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On January 26, 1972, the Secretary of Health, Education, and Welfare directed
the establishment of the Office of Mental Retardation Coordination. This new
unit replaces the Secretary's Committee on Mental Retardation, and will be
responsible for the duties formerly assumed by that Office.

Functions:

- Serves as a means of coordination and evaluation of the
Department's mental retardation activities.

- Serves as a focal point for consideration of Department-
wide policies, programs, procedures, activities and
related matters relevant to mental retardation.

- Serves in an advisory capacity to the Secretary in
regard to issues related to the administration of the
Department's mental retardation programs.

- Serves as liaison for the Department with the President's
Committee on Mental Retardation.

Location and Staff:

The Office is a unit of the Office of the Assistant Secretary for
Community and Field Services. As such, it receives policy direction and
supervision from Mrs. Patricia Reilly Hitt, Assistant Secretary for Community
and Field Services. Mr. Wallace K. Babington serves as the Director.
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Coordinating Committees:

Steering Committee: Consists of representatives of the Office of the
Assistant Secretary for Health and Scientific Affairs, Social and Rehabilitation
Service, Health Services and Mental Health Administration, National Institutes
of Health, and QOffice of Education. This group will be responsible for advice
and consultation in the implementation of the Office function as stated above.

Mental Retardation Interagency Committee: Consists of representatives
of all mental retardation operating programs. Its functions will be teo provide
a means of communication, information exchange and program development for
agency staff concerned with Federal mental retardation activities.

Regional Office:

The Secretary has directed that an interagency coordinating committee
be established in each of the Department's Regional 0ffices. At the present
time, the Regional Offices are served by a mental retardation coordinator
located in the Office of the Regional Director. The new committee will be the
responsibility of that staff member.

Public Information:

Publications formerly issued by the Secretary's Committee on Mental
Retardation are now available from the 0ffice of Mental Retardation Coordina-
tion, U. S. Department of Health, Education, and Welfare, Washington, D. C.
20201. All inquiries should be directed to that office.
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I. INTRODUCTION

Since 1969, the Division of Developmental Disabilities, Rehabilitation Services
Administration, has been responsible for collecting and publishing data on the
institutionalized mentally retarded persons in the United States. These data
are extremely useful in planning for facilities and services, research and
training, and legislation and financing. In an effort to provide current data,
the provisional survey statistics tabulated in current Facility Reports are
collected and published annually for certain patient movement and administra-
tive categories by State for the Public Institutions for the Mentally Retarded
(referred to as "Imstitutions" in this report).

Trends in certain patient movement categories for institutions which are de-
picted graphically for the years 1950-1970 are indicated numerically for the
vears 1963-1970 in Table 1, and include estimates for under-reporting wherever
possible., These totals which are the most complete available, supersede totals
published in prior reports. Also shown in Table 1 are the same data expressed
in index numbers with 1963 used as the base year. Thus, percent change since



the base period cam be read directly from Table 1, with increase being numbers
greater than 100. For instance, the 1964 index number for admissions is 102,5.
This means that admissions in that year were 2.5 percent greater than base
period admissions. An index number shows the percent change between a specific
year and the base period. It does not indicate percent change between a
specific year and the hase period. It does not indicate percent change hetween
years other than the base year. Table 2 shows detailed patient movement and
administrative data for each State. Definitions of terms used in this report
are given in Section ITT.

IT. HIGHLIGHTS

For the third consecutive year the number of resident patients in the Public
Institutions for the Mentally Retarded decreased. This decrease of approx-
imately 2500 residents was slightly less than that evidenced in 1969 and
lowers the number to pre-1965 levels., As in the previous year this decrease
was associated with an increase in the number of resident facilities; from
180 to 140. At the end of FY 1970 there were 186,743 resident patients in
these institutions.

The annual number of total admissions over the years has fluctuated between 13
and 17 thousand. In 1970, there were 14,985 total admissions, which is
approximately equal to the 1969 figure. This resulted in a rate of 7.5 per
100,000 population which indicates no change from the 1968-1969 rate,

The number of net releases showed the same marked increase in 1970 as the
preceding year over the generally moderate year by year increase during the
60's with the exception of 1965, a year in which there was a large increase

in total admissions. In 1970, there were 14,702 net releases which equaled
1969 and represents an increase of about 26 percent over the 1968 figure. The
rate per 1,000 average resident patients was 78.0 as opposed to 60.5 in 1968.

The annual number of deaths in institutions has remained fairly constant since
1958, as has the death rate per 1,000 average resident patients. This rate has
been about 19 for each of the last tenm years, except for 1958, when the rate
rose to 23 per 1,000 average resident patients.

There are now 117,000 full-time personnel caring for the mentally retarded in
these institutions. The ratio of resident patients to personnel has consistently
reflected more personnel per patient over the years, and in 1970, as in the
previous three years, there were less than two resident patients for each full-
time employee. 1In 1960, this ratio was three to one.

The maintenance expenditures for the care of patients have also greatly in-
creased., The figure of approximately $871,000,000 in 1970 is more than three
times the amount spent in 1960. Converting these data into raties, $11.64 was
spent each day per patient under treatment in 1970, as compared with $4.25 in
1960, a 174 percent increase over this period.



I1ITI. DESCRIPTION AND LIMITATIONS OF THE DATA
A. Patient Movement Data

The summary data presented in this report may be used to analyze the annual
changes in year end populations of the Public Institutions in terms of three
categories of patient movement (admissions, net releases, and deaths). These
categories are defined as follows:

1. Admissions: This category includes first and readmissions. First Admis-
sions are all patients admitted to a public institution for the mentally retarded
without a record of previous care, i.e., a record of an admission and a formal
discharge, in either a public or private institution anywhere. Thus, a patient
coming into & public institution for the mentally retarded from a hospital for
mental disease would be considered a first admission. Readmissions are all
patients admitted with a record of previous care in a public or private insti-
tution.

2. Net Releases Alive from Institution: The concept of '"met release alive
from Institution" takes into account movement of patients into and out of the
Institution since this quantity is the number of placements on extramural care
plus direct discharge from the Institution less the number of returns from
extramural care, all occurring during any one year, National data on placements
and returns from extramural care are not available but net releases may be
computed from less detailed movement data as;:

Net Resident All Admis- Deaths Resident
Releases = Patients + sions - in - Patients
Alive from Beginning Excluding Insti- End of
Institution of Year Transfers tution Year

Interpretation of net releases alive from Institution should be made with caution.
This quantity is the net number of releases alive from the Public Institutions in
the State system and includes not only direct diacharges to the community and
placement on leave but also direct discharges to other inpatient facilities out-
side the State system such as public mental hospitals, boarding care homes, and

public institutions in other States. The number of net releases is used as a
measure of movement out of the Institution rather than the total number of dis-
charges because many discharges occur while patients are already outside the
Institution on extramural care. The number of net releases may be considered an
estimate of the number of effective releases from the Institution under the
assumption that subtracting returns from leave during the year removes only the
short term visits, leaves, and escapes and retains the effective releases; i.,e.,
those from which the patients did not return to the Institution within the time
period covered.

3. Deaths in Institution: This category includes only deaths occurring to
patients resident in the Institution and does not include deaths among patients
on leave, even though these patients are still on the Institution books.

4. 7Patient Movement Ratios per 100,000 Civilian Population: The admission
ratio measures the proportion of people coming under care during the year while
the resident patient at end of year ratio measures the proportion of the popula-
tion under care at one point in time.
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5. Patient Movement Ratios per 1,000 Average Resident Patients: These ratios
relate each of three movement categories; Total Admissions, Net Releases, and
Deaths, to the average resident population, thus providing indexes of the amount
and type of patient movement activity that occurred during the year. Tt should
be kept in mind that the ratios shown in this publication are based on totals and
as such they have the limitations of totals. They are not standardized for such
important variables as age, sex, medical classification, and years in the Insti-
tution, To illustrate how these ratios are descriptive of changes in resident
patient populations, consider the following hypothetical examples:

Suppose that the resident patient populations in State A and State B each in-
creased by three percent (or 30 per 1,000). Considering only these data gives a
limited and potentially misleading view of patient movement activity. However,
now suppose that the patient movement ratios are computed to be the following:

Movement Category - State A State B
Admissions ) 99.3 162.7
Net Releases ‘ 79.9 144 .0
Deaths 16.3 15.7

These ratios show that State B has much higher rates of patient meovement into

and out of the Institution than State A. While these ratios highlight areas of
difference between the two States, conclusions based only on these ratios may

be faccacious. The differences can be isolated further by analyzing the data

in terms of the patient characteristics mentioned above {age, sex, and medical
classification}. Even at this point, one cannot evaluate the relative efficacy
of the two public institutional programs since differences in patient movement
ratios between States may also be attributable to a great many other factors,
such as policies and laws controlling admissions and release, the ways in which
the public institutions are utilized by the communities they serve, the types of
patients admitted, the various treatment programs within the Institutions, and
the availability of various community facilities that can serve as adjuncts or
alternatives to institutionalization. Since the reasons for interstate differences
in these movement ratios are complex and vary considerably from Institution to
Institution within and between States, ratios constructed from gross movement data
(i.e., State totals) cannct be used to measure the therapeutic effectiveness of
various programs.

6. Ratio of Net Releases to 1,000 Admissions: The ratio '"net releases per
1,000 admissions'" is a convenient index for summarizing the live net movement into
and out of the Institution. For example, if the ratio is less than 1,000 there
were more admissions than net releases. Note that this index does not relate net
releases to admissions in the sense of a percent or rate because not all releases
during a year derive from the admissions during that year. Some of these net re-
leases occurred to patients with lengths of stay greater than one year, that is,
patients admitted during some prior year.



B. Expenditure Ratios

The expenditure per average daily resident patient has been the most commonly
used ratio for comparing Institution expenditures. TIts major limitation is that
it does not adequately take into account the number of admissions for which a
large share of the expenditure is required., If the patient base is enlarged to
include admissions during the year, the resulting sum is the best available
estimate of patients under treatment during the year, This quantity is actually
defined as:

Patients Resident A1l Admissions Returns from Leave

under = Patients + Excluding + among Patients on

Treatment Beginning Transfers Leave Beginning of
of Year Year

The estimate, however, doesg not include the last term since these data are not
available nationally.

The ratio of expenditures to patients under treatment appears to be a more
realistic measure, but it does not solve the problem completely. While a larger
share of the expenditures Is required for the care of admissions, the index
weights both admissions and resident patients equally.

C. Interstate Variation

Considerable variationm among the States in patient movement, personnel, and ex-
penditure data is indicated in Table 2.

Actual numbers are not comparable among States since they do not take into
account differences in size of population., Therefore, ratios have been com-
puted for several data categories. For example, net releases and total
admissions per 1,000 average resident patients show considerable variation,
with net release rates ranging from 21 to 557. Rates of admission and resident
patients at end of year per 100,000 civilian population also vary considerably
from State to State. Considerable interstate variation is further illustrated

by the range in expenditures per patient under treatment per day from a high
of $16.38 (excluding Alaska) to a2 low of $4.61.

However, as has been emphasized in Sections A4-A6, comparison of State ratios,
while serving to highlight areas of differences, are limited. More detailed
classifications of movement categories by such variables as age, sex, medical
classification and time on books are needed. Data on most of these wvariables
as well as more detail on personnel and maintenance expenditures will he
available in other publications. This detail will provide partial explana-
tions of the gross differences noted in the tables. Also, as mentioned
previously, other factors such as policies and laws affecting admission and
releases of patients, other community treatment facilities, effectiveness of
therapeutic programs, etc., must be evaluated to determine the extent of their
influence on interstate wvariation,






