTity for directing and
coordinating all technical departmentaT structures would permit the
abolition of';ome boards and advisory committees presently participating
in the programs of the Department. The first task of the Board should be

to study the advisory bodies and outline how they should be streamlined.

3. The Governor, Agency and Department should:
a. Undertake a phased and deliberate approach to administrative change,
addressing first only those functions which require immediate modifi-
cation to achieve adequate program performance, with particular |

emphasis on creation df a strong planning and evaluation structure

within the Department;




b;,‘Estab11sh clear channexs of conmunxcauaon and delegated Ievels of
authority and respons1b111ty from uhe Governor to the Agency and the
Department and its staft; |

¢. Restore to program managers effective participation in administrative

processes essential to fuifil]ing—their responsibilities;

4. Divest the Health and ¥elfare Agency of all opereting'units and charge

the Department of Health with responsibility for operation of health

programs.

e, Develop & reg1ona1 patiern of field operat1ons that w111 Tink effec-
t1ve1y services provicad to peop?e by public and private providers
in preventive medical programs, Medi- Cal, Short-Doyle, Regional

-_Centers for developmen»aT disability and the State Hospitals.

.The system of gob classification and promotion in the Department should

be revised with outs1de professional personnel consultat1on, in order to
nlace in posxt1ons of major respons1b111ty persons who are professionally

qua11f1ed and otherW1se capable of performing their duties with competence

“for a period of time long enough to do a constructive JOb This personnel

study should also include an analysis of the need for additional positions

that are exempt from state civil service.

-~ The Department should re-establish the historic partnérship between the

State and counties in the provision of health services and rebuild a

-COnstructive're]ationship with federal off1c1a1s, the State Legislature,
, the pr1vate health community and consumer groups. Competent veporting of

departmental act1v1t1es will accelerate the recovery of trust and

confidence. .




