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services system, including DCs as well as community-based services, includes $4.7 
billion ($2.7 billion GF). 
 
The first DC opened in 1888, and residents with developmental disabilities were typically 
co-mingled with patients whose primary needs were related to mental illness.  At their 
peak in 1967, the state’s DCs housed more than 13,000 people.  Since the late 1960s, 
however, California has been reducing its use of DCs as a placement for individuals with 
developmental disabilities.  In general, this decline in the use of DCs coincides with the 
development of strategies to allow individuals to live at home or in other community-
based living arrangements, e.g., new assessment and individual service planning 
procedures and appropriate services and supports.   
 
The focus of this hearing is on some of the critical issues facing the state as it continues 
to decrease reliance on institutional care in DCs.  First, the state must continue to ensure 
the health, safety, and well-being of individuals who reside in DCs.  Recent, serious 
licensing citations related to the Sonoma DC have raised questions about whether this 
fundamental obligation is being fully met there and about how the protection of clients in 
DCs can and must be improved.  Second, the state must ensure the timely, safe, and 
effective transition of clients who are exiting DCs in order to reside in their communities.  
This obligation exists on a statewide basis, and is particularly relevant with respect to the 
ongoing process of closing the Lanterman DC.  Finally, looking forward, the state must 
implement new statutes enacted as part of the budget process that significantly narrow the 
basis for admissions into DCs and for making other restrictive placements for individuals 
with especially complex needs.  DDS, regional centers, advocates, and other partners 
must assess the needs of developmental services consumers with challenging needs, 
including severe behavioral issues, co-occurring mental health disorders, and other 
complexities.  Working together, stakeholders must also bolster the breadth, availability, 
and processes for accessing specialized resources to support these consumers.   
 
II.  BACKGROUND    

 
A. DEVELOPMENTAL  CENTER AND DEVELOPMENTAL  SERVICES 

OVERVIEW 
 
California’s four DCs lie on large campuses with various residential units; many of them 
were built more than a century ago to house individuals who were unable to remain at 
home.  Each DC has a mix of units that are licensed as skilled nursing facilities, general 
acute care hospitals, or intermediate care facilities.  Housing within the units is based on 
the needs of individual residents.  In addition, the state operates a smaller community 
facility.  
 
The DCs are part of a larger system of care overseen by DDS that also includes services 
and supports (e.g., day programs, transportation, employment supports) for 
approximately 250,000 people with developmental disabilities who live in their 
communities (e.g., with parents or other relatives, in their own houses or apartments, or 
in group homes).  Care outside the developmental centers is coordinated through 21 non-
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profit regional centers, which manage individual cases and contract for appropriate 
services in their local communities.  Regional Centers are non-profit organizations that 
provide diagnosis and assessment of eligibility and help plan, access, coordinate, and 
monitor consumers’ services and supports.  Regional Centers also are one of the entities 
responsible for oversight of the care of individuals residing within developmental centers. 
 
 A developmental disability is defined as a severe and chronic disability that is 
attributable to a mental or physical impairment that begins before age 18 and is expected 
to continue indefinitely.  These disabilities include mental retardation, cerebral palsy, 
autism, epilepsy, and other similar conditions.  Infants and toddlers (age 0 to 36 months) 
may also be eligible for some developmental services if they are at risk of having 
developmental disabilities or if they have a developmental delay.  
 
Determination of which services an individual consumer needs is made through the 
process of developing an Individualized Program Plan (IPP).  The IPP is prepared jointly 
by an interdisciplinary team that includes the consumer, parent/guardian/conservator, 
persons who have important roles in evaluating or assisting the consumer, and 
representatives from the regional center and/or DC.   
 
Under the law that existed prior to 2012 statutory changes described later in this 
document, individuals with developmental disabilities could be placed in DCs through 
involuntary judicial commitment because of a danger to themselves or others or in order 
to restore their competency to stand trial on criminal charges, or with judicial review in 
other circumstances, including voluntary placements. 
 
B.  BUDGET FOR DEVELOPMENTAL SERVICES AND CENTERS 
 
The 2012-13 Developmental Services budget includes approximately $4.7 billion [$2.7 
billion General Fund (GF)].  Of this total, approximately $550 million ($328 million GF) 
is dedicated to DC expenditures.  The receipt of federal funding for DCs is contingent 
upon satisfying requirements in eight licensing categories.  The two main sources of DC 
costs are: 1) personnel and 2) operating expenses and equipment.  There are 
approximately 5,150 staff positions allocated to DCs for 2012-13.  
 
The 2011-12 budget also included uncodified trailer bill language that required DDS to 
reimburse the Office of Statewide Audits and Evaluations within the Department of 
Finance for a review of the budgeting methodology used to establish annual budget 
estimates for DCs.  The audit, which was completed in April 2012, found that overall the 
DDS budget methodology for DCs was reasonable and accurately calculated.  
Specifically, the audit found that the methodology took into account relevant budgetary 
drivers, including the DC client population, evaluations of client needs, and prior 
expenditure levels.  At the same time, the audit did find that some staffing standards and 
evaluation systems were outdated and made recommendations for changes.  One of those 
systems is the Client Development Evaluation Report (CDER) program.  As a result, 
DDS began using an updated CDER intended to better reflect the needs of the current 
population and established a category to better capture the needs of the dually diagnosed.  
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These changes were incorporated in the May Revision and final 2012-13 budget.  Non-
level-of-care staffing standards were also updated.  
 
Recent Reductions to the System 
 
Over the three years from 2009-10 to 2011-12, DDS GF spending remained relatively 
flat, even while the developmental services caseload grew.  In general, this cost 
containment occurred because of: 1) increased use of federal and other funding sources; 
2) a reduction in the rate of payments to service providers (ranging from three to 4.25 
percent); and 3) administrative changes, cost-control measures, and some service 
reductions. The anticipated savings from these changes in the years they were enacted 
(several of which also result in ongoing savings) combined to total over $1 billion GF.   
 
The 2012-13 budget included $240 million GF savings: $40 million from the anticipated 
receipt of California First 5 (Proposition 10) Commission funding for certain services for 
children with developmental disabilities and $200 million from a variety of strategies that 
included increasing federal funds, implementing recent legislation regarding the use of 
private health insurance for certain services, changes to policies related to the use of DCs 
(described in greater detail toward the end of this document), and a 1.25 percent 
reduction to regional center and provider payment rates.  The 2012-13 budget also 
included a “trigger” for an additional $50 million in unspecified reductions to the budget 
for DDS if the voters do not approve of Proposition 30 in the November election. 
 
C.  ADDITIONAL BACKGROUND ON THE USE OF DEVELOPMENT AL  
      CENTERS  
 
The first DC opened originally as the Agnews Insane Asylum in 1888, and residents with 
developmental disabilities were typically co-mingled with patients whose primary needs 
were related to mental illness. Over the next 70 years, increased awareness of the unique 
needs of individuals with developmental disabilities prompted a change in focus, as well 
as the establishment of other state facilities specifically for people with developmental 
disabilities.  At their peak in 1967, the state’s DCs housed more than 13,000 people.  
 
Since the late 1960s, California has been reducing its use of DCs as a placement for 
individuals with developmental disabilities (as summarized in the table below through 
point-in-time data from the years reflected).  In general, this decline in the use of DCs 
began as strategies were developed to allow people to keep their family members at home 
or in other community-based living arrangements, e.g., with new assessment and 
individual service planning procedures and appropriate services and supports.  In the last 
five years, the population of individuals residing in California’s developmental centers 
has declined about 38 percent, from 2,732 on September 24, 2007, to 1,686 residents at 
the beginning of the 2012-13 fiscal year. 
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Placements In Developmental Centers 
 
The shift to community-based care also was given weight by the U.S. Supreme Court, 
which ruled in Olmstead vs. LC (527 U.S. 581, 1999) that a lack of community supports 
was not legal grounds for denying people with disabilities who could benefit from 
community placement by a move from an institution to a community setting.  Such a 
denial, they said, was discrimination based on disability under the Americans with 
Disabilities Act and a violation of individual civil rights.  Soon after the ruling, many 
states began shutting down their institutions and developing additional community-based 
services.  
 
California’s effort to de-institutionalize individuals with developmental disabilities was 
given another push by a lawsuit settled in 2009, known as Capitol People First et al v. 
Department of Developmental Services et al.  Under the settlement agreement, the state 
provided additional funding to ensure regional center caseworkers would attend planning 
meetings in the DCs, and agreed to provide consumers with information about 
community living options.  The state additionally agreed to identify best practices and 
provide training for regional centers to better identify and support individuals who are 
diagnosed dually with a developmental disability and mental illness.  DDS and the 
regional centers also agreed to develop additional community placement options.  
 
California’s current efforts to close the Lanterman Developmental Center in Pomona 
were preceded by four other closures in the past two decades.  In 1995, the state shuttered 
the Stockton State Hospital.  In 1997, the state closed Camarillo State Hospital, which 
had housed clients with both mental illness and developmental disabilities.  In 2009, DDS 
closed Agnews Developmental Center.  Sierra Vista, a state-operated community facility, 
closed in 2010. 
 
According to DDS, care in DCs has become more focused on serving individuals with 
severe behavioral issues, autism, co-occurring mental health disorders, and risk factors 
associated with medical conditions and sensory impairments that require additional 
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support.  Nearly half of the residents living in DCs are aged 52 or older, including 17 
percent who are 62 or older.  
 
II.  OVERSIGHT ISSUES FOR THIS HEARING 
 
A.  Recently Identified Health & Safety Concerns at Sonoma    

 Developmental Center 
 
Sonoma Developmental Center (SDC) is the oldest facility in California established 
specifically for serving the needs of individuals with developmental disabilities.  The 
facility opened its doors to 148 residents on November 24, 1891.  As of October 1, 2012, 
522 individuals live on the sprawling campus in Eldridge, just south of the Sonoma 
County town of Glen Ellen.  About 1,530 staff members work at SDC.  The facility’s 
2012-13 budget includes $146 million ($76 million GF). 
 
On July 3, 2012, licensing staff from the California Department of Public Health 
conducted an annual survey of SDC to assess whether the facility was in compliance with 
state licensing regulations, as well as to conduct, by proxy, a federal licensing review by 
the Centers on Medicaid and Medicare Services.  Licensing requirements include eight 
Conditions of Participations that support the delivery of services to residents of an 
Intermediate Care Facilities for Individuals with an Intellectual Disability or Related 
Conditions (ICF/IID).  These licensing requirements include: 
 

• Appropriate oversight by the governing body, or facility management 
• Client protections in areas such as freedom from harm, participation in social 

activities, accounting of personal funds, and others 
• Facility staffing adequate to support resident functions 
• Active treatment services that are purposeful and appropriate for each individual 
• Client behavior and facility practices including appropriate safeguards for 

behavioral interventions 
• Health care services appropriate to serve clients on a 24-hour basis 
• Dietetic services appropriate for individual needs of consumers 
• A physical environment that is safe and secure 

 
During the July visit, licensing officials found numerous violations, outlined in a 250 
page report, which included lapses in six of these eight categories. Among the findings 
were that SDC’s management failed to take actions that identified and resolved problems 
of a systemic nature, failed to ensure adequate facility staffing, failed to provide active 
treatment, failed to provide appropriate health care services and several other key 
categories.  According to page 3 of the report:  
 

“Individuals have been abused, neglected and otherwise mistreated and the facility has 
not taken steps to protect individuals and prevent reoccurrence.  Individuals were 
subjected to the use of drugs or restraints without justification.  Individual freedoms have 
been denied or restricted without justification.” 
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On four separate occasions during the survey, the team identified conditions that posed 
immediate jeopardy to the health and safety of patients at the facility.  Among the 
concerns of surveyors were: 

• Thirty-five incidents in which residents ate non-edible items such as gloves, 
buttons, sunglasses, paper and other items.  Two clients required emergency 
surgery to remove items from their abdomens.  These consumers have pica, a 
disability that compels them to eat such items as clay, glass, paper and other non-
edibles.  In the instances documented in the Sonoma report, consumers ingested 
items that were documented in their files as items of concern, including the client 
who ate the sunglasses. 

• Eleven clients who bore injuries that resembled burns from a stun gun.  Facility 
law enforcement personnel found a loaded gun and a stun gun of another type in a 
staff member’s car.  

• The sexual assault of two residents by a staff member.  Although another staff 
member who witnessed the alleged perpetrator expose himself to a consumer 
reported this incident, the facility was faulted for failure to ensure thorough and 
timely investigation of the incident, as well as implementation of corrective action 
plans for analysis of facility injury data for patterns and trends to prevent others 
from harm. 

• Inadequate supervision of clients resulting in falls, attacks upon other consumers, 
clients who ran from the facility, and heightened anxiety among some clients. 

• Severe and consistent understaffing patterns which resulted in employees being 
forced to work consecutive shifts, units being frequently short-staffed and staff 
members being moved into units to care for consumers they did not know.  The 
report documents at least one incident in which a consumer’s agitation was linked 
to frequent changes in care providers. 

• The death of one client from acute peritonitis related to a misplaced gastrostomy 
tube.  After the client’s death, it was determined that physician’s orders did not 
accurately identify the gastrostomy tubes and prescribe their care, nor did 
procedures at SDC adequately provide staff with information about 
manufacturer’s specifications or best practices for gastrostomy tube care.   

 
DDS’s responses to these findings have included the removal of two top executives at the 
facility, contracting with an internal monitor for ongoing evaluation of the plans of 
correction, requiring unannounced checks by facility managers, as well as the DDS 
director and other executive staff from DDS headquarters in Sacramento, and 
implementing a number of new policies designed to provide closer supervision and better 
training for staff.  DDS also indicates that it has informed families of the actions taken 
and initiated the use of a questionnaire to allow family members, visitors, and clients to 
provide feedback and request a response to concerns throughout the facility.   
 
The corrective action process is ongoing, with DDS and licensing surveyors continuing to 
review procedures at SDC.  If the issues are not resolved to the satisfaction of federal 
officials, the state could lose approximately $28 million in federal financial participation 
in the current year (if funding were to stop on November 1st) for care provided in SDC’s 
Intermediate Care Facilities (ICFs).  After this year, if the issues are not resolved to the 
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satisfaction of federal officials, the state could lose approximately $42.5 million annually 
in federal financial participation for care provided in those facilities. 
 
CRITICAL QUESTIONS TO ADDRESS DURING THE HEARING: 
 
1.  For DPH/DDS:  Please describe the next steps in the federal licensure review, 

including identifying which actions are most critical to mitigate licensing concerns 
and the risk of federal fund losses. 

 
2.    For DDS:  The licensing report identified significant SDC staffing shortages and the 

use of overtime as concerns, and recent data indicates continued high vacancy rates 
compared with other DCs. Can you discuss how the staffing levels reached such a 
critical level and what steps you are taking to remedy the concerns?  

 
a. Do other Developmental Centers employ mandatory overtime or have similar 

staffing levels?  If so, are those also being addressed? 
 
b. SDC also has a significantly higher proportion (39 percent as of September 2012) 

of unlicensed staff providing direct care than in the other DCs (which have rates 
of 12 and 17 percent).  What accounts for this discrepancy?  Do you have a plan 
in place to reduce it? 

 
3.    For All Panelists:  What are the most critical steps that the Department, Sonoma  
       Developmental Center leadership, and other involved stakeholders can take to better 

protect the health and safety of the facilities’ residents?  Are those steps already 
being taken and are sufficient communications about them taking place? 

 
4.  For All Panelists:  How are oversight bodies and involved stakeholders (DDS, 

Regional Centers, advocates, others) able to ensure that similar care concerns do not 
exist at the state’s other Developmental Centers? 

 
B. The Closure Process for Lanterman Developmental Center 
 
Lanterman Developmental Center (Lanterman) in Pomona consists of 21 client 
residences, one acute hospital unit, a variety of training and work sites, and recreational 
facilities, including a camp.  The facility’s 2012-13 budget includes $96 million ($52 
million GF).  
 
Lanterman opened in May 1927 as the Pacific Colony facility, and was later renamed to 
honor former Assembly Member Frank D. Lanterman for his work in creating a system 
of community resources, including the regional centers. At its peak, Lanterman housed 
more than 1,900 individuals.  DDS submitted its plan to close Lanterman to the 
Legislature in January 2010 as part of its budget proposal for 2010-11. The plan was 
approved in October 2010, and the department instructed regional centers to begin 
developing additional residential options for consumers who would be moving to the 
community.  At the same time, the department began collaborating with managed care 
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plans to provide health services for transitioning consumers and embarked on other key 
transitional activities.  
 
When closure was proposed, there were approximately 400 residents and 1,300 staff at 
the facility.  At that time the majority of the residents were between the ages of 21 and 85 
years old.  Twenty-three percent lived in the Nursing Facility, while the remaining 77 
percent lived in the ICF/IID.  As of October 1, 2012, there are 238 residents with 936 
staff members who provide a wide range of services at the LDC.  The majority of 
consumers residing at Lanterman (59 percent) have lived there for more than 30 years 
and 73 percent are between 40 and 65 years old.  Overall service delivery needs for 27 
percent fall into the Significant Health needs category with 32 percent falling within 
Protection and Safety.  The remaining population has needs within Significant Behavioral 
Services (23 percent) and Extensive Personal Care needs (19 percent). 
 
According to the department, the transition of each Lanterman resident to other 
appropriate living arrangements is only occurring after necessary services and supports 
identified in the IPP process are available elsewhere.  The closure process is thus focused 
on assessing those needs and developing community resources to meet them.  The 
Department and the 12 Regional Centers involved in the closure process use Community 
Placement Plans as one tool to help them accomplish those goals.  DDS has also received 
recommendations from three advisory groups that include a Resident Transition Advisory 
Group, Quality Management Advisory Group, and Staff Support Advisory Group.  The 
Department indicates that its staff meets regularly with parents and family members of 
Lanterman residents, Lanterman employees, and the involved Regional Centers.   
 
The 132 former residents of Lanterman who have transitioned to the community so far 
have similar lengths of stay at Lanterman, ages, and disabilities as the overall residential 
population.  As of June, more of the individuals who had moved have significant 
behavioral issues as their primary service need than the overall population of Lanterman 
residents (42 percent of those who have moved as compared to 19 percent of the overall 
residential population).  Fewer of the individuals who had moved have significant health 
needs as their primary service need (9 percent as compared with 27 percent).  The 
Department indicates that this is due at least in part to the pace of development of 
specialized homes (i.e., SB 962 homes) that are equipped to handle these particular health 
needs.   
 
As part of its transition plan, the Department visits consumers who have moved into 
community residences at 5 days, 30 days, 90 days, and at 6 and 12 months after the 
move.  Regional centers also visit at regular intervals and provide enhanced case 
management for the first two years after the move.  Special incidents, including 
hospitalizations and other negative outcomes, are tracked by DDS, and individuals who 
move from Lanterman into the community are asked to participate in a National Core 
Indicator (NCI) study.  The NCI study uses a nationally validated survey instrument that 
allows DDS to collect statewide and regional center-specific data on the satisfaction and 
personal outcomes of consumers and family members.  
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The Administration has declined to give a target date for closure of the facility as the 
development of these necessary community resources to ensure a safe and successful 
transition for each consumer is a continual and complex process.  However, in March 
2012, Subcommittee #3 of the Senate Committee on Budget and Fiscal Review requested 
for DDS to provide anticipated timeframes for the remaining transitions and steps in the 
closure process.  Subcommittee #1 of the Assembly Budget Committee made a similar 
request.  The Department’s draft response to these requests, which was recently released 
for stakeholder feedback, is attached as an addendum to this background paper.  
 
CRITICAL QUESTIONS TO ADDRESS DURING THE HEARING: 
 
1. For DDS:  Without identifying a specific closure deadline, please summarize the 

anticipated timeframes for the remaining phases of the closure process. 
 
2. For All Panelists:  What have been the significant challenges in making progress 

toward safely transitioning Lanterman residents to the community to date?  How can 
those challenges be overcome in the near term (e.g., the next three months)?  How do 
you envision progress over one year?  

 
3. For All Panelists:  How do you define and measure a successful transition? 

 
C. Early Implementation of Recent Statutory Changes  
 
AB 1472 (Chapter 25, Statutes of 2012), a 2012-13 budget trailer bill that was related to 
savings anticipated to be achieved within the DDS budget, included a series of statutory 
changes intended to redesign services for consumers with challenging needs.  These 
changes, which are anticipated to result in $20 million GF savings annually, include 
significant restrictions on the statutory criteria for admissions to DCs, limitations on the 
use of locked mental health facilities and out-of-state placements, and provisions to 
strengthen the capacity of the community to serve individuals with challenging needs 
(including expanded availability of Adult Residential Facilities for Individuals with 
Special Health Care Needs and the creation of a statewide Specialized Resource Service).   

 
Restrictions on DC admissions and other specified placements 
 
Efforts to shrink the state’s reliance on DCs over the past decade have been hampered by 
continued admissions to the institutions, largely for consumers with complex forensic or 
behavioral needs.  DDS data from 2011-12 indicated that approximately 100 new 
admissions to DCs were occurring annually in recent years.  While some of these 
admissions were court-ordered and required by law for individuals who may not be able 
to understand the criminal charges filed against them, other admissions were believed to 
be avoidable with appropriate community resources (including some resources which 
may have needed to be developed).  As a result, the 2012-13 budget included language 
restricting new admissions to DCs, except under specific conditions, including when:  
 

• Individuals are committed for competency training under the state’s Incompetent 
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to Stand Trial statute, which requires the state to attempt to restore individuals to 
competency to face criminal charges.  The unit that provides this training is 
housed at Porterville Developmental Center. 
 

• Individuals are in need of short-term care based on a judicial determination that 
they are dangerous to themselves or others due to a crisis.  These individuals will 
be housed at the Fairview Developmental Center in a unit specifically for this 
purpose.  In order to make a crisis placement, a regional resource development 
program must make a determination that admittance to a DC is necessary due to 
an acute crisis, as defined, and include a regional center report detailing all 
considered community-based options (excluding out-of-state placements and 
specified placements that are ineligible for federal Medicaid funding) and an 
explanation of why those options cannot meet the consumer's needs. 

 
At the same time, AB 1472 created restrictions on placements in what were considered 
inappropriate and costly mental health institutions (mental health rehabilitation centers, 
MHRCs, or institutions for mental disease, IMDs) in order to encourage development in 
California of services for individuals with developmental disabilities who are 
experiencing serious mental health issues.  The legislation also prohibits regional centers 
from purchasing out-of-state services without prior DDS authorization, places time 
limitations on out-of-state placements, and requires regional centers to submit a transition 
plan by the end of 2012 for all DDS consumers currently residing out of state.  
 
Development of community resources for individuals with complex needs 
 
The recent DDS budget trailer bill requires regional centers to complete comprehensive 
assessments of consumers residing in developmental centers by December 2015. The 
assessments will be provided to individual program planning (IPP) teams to help 
determine the least restrictive environment for each consumer. The legislation requires 
that this assessment be updated annually as part of the IPP process.  
 
Finally, AB 1472 also included requirements intended to promote the development of 
additional community resources.  Among those was the establishment of a statewide 
resource service to track specialty programs to serve individuals with more challenging 
needs, and to coordinate those services with regional centers statewide. The new statutes 
also require regional centers to prioritize the development of specialty resources, 
including regional community crisis homes.  In addition, AB 1472 authorizes specified 
licensed community facilities to utilize delayed egress devices and secured perimeters. 
 
CRITICAL QUESTIONS TO ADDRESS DURING THE HEARING: 
 
1. For DDS & Regional Centers:  Have there been crisis admissions to Fairview 

Developmental Center?  If so, please provide the number of admissions and a 
general description of the nature of services needed.  

 
2. For All Panelists:  Please describe the types and numbers of resources that have been 
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developed (or are being planned) in the community as a result of the recent statutory 
changes for individuals with the challenging needs, including individuals who have 
both a developmental disability and mental illness.  

 
3. For All Panelists:  What progress has been made to begin conducting the 

assessments newly required for developmental center residents?  What have been 
(and will be) the regional centers’ roles, and roles of others, in planning and 
conducting those assessments? 

 
IV.  CONCLUSION 
 
California’s four Developmental Centers house some of the state’s most uniquely 
challenged citizens: individuals who may have profound physical needs, social and 
behavioral challenges, mental illness, and in some cases, all three.  The state’s 
Department of Developmental Services has significant responsibility for their care and 
safety.  Other organizations and individuals also play key roles in oversight and care 
management, including the regional centers, parents and family members, advocates, 
community-based organizations, outside providers, other caretakers, and consumers 
themselves.   
 
At a time when California and the nation are continuing to transition from reliance on 
institutions to the ongoing development and refinement of community resources, it is 
critical to understand the role each entity plays in the transition and the collective 
responsibility for each individual’s health, safety, and opportunity to thrive.  This hearing 
offers an opportunity to highlight critical concerns related to the care and support of these 
especially vulnerable Californians, and to identify opportunities to strengthen that care 
and support. 
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  Organization of Handout. This handout provides the 
following:

  Overview of the Department of Developmental Services 
(DDS) programs.

  Background information on the Developmental Centers (DCs) 
program.

  Overview of funding for the DCs.

  Overview of the major entities that perform oversight of the 
DCs.

Organization of Handout
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  Lanterman Act Is Basis for Providing Services. The 
Lanterman Developmental Disabilities Services Act of 1969 
forms the basis of the state’s commitment to currently provide 
about 254,000 developmentally disabled individuals with a 
variety of services that are overseen by DDS. The DDS provides 
community-based services as well as institutional care as 
follows:

  Community Services Program. About 252,000, or more 
than 99 percent, of DDS consumers receive services under 
the Community Services Program. These community-based 
services are coordinated locally through 21 nonprofi t 
organizations called regional centers, which provide 
diagnosis, assessment of eligibility, and help consumers 
coordinate and access the services they need.

  Developmental Services Program. About 1,600, or less 
than 1 percent, of DDS consumers live in state-operated 
facilities known as DCs. The DDS operates four DCs 
(Fairview in Orange County, Lanterman in Los Angeles 
County, Porterville in Tulare County, and Sonoma in Sonoma 
County) and one smaller leased facility (Canyon Springs in 
Riverside County) that provide 24-hour care and supervision 
to their residents.

Overview of DDS Programs
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  The DCs Provide a Wide Array of Services. All of the DCs 
provide residential and day programs, as well as health care 
and assistance with activities of daily living, education, and 
employment.

  The DC Population Has Steadily Declined in Recent Years. 
Between 2001-02 and 2011-12, the DC population has declined 
from 3,632 to 1,682—an average annual year-over-year decline 
of about 7 percent. This is consistent with federal and state 
policy to provide services to developmentally disabled individuals 
in the community rather than in an institutional setting. The 
following signifi cantly contributed to the decline in the DC 
population over the last decade:

  Closure of Agnews DC. The closure of Agnews DC 
(San Jose) was completed in 2009. Most of the Agnews 
residents were moved to community placements while some 
were moved to other DCs. 

  Planned Closure of Lanterman DC. The administration 
announced plans to close Lanterman DC in 2010. Between 
2010-11 and 2011-12, the population of Lanterman DC has 
decreased from 311 to 254. 

Background on the DC Program
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  The DCs Are Aging Facilities. With the exception of Canyon 
Springs, all of the DCs are more than 50 years old. In 1998, 
consultants from Vanir Construction Management, Inc. assessed 
the condition of the fi ve DCs operating at that time and 
recommended hundreds of millions of dollars in capital outlay 
improvements, most of which have not yet occurred.

  Porterville DC Serves a Unique Population. The Porterville 
DC operates the secure treatment program to provide services 
to consumers who have (1) mild-to-moderate mental retardation, 
(2) have come into contact with the criminal justice system, 
(3) have been determined to be a danger to themselves or 
others and/or incompetent to stand trial, and (4) have been 
determined by the court to meet the criteria requiring treatment 
in a secure setting. The Porterville DC also serves 
developmentally disabled individuals who have not come into 
contact with the criminal justice system and do not require 
secure treatment. 

Background on the DC Program     (Continued)
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  Caseload and Costs Vary Signifi cantly by Facility. As shown 
in the fi gure below (with 2011-12 data), caseload, staffi ng, 
and costs vary signifi cantly among the four DCs and Canyon 
Springs.

  Funding for $550 Million DC Budget in 2012-13 Comes From 
Two Main Sources. Of the total of $550 million budgeted in 
2012-13 for the DCs, $534 million, or 97 percent, comes from 
the following two sources: (1) General Fund ($286 million), and 
(2) Federal Title XIX Medi-Cal reimbursements ($248 million) 
that are passed through to DDS via the Department of Health 
Care Services—the single state agency recognized by the 
federal government for Medi-Cal to fund services provided to 
DC residents. Other funding for DCs comes from: (1) other 
reimbursements ($15.3 million) for such services as the 
Community Industries Contract and rental income contracts, 
(2) grants ($504,000 federal funds) for the Federal Foster 
Grandparent Program, and (3) State Lottery Education Funds 
($453,000).

Overview of DC Funding

2011-12 DC Costs and Other Data, by Facility
(Dollars in Millions)

Caseload 
Number  of 

Personnel Years
Personnel 

Cost

Operating 
Expenses and 

Equipment  Cost Total Costs

Lanterman 271 1,051 $86.2 $9.5 $95.7
Porterville 499 1,481 118.6 24.4 143.0
Sonoma 555 1,630 139.3 18.0 157.3
Fairview 377 1,263 101.4 13.5 114.9
Canyon Springs 50 122 9.6 3.9 13.5
6th Centera — 25 8.5 44.2 52.7

 Totals 1,752 5,572 $463.6 $113.5 $577.1
a 6th Center = funds that are not allocated to a specifi c developmental center at the beginning of the fi scal year and are generally allocated based 

on need at a later date. 
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  There Are Two Main Drivers of DC Costs. There are two main 
drivers of DC costs: personnel and operating expenses and 
equipment (OE&E). Personnel costs refer to the cost of 
employees including wages, salary, and benefi ts. The OE&E 
refers to general expenses such as the cost of equipment, 
communication, electricity, and general use of the facility. 

  Some Costs Are Fixed, Others Are Variable. Some costs 
of operating a DC are fi xed, meaning that they do not vary 
based on the number of residents. For example, costs for 
grounds maintenance that do not change due to increases 
or decreases in caseload are fi xed costs. However, costs for 
staff that provide direct care to DC residents do vary based 
on the number of residents and how acute their needs are for 
services. 

Overview of DC Funding                 (Continued)
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  Several Entities in State Perform Oversight of DCs. Several 
entities in the state oversee various aspects of DC operations. 
The major oversight entities and their roles are as follows:

  DDS. The DDS has a general oversight role with DCs in 
that it hires all their executive level staff, helps manage their 
budgets, and creates rules and guidelines for how criminal 
investigations are to be handled.  The DDS set forth a new 
set of reporting guidelines to handle abuse allegations in 
2002 and recently updated them in 2012.  

  Regional Centers (RCs). The state provides community-
based services to consumers through 21 nonprofi t 
corporations known as RCs, which are located throughout 
the state.  While RCs do not have a direct oversight role over 
DCs, each DC consumer is also a RC consumer, so RCs are 
in effect responsible for monitoring each DC client’s care.  
The RCs are responsible for eligibility determinations and 
client assessment, the development of an individual program 
plan for each consumer, and case management.

  California Department of Public Health (DPH). As a health 
care facility, DCs are subject to being licensed and certifi ed 
by DPH. To be licensed means that the entity has permission 
to operate, and to be certifi ed means it has met certain 
standards set forth by the state and/or federal government. 
The DCs are licensed and certifi ed as Skilled Nursing 
Facilities, Intermediate Care Facilities, and General Acute 
Care hospitals. In addition to ensuring DCs comply with state 
laws and regulations, DPH communicates with the federal 
government to ensure that DCs are meeting the federal 
requirements to receive Medi-Cal funding.  

  Disability Rights of California (DRC). The DRC—a non-
profi t organization operating in the state—has traditionally 
taken the role of advocating on behalf of the developmentally 
disabled by ensuring their legal rights are protected. 
However, DRC also has federal authority to audit incidents at 

Overview of Major Entities That 
Perform DC Oversight
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the DCs and has done so in the past. The DRC has brought 
class action lawsuits on behalf of the disability community. 
For example, in 2009 DRC litigated Capitol People First v. 
DDS, a case that required the state’s large facilities, such 
as DCs, to inform consumers of various community living 
options and to allow those individuals to choose where they 
want to live in the community. 

  State Council on Developmental Disabilities (SCDD). 
The SCDD was established by state and federal law as an 
independent agency whose purpose is to ensure that people 
with developmental disabilities receive the services they 
need. The SCDD produces a report called the State Plan, in 
which they state its intent and goals to improve the access 
and services for disabled individuals. In its recent State Plan, 
SCDD set a goal to be more involved in the planning and 
closure process of DCs and to work with state and federal 
entities in order to protect the rights of residents in DCs. 
Additionally, SCDD has an interagency agreement with DDS 
to deliver client rights and volunteer advocacy services for 
DC consumers. This allows them to have two staff members 
based at each DC to ensure consumer rights are protected 
and to ensure consumers get the services they need. 

  Federal Government Plays a Role in DC Oversight 

  Under the Civil Rights of Institutionalized Persons Act 
(CRIPA), the U.S. Department of Justice (USDOJ) routinely 
conducts investigations in institutions that provide services 
for persons who are disabled or mentally ill. In 2004, USDOJ 
opened an investigation in Lanterman and subsequently in 
Agnews and Sonoma DCs. The USDOJ identifi ed 
constitutional violations at Lanterman and similar violations 
at Agnews and Sonoma DCs. For example, USDOJ found 
that Lanterman failed to protect its residents from neglect and 
physical harm—a problem compounded by Lanterman’s 
inadequate reporting and investigation system.

Overview of Major Entities That 
Perform DC Oversight                      (Continued)
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  Failure to Meet Federal Licensing Requirement Has Fiscal 
Implications

  In 1998-99, several DCs faced sanctions as a result of 
licensing surveys by the Department of Health Services 
and the federal Health Care Financing Administration. The 
surveys cited the DCs for numerous examples of inadequate 
care and understaffed residential and treatment units. As 
a result of the surveys, the state was unable to receive the 
federal match for Medi-Cal for individuals who were newly 
admitted to the two institutions. The state was instructed to 
increase staffi ng in all fi ve of its institutions.  In response, the 
state developed a four-year plan to increase staffi ng levels 
to help address federal concerns and to restore lost federal 
funding.  In total, the four-year plan added approximately 
1,700 positions at a cost of $107 million ($55 million General 
Fund).

  Failure to Meet Federal USDOJ Requirements Has Fiscal 
Implications

  Although USDOJ has not brought any legal actions against 
DDS to bring the DCs into compliance with CRIPA, it has 
done so in respect of other California state institutions. 
For example, several of the state’s mental hospitals recently 
operated under a CRIPA consent decree for several years. 
The 2012-13 budget plan includes approximately $65 million 
related to the state mental hospital workload associated with 
this judgment. The DDS noted in its program budget estimate 
released in May of 2012 that it is engaged in settlement 
negotiations with USDOJ to resolve the investigations. 

Overview of Major Entities That 
Perform DC Oversight                      (Continued)



MILESTONES FOR CLOSURE OF  
LANTERMAN DEVELOPMENTAL CENTER 

October 18, 2012 
 
 
The Department of Developmental Services (Department) provides services to 
individuals with significant developmental disabilities in state-operated Developmental 
Centers.  Over the years, as community resources and capacity have increased, 
reliance on the developmental centers has declined.  In April 2010, the Department 
submitted its recommendation and plan for the closure of Lanterman Developmental 
Center (LDC) to the Legislature for consideration.  The health and safety of each LDC 
resident is the Department’s highest priority and a core principle of the closure plan.  
The plan expressly states the Department’s commitment to meet the needs of each 
resident while they reside at LDC and throughout all phases of their transition into an 
alternative living arrangement.  This means that no LDC resident will move until the 
appropriate services and supports identified in each individual’s plan are available.  
Because of these commitments, the Department’s plan does not specify a closure date.  
As required by statute, however, the Department does provide regular updates to the 
Legislature regarding closure activities and progress in plan implementation. 
 
In addition to reporting on progress, the Legislature has also requested that the 
Department provide estimated completion dates for significant milestones related to 
implementation of the plan.  To assist in developing these milestones, the Department 
requested input from a broad array of stakeholders.  Two conference calls to obtain 
input were held on August 21 and 29, 2012, and written comments were accepted by 
the Department until September 14, 2012.  The Department also held a conference call 
on September 7, 2012, with LDC families and representatives from the Parents 
Coordinating Council.  Through these efforts the Department received valuable input for 
development of the draft milestones from many perspectives, including LDC families 
and employees, regional centers, service providers, advocates, legislative staff and the 
general public. 
 
The Department is asking stakeholders to review the draft milestones and provide 
additional feedback by November 5, 2012, which the Department will consider prior to 
finalization of the milestones.   
 
In the course of the stakeholder process, apart from input on milestones and their 
completion dates, the Department also received suggestions and requests for other 
information and data related to the facility closure, including, for example: incident report 
data, unit consolidations, unique and individualized community services, and utilization 
of the Staff Options and Resource Center.  The Department understands that this 
information is also critical and will make it available throughout the closure process. 
 
The Department would like to thank those that participated in the calls and/or submitted 
written comments.  The Department recognizes that the needs of individuals and their 
families may change as the closure progresses, and will continue to work closely with 



families, advocates, regional centers, LDC staff and other stakeholders to monitor the 
progress on a regular basis, collect and analyze data related to the closure, and provide 
updates.   
 

Milestones for Closure of LDC 
 

Milestone 

Estimated 
Completion 

Date 

A. Residents 

1. Comprehensive Assessments 
 Current comprehensive assessments will be completed for all residents of LDC by 

June 2013.  This milestone represents one of the key activities performed by 
regional centers to determine the individual services and supports needed for 
successful transition to a community living arrangement.   

 
 Baseline:  As of October 1, 2012, of the 238 individuals who reside at LDC, 139 

have a current comprehensive assessment.  

June 
2013 

2. Peer Informational Meetings (a.k.a. Choices Project) 
 The Choices Project, as included in the closure plan, is a voluntary process for 

residents to work with designated peers to learn about the variety of living options 
and the services and supports they provide.  Residents may participate in Choices 
meetings to communicate what is important to them about their home and leisure 
time activities and help determine their future.  The information is considered in their 
transition plans. 

 
Baseline:  As of October 15, 2012, 92 residents have participated in the Choices 
Project.   

May 
2013 

3. Case Transfers 
Residents may request to reside in a community that is outside the catchment area 
of the individual’s current regional center.  This request may stem from relocation of 
their family members or a desire to live with existing roommates or friends in the 
community.  Requested or anticipated regional center transfers of consumer case 
management services will be jointly discussed monthly between regional centers, 
LDC and the Department.  Residents and families may make or withdraw requests 
for case management transfers as individual preferences and circumstances 
change.   
 
Baseline:  Currently, approximately 30 families are exploring living options in an 
alternate regional center. 

November 2012 
and 

 Ongoing 



Milestone 

Estimated 
Completion 

Date 

4. Individual Transition and Health Transition Plans  
Individual Transition Plans are developed as part of an intensive person-centered 
Individual Program Plan (IPP) process.  In addition, an Individual Health Transition 
Plan is developed before a resident moves and includes their health history, a 
current evaluation of their health status, specific information regarding how health 
needs will be met after transition and specific transition health services.  Individual 
Transition and Health Transition Plans, which are typically completed a few months 
prior to placement, will be developed for all current residents by March 2014.  This 
milestone represents the completion of a crucial element in facilitating an 
individual’s safe and successful transition into the community.   
 

 Baseline:  As of October 1, 2012, 238 individuals currently reside at LDC, of which 
55 have plans and 183 still need plans.  In addition, 132 former residents had 
transition plans. 

March 
2014 

B. Community Supports 

1. Residential Facilities  
 The Department annually funds Department-approved regional center Community 

Placement Plans, which are earmarked for the development of resources in the 
community for individuals transitioning out of a developmental center.  The 
development of residential facilities to meet the needs of individuals transitioning to 
the community is expected to be completed by January 2014.  This milestone 
represents the availability of residential services in the community to meet the 
needs and allow for successful transition of LDC residents.  The milestone is 
divided into three components as presented below.  

January 
2014 

 a. All required residential property is either acquired (if owned by housing non-
profit agency associated with the regional center) or identified (if owned by a 
service provider.) 

January  
2013 

 b. Regional centers have identified all service providers and completed the 
required profiles on the entity.  The provider profiles have been sent to the 
LDC Parent Coordinating Council (PCC) and the regional center has included 
a link on their internet websites to the PCC’s website.    

May  
2013 

c. All homes are licensed and ready for occupancy. 

 
 

January  
2014 

Baseline:  100 residential options to be developed as part of the regional center 
requested and approved Community Placement Plans.  Of the 100 residential 
options to be developed: 

• 75 have a site secured, 3 are in escrow and 22 have no site identified. 
• 27 of the 75 secured sites are licensed. 

 

 



Milestone 

Estimated 
Completion 

Date 

2. Day Programs and Other Community Resources 
The Department’s Community Placement Plan includes funding for the 
development of programs to meet the individuals’ need for activities during the day. 
Developing day program services generally requires less lead time than residential 
programs.  The development of day programs to address the needs of LDC 
residents transitioning to the community is expected to be completed by March 
2014.  The day program component of this milestone is divided into two 
components as presented below.  

 
In addition, other community service needs may be identified in a resident’s 
transition plan.  Many of these support services already exist in the community and 
are available for individuals as they transition from LDC.  However, if the regional 
center identifies an unmet need, they will work with providers to develop the 
necessary resources to support the individuals residing in the community, including 
such services as transportation, crisis supports, etc.  The development of other 
community resources to address the needs of LDC residents transitioning to the 
community is expected to be completed by March 2014.   

 
 

March 
2014 

 a. The sites of all day programs have been secured (e.g., lease). 
 

December  
2013 

 b. All day programs are to be licensed and available to provide services. 
 
 
 

Baseline:  Six programs are currently scheduled for development based on 
regional center requests for Community Placement Plan funding, of which two are 
pending licensure. 

March 
2014 

 
 
 

C. Developmental Center 

1. LDC Staffing Level   
It is essential that sufficient staffing levels be maintained at LDC throughout the 
closure to ensure residents’ health and safety.  However, the need for staff that 
provides direct care will decrease consistent with the decline in the number of 
residents and changes in the acuity of those individuals remaining at the facility.  
Non-direct care staffing also decline throughout the closure process, but generally 
at a slower rate due to their responsibilities to maintain facility systems and 
supports that are not related to the resident population. 
 
This milestone will include a comparison of staffing to resident population at LDC, 
as compared to the reduction based upon resident health and safety and acuity, 
since the announcement of the closure.  This comparison will not include any 
staffing that has been identified to support transition and/or closure activities such 
as warm shutdown.  It can be expected that for every 50 residents that leave the 
LDC population, the staffing at LDC will reduce by approximately 10%. 
 

 
 
 
 
 

Ongoing 
throughout 

Closure Process 



Milestone 

Estimated 
Completion 

Date 
Baseline:  At the time of the closure there were 401 residents at LDC, with a 
staffing of 1280 Personnel Years (PYs).  As of October 1, 2012, there were 238 
residents at LDC, with a staffing of 894 PYs.  This is slightly above the targeted 
staffing of 880 PYs that was expected for the resident population of 250 on August 
1, 2012.  A staff reduction plan was announced shortly thereafter. 
 

2. Outpatient Clinic  
As an additional measure to bridge the transition of residents from LDC to 
community living arrangements, the Department’s plan includes the establishment 
and operation of an outpatient clinic to provide medical, dental and behavioral 
services for former LDC residents to assist in stabilizing the person in their new 
setting while they are in the process of transferring care to a new healthcare 
provider.  The Department opened an outpatient clinic in August 2011, which 
provides services throughout closure and assists the successful transition of 
healthcare services for all former residents.   
 
• The facility will be staffed and ready for full implementation of a freestanding 

outpatient clinic upon the transfer of the last resident. 
• The clinic will be able to serve both LDC movers and other consumers. 

 
Baseline:  The clinic currently operates under the LDC license and serves only 
LDC movers. 
 

Summer 2014  

3. Community State Staff Program 
 Legislation that supports the closure efforts allows LDC employees to participate in 

a Community State Staff (CSS) program that provides an opportunity for individuals 
to support former LDC residents in the community while retaining their state 
employment status.  Through this program, the specialized knowledge, skills and 
abilities of state staff are shared with co-workers thereby enhancing service 
continuity.  Although the program is voluntary for the employees and the providers, 
the interest in the CSS program by residents and families supported the 
development of this milestone.  In support of the CSS program, the Department will 
conduct informational/training sessions regarding the program, complete a survey 
of LDC staff to determine interest in the program, and ensure an adequate number 
of Direct Support Professional (DSP) trainings.  The milestone is divided into three 
components as presented below.  

Ongoing 
throughout the  
closure process 

a. The number of informational/training sessions regarding the utilization of State 
staff in the community that have been provided to service providers, LDC 
families and LDC staff. 

 

 Baseline:  Throughout the closure there have been 11 informational/question 
and answer sessions on the CSS program – three (3) for LDC staff and eight 
(8) for regional centers, service providers, family members and union 
representatives.  Three (3) additional comprehensive trainings will be 
completed in FY 2012/13.   

June 2013 



Milestone 

Estimated 
Completion 

Date 

b. The Department will survey LDC staff regarding interest in the CSS program 
to include geographic preferences. 

 
 Baseline:  A survey was distributed to LDC staff in February 2012; results 

indicated an interest in learning about the CSS program.  A follow-up survey 
will be conducted in November 2012.  

November  
2012 

c. The Department will ensure an adequate number of DSP trainings are held 
throughout the closure process in support of the CSS program. 
 
Baseline:  As of October 1, 2012, no DSP trainings have been offered as 
there are no provider contracts in place at this time for the CSS program.   

March  
2014 
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