Transcript Prepared By the Clerk of the Legislature
Transcriber's Office
Rough Dratft

LR424 Department of Correctional Services Special Investigative Committee
November 25, 2014

[LR424]

The Department of Correctional Services Special Investigative Committee of the
Legislature met at 9:00 a.m. on Wednesday, November 25, 2014, in Room 1525 of the
State Capitol, Lincoln, Nebraska, for the purpose of conducting a public hearing on
LR424. Senators present: Steve Lathrop, Chairman; Les Seiler, Vice Chairman; Kate
Bolz; Ernie Chambers; Bob Krist; Heath Mello; and Paul Schumacher. Senators absent:
None.

SENATOR LATHROP: Okay. Dan, I'm looking over here for you and you're...I still
haven't gotten used to the fact that you moved to the other side. Are we live? [LR424]

DAN JENKINS: We are live. [LR424]

SENATOR LATHROP: Okay. Terrific. Good morning, everyone. It is a little bit after
9:00. We are here today, this is the LR424 Committee, maybe our sixth hearing | think
and what | expect to be our last hearing. And today our focus is on mental health and
solitary confinement or, as they call it, administrative segregation or other euphemisms
for solitary confinement. We have a lineup of I think six or seven witnesses. Our first
witness is going to be Dr. Spaulding who | think everyone will find very, very informative.
Before we start our hearing though I'd like to have everyone introduce themselves, and
we'll start with Senator Bolz. [LR424]

SENATOR BOLZ: Senator Kate Bolz, District 29 in south-central Lincoln. [LR424]

SENATOR MELLO: Heath Mello, District 5, south Omaha. [LR424]

SENATOR SCHUMACHER: Paul Schumacher, Platte County and parts of Stanton and
Colfax County. [LR424]




Transcript Prepared By the Clerk of the Legislature
Transcriber's Office
Rough Dratft

LR424 Department of Correctional Services Special Investigative Committee
November 25, 2014

SENATOR SEILER: Les Seiler, District 33, Adams County--all of Adams and all of Hall
except for Grand Island. [LR424]

SENATOR LATHROP: I'm Steve Lathrop from the Ralston-Millard area. [LR424]
MOLLY BURTON: Molly Burton, legal counsel. [LR424]

SENATOR CHAMBERS: Ernie Chambers, Omaha. [LR424]

SENATOR KRIST: Bob Krist, Omaha and Bennington. [LR424]

DAN JENKINS: I'm Dan Jenkins. I'm the committee clerk. [LR424]

SENATOR LATHROP: Very good, and with that, | think we'll begin with our first witness.
And, Dr. Spaulding, if you would step forward. In the tradition that we've observed in this
committee, we'll have you raise your right hand, swear you in. Do you swear the
testimony you're about to give this committee will be the truth, the whole truth, and
nothing but the truth? [LR424]

WILLIAM SPAULDING: Yes, | do. [LR424]

SENATOR LATHROP: Please, thank you, and have a seat. Good morning. First of all,
good morning and thank you for being here, Dr. Spaulding. Would you start by giving us
your name and spelling your last name for us? [LR424]

WILLIAM SPAULDING: William Spaulding, S-p-a-u-I-d-i-n-g. [LR424]

SENATOR LATHROP: All right. And, Dr. Spaulding, can you give us your professional
address? [LR424]
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WILLIAM SPAULDING: Department of Psychology, University of Nebraska at Lincoln.
[LR424]

SENATOR LATHROP: Okay. And | want to make sure you speak up loud enough so
that | can hear and that we get a good transcript of the proceedings, if you would. Would
you go through your education for us? [LR424]

WILLIAM SPAULDING: | received my Ph.D. in clinical psychology from the University of
Arizona in 1976. | was a postdoctoral fellow in mental health research and teaching at
the University of Rochester, Department of Psychiatry between 1976 and '79. |
accepted a faculty appointment at UNL in 1979. | received tenure there in 1987 and was
promoted to full professor in 1993, and I've been there ever since. [LR424]

SENATOR LATHROP: | assume that's a teaching position. [LR424]

WILLIAM SPAULDING: It's a teaching and training position. I'm on the clinical faculty
and my primary responsibility is to train doctoral-level graduate students in clinical
psychology. And | also do research primarily on schizophrenia, its treatment, and
rehabilitation. [LR424]

SENATOR LATHROP: Okay. During the period of time that you've just given us, you
said you started at UNL in 1979, have you also maintained a practice in psychology?
[LR424]

WILLIAM SPAULDING: | practiced through my faculty position because it's primarily a
training faculty position. Much of what I do is clinical practice, but it's in the context of
teaching doctoral graduate students. [LR424]

SENATOR LATHROP: Are you a member or have you chaired a board, the purpose of
which is Nebraska psychologists? [LR424]
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WILLIAM SPAULDING: Yes. I'm the immediate past president of the Nebraska
Psychological Association and presently that also entails being the chair of the
legislative committee whose main responsibility is liaison to the Unicameral. [LR424]

SENATOR LATHROP: Okay. Doctor, I'm hoping today to get sort of a perspective on
mental health in Nebraska and ultimately to bring that discussion to the prisons or the
corrections, Nebraska Department of Corrections. So if we could, perhaps we can have
you start...you're familiar with the history of mental healthcare in Nebraska? [LR424]

WILLIAM SPAULDING: Yes. [LR424]

SENATOR LATHROP: Okay. Can we have you outline for us how mental healthcare
was provided in Nebraska, the role of the state of Nebraska in, say, the pre-2004 period
of time? [LR424]

WILLIAM SPAULDING: Well, the contemporary era most people would date to the
mid-1970s when the national deinstitutionalization movement was implemented in
Nebraska. And virtually overnight what was then called the "Lincoln State Hospital" and
some other hospitals in Nebraska saw a drastic reduction in their inpatient populations
as those patients were transferred to community treatment facilities. Unlike much of the
rest of the country, southeastern Nebraska was fairly well prepared for that transition.
And at that time a group of rather visionary practitioners and administrators configured
the Lancaster County Mental Health Center as the main recipient for this population to
come out of the regional centers. The Lincoln area was also fortunate to have a private
corporate entity, well known, associated with Mary Hepburn-O'Shea to provide housing
and other kinds of living assistance to this population as they came out of the regional
centers. When | came in 1979, it was in large part because | perceived in the regions
surrounding the university a unique opportunity to study the treatment and rehabilitation
of schizophrenia because of the relatively advanced state of that system. As it
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happened shortly after | arrived, then the Department of Public Institutions, which was
the state-level entity that governed the state hospitals, issued a mandate to reach out to
those patients who had not benefited from the first wave of deinstitutionalization and
institute modern treatment practices within the state hospitals that would help those
individuals whose disabilities were too grave to benefit from the first wave to finally
escape the institutions. | was approached because at that time it was known that | had
specialized in that kind of research to collaborate with a group at Lincoln Regional
Center to develop a modern forward-looking treatment and rehabilitation unit, which |
did. The unit started in 1982, and by 1988 we had, in fact, evolved to a point where we
were pretty much up to state of the art and had actually become eligible for fairly large
federal research grants which are only granted to research settings that can
demonstrate that they already are pretty much at the state of the art and, therefore, in
position to do pioneering research on new treatment modalities. So starting in about
1990, my research group at the university was closely collaborating with the leadership
of Lincoln Regional Center. We created a rehabilitation unit. We moved into a 40-bed
unit that had previously been the back ward, so-called, of the state hospital. Back ward
not only because the patients were the most disabled but also because it was the
destination of the most problematic state hospital employees as well. And as has been
done in other venues, we were able to create a very successful rehabilitation program
discharging some of the most disabled and chronically institutionalized patients in the
system. As the technology developed, and it did develop rapidly in the 1990s, at the
national level we developed amazing new technologies that achieved outcomes that
had not been foreseen. And those developments paralleled a new realization that
people with severe mental illness actually are potential of far greater levels of recovery
than had ever been imagined. And so as the new technologies and the new
expectations came, we were able to keep up with that. We added the new treatment
approaches as they became available. We continued to do front edge research proving
the efficacy of these new treatments. And by the end of the nineties, we had extended
those operations to a very close relationship with the county mental health center itself
so that by 2004 | would say that the collaboration between Lancaster County and the
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surrounding areas and Lincoln Regional Center was second to none in the world. We
attracted large numbers of professionals, administrators from the United States and
Europe to study our program to figure out what they could do to do similar things in their
system and to achieve similar outcomes. We exported a lot of our technology to other
treatment venues, had a lot of relationships with colleagues around the world. [LR424]

SENATOR LATHROP: So at this point in time, you brought us in the history of care for
the mentally ill to 2004. We've had one wave of deinstitutionalization, which | think you
said happened in 1970. [LR424]

WILLIAM SPAULDING: In the seventies, yeah. [LR424]

SENATOR LATHROP: And now we're at 2004 and practicing at the state of the art.
[LR424]

WILLIAM SPAULDING: Pretty much, yes. [LR424]

SENATOR LATHROP: And is that specific to the Lincoln Regional Center and
southeast Nebraska or would that have been true for the entire state? [LR424]

WILLIAM SPAULDING: There's quite a bit of difference across the state, and | can only
really speak with personal experience to what was happening in southeastern
Nebraska. [LR424]

SENATOR LATHROP: All right. What happened in 2004 then? [LR424]

WILLIAM SPAULDING: Well, let me direct you to your handout. [LR424]

SENATOR LATHROP: Sure. [LR424]
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WILLIAM SPAULDING: | anticipated some of your questions, so | made some
handouts. And if you'll look at page 2 at the bottom of the page you'll see a graph there.
This is not my data. This is data that was collected by the Lincoln Police Department.
They started tracking the number of police calls that they received that turned out to
have some kind of mental health implication. And they started collecting that data in
2001 and they continue to collect it. | should also say at this point that the Lincoln Police
Department has been equally progressive and state of the art and much of our success
is associated with our...was associated with our continuing collaboration with law
enforcement. So if you'll look at that, the line in that chart, you'll see that from 2001 to
2004 the police calls involving mental health problems actually was slowly decreasing.
And then something happened in 2004 that started a linear increase that continued. It
appears to be starting to level out in around 2009 at a much higher level, but then
something else happens and it jumps up again. So it's reaching new levels in 2011 and
'12 and continues to do so today. [LR424]

SENATOR LATHROP: So what precipitated those increases in mental health calls as
documented by the Lincoln Police Department? [LR424]

WILLIAM SPAULDING: Well, two things happened that are associated with that
chronology. One is the implementation of LB1083 in 2004. [LR424]

SENATOR LATHROP: Tell us what LB1083 did. [LR424]

WILLIAM SPAULDING: LB1083 was a mental health reform bill that was designed to do
a number of things, most primarily reduce the state's dependence on state hospitals,
which was a good thing and there was consensus that that was a good goal. By the
time it made it through the legislative mill, it was somewhat different than originally
conceived, and although it did result in reduced beds in the state hospitals, it also
resulted in organizational changes across the system. Probably the most significant of
those changes was a delegation of much of the state's state-level mental health
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planning and administration activities to the levels of the regions. There are six regions
in this state. The state is divided into six regions for the purposes of mental health
service administration. [LR424]

SENATOR LATHROP: When you talk about mental health institutions, are you referring
to what we generally regard as regional centers? [LR424]

WILLIAM SPAULDING: Regional centers, also known as state hospitals most
generically, yeah. [LR424]

SENATOR LATHROP: And did we close a number of them in connection with LB1083?
[LR424]

WILLIAM SPAULDING: We closed a number of beds in them and arguably some of
them were actually closed, although we could probably argue about what that means.
There were a lot of political and economic considerations involved in that. For example,
Norfolk changed from a state hospital that served a traditional psychiatric population to
one that now serves exclusively a sex offender population. And | should say that one of
the developments during that period was the nationwide implementation of laws that
were designed to protect the public from sex offenders, the typical mechanism being
when the offender jams out of prison time. If they are seen to be still dangerous as a
sex offender, there's a specific mechanism by which they can be civilly committed to a
state psychiatric institution. [LR424]

SENATOR LATHROP: At the completion of their sentence? [LR424]

WILLIAM SPAULDING: Correct. [LR424]

SENATOR LATHROP: Okay. So LB1083 is designed to take patients, much like the
developmentally disabled, to the least restrictive environment, and that in itself is a
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worthy goal. [LR424]

WILLIAM SPAULDING: Everybody agreed at the time. The differences of opinion were
about the degree of reduction that was optimal for a state like Nebraska. Ultimately the
arguments ranged from we needed to reduce hospital beds 30 percent to 60 percent,
and that's a large difference in opinion. And if you go by national statistical norms, the
indicated reduction would have been closer to 30-40, to 40 percent. What we actually
did was reduce closer to 60 to 70 percent. [LR424]

SENATOR LATHRORP: Did LB1083 have a trade-off, which is to say they were going to
take resources from the state institutions and then take them into the community? Was
that the promise or the theory behind LB1083? [LR424]

WILLIAM SPAULDING: That was very much the intent. The discussion at the time was,
very much included the concern that, simply stating, closing the state hospitals would
put the patients at risk if there were not suitable alternative services in the community.
Starting with the 1970s deinstitutionalization, this had been widely acknowledged to be
a problem with deinstitutionalization. On the one hand, deinstitutionalization was
accompanied by a federal act that created the public community mental health system.
On the other hand, it didn't do what needed to be done, and by the end of the 1970s, a
substantial number of commentators were arguing that deinstitutionalization had been a
failure. It had simply created a process that some call transinstitutionalization, putting
patients formerly in state hospitals into community...what were called "mental health
ghettos" of extremely impoverished conditions or into the correctional system. The
problems that were initially identified with deinstitutionalization continued and that
commentary continued even until today where policy commentators continue to point
out the flaws in our continuing efforts to reduce institutional populations not being
coincident with successful efforts to transfer those resources into the community. And
that...Nebraska's experience is essentially a recapitulation of that. For all of the good
intentions of LB1083, nobody really seems to know where all of that money went that
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was freed up when we closed them. [LR424]

SENATOR LATHRORP: All right. And | was going to ask you about that. And so if |
understand, and this is very general. I'm sure LB1083 has a lot of facets to it. But we
were going to close some of the beds in the institutions, put some of the resources out
into the community to take care of the people that would no longer occupy those beds
that were being closed, and we were going to turn over the administration to six regions
across the state. [LR424]

WILLIAM SPAULDING: Yes. Well, to some degree. The language of the statute is not
that unequivocal. | mean, the state still retained a responsibility for making sure that the
funds were used appropriately. So the debate would... [LR424]

SENATOR LATHROP: Okay. How did we do with LB10837? Tell us what our experience
has been. [LR424]

WILLIAM SPAULDING: Well, it was a checkered experience. It started off pretty good.
There was quite a bit of intensive planning in 2002 and 2003. | mean, it was a long time
coming and all of those of us involved knew what the challenges would be and we
attempted to plan for it. One part of the planning in which | was involved, at that time |
was the director of the clinical training program at UNL, and the administration set up a
special task force at that time that was composed of all of training directors of mental
health professional training programs in the state. So they're the two psychiatry
residency program directors, the psychiatric nursing director, the school of social work,
all of the programs that train professionals to serve people with severe mental illness
were brought together in a task force to develop a document that was known as the
best practices document. And the idea was that we're going to establish for sure what it
is, what kinds of services and what kind of approach is going to be necessary to serve
these people that are going to be discharged from the state hospitals as a consequence
of LB1083. That group produced such a document, and many states have produced

10
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similar documents. It's a, | don't know, 25-some-page, carefully-worded document that
outlines what needed to be done. And that was in 2003, well before implementation
started. In addition, that best practices document enumerated 15 specific types of
treatment or treatment approach that needed to be available across the system in order
to adequately serve the population. What happened was that none of that best practices
document was ever implemented. [LR424]

SENATOR LATHROP: Was that a legislative failure or a failure of resources once we
made this switch in 2004 with LB1083? [LR424]

WILLIAM SPAULDING: Oh, boy. I think...it would be a mistake to say it was a legislative
failure. | think that the Legislature did what it could to foresee these eventualities. | think
it would have to be more an executive failure because the planning process between
2003 and 2004 basically devolved into a sort of a pea and shell game of figuring out
where we're going to place these various patients without any real consideration to what
services are going to be required or what they're going to do once they arrive in the
communities. [LR424]

SENATOR LATHROP: What's been our experience since LB1083? I'm looking at your
graph. It looks like we have more mentally ill police calls, for example, so | assume that
we had some problems. [LR424]

WILLIAM SPAULDING: Yes. Again, this is peculiar to southeastern Nebraska where we
had a more highly evolved system, and because of that it's easier to study changes. In
western Nebraska or outside of the Lincoln-Omaha metro area, it's much harder to
study these things because there was so little there before. And Lincoln is very different
from Omaha. Omaha has two medical schools and a very large metro area and that
makes for a very different venue for mental health services. But across the board, and
we've seen these failures and these various indications of the degradation of mental
health services in various ways. The Lincoln police data is especially interesting

11
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because the data was collected by an entity that really has nothing to do directly with
mental health. If you'll turn to the next page, I'll show you some more data on that. What
happened in 2009 to give another boost to the police call data was that the psychiatric
rehabilitation program at Lincoln Regional Center was closed. Now you'll recall at that
time the rehab program at Lincoln Regional Center was very much integrated with
programs at the county level. People were following a very carefully designed
step-down program so that the most severely disabled people at the Regional Center
could, once they progressed a little bit, take a baby step into a slightly less restrictive
and supervised environment in the form of a residential program in Lincoln. And we
were cranking people out of the institutions, not simply because we were
administratively closing beds but because those people were achieving higher levels of
functioning and could thereby safely function in the community. The rehabilitation
programs closed in 2009. The data that I'll show you here shows the effects of that. If
you'll look first at the graph in the middle of page 3, that's a graph that shows changes
in the rates of restraint and seclusion within the Regional Center data. Now restraint
seclusion is very difficult data to interpret. You need a lot of it. But, fortunately, state
hospitals today are required to keep restraint and seclusion data, so we had access to a
large data set of publicly accessible data. And what you see there is three stages in the
history of LRC before period, meaning before the closing of the rehabilitation unit. The
transition period is actually a period of about almost a year during which time things
were so unstable at the Regional Center that data would...like this, would be very
difficult to interpret. And then there's an after period that shows after everything had
settled down somewhat what was going on. And what the data shows was some time at
about the time that the activities were trending toward closing the rehabilitation program,
the instances of restraint and seclusion began an increase and continued to increase. A
statistical analysis of this data shows that the probability that this is random change is
astronomically low. And what we're looking at here really is a fairly linear increase to
very high, very high levels of restraint and seclusion starting around the time the
rehabilitation program was closed. This is not unexpected because one of the first
things you see when you establish new rehabilitation and treatment programs like this in

12
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a state hospital is a drastic reduction of restraint and seclusion. So what the state is
essentially showing is that if you take those programs away, the problems come right
back. [LR424]

SENATOR LATHROP: So our movement in 2004, there was actually two steps: one
was the closing of the beds in the institutions and the other is the closing of the Lincoln
Regional Center psychiatric rehabilitation program. And what you've just described is an
increase in restraints and seclusions that followed that second event. [LR424]

WILLIAM SPAULDING: Peculiar to the Regional Center, yes. [LR424]

SENATOR LATHROP: That's a bad finding. [LR424]

WILLIAM SPAULDING: That's very bad. [LR424]

SENATOR LATHROP: And suggests what? That we took a different approach? We
didn't have enough help? The staff went downhill in terms of its talent? [LR424]

WILLIAM SPAULDING: Well, it... [LR424]

SENATOR LATHROP: Why are we restraining and secluding more after 2009? [LR424]

WILLIAM SPAULDING: Right. Restraint and seclusion is sort of like the parakeet in the
mine, or is it a canary in the mine, that is an early indicator that something is going
wrong. You get increases in violence and aggression. What we knew from other
regional center documents was that the kind of state-of-the-art treatment approaches
that we had been developing for two decades were pretty much stopped. And the
Regional Center itself reverted to a state institution along the design of one more
characteristic of 1960. [LR424]

13
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SENATOR LATHROP: Can you then take us from 2004 to the present in sort of a big
picture view of the conclusion? We've made the change in LB1083. We're going to
close some of the beds, send some of the resources out into the community, and rely
on the regional centers more. Was it successful? And now I'm looking for sort of a big
picture conclusion. [LR424]

WILLIAM SPAULDING: Well, there were some critical flaws, one | mentioned, in the
planning. For all of the planning that was done, it wasn't really implemented. The rest of
the data in the handout actually shows what happened subsequently as the
reverberations extended from the Regional Center to the rest of the system. The
Regional Center really was very much integrated with the rest of the community mental
health system in 2004. And you can see, I'll just explain on page 3, there at the bottom
of the page the bar graph basically shows that there continued to be a large contingent
of people in the Regional Center after they closed the program. | show that because the
belief at the time which not only in retrospect but at the time seemed quite naive was
that if we just get rid of the rehab program then we'll get rid of these patients and we
won't have as many of these nonforensic patients in the Regional Center. That didn't
happen, needless to say, and it didn't happen nationwide, that's no surprise. The other
graphs show what happened in other parts of the system. On page 4 what you see is it
shows a decrease in the discharge rate. Basically the rehab program had been
discharging patients from the Regional Center because of their functional levels. Well,
you take away the treatment that increases people's functioning and you can't discharge
them as fast, and that's exactly what happened. If you'll ook in the middle of the chart,
that's data from the Lancaster County Crisis Center, and that's showing the number of
days that a person sat in the Lincoln or the Lancaster County Crisis Center after they
had been civilly committed but were waiting for a bed in the state hospital. And you can
see there's a precipitous increase. Basically the entire system slowly ground to a halt.
The bottom of page 4 is a rather complicated profile. I'll just tell you that it shows a
similar degradation in the outcome of the residential program in Lincoln that had been
the step down of the program. So to summarize, basically what was lost in the course of

14
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this change, particularly to the Regional Center, the mandate for evidence-based
practices was abandoned. The integration between state level services and local
community services was ended. There was an exodus of the best professionals, the
most highly trained professionals from the Regional Center, most of them went to the
VA. And we lost the medium secure step down incremental part of the system that had
been evolved to that time. And | want to pause with that because it converges with a
focal interest of this committee. There's a striking parallel in this regard between the
mental health system and the correctional system. What you hear nationally in terms of
prison reform, one of the things you hear most is prisons and the correctional system
need to have step-down programs. | mean, we all now know what happens when you
take an inmate who's discharged directly from solitary confinement into the community.
Common sense tells you that there's something wrong with that. You need step-down
programs so that people can incrementally be integrated into the community. We had
such a system in the mental health system in Nebraska, in this part of Nebraska, before
2004, and that incremental system was gradually dismantled. In response, Senator, to
your question about how that happened or what caused that, | would identify the
administrative attitudes of the leadership at the time as being a critical factor in that.
There emerged a mentality between 2004 and 2010 that the role of the state mental
health system was simply to house the most dangerous forensic patients and all other
functions would be relegated to the regions. Of course, the regions didn't see it that
way. I've noted some examples of this mentality so that you get a feel for what people
were thinking at that time. | think in retrospect, a landmark was when the director of
behavioral health services was at a Saltdogs game and was informed that there was a
group of Regional Center patients who were at the Saltdogs game. This is a group of
patients from the security unit who had earned their way to this community outing. It
was a supervised community outing. They were under supervision of Regional Center
staff. They were there because they had shown a functional improvement sufficient to
enjoy some community activities and to further motivate them to continue their progress.
The reaction of the behavioral health services director was, well, anyone that can go to
a Saltdogs game doesn't need to be in the state hospital. That attitude trickled down to
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the CEO of the Lincoln Regional Center. Similar ideas were very much vocalized by the
medical director of the Lincoln Regional Center to the point that one could "fill in the
blank." If you're able to fill-in-the-blank, then you don't need to be in the state hospital.
And the fill in for that blank devolved from if you can't go to a Saltdogs game down to if
you can't...if you're able to go outside for a five-minute walk, then you don't need to be
in the Regional Center. So because of that mentality, the Regional Center itself lost all
of the incremental dimensions of progress into the community. [LR424]

SENATOR LATHROP: Was this the mental health patient equivalent of the state
kicking...making an unfunded mandate down to the counties or the regions? [LR424]

WILLIAM SPAULDING: | think... [LR424]

SENATOR LATHRORP: In other words, let's empty out the regional centers and make it
the problem of the regions and they can deal with it and they can spend their money
and not the state money on these patients. [LR424]

WILLIAM SPAULDING: Well, there are striking parallels. The only qualification to that is
since we don't know where the money went, we don't know whether it was unfunded or
not. But certainly there was no direction from the state level and no careful attention to
exactly what the regions were supposed to be doing. They were left to figure that out
themselves. [LR424]

SENATOR LATHROP: Okay. [LR424]

WILLIAM SPAULDING: And there were other problems that exacerbated what we saw
at that time. We're pretty sure that the resources did not arrive. The lack of state
responsibility for that is one potential reason, but there's another important reason that
I'd like to point out. [LR424]
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SENATOR LATHRORP: Okay. [LR424]

WILLIAM SPAULDING: And that is an evolution within the larger mental health industry
toward a business model that is used by mental health services providers that depends
on exploiting the availability of public funds for mental health services, but it's a model
that emphasizes directing far fewer resources to direct care with much greater
overhead. So what you have is nongovernmental agencies who are taking over the role
of the historical state hospitals and so on but really with no intention to provide the same
services to the same patients with much higher, much higher administrative overhead,
meaning salaries, to the leadership. And the leadership of these entities are essentially
professional fund-raisers, and very few resources going to direct providers. So instead
of doctoral providers in the front lines, you now have people not only at the master's
level but even without actual professional credentials providing services to the most
disabled and severely ill of the patient population. And that also is one of the factors that
has degraded the services in this part of the state. [LR424]

SENATOR LATHROP: And the interest of this committee is, of course, in the bigger
picture of mental health but how it impacts Corrections and the population in
Corrections and how Corrections became essentially a holding place for the mentally ill.
So that this committee and | better understand, do | get from your testimony to this point
in time, for a variety of reasons since 2004 we took people out of the institutions with the
promise that they would get care in the community? The dollars were supposed to
follow them into the community and that hasn't happened. They're not getting the care
they need. The people that formerly would receive care in institutions in a
state-of-the-art institution, for that matter, are now out on the street and many of them
aren't getting the level of care they need. [LR424]

WILLIAM SPAULDING: That's it in a nutshell. [LR424]

SENATOR LATHROP: And that is a direct result of we're not practicing at the standard
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of care, we didn't send the resources from the regional centers to the communities, and
if we did, much of it was chewed up by administration and not direct care. And then
there's also another element you and | have talked about, which is that patient that was
formerly at the Regional Center, a difficult patient at that oftentimes, is not the person
most people in the community want to provide care for. [LR424]

WILLIAM SPAULDING: Right. [LR424]

SENATOR LATHRORP: Tell us about that. Tell us about the free market as it relates to
getting dollars to and providing care for the most difficult mentally ill. [LR424]

WILLIAM SPAULDING: Well, first, let me say that I'm an agnostic regarding the larger
issue of privatization. | certainly would not argue that privatization is generically a bad
idea. The problem that we have with mental health services is rather technical in that
regard. There are a number of features or characteristics of the historical state
institutional population that make it extremely difficult to write a good business plan that
will keep you afloat while you're serving this population. And those features include the
fact that you're talking about people with lifelong disabilities. This is not a population
where, like with family healthcare, where you're dealing with people that get sick at a
particular time and need treatment and then they're better. You're talking about people
that have developmental problems, and even ilinesses like schizophrenia have
significant developmental dimensions. We're talking about lifelong needs here. And it's
just extremely difficult to turn a profit or even stay afloat if you're providing services to
that population. Another feature is the high risk. It's been since the 1980s that there's
been any voluntary patients in any state hospital. They're all either civilly committed or
under court-ordered treatment because they are mentally ill and dangerous. And if
you're going to serve a high-risk population like that where there's a significant risk that
someone is going to be harmed, that brings a lot of costs into the calculation and that's
another reason why it's very hard to write a good business plan to take care of those
costs. It can be done. You need a battery of attorneys and all kinds of careful planning
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and technical sophistication to make sure that you're managing the risks. [LR424]

SENATOR LATHRORP: So are you telling us that the high-risk population that formerly
treated in the regional centers were left behind out in the community-based care?
[LR424]

WILLIAM SPAULDING: Left behind is probably the best single phrase for it. [LR424]

SENATOR LATHROP: All right. And what's happened to that population? Are we now
incarcerating them? Take us from this, the realities of making the transition to the
community, the difficulty with treating the chronically mentally ill that are high risk, and
lifelong patients to the Corrections. Are these folks ending up in the Department of
Corrections as criminals? [LR424]

WILLIAM SPAULDING: Many of them are. This is very difficult to study scientifically, so
| can only like give you kind of indirect kinds of answers. Different things are happening
to different people. Clearly, one thing that's going on is we're expecting the correctional
system or even local law enforcement, as is evident in the Lincoln Police Department
data, to take over or compensate for the shortcomings of what...of the mental health
system that we've created. There's a lot of consensus nationally that there's been this
transmigration. | would commend to you a recent report, a collaboration between the
Treatment Advocacy Center, which is a national study think tank for mental health
issues, and the National Sheriffs' Association. They just put out a comprehensive state
survey, state-by-state survey, that illuminates this issue. Among the facts revealed in
that survey, there are ten times as many people with mental illness in our prisons now
as we have in state hospitals. In 44 out of 50 states, the prison population of people with
mental illness is larger than the population of people in the state hospitals. The largest
assemblages of people with mental illness in the country, the three largest institutions
are the Los Angeles County Jail, Cook County Jail in Chicago, and Rikers Island in New
York. This was a state-by-state survey and it was recent enough, by the way, that the
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