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Preface

'In accordance with the Commission's responsibility
under the State Mental Hygiene Law to review the operations
and practices of mental hygiene facilities, the Commission
has conducted a review of basic living conditions and
environmental safety issues at Bronx, Manhattan, South
Beach, Kingsboro, Pilgrim, Buffalo, Rochester, Middletown,
and Binghamton Psychiatric Centers. The findings of the
review, as outlined in this report, indicate that the.
expectation of quality care in the publi¢ mental health
system is achievable, as demonstrated by certain islands of
excellence in eight of the nine facilities. However, the
report also revealed that living conditions in five of the
facilities required immediate attention and redress by the
Office of Mental Health.,

A draft of this report on the Commission's review has
been shared with the Office of Mental Health, Appended is
an abbreviated response from the New York State Office of
Mental Health to the draft report. An additional 400-page
response, detailing specific corrective actions at each of
the nine psychiatric centers, by the Office of Mental
Health is available for review from either .the Commission
or the Office of Mental Health,

The findings, conclusions and recommendations of this
report reflect the unanimous opinion of the Commission.

Clarence J. Sundram
Chairman

Irene L. Platt
Commissioner

N O (hers

James 'A, Cashen
Commissioner
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Overview Statement and
Recommendations

This review is an outgrowth of the Commission's
statutory functions of visiting and inspecting mental
hygiene facilities. - Over the past six years, the
Commission has repeatedly confronted significantly sub-
standard living conditions in a number of wards of State
psychiatric centers, particularly in urban areas of the
State. While our advocacy efforts with facility directors
and Commissioners have often been successful in
ameliorating the most egregious conditioné observed, the
Commission has continued to find similar conditions in
many of these facilities. In several instances, we have
noted that, after initial corrective actions, once the
spotlight has moved conditions are often permitted to

revert to their previous unacceptahle state,

Confronted with significantly deficient conditions,
the Commission has also encountered a barrage of explana-
tions of inadequate budgets and short-staffing, of bureau-
cratic roadblocks and an absence of accountability of
staff, of responsibility without authority, and more. To
be sure, there are kernels of truth behind each of these
factors cited. Some of the environmental conditions are

caused by aging physical plants that require significant
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infusions of capital to correct. Some faéilities are
understaffed 1in certain areas. There is an inordinate
amount of energy-sapping bureaucratic process in prac-
tically every area of facility operations. And, decision-
making power 1is scattered through layers of a hierarchy
both within and outside the facility, Correcting these
overarching problems depends to some extent on decisions
and values established further wup in the hierarchy of
government -- by Commissioners and budget officials and,

ultimately, by the Governor and the Legislature.

But, to a considerable degree, the quality of life
for patients and staff 1is determined by the priorities
established at the site itself and by the skill of on-site
leaders in translating abstract notions of quality into
tangible reality. How else does one explain the islands
of excellence that thrive in facilities and wards osten-
sibly governed by the same constraining forces that

allegedly produce such dramatic counterpoints?

The Commission lacks the wisdom to determine what
share of the State's available resources should be spent
on the needs of people with mental disabilities. We
respect the Governor and the Legislature for their annual

attempts to sift through the seemingly unlimited demands
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of competing claimants and to apportion these resources
accordiﬁg to néed, within the constraints of finite
wealth, While we cannot provide meaningful advice on the
division of the fiscal pie, the Commission believes it can
contribute to a further understanding of the nature and
dimension of the needs of the mentally disabled. We
believe that a fuller appreciation of the day-to-day
quality of 1life for patients in our State psychiatric
centers will assist in more informed decision-making in
the budget formulation process and, perhaps more impor-
tantly, in better priority-setting in the budget execution
process. We also hope that such-a presentation will focus
broad governmental and public attention on the need to
develop_clearly understood and widely accepted expecta-
tions of a 1level of performance that must be achieved
within State psychiatric centers in meeting the basic

human needs of patients,

With these objectives in mind, the Commission
conducted a structured review of basic 1living conditions
in six randomly selected wards (excluding specialty
services) of each of 9 of the State's 25 adult
psychiatric centers. Influenced by the Commission's con-
cerns over conditions in New York City facilities, the

review focused heavily on State psychiatric centers
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located in urban areas of the State. The nine facilities
account for 45 percent of the State's 21,850 inpatients.
They also treat 47 percent of all new admissions to State
psychiatric centers. The review focused on 133 indicators
of the quality of living conditions, many of them drawn
from standards used by the Joint Commission on Accredita-
tion of Hospitals (JCAH). Each facility was surveyed by a
two-person team which spent three consecutive days in
unannounced visits lasting from dawn to dusk. During this
time, wards were examined, staff were interviewed, and a

random sample of patients was interviewed as well.

What emerged clearly from this review is that there
are at least nine different thresholds of acceptable
living conditions present in the nine facilities reviewed.
Indeed, so variable were the conditions witnessed among
the 54 wards we inspected that no single generalization
about the quality of 1living conditions for patients in
State psychiatric centers is likely to be wuniversally
accurate. Thus, no <c¢laim is made that the findings of
this effort reflect conditions prevalent 1in all State
psychiatric centers. To be sure, variations 1in the
quality of care provided by psychiatric facilities are to
be expected, as with most endeavors in the human service

field. What is startling, however, 1is that these



different ﬁhresholds do not, at most of the centers
visited, reflect variations above a minimum standard, but
in several instances affect the most rudimentary aspects
of the obligation of a mental hospital to care for its
patients -- to provide them with a clean, safe and sani-
tary environment; clean, fitting and seasonally appro-
priate clothing; nutritious and tasteful food; proper per-
sonal hygiene; and an opportunity to engage in meaningful

and constructive activities,

Of even greater concern, and what does appear to be
relevant to <conditions 1in all nine State ‘psychiatric
centers at the time of our visits, is that each facility
seemed to be free to estabiish its own threshold. There.
appeared to be little regular, systemwide accountability
for meeting any minimal threshold of acceptable

conditions.

It is apparent to any student of the public mental
health system that it is trapped in a basic quandry - as
a provider of last resort, it must meet essentially limit-
less demands for service with finite and incommensurate
resources. As evidence of this predicament, it should be
noted that eight of the nine facilities we reviewed

experienced significant overcrowding on a number of wards.

xi



To a considerable extent, overcrowding is not within
the complete control of the facility itself, at least
partly because, unlike licensed hospitals which have
limits on the number of certified beds that can be
occupied, there is no firm ceiling on the number of beds
that can be filled in State mental hospitals. As com-
munity hospitals send their excess patients to State
psychiatric centers, unrealistic occupancy goals are fre-
quently exceeded without adequate proviéion for commen-
surate increases in resources, The consequences are
invariably undesirable although the degree of the adverse
impact varies considerably among the facilities. Most
severely impacted are the facilities in the New York City
metropolitan area where the mental health system evidences
all the stresses and strains which were described at some
length in the report of the Governor's Select Commission
on the State-Local Mental Health System-Subcommittee on

New York City.

Overcrowding complicates the already challenging task
of managing a public mental hospital. It has a pervasive
impact upon the quality of 1life for both patients and
staff, 1including a lack of privacy, greater friction
between staff and patients and among patients, and a
lesser ability to recognize the individual needs of

patients. In the course of our review, we noted that, in
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some instances, dorms designed for 25 patients were
serving 30, 40 and even more patients, Single rooms had
become triples. In some wards, so many beds had been
crammed in that wardrobes could not be opened and doors
were blocked off. Not infrequently, beds were a scant 12
inches apart. At five of the nine facilities, over-
crowding had led to patiénts sleeping in. kitchen areas,
hallways, dayrooms and utility rooms, and at two
facilities, patients were shuffled to various parts of the
facility in search of a vacant bed for the night, leaving
them with no place to call their own. In four facilities,
wards were found to be wiﬁhout towels, leaving patients to
dry themselves, after showering, with bedsheets and
pillowcases. In eight of the nine facilities, a number of
beds were often found without appropriate bed linen. And,
in two facilities, underwear was in short supply,
resulting in patients wearing the same undergarments for a
week or doing without them entirely,. In these facilities
as well as in two others, clothing was generally in short
supply with many patients dressed in shabby, wunclean, and
ill-fitting clothing, and some patients without shoes or
socks. Finally, as a result of overcrowding, we found
dining areas in three facilities were sometimes cramped
and patients stood in long lines waiting to eat. Food was
often cold, thus depriving patients of one of the few

pleasures available to them.
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Attentive management and vigorous attempts to
appropriately reduce lengths-of-stay. and increase ais-
charges have enabled. some facilities to cope reasonably
well in providing decent care. But, in five of the nine
other facilities, drab and dirty wards, bathrooms without
. soap, toilet paper or paper towels, toilets without doors
or curtains, and numerous basic indignities to patients
(including the lack of toothbrushes or underwear) were
found. Such conditions often have become so much a part
of life in these facilities that they seem to be écarcely
noticed by staff, But they combine to erode dignity,
self-respect, and a sense of identity from patients who
come there needing help precisely in these areas to regain

control over lives shattered by mental illness.

Compounding the impact of such conditions 1is the
pervasive inactivity of patients in most of the wards we
visited. Facility directors acknowledged that even the
best of the facilities are usually unsuccessful in pro-
viding meaningful programs and activities to more than a
.small nunber of patients on some wards. Alchough this
study did not focus on treatment of patients, the Commis-
sion staff were struck by the absence of professional
staff on- the wards and by the infrequent occasions, during
the three days of our visits, on which ward staff were

observed to be engaged 1in activity with the patients,
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Most patients experienced stupefying inact{vity, often
with insufficient seating space during the day, ieading
idle patients to pass their days sleeping on floors,
window ledges and bathrooms, shuffling aimlessly about
dayrooms and corridors, or staring vacantly at the

ubiquitous TV screen.

In three of the nine facilities, the Commission found
even more direct threats to the health, safety and well-
being of patients. Exposed wiring, pipes and plumbing
fixtures protruding from walls and floors, filthy and
slippery floors; seclusion rooms reeking of urine, bed-
rooms and kitchens infested with roachés, vermin ahd mice,

staff inattention to obvious physical ailments requiring

medical attention -- all these were observed during our
review,
Yet, in eight of the nine facilities, the Commission

also encountered a considerable number of «caring staff
whose daily attempts to cope. with tﬁe diverse needs of
large numbers of patients were nothing short of heroic.
In the better facilities, their skills, dedication and
passion blossomed undér caring leaders and islands of
excellence emerged. In the worse facilities, it 1is
apparent that, if these caring traits once existed, they

have heen eroded into apathy.
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It is imperative that the highest priority be
assigned to eradicating the intolerable conditions des-
cribed wherever they exist in the mental health system.
It is not the conditions élone that warrant our attention,
but the value systems that allow them to exist in institu-
tional societies. It is perhaps worth observing that many
of the conditions we found would violate constitutional
standards to which convicted criminals have been found

entitled.

There is hope, however._ The deplorable conditions we
found do not have to exist. This review uncovered exem-
plary approaches by some facilities to dealing with the
same challenges, with similar constraints and despite the
same formidable obstacles. Their successes are beacons of
hope that the expectation of quality care in the public
mental health system is achievable. Although the reduec-
tions in staffing have hit facilities hard 1in support
areas such as maintenance workers and laundry clerks, four
of the nine facilities, including the largest oﬁe in the
State, were able to provide all the patients reviewed with
appropriate, clean and well-fitting clothing. At three
facilities, all patients reviewed had adequate personal

hygiene supplies.  Three facilities, including the

Xvi



largest, had virtually no housekeeping deficiencies, And
perhaps most encouraging of ail, islands of excellence
were found at eight of the nine facilities, including
exemplary living conditions in some of their wards, day-~
rooms and dining rooms, and creative, albeit limited,

efforts to provide programs and activities for patients,

The Commission thus believes that there is a capacity
for quality care in the public mental health system -- a
capacity that is inconsistently realized due to an absence
of an overall sense of mission in some parts of the
system, poor leadership and management, and ultimately an
insufficient sense of accountability for performance,

However, better management alone will not remedy all of

the serious problems noted. It would be disingenuous to

discount the role that tight staffing, scarce resources
and unpredictable and unending demands for service play in
making facility management a difficult, sometimes impos-
sible, and often thankless task. It is apparent that addi-
tional resources are needed to correct the effects of long
term neglect of repairs and maintenance of the physical
nlants, to develop services to ease the pressure of over-

crowding and to shore up support areas in some facilities.

Additional resources alone are not enough, however.

Many of the conditions witnessed among the 54 wards--the

xvii



lack of toothbrushes, soap and underwear; the absence of
peréonal clothing, towels and bed linens; f£ilthy bathroonms
lacking toilet paper and privacy--are not caused by a lack
of money or resources, The average annual cost per
patient at these facilities is $41,651. Nor is there a
lack of management ability in the mental health system to
eliminate these deficient conditions. Rather the problem
is a system that has turned a blind eve to these correct-
able conditions. They have endured because management has
not prioritized these issues and addressed their eradica-
tion. Even absent an 1infusion of greater resources,
improved care and treatment could be provided if expecta-
tions of performance were clearly explicated.
Significantly, an unvarying expectation that basic needs
of the patients must be met needs to be uneguivocally

articulated and universally realized.

It is critical that in this process the poténtial for
patients to participate in therapeutic work activities be
reexamined on a systemwide basis. Induly restrictive
notions about the proper responsibility of capable
patients to attend to their own basic housekeeping needs
has eliminated much possibility of patients helping to

maintain their living environment. Thus, tasks that are
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necessary adjuncts of daily living for most people (e.g.,
making beds,. tidying up, doing the laundry, etc.), and
tasks in which patients need to maintain their skills to
function appropriately when discharged, are generally not
required of then, As a result, the quality of life has
suffered as pervasive idleness stretches endless hours of
boredom while patients' 1living areas often remain in

shambhles.

The Commission believes it is essential that
concerted efforts be made to provide patients with a sense
of belonging, participation and responsibility.
Consistent with that, there is an absolute need to find
constructive activity, identified through targeted treat-
ment plans, for patients to occupy themselves for most of
their waking hours. Needless to say, care must be taken
to ensure that such activities do not <c¢ross the line
between permissive housekeeping and therapeutic work, and

impermissible institutional maintenance labor.

In developing a mission statement for State psychi-
atric centers, the Office of Mental Health would be well
advised to examine the OMRDD system and the impact of
requiring "active treatment" on the overall quality of
care of reéidents of developmental centers. It is the

Commission's view that the articulation of clear goals,
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such as specific time requirements for active programming
each day, has facilitated improvements in the quality of
life for .such residents. Such goals provide a framework
for developing rational staffing requirements and for
measuring success or failure, however imperfectly, No
such goals currently exist for the mental health system,
leaving facilities and their patients vulnerable to the
vagaries of the budget-making process and to the varying

expectations of performance by diverse constituencies,

RECOMMENDATIONS
Based on these conclusions, the Commission offers the
following recommendations to assist the Office of Mental
Health in wupgrading the quality of living conditions for

patients.

A, Overall Recommendations

1. The Office of Mental Health should, as a matter
of high priority, develop a clear and concise
mission statement outlining minimum expectations
of standards of care that all State psychiatric
centers will achieve and maintain., This state-
ment should specifically address the responsi-
bility of these facilities to meet the basic
human needs of patients, as well as to provide
them with a minimum number of hours of construc-
tive program or activity each day. Each
facility should be annually evaluated by the
Office of Mental Health against these standards
of care and senior managers held accountable for
their performance 1in these areas, Preferably,
such evaluations ought to occur on an un-
announced basis,
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The Office of Mental Health should develop, on a
priority basis, a policy that requires
facilities to develop therapeutic treatment
plans for patients which include therapeutic
work activity addressing their needs to develop
or maintain personal and self-care skills. Such
plans may require that patients be given respon-
sibility for housekeeping tasks in their living
areas.

Every State psychiatric center should be sur-
veyed to 1identify deficiencies in the physical
plant that directly impact wupon living condi-
tions for patients. An inventory of repairs,
maintenance and capital projects should be
developed, prioritized and scheduled. In this
process, consideration should be given to
temporarily regionalizing maintenance staff to
address the most critical problem areas in a
timely fashion.

The Office of Mental Health should review the
impact of reductions in work force upon facility
operations which directly impact the quality of
life for patients (e.g., food service workers,
laundry - clerks, recreation therapists, etc.)
and, where necessary, request funds to operate
at a level that meets the minimum standards of
care identified in Recommendation No, 1.

Facility directors, deputy  directors for
institutional administration, and other senior
managers who have demonstrated skill in meeting
and exceeding acceptable standards of care
should be wused as resources throughout the
system in an effort to upgrade performance in
vital areas affecting day-to-day living 1in

.psychiatric centers,

The Mental Hygiene Law should be amended to add
a bill of rights for patients who reside in
institutional settings, along the lines of the
recently enacted bill of rights for the mentally
retarded and developmentally disabled residents
of community residential facilities (MHL
§41.41). The law should provide that such a
bill of rights be posted prominently on every
ward of every facility and that the poster
contains information on how to contact the

xxi



facility Board of Visitors, the Mental Health
Information Service and the Commission on
Quality of Care if a patient believes his or her
rights are being violated.

B. Overcrowding

To assist State psychiatric centers in reducing the
level of overcrowding on their wards:

1. A high priority should be given to developing
additional community residence beds in every
catchment area of the State,

2. The Office of Mental Health should seek to
establish domiciliary care facilities 1in each
region of the State to provide housing and
aftercare services to patients who are ready for
discharge from psychiatric centers but for whon
there are inadequate resources in the community.
Suitable wvacant buildings on the grounds of
State psychiatric center campuses are an option
that should be explored for this purpose, con-
sistent with the model developed at Creedmoor
Psychiatric Center.

3. The Office of Mental Health should seek to
develop additional crisis residences to assist
each psychiatric center to deflect potential
admissions that do not necessarily require acute
hospitalization.

4. Realistic program occupancy goals should be
established for each psychiatric center, consis-
tent with the resources available, to provide
adequate patient care, For those centers that
are currently above these occupancy goals,
specific plans should be developed to reduce and
eventually eliminate the overcrowding. One
option that should be considered in the process
is the transfer of consenting patients who do
not have strong ties to the community to other
facilities in the State providing equal or
better conditions.

5. The O0Office of Mental Health should consider
accelerated development of day hospital programs
to reduce the pressures for inpatient
psychiatric care.
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C. Internal Monitoring

1. The Office of Mental Health should require every
’ psychiatric center to create and utilize an

internal review mechanism to periodically
evaluate the facility against accreditation
standards. Such evaluations ought to be con-

ducted sufficiently frequently to ensure that
standards are being continually maintained,
Reports of these surveys should be made avail-
able to the facility director, the deputy
director clinical, wunit chiefs, and ward level
staff, as well as the Regional Office and boards
of visitors. The facility director should be
held accountable for the implementation of any
corrective actions identified as being necessary
in these surveys.

2. FEvery psychidtric center should clearly
establish personal accountability at the ward
level and at the wunit level for living condi-
tions which exist. There should be a specified
individual on each shift who 1i1s personally
accountable for ensuring that 1living conditions
comply with the minimum standards that are
established.

3. To facilitate clearer communication and priority
setting with respect to housekeeping and main-
tenance at facilities, each facility should
establish periodic meetings of clinical staff
and maintenance/support staff,

D, Miscellaneous

The O0Office of Mental Health should arrange for
representatives from several facilities to meet with
purchasing agents at the OQffice of General Services to
make clear the special needs of psychiatric centers for
furniture and patient clothing. The need for such
communication 1is particularly acute with respect for
furnishing requirements for secure units and other units
that house aggressive, acting out patients.
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Chapter 1
Introducction

Over the past six years, and 1in the course of nearly
3,000 site wvisits to State psychiatric. centers, the
Commission has repeatedly witnessed living conditions which
do not address patients' Dbasic needs for clothing, appro-
priate personal hygiene, and a safe and clean living environ-
ment. In some 1instances these cohditions have appeared on
selective wards of a facility or have reflected a short-term
deficiency, but in other cases these conditions have pre-
vailed throughout the institution and have reflected a
serious mneglect of patients confined to fundamentally in-
humane living environments.

When observed, these coﬁditions have been reported to
facility directors, the Commissioner of the Office of Mental
Health, and, in -some cases, the Governor's 0Office. These
reports have spotlighted particularly. deficient patient
living conditions and have often prbmpted improvements.
Unfortunately, however, in many instances conditions again
deteriorate. More importantly, these individual efforts have
led to little systemic improvement or sustained. efforts to
ensure that living condition standards for patients 1in State

psychiatric facilities meet any minimum standard.



This review of patient living conditions in 9 of the
Stéte's 25 adult psychiatric centers was born out of the
frustration of these individual efforts and recognition that
State psychiétric centers cénnot provide a therapeutic,
rehabilitative environment for persons with serious mental
illness without the provision of an environment that attends
to their basic needs, The Commission recognizes that large
congregate care facilities inherently have difficulty 1in
meeting the individual needs of patients, and that State
psychiatric centers, in pérticular, are faced with both
relentless service demands .and funding constraints. The
Commission believes, however, that State psychiatric centers
must provide patients a safe, clean environment which meets
their needs for food, clothing, and personal hygiene.

Methodology

In conducting the review, the Commission used a uniform
study 1instrument to assess conditions. The study instrument
included 130 items assessing wvarious living areas on a
.ypicel ward including dayrooms, bathrooms, dormitories, and
secision rooms. Approximately 100 of the items directly
reflected standards set by the Joint Commission on Accredita-
tion of Hospitals (JCAH). JCAH accreditation is critical for
state psychiatric facilities, as well as non-public
facilities, because federal Medicaid and Medicare reimburse-

ment i1s contingent upon accreditation,



The sample psychiatric centers . included four upstate
facilities, one Long Island facility, and four of the five
New York City facilities. Influenced by the Commission's
concerns over conditions in New York City facilities, the
review heavily focused on facilities in urban areas of the
State. The sample centers were:

Binghamton Psychiatric Center

Bronx Psychiatric Center

Buffalo Psychiatric Center

Kingsboro Psychiatric Center

Manhattan Psychiatric Center

Middletown Psychiatric Center

Pilgrim. Psychiatric Center

Rochester Psychiatric Center

South Beach Psychiatric Center
Together the average daily census of these nine facilities
(July 1984) was 9,770, or approximately 45 percent. of the
total census of the State's 25 adult psychiatric centers.
The nine sample facilities also receive a disproportionate
number of patient admissions, accounting for nearly
47 percent of the total State adult psychiatric center
admissions in July 1984,

At each of the sample facilities, Commission staff
visited six randomly selected wards., Specialty wards, like
skilled nursing facility (SNF) wards, secure units, and
adolescent units, were excluded from this sample to focus on
those wards (admissions, intermediate, and chronic wards)

where the typical adult inpatient was most likely to be

placed. Because the sample facilities ranged in patient



census from over 3,000 patients at Pilgrim Psychiatric Center
to 400 patients at South Beach Psychiatric Center, the per-
cent of the facility patient census living on the six sample
wards ranged from 5 to 42 percent, Among the nine sample
facilities, the mean percent of patients living on the six
visited wards was 21 percent, or slightly more thaﬁ one-fifth
of the patients at the facility.

On each of the sample wards the Commission also randomly
selected four patients from ward rosters to determine whether
individual patients had adequate clothing and personal
hygiene supplies, and if théir obvious medical needs were
addressed. Where possible, we interviewed these patients to
gain their views of living conditions on the ward. A stan-
dardized study instrument was ﬁsed to capture these data on
individual patients.

Observations at each facility were made by two
Commission staff persons during a three-day period,. All
vigsits took place during May 1984, The Commission staff
arrived early in the morning, approximately 6:30 a.m., aund
stayed at the facility until after the evening meal. Each of
the six wards were visited on the first two days. Those
wards with significant deficiencies were visited on all three
days to ascertain whether the conditions noted were isolated
instances of deficient care or more representative of daily

conditions.



No claim is made that the study's findings are
representative of the State mental health system. As will
become evident in the next chapter, conditions varied greatly
among the facilities and even among wards of the same
facility. What is representative is the tolerance of the
mental health system for the variety of conditions found.

It should Be noted that the directors of each of the
nine facilities received a written report from the Commission
outlining in detail both the positive and negative aspects of
the living conditions observed during our visits prior to the
preparation of this- report. These reports were also sent to
tHe Commissioner of the New York State Office of Mental
Health (OMH). Throughout July, August, September, and
October, numerous formal briefings of conditions observed
were also held with State psychiatric center directors,
executive staff of the Office of Mental Health, and the
Division of the Budget.

The responses of the directors of the nine facilities
and the Office of Mental Health have, in many ways, been
heartening. There has been virtually no debate regarding the
accuracy or seriousness of the Commission's findings, or the
imperative need for prompt correction of the deficiencies by
the Office of Mental Health. In addition, preliminary plans
of corrective action have, in manvy instances, addressed
procedures designed to prevent the recurrence of cited

problems.



Organization of the Report

Chapter I1 presents the findings of the Commission's
visits to the nine facilities, The chapter 1is organized in
several sub-sections including patients' personal needs;
living environment concerns; issues affecting patients'
health and safety; and general quality of life concerns, like
patient idleness and patient privacy. The discussion of
these specific 1issues is preceded by the Commission's find-
ings related to overcrowding in the centers, a problem which
had ramifications for and, in some facilities, appeared to
contribute substantially to the serious deficiencies in basic
living conditions that were noted.

Throughout the presentation of the findings the signi-
ficant variation in patient living conditions among the nine
facilities and among different wards within the same facility
is highlighted. In most of the wvisited faciiities, these
variations were striking. Some wards of State centers were
found to provide excellent living conditions for patients and
evidenced the diligent efforts of ward staff to provide
environments for patients which clearly reflected the staff's
respect and concern for patients. Other wards reflected
serious and chronic neglect of patients' basic needs. ‘These
variations indicated the ahsence of any minimum standard of
care in attending to patients.

The Commission's conclusions and recommendations are

outlined in Chapter III.



Chapter 11
Conditions at the Nine Visited Centers

Trying to capture the essence of living conditions for
patients in lérge state psychiatric hospitals is a difficult
task. Trying to communicate in written words how the
totality of these conditions impact on the quality of
patients' day-to-day 1life in these hospitals 1is even more
difficult. 1In this chapter, the specific observations of
Commission staff, as they spent three days in each of the
nine New York State psychiatric centers, are presented. The
narrative relies on the simple presentation of findings, with
little elaboration and stripped of our staff's personal
reactions to the conditions they observed.

Notwithstanding this style, the narrative attempts to
paint the picture. The reader, however, must put the colors
and images of the following pages together to grasp the
synergistic impact of the conditions observed on the overall
quality of life for patients and staff alike, who spend time

in these centers being cared for or doing the caring.
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Overcrowding, a problem at eight of the nine visited

facilities, substantially impacted on the overall capability
of the centers to provide attentive and humane living
conditions for patiehts. Whereas at two . facilities
(Binghamton and Middletown) the overcrowding problem was
observed on only one or two of the six visited wards, at the
remaining six facilities (Rochester, Buffalo, Bronx,

Manhattan, South Beach, and Kingsboro) overcrowding was



apparent on most or all of the wards, affecting the quality
of life for the majority of the patients. Beds were fre-
quently less than two feet apart and sometimes less than 12
inches apart. Dorms designed for 25 patients were serving
30-40 patients. Single rooms had become triples. In
addition, at many facilities space in corridors, day halls,
and even kitchens had been convertgd to space for beds. And,
at Bronx Psychiatric Center wvirtually all convertible space,
including a utility room, was being used for bed space.

On a number of wards beds were so cramped in dorms that
wardrobes could not be Opened; or dorm doors were blocked, or
difficult to open. Dayrooms often lacked sufficient seats
for patients and, in some cases, dining areas were cramped
and patients stood in long lines waiting to eat 1in closely
timed shifts.

Commission staff observations of the serious over-
crowding at the six facilities clearly demonstrated 1its
impact on patient life at these psychiatric centers.

Rochester: Overcrowding was a serious problem on five
of the six wards visited. On these wards, beds in dormi-
tories were <close together, frequently less than one foot
apart. Situations were observed where patients had to push
their beds aside in order to open their wardrobes and take

out their clothes. One dining room had insufficient seats
for the patients being served (36 chairs for 40 patients).
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Buffalo: Severe overcrowding was noted on all wards.
Wards designed to serve 25 patients were serving 30-40
patients. Single bedrooms had become triples. Dormitory
beds on all wards were less than two feet apart and some beds
on all wards were less than 18 inches apart, Dayrooms were
also overcrowded without enough seats for patients, and some
patients were sleeping on the floor. Overcrowding in the
dining areas resulted 1in cold food for patients waiting in
long lines and in cramped dining areas.

Manhattan: Dormitories on three wards were very over-
crowded with beds only 18 inches apart. On one ward the
dayroom was much too small, with 30 cramped seats for 46
patients.

South Beach: Overcrowding led to beds 1less than two
feet apart on two wards. Additionally, patients slept in one
ward's kitchen area due to a lack of bed space in bedrooms on
these wards. Due to this overcrowding, a number of patients
on one ward had no lockers to store personal belongings. In
addition, dayrooms on three wards had insufficient seats for
patients. On one ward there were only 19 seats for 40
patients.

Kingshoro: On four of the six wards, overcrowding on
dormitories was a significant problem, with beds less than
two feet apart. On one ward seven beds had been placed in a
common area because there was not sufficient space 1in the
dormitory. In other dormitories, beds blocked doors and
lockers.

Bronx: There was less than 18 inches between beds on
all wards. On two wards, patients were lodged out to other
wards because there were not sufficient beds. Dayrooms and

dining halls were crowded and sometimes were without an
adequate number of seats for patients. The effects of over-
crowding on the quality of life for patients were only too
apparent. The many beds, particularly in small dorms, which
were only 1inches apart; the sheer number of patients
wandering the halls and squeezing into dining rooms that
could not accommodate the entire ward population at one time,
left patients without a sense of their own space.
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The impact of overcrowding on all aspects of patient
life at the centers was apparent to Commission staff, and was
often reiterated by facility staff, as well as, on occasion,
by patients. The overpopulated wards compounded the usual
difficulties of a congregate care facility in attending to
individual patient's need for clothing, personal hygiene and
bathroom supplies, and adequate bed and bathing linens.
Housekeeping was also substantially more difficult. But,
perhaps most significantly, overcrowding contributed to staff
burnout and/or indifference, as demands on ward staff seemed
to exceed reésonable expectations with no limit in sight., As
a result, overcrowding became both an excuse and a cause of
the serious neglect of patients' needs that Commission staff

witnessed in the three days spent at the facilities.
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Patients' Personal Needs

The Commission review included a major focus
on the facilities' ability to address the basic
personal needs of patients, including their need
for clothing, personal hygiene supplies, bathroom
supplies, and bed and bathing linens. The visits
revealed deficiencies 1in all of these areas at at
least five of nine facilities. Notably, with the
exception of Manhattan‘Péychiatric Center which-had
adequate bhathroom supplies on the visited wards,
all four New York City facilities had deficiencies
in all the aspects of patients' personal needs

examined.
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Clothing for patients was a serious facilitywide problem
at three facilities, Bronx, Manhattan, and South Beach
Psychiatric Centers. It was a significant, although less
serious problem at two other facilities, Rochester and
Kingsboro. There appeared‘ to be a scarcity of clothing at
all five of these facilities, and at four of these facilities
the available clothing was often ill-fitting, shabby, or not
clean. Significantly, at the four other facilities

(Middletown, Binghamton, Pilgrim, and Buffalo) all sample




14

patients were appropriately clothed in clean ;nd'well-fitted
clothing.

The severity of the clothing problem at the four
New York City facilities was easily observable, At tﬁese
facilities there were minimal efforts to provide patients
with personal clothing and, instead, patients received the
luck of the draw from large clothing bins each day. Patients
also complained about the lack of adequate clothing. One
patient stated, "I don't have enough underwear and socks."
Another, "I can only change my underwear once a week." Still
another stated, "Everything is going all right so far, but I
need a pair of shoes."” |

The findings of the Commission's review of the 24

randomly selected patients at each of the four New York City

facilities dramatically illustrate the serious clothing
problems:
South Beach: Many of the patients on two wards did not

have sufficient <c¢lothing--only what was on their backs.
Overall, 10 of the 24 sample clients were not wearing clean
clothes on at least one day of the Commission's visits. Two
(2) of the four sample <clients on one ward wore the same
clothes all three days. One, in fact, slept in these
clothes.

Kingsboro: Although all but 2 of the 24 sample patients
were adequately dressed, few patients had more than one
change of clothes and most only had the clothes on their
backs. Almost all patients wore State-issued clothing. In
fact, patients were discouraged from wearing personal
clothing even if they had it, because management of indivi-
dualized clothing was viewed as too much of a problem.
Patients took State-issued clothing from bins in the laundry
room each day--first come, first served.
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Manhattan: A serious shortage of clothing was noted on
all six wards. Clothing when available was often ill-fitting
and badly wrinkled. Underwear was a luxury on two wards,

where many patients were often forced to go without underwear
and others were able to change underwear only once a week.

Bronx: Many of the 24 sample patients were poorly
dressed in shabby, mismatched, and sometimes ripped and ill-
fitting clothing during the three-day period. Patients
wearing pajama tops or bottoms 1instead of shirts or pants
were not uncommon. Patients who did not bring personal
clothing to the facility got the luck of the draw from the
clothing room each morning. Others were wearing clothing
that was not seasonal; for example, furry winter boots, a-
wool overcoat during our late May visit; and still others
wore no underwear. '

The clothing problems we observed seemed to be a manage-
ment problem. At many -facilities, ward staff complained
about inadequate and untimely distribution of <clothing for
patients. At several facilities, laundry procedures appeared
ineffective and/or washing machines and dryers had been
broken for some time. In addition, facilities varied widely
in their storage systems for patient clothing. At BRuffalo
and Pilgrim Psychiatric Centers, where almost all patients
appeared adequately dressed, for example, we found clothing
rooms in which individual patient's clothing was neatly
stored in patient-specific and labeled cubbyholes. In
contrast, at other facilities we found clothing rooms to be

in disarray with 1litcle care given to sorting and storing

individual patient's clothes,
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Overcrowding at several facilities had also sharply
curtailed the availability of drawers and ﬁardrobes for
patients, and at Rochester and Bronx Psychiatric Centers we
observed wards where patients' clothes were stored under beds
or piled on top of beds, chairs, or wardrobes for lack of

storage space.
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There was a serious shortage of personal hygiene
supplies on most of the six wards of six of the nine
facilities., Notably, at the other three facilities
(Binghamton, Middletown, and Pilgrim) all of the sample
patients had these supplies. | The problems at the six
facilities, however, were grave, with many patients without
personal toothbrushes, toothpaste, combs, A hairbrushes, or
razors for shaving. For example, at Bronx Psychiatric Center

patients without toothpaste were attempting to clean their
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teeth with mouthwash. And, at Kingsboro Psychiatric Center
it was common to observe patients trying to brush their teeth
with their fingers for lack of toothbrushes.

At Buffalo Psychiatric Center many of the patients
interviewed complained of having to borrow toothbrushes or
not brushing their teeth for several days. On two wards,
staff could not find any toothbrushes at the Commission's
request. On one of these wards, staff also could not produce
any toothpaste, hairbrushes, or razors. On another ward at
Buffalo, only four toothbrushes were available for the more
than 24 patients.

At Rochester Psychiatric Center, personal hygiene supply
shortages were nbted'on four of the six wards. One-third of
the 24 sample patients did not have adequate supplies (combs,
hairbrushes, toothbrushes, etec.) and ward staff complained
that they were not provided with adequate grooming supplies
for the patients.

0f the 24 sample patients at Manhattan Psychiatric
Center, half had no comb or hairbrush; all but two had no
personal toothpaste; and all but five had no individual bar
of soap. Razors were also in short supply on two of the
three visited male wards with less than one razor per five to
eight patients. Patients at South Beach Psychiatric Center
suffered from a similar lack of grooming articles, with 7 of
the 24 interviewed patients without toothbrushes, toothpaste,

combs, and/or hairbrusﬁes.
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At Bronx Psychiatric Center staff and pétients on all
six wards reported that toothpaste and toothbrushes were
often unavailabie. Twenty (20) of the 24 randomly selected
patients did not have a full set of basic grooming supplies
(e.g., toothbrushes, toothpaste, combs, or hairbrushes). The
four patients who did have supplies had brought their own.

At Kingsboro Psychiatric Center personal hygiene
supplies were wvirtually unavailable for the majority of
patients. Sixteen (16} of the 24 patients interviewed at

Kingsboro during our visits had no personal hygiene supplies

whatsoever.

Like.the clothing issue, the issué of adequate personal
hygiene supplies seemed to be primarily a management problem.
Effective individualized storage systems for personal hygiene
supplies, Llike those seen at Pilgrim Psychiatric Center,
appeared to be the exception. | Commission staff heard many
complaints from patients and ward staff that hygiene supplies
seemed to simply disappear either through theft, loss, or
staff pilferage. Ironically, at Buffalo Psychiatric Center,
where virtually no toothbrushes could be found on several
wards, the director responded to the deficiency by noting
that the facility actuaily had an adequate supply of tooth-
brushes, but they remained in a storage room, undistributed
to the wards. He has indicated since our visit that this

problem has been corrected,
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Bathrooms lacked basic supplies at six of the nine
facilities., At three facilities {South Beach, Ringsboro, and
Bronx) these shortages of supplies reached critical
prOportidns with many bathrooms without socap, many toilet
stalls without toilet paper, and paper towel dispensers often
empty. At all facilities, few patients had individual bars
of soap, and the practice of all patients sharing the same
bar of soap was common. Although many wards had soap

dispensers to preclude the use of "community soap," the
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dispensers were most often empty. Significantly, at the
other three facilities (Rochester, Manhattan, and Buffalo),
all bathrooms were well stocked with supplies.

At South Beach Psychiatric Center, for example, several
bathrooms on four wards were without toilet paper. There was
no soap present in 5 of the 15 bathrooms on three wards.*
None of the soap dispensers on any of South Beach's wards had
s0ap. Similar problems were mnoted at Bronx Psychiatric
Center where toilet paper was lacking in some stalls of all
visited bathrooms on all three days of the Commission's
observations. In addition, paper towels were absent on five
of the six Bronx wards.

At Kingsboro Psychiatric Center toilet paper, paper
towels, and soap were a luxury on most wards. Toilet paper
shortages were noted on all six wards. Bathrooms on two
wards had no toilet paper at all. On two wards there was no
soap. One ward's bathroom had no soap, toilet paper, or
paper towels.

Significantly, the shortage of bathroom supplies at
Kingsboro, and at other facilities, did not always appéar to
be unintentional. Commission staff were told by ward staff

at wvarious facilities that toilet paper and paper towels

*South Beach Psychiatric Center, one of the State's
newer facilities, has semi-private bathrooms shared by
patients sleeping in two or three semi-private bedroom
units.
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were not provided because a few patients tended to stuff them
down toilets. We were also told that soap dispensers had
been abandoned as a means of providing sanitary soap to

patients because they were too difficult to keep filled.
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Maintaining an adequate supply of bed and bathing linens
appeared to be a difficult task for all of the nine
facilities. Only at one facility (Pilgrim Psychiatric
Center) were shortages of linens not observed during the
Commission's three-day visit, At four of the facilities
these problems were primarily restricted to missing bed
linens on certain wards (e.g., bedspreads, pillowcases,
etc.). At the other four facilities (Bronx, Manhattan, South

Beach, and Kingsbore Psychiatric Centers),  however, the
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deficiencies were considerably more serious, with many wards
lacking sufficient towels and washcloths for patients and
many beds on the majority of wards lacking bed linens,.
Commission staff observed, and ward staff reported at these
facilities, the common practice of patients drying themselves
with sheets because towels were unavailable,

The Commission's specific observations regarding the
availability of linens at the four New York City facilities,
detailed below, indicate the severity of these shortages on
patients:

South Beach: Towel shortages were reported on all wards
and the use of sheets as towels was observed on two wards
during the Commission's wvisits. Bed linen shortages were
also noted on five of the six wards visited. Some beds had
only one sheet and others lacked pillowcases. The lack of

bedspreads was a particular problem, with no bedspreads at
all on one ward.

Manhattan: Sufficient washcloths were not available on
five of the six wards visited. On one ward there were no
towels and patients were using sheets, instead. Many beds on
several wards were without pillowcases, and some pillows were
less than 1/2" thick.

Bronx: Some bed linens on some beds were missing on all
wards. Some beds had only one sheet, and on four wards some
beds lacked pillows or pillowcases, Shabby, worn bedspreads/
blankets lent a dismal ambiance to dormitories. A towel
scarcity was reported by staff and patients. Patients,
except on laundry day, often wused sheets instead of towels
for drying.

Kingsboro: Towels and washcloths were scarce on all six
wards. Many patients were observed going without washcloths
and using sheets instead of towels to dry themselves after
showers. '



25

Like the problems with clothing and personal hygiene
supplies, the shortages of bed and bathing linens usually
reflected a major breakdown in management, The adequacy and
timeliness of laundry services, as well as the facilities'
capability to ensure the distribution of linens to the wards,
were major factors contributing to the linen shortage. These
problems were compounded at several New York City faciiities
because these facilities did not have their own laundry
services and relied instead on the laundry services of other
facilities, which were sometimes wunreliable. It was not
uncommon for one ward to be without towels, while a nearby
ward had an ample 'supply. Commission staff also observed
many linen storage areas in disarray, méking it difficult for

ward staff to keep an accurate inventory of available linen,
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Conditions on the Wards

Environmental conditions on the wards were also
a major focus of the Commission's review. The review
sought to assess the adequacy of basic housekeeping
on the wards, as well as the adéquacy of routine
maintenance of the physical plant of the facilities.
Reviewers also looked at the overall attractiveness
of the ward environments for patients, noting the
state of ward furniture and the presence of curtains
or shades on windows, wall decorations, plants, and
other features which would contribute to a comfort-
able environmment for patients. As the presentation
of the findings of this aspect of the review
evidences, the Commission observed striking varia-
tions in the environmental cpnditions of the 54
sampled wards across the nine visited facilities.
While at least some wards of each facility were beset
with some serious environmental deficiencies which
adversely affected patient 1life, it was equally
noﬁable that selective wards or selective areas on
wards of eight of the nine facilities also appeared
as islands of excellence, demonstrating the potential
of State psychiatric centers to provide quality

environments for patients.

-
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Basic housekeeping was a serious facilitywide problem on
wards of five of the nine facilitieQ. At two other facili-
ties, housekeeping deficiencies were noted in isolated areas.
Notably, all the wards visited at two facilities (Binghamton
and Rochester) were clean; and at Pilgrim Psychiatric Center,
the largest facility in the State serving over 3,000
patients, housekeeping deficiencies were 1limited to one
dining area. All other visited areas of Pilgrim, despite its

size and aging physical plant, were clean.
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At the five facilities where facilitywide housekeeping
problems were noted it was apparent, however, that in-
attention to basic cleanliness issues had persisted long-term
with very dirty floors, substantial litter and dust problems,
and several bathrooms smelling of urine and caked with mildew
and mold. Buffalo's and South Beach's housekeeping problems
were typical of the serious problems noted during the
Commission's review, At Buffalo, dayrooms on four wards were
very dirty. Urine puddles were noted on dayroom floors of
two wards. Other dayrooms were littered with cigarette
butts. Dayroom floors on all four wards were badly in need of
a thorough cleaning. Toilet and shower areas on all six
wards were dirty; cigarette butts littered the floors; cob-
webs hung from ceilings; ventilation ducts were filthy; and
some shower ceilings were mold-covered.

At South Beach, dayroom floors and curtains were dirty
on two wards, All seclusion rooms on the six wards at the
facility needed <cleaning and four had a strong smell of
urine. Some bedrooms on four wards were also generally
dirty, with some walls decorated with graffiti. Some bath-
rooms on four wards were also odorous, dirty, and/or mildewy.
In some instances there was urine on the‘floor.

Without question, however, the housekeeping problems at
Bronx and Kingsboro Psychiatric Centers were the most grave.

At these facilities conditions bordered on abuse and
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reflected a hardened disregard for the conditions in which
patients lived. At Kingsboro day halls on five of six
visited wards were extremely dirty, with floors so layered
with dirt cthat the pattern on the lineoleum had been
obscured. Bathrooms on four wards were also dirty, with
littered floors, stained walls, and wunclean sinks and
toilets. On all wards at Kingsboro, facility staff com~
plained of inadequate housekeeping services and they were
particularly ecritical of the total absence of housekeeping
staff on weekends.

In addition, Commission staff observed drains on
porches, where patients congregated at Kingsboro Psychiatric
Center, that were clogged with feces and urine resulting in
an unbearable stench and an obvious publiec health hazard.
These interconnected drains on a several story building had
at one time been used by patients as latrines when it was the
ward's poliecy to lock patient bathrooms at night. This
policy had been discontinued at the time of the Commission
visits, but the porch drains were not cleaned.

Similar, and on some wards, worse housekeeping practices
were noted at Bronx Psychiatric Center. Dayrooms, dormi-
tories, and bathrooms of all six wards were generally dirty.
Floors needed mopping and were often littered with cigarette
butts and scraps of paper. Shower stalls and benches were
mildewed or caked with bits of dried soap. Radiators

throughout had been stuffed with paper scraps and
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cigarette butts; and wall fans were dirt encrusted.
Seclusion rooms at the Bronx were especially filcthy, with
urine on the floors of some and others reeking of urine. On
one ward, Commission staff observed a seclusion room with
extremely dirty £floors and walls and a strong stench of
urine.

Facility staff at many of the nine facilities told the
Commission that a shortage of housekeeping staff was the
major factor 1in the serious housekeeping problems that were
observed. At some facilities, staff also complained,
however, of the inefficient scheduling of housekeeping staff
and their poor supervison by facility administrators.
Significantly, facility directors' formal written responses
to the cleanliness deficiencies usually incorporated both the
filling of housekeeping staff items and stricter administra-
tive accountability for housekeeping work plans and for the

.supervision of housekeeping staff.
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Closely related to the basic cleanliness problems on the
wards was the problem with‘vermin infestation. With the
exception of three facilities (Binghaﬁton, Middletown, and
Pilgrim) staff and sometimes patients reported problems with
vermin on all wards. While at two facilities the problem was

limited to roach infestations, at all four New York City
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facilities mice and sometimes rats were also a reported
problem. At the Bronx Psychiatric Center, one ward was
reportedly infested with lice, as well as roaches and mice.
At several facilities Commission staff observed roaches, and
at one facility (Manhattan) a mouse was observed running

across the dining room during the noontime meal.
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General physical plant deficiencies often compounded
problems of basic cleanliness in contributing to poor living
condicions for patients, At six of the nine wvisited
facilities walls and ceilings in several areas required
maintenance due to water leaks, peeling paint, or general

deterioration. Broken windows that had been boarded up and
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gone unrepaired for some time were also \noted at two
facilities. In addition, at two facilities, Pilgrim and
‘Buffalo Psychiatric Centers, ceiling repair for leaks or
electrical problems had been initiated but not completed,
leaving exposed wires, dangling light fixtures, and holes in
ceilings for long periods of time.

For example, the physical plant at Pilgrim Psychiatric
Center, although clean, was decaying throughout. Ceilings
were crumbling, leaking, or otherwise showing signs of water
damage. Paint was peeling off most wards' walls. Facility
staff responded with dismayed acceptance to the Commission's
observation of these conditions, as they dutifully used large
10~gallon garbage cans to collect water from ceiling leaks
during a rainy day of the Commission’'s visits.

At South Beach Psychiatric Center, most wards required
wall and ceiling maintenance, including painting, replacement
of tiies, and repair of holes. One or more windows on the
three wards at South Beach were also broken and lhad been
boarded up for some time. Wall and ceiling maintenance was
also a serious problem at Bronx Psychiatric Center,  Most
areas on five of the six wards visited at the Bronx required
repainting.

At Kingsboro Psychiatric Center, interior maintenance of

walls, ceilings, and windows had been neglected over a long
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period of time. Window screens were hanging precariously from
many windows; paint on most ceilings and walls was peeling;
and crumbling, deteriorated plaster and boarded-up broken
windows were common sights. The overall impression of the

facility was that of a collection of abandoned buildings.
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The most serious physical plant deficiencies observed
were often bathroom plumbing problems. At three facilities
(Binghamton, Rochester, and Buffalo) these problems usually
appeared on only some wards and only resulted in a minor

inconvenience to patients who could not use one or two sinks

or tolilets.
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At the remaining four facilities, the plumbing problems
we observed were more serious. At Bronx Psychiatric Center
for example, all wards visited had at least one plumbing
problem, ranging from toilets which would not flush to some
sink faucets which were 1inoperable to plumbing leaks
resulting in water on the floors.

At Pilgrim Psychiatric Center nearly all bathroons
visited had more than one significant plumbing problem.
Commission staff observed malfunctioning toilets, inoperable
sink faucets and shower controls, sinks which would not
drain, and general plUmbing. leaks on all six wards. In
addition, all water fountains on all six wards of Pilgrim
were inoperable.

At South Beach Psychiatric Center the serious plﬁmbing
problems included some broken showers on five wards, some
broken toilets on three wards, and some inoperable faucets
and drains on five wards. Repair of plumbing problems also
appeared to be a significant problem at South Beach, with
individual bathrooms often closed for months at a time.

At Kingsboro Psychiafric Center inoperable plumbing
appeared to be the general rule. On five of the six wards
visited, sinks did not drain .properly; faucets were not in
working order (in some instances they couldn't be turned on,
in others they ran continuously and could not be turned off);

and toilets did not work or leaked when used. In addition,
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sinks, toilets, and water fountains had been removed from
several wards because they did not work, but the connecting
plumbing pipes were left ‘protruding from floors and walls,
creating safety hazards for patients.

Like many other problems noted during our review, the
physical plant deficiencies, although obviously a resource
issue, were also a product of poor management. At a number
of facilities, ward staff complained of long delays 1in the
processing of work orders, shoddy repair work, and inferior
materials which compounded often routine repair aﬁd main-
- tenance work, Notably, at éeveral facilities 1long pending
repair work was done during . the three days of the
Commission's visit. In one case, a repair and maintenance
team virtually followed the Commission staff on their rounds.
Ward staff responded appreciatively as their work orders
submitted weeks ago finally received attention. It is also
significant that at all of the facilities where serious
physical plant maintenance issues were mnoted, the formal
responses of facility directors cited the need for capital
plant maintenance funds, but also included plans to improve
the administrative processing and accountability for work

orders.
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The housekeeping and physical plant problems, together
with the frequently observed broken and dirty furaiture,
contributed to the overall wunattractiveness of many of the
wards at the nine facilities, Staff efforts to do what was
possible to make wards more attractive with personalized
touches also varied substantially from ward to ward even

within the same facility.
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At eight of the nine facilities we observed at least two
wards which were barren. On these wards, curtains and shades
were often either missing or half-hung and/or shabby. There
were few ©pictures or plants or any other decorations
evidencing staff efforts to work with patients to make the
ward environment a comfortable one. Dayrooms were often
stark, with furniture lined up against the walls, and dormi-
tories were, at best, sterile rows of beds lacking bed-
spreads. Other dormitories were in a state of disarray with
garbage littering bedstands and windowsills and most beds
left unmade in a tumble of sheets and dirty clothing.

Significantly, also at eight of the nine facilities, the
Commission staff observed at least one patient living area,
and often more than one, that was bright, cheerful, and
replete with attractive furnishings and decorations. These
areas stood as sharp reminders of the potential of the nine
centers to provide comfortable settings for patients,

At Binghamton Psychiatric Center, for example, all of
the three women's wards visited were well decorated and
attractiﬁe with pictures and other wall decorations, beds
with colorful and attractive bedspreads, and dayrooms with
antique-type furniture (i.e., rockers, overstﬁffed chairs)
and many plants., There were handmade afghans on the
geriatric wards and patient pictures in hand crocheted frames

hung on the walls.
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A geriatric ward at Middletown Psychiatric Center was
similarly pleasant, bright, and clean. Its dayroom was
tastefully decorated and furnished with tables, chairs, book-
cases, plants, paintings, and curtains. The room itself was
divided into different activity areas which made it appear
less institutional. At Rochester Psychiatric Center some
wards visited had converted staff offices into rooms equipped
with stereo equipment and furnished with couches and chairs,
and books and magazines. The many patients in these living
areas, which were used as alternatives to 1larger dayrooms,
attested to their popularity.’

Finally, at Manhattan Psychiatric Center, where most all
patient living areas visited had housekeeping deficiencies,
one ward, a male acute admissions ward, stood out as being
very attractively furnished with many special touches. ~ Here
patients enjoyed a spotlessly clean ward with many person-
alized and interesting decorations. Leisure time equipment,
including an exercise bike, was also present for patients.
Sigpificantly, this ward also stood apart from other wards at
Manhaﬁtan in the readily observable staff and patient efforts
to care for the ward and 1its wunusual furnishings and

equipment.



42

Although difficult to document, it was also clear to
Commission staff that patients who enjoyed attractive, well
decorated, and comfortable rooms responded to the positive
aspects of their environments. Whereas ward staff at some
facilities told the Commission staff visiting the facilities
that it was impossible to keep ward furniture clean or
ungscarred by cigarette burns, or that wall decorations were
lacking because they were constantly defaced or torn down by
patients, we could not help but observe that there was little
destruction or disregard for ward furnishings in the well-
decorated areas that served batients with similar levels of
disabilities. It appeared that when patients were provided
with a well-maintained and attractive environment, they

readily accepted the responsibility to preserve it.
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Patient Health and Safety

The Commission's review also addressed the
fire safety features of the wards, obvious suicide
hazards, and the availability of emergency medical
equipment.

The adequacy of emergency medical care and the
presence of safety and suicide hazards have been.
longstanding, and often cited, concerns of the
Commission and its Mental Hygiene Medical Review
Board which reviews unusual deaths of patients in
State mental hygiene facilities. The Commission
has been frequently informed by relatives of
serious injuries caused by slippery floors, fall
hazards, and exposed radiators and hot water pipes.
In addition, investigations of unusual deaths have
surfaced numerous instances where life~saving
emergency medical equipment was either not promptly
available or, when available, was not operable.
There have also been incidents of patient suicides
by hanging from non-breakaway shower bars or other

overhead unenclosed pipes in patient areas.
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Porential suicide and safety hazards were observed at
all nine of the visited facilities, Common problems were

non-breakaway bars in shower aﬁd toilet stalls and exposed
overhead sprinkler pipes which oresented suicide hazards to
patients. Notably, on some wards of some facilities,
including Binghamton and Manhattan Psychiatric Centers,
breakaway bars had been installed and sprinkler pipes had
been enclosed as a part of OMﬁ's recently implemented capital

improvement project to rid facilities of suicide hazards,
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Fire safety problems were also noted at five facilities
(Rochester, Bronx, Buffalo, South Beach, and Kingsboro
Psychiatric Centers). The most typical fire safety problem
stemmed from overcrowding of beds in dormitories which
resulted in the blocking of dormitory doors. Other problems
included inadequate means of égress in case of fire, the lack
of fire extinguishers, and fire extinguishers which had not
been recently inspected.

At three facilities safety and suicide hazards were more
serious. At Kingsboro Psychiatric Center the physical plant
deficiencies were so serious as to present dangerous safétv
hazards to all patients. All patients were exposed to
erumbling walls, protruding plumbing pipes from fixtures
which had been removed, and very slippery floors caused by
plumbing and ceiling leaks, At Kingsboro, Commission staff
also noted many unshielded radiators and very hot uninsulated
hot water pipes which were easily accessible to patients and

which could cause serious burns.*

*In November 1983, the Commission received a complaint
from a relative of a patient at Kingsboro who had received
serious facial burns from falling on these pipes. Although
the patient recovered from her burns, her face remains
permanently scarred. '
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At two other facilities, suicide hazards were noted in
patient seclusion rooms.* At South Beach Psychiatric Center
several seclusion rooms presented hazards ‘including an
exposed light fixture, sharp-edged bed frames, and loose
sheets. In one of Buffalo Psychiatric Center's seclusion
rooms, a radiator was shielded with a sharp metal edged
cover, curtain rod hooks which could hold substantial weight
were securely in place, and the hardware of an inoperable

dead bolt lock was left secured on the inside of the door.

*Extremely agitated and/or suicidal patients at State
psychiatric centers are sometimes confined to seclusion rooms
as a treatment intervention to calm the patient and/or to
preclude patient attempts at self-injury,.
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Emergency Medical Care Equipment

A major concern of the Commission's Mental Hygiene
Medical Review Board which reviews unusual deaths of patients
in mental hygiene facilities has been the availability,
prompt accessibility, and working condition of emergency
medical care equipnent. In the course of this review, the
Commission sought to determine if well stocked first aid kits
were available on the wards and if more sophisticated
emergency medical equipment was promptly accessible,

Only at three facilities, South Beach, Rochester, and
Middletown Psychiatric Centers, were no problems observed in
‘this area, At three centers, Pilgrim, Manhattan, and Bronx
Psychiatric Centers, available supplies in wards' first aid
kits varied substantially, and staff generally were confused
as to the facility's policy for what constituted required
first aid supplies. On some wards, ward staff could not
indicate where emergency medical equipment was stored, and on
one ward visited, when staff were asked to bring the
emergency medical cart to the Commission reviewer, ward staff
brought a blood pressure cuff and stethoscope. Ward staff at
another facility reported that there is no routine inspection
of emergency medical equipment.

The prompt accessibility of emergency medical carts also
varied substantially among facilities and among wards within
facilities. For example, at four of the facilities each

visited ward had an emergency medical cart in addition to
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first aid supplies. At Binghamton Psychiatric Center, on the
other hand, two wards shared the available emergency medical
cart with four other wards, and at Kingsboro Psychiatric
Center ewmergency medical carts were generally shared among
four wards. At Manhattan  Psychiatric Center, although each
ward had first aid supplies, including an emergency drug box
and resuscitation equipment, other necessary emergency
medical equipment was located in the basement emergency room
of one of the two high-rise patient buildings. Although the
facility safety department had procedures designed to move
patients promptly to this equipment (i.e., central hold on
elevators, etc.), the Commission questioned the timely
accessibility of this equipment for patients on the upper
floors of the building where the emergency room is located
and for patients in the other patient building.

Based on these findings, it was apparent that the issue
of what constitutes appropriate and accessible emergency
medical equipment remains an unclear and debated one in State
psychiatricl facilities. Clearly, some facilities have
implemented fairly strict standards in this area, but others,
in the absence of an explicit OMH policy, have set standards
considerably lower. The findings similarly indicated the
great disparity in ward staff awarehess of the availability
and location of emergency medical care equipment, whatever

the facility standard.
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Quality of Patient Life

All of the issues addressed on the previous
pages have a primary and concrete relationship to
the quality of patient life at State psychiatric
centers. While these 1issues, like clothing,
grooming and bathroom supplies, and good house-
keeping and physical plant ‘maintenance are
certainly the moét tangible and objectively
measurable, other less tangible issues have an
equally fundamental impact on the quality of life
for patients{ Having something to do; having some
personal privacy; being ahle to enéure protection
of personal belongings; and knowing the day, date,
and time are among these other less tangible
issues, In the course of the Commission's review,
these issues were also examined, often with

despairing findings.
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Pérhaps the issue which most pervasively affected the
quality of life at the nine visited facilities was patient
idleness. At all facilities there was little structured
activity for most patients on the wards during their waking
hours. Sitting in dayrboms, pacing the floors, or stafing at
television sets were the primary daily activities for many
patients. At the same time, we also observed exanples of

exemplary staff efforts to initiate patient activities on
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some wards at seven of the facilities. Significantly, these
ward activities, with rare exceptions, were designed and
conducted by ward staff. Despite cutbacks in recreational
staff during the 1984 staff layoffs, these facilities, at
least on selective wards, had done "more with less.”

For example, at Binghamton Psychiatric Center, some
wards offered patients a work for pay program, and two wards
provided a centralized activity area where patients worked on
arts and crafts and were able to sell, swap, and keep their
projects.

At Manhattan Psychiatrié Center, we observed one ward
where patients woke to piped-in music and began their day
with a morning exercise program designed by ward staff. Some
other special activities observed during the three days at
Manhattan included a coed‘ dance and social, a movie, and a
nature project with animals brought to the ward from the
Bronx Zoo.

One Qard of South Beach Psychiatric Center offered a
very impressive token incentive program for patients to
improve their daily living skills. And, a ward of Rochester
Psychiatric Center had converted a dining room area ¢to a
coffee shop, which served both as a social area for patients
and staff and as a setting for occupational therapy.

But as a general rule, patient inactivity was the norm.

Although many wards had a supply of leisure time equipment
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and materials, these were usually locked up and inaccessible
to patients. On most wards we observed minimal staff efforts
to 1involve patients in meaningful activities. Across the
nine facilities, many of the patients interviewed complained
of 1inactivity. A comment from a patient at South Beach
Psychiatric Center is demonstrative, "All there is to do here
is read and I don't know how."

At Rochester Psychiatric Center little evidence was seen
of active therapy or programming being carried out for the
majority of patients on five of the six visited wards over
the three-day period. Similafly, at Pilgrim and Bronx
Psychiatric Centers, £few organized activitieé were observed
on the wards during the three-day period, and many patients
spent portions of the day sleeping on floors and dayroom
furniture. During the more than 60 hours Commission staff
spent at Kingsboro Psychiatric Center, only one patient
activity was observed and on none of the wards did we note
any patients using leisure time materials, 1like playing
cards, games, books, magazines, etc; For the most part,
patients were sitting idly or pacing around the wards.

Short staffing, coupled with the severe overcrowding at
many facilities, contributed significantly to the problem of
patient idleness. Staffing levels of only two to three staff
persons for wards of 30-35 patients left little staff time to

go beyond basic custodial care to provide activities for
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patients. In addition, overcrowding of wards left many staff
discouraged and reluctant to pick up the tasks of their laid-
off recreational therapist colleagues.

It 1is also significant that, unlike New York State
developmental centers  which provide residential care for
persons with developmental disabilities,* State psychiatric
centers have no required level of pétient programming or
rehabilitative services, Whereas State Mental Hygiene
regulations require State developmental centers to provide at
least six hours of programming, there 1is no OMH or JCAH
standard which explicitly mandates programming requirements
for State psychiatric centers. As a result, there 1is no
minimal threshold for ward staffing to ensure meaningful
activities for patients in State psychiatric centers and the
common circumstance of virtually no patient activity on the
wards is tolerated.

Another factor which has contributed to patient idleness
is the unwritten proscription against ﬁatient participation
in the daily maintenance of their ward environment.
Overreaction to court decisions forbidding the involuntary

servitude of patients in public institutions has resulted in

*Developmental disabilities include mental retardation,
epilepsy, autism, neurological impairments, learning dis-
abilities, and other serious functional disabilities with an
onset before the age of 18. '
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most facilities exempting patients from any‘responsibility
for housekeeping and other routine activities of daily living
while they are on the wards. Although more recent court
decisions have clearly indicated that these activities are
permissible and State Mental Hygiene regulations indicate
that these activities are desirable if they become components
of the patient's treatment plan and promote his/her readiness
for independent living upon discharge, few patients' programs
include these activities. As a consequence, patients of
New York State psychiatric centers, like those of many other
states, spend their days ‘on short-staffed wards with
virtually nothing to do, and their potential contributions to

better ward environments are sorely missed.
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Patient privacyv was also seriously compromised at six of
the nine visited facilities by severe overcrowding. Spacing
of beds in dorms left patients with virtually no privacy at
night. Bathroom privacy at four facilities (Binghamton,
Manhattan, Bronx, and Kingsboro) was also lacking with
several or many toilet and shower stalls without doors or
curtains. Also, at one facility, Rochester Psychiatric

Center, patients were observed on some wards being showered
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in groups and left to stand for periods of 5 to 15 minutes
undressed with no privacy.

In addition, there was an absence of privacy to varying
degrees in visiting relatives or friends and in making
telephone <calls at almost all facilities. Many facilities
did not have visitors rooms on the wards at all, and none of
the nine facilities made a consistent effort to provide
separate and attrgctive visitors space for patients.
Commission staff observed many visitors rooms that were
cramped, dirty, and extfemely unattractive. Those wards with
attractive, comfortable visiting rooms, like those observed
on certain Manhattan and South Beach Psychiatric Centers’
wards, clearly appeared to be the exéeption, not the rule.

Similarlj, access to a telephone for private calls was
significantly restricted at eight of the nine facilities.
Only at one facility, Rochester, were there few limitations
to the free and open access to telephones for patients on the
wards., Depending on the ward, patients at Rochester
Psychiatric Center could ask to use a telephone in a staff
office or a telephone was made available at designated times
of the day. At these times, a telephone would be brought
into a room and plugged into the wall jack. Staff even

assisted patients with making calls, if such help was needed.
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At other facilities patients had access to a pay phone only
during certain hours of the day, and there was no privacy as
several patients (with an accompanying staff person) stood in

line behind the caller awaiting their turn to make a call.



58

Numbar of
tnsututions

. .
4 1 ﬁ
3 Access/
2 Protection
E of Belongings
No Some Serious
Problems Deficiency Deficiency

Access to and protection of patient belongings was also
a serious systemic problem. At six of the facilities staff
and patients alike reported a significant theft problem,
especially for money and uﬁderwear; Most patients' wardrobes
at all facilities were unlocked and/or unlockable. At three
facilities, Manhattan, Bronx, and Kingsboro Psychiatric
Centers, this problem was so significant that patients were

discouraged from keeping any personal belongings, including
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- clothing, on the wards. At the two other facilities,
security of patient belongings had been addressed primarily
by locking dormitory areas early in the morning when patients
left for breakfast, and many patients complained about their
limited access to their belongings. Although patients at
these facilities could theoreticaily reenter the dormitories
during the day with the assistance of a staff member, the
many patients observed carrying their belongings, sometimes
in several bags, betrayed the impractical implementation of

this policy on the short-staffed wards.
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At all nine visited facilities many of the basic
amenities of daily living that we all count on were absent-
-clocks, calendars, posted schedules, free access to drinking
water. At five facilities there were no posted calendars in
patient areas, and it was rare to find a clock in the
sleeping areas of any of the facilities. Program schedules
listing patient activitiesrwere either absenmt or inaccurate

at seven of the nine facilities. Meal menus were
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also not posted in patients areas on most wards of seven
facilities. Even access to drinking water was difficult on
some wards of several facilities because water fountains were
inoperable and there were no.paper cups in bathroons.
Although these issues pale in comparison to some of the
more basic deficiencies in patient living conditions noted
during the Commission's re&iew, they nonetheless impact on
patients who could easily lose track of days, dates, and time
in an institutional setting, or whose illness often caused
sleepless nights with no clock to check the passing of time.
In addition, the prevailiﬁg inactivity elevated the
importance of advanced notice of the few scheduled activities
or the noontime meal. Finally, most patients receive medica-
tions which have a common side effect of an exceedingly dry
mouth, but at two facilities it was not even easy to get a

drink of water.
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‘ Chapter III
Conclusion and Recommendations

As the Commission's -findings indicate, the quality of
the basic 1living conditions at the nine facilities varied
tremendously. More importantly, the Commission's review
revealed that, for the most part, the variance was not always
above a minimally acceptable standard of care, but sometimes
reflected a level of living conditions for patients signifi-
cantly below standards articulated by state and federal
courts. While the Commission encountered islands of qualicty
care for patients, other conditions witnessed by the
Commission--including severe overcrowding; serious neglect of
tasic cleanliness; inadequate clothing; lack of privacy in
sleeping, bathing, and toileting; absence of personal hygiene
and grooming supplies; restricted access to drinking water
and personal belongings; and the endless hours of boredom-
-would not meet standards which courts have mandated for
state and federal prisons. In addition to not meeting court-
mandated standards for incarcerated persons, these conditions
fundamentally denied the human dignity of patients.

Several conclusions concerning the factors influencing
the varied and egregious conditions witnessed by the

Commission can be drawn. The most obvious relate to
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overcrowding, the sufficiency of resources, and the adequacy
of management. To a greater or lesser extent, all of these
factors are intertwined in influencing the conditions we
observed.

Unlike psychiatric institutions in the private and
municipal sectors, which have established limitations on bed
capacity, the State psychiatric centers have no such maximum,
and as the provider of last resort, the State system faces
essentially iimitless demands for services. As non-State
facilities send their excess patients to State facilities,
occupancy goals--used 1in projecting and budgeting staffing
and other resources for State facilities--are frequently
significantly exceeded without adequate provision for
commensurate increases in resources. The consequences of
this overcrowding were plainly evident in the Commission’s
review.

Overcrowding deprived patients of even wuinimal privacy
at some facilities, It strained limited ward staff's ability
to care for patients and manage resources effectively as it
crowded too many patients in small spaces making everything
from rudimentary housekeeping to attending to patients as
individuals more difficult. On some wards, overcrowding also
led to inadegquate storage space for patients' beloﬁgings,
while on others beds blocked exit doors creating fire safety

hazards.
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The responses of the facility directors, as well as the
Commission's observations, also indicated that sufficiency of
fiscal resources was a factor in several of the more systemic
deficiencies. Clearly, long-term neglect of physical plant
maintenance, particularly at Kingsboro and Pilgrim
Psychiatric Centers, was a problem of insufficient capital
funds for maintaining the aging buildings on these campuses.
Overcrowding also aerived, in part, from staffing level
cutbacks, which left facility directors in the difficult
position of deciding between inadequately staffed less
crowded wards or overcrowded wards which could be staffed at
a more adequate level. Similarly, several facility directors
indicated that housekeeping and clothing problems, as well as
limited ward activities for patients, were partially attribu-
table to the 1loss of housekeeping, clothing clerk, and
recreational therapist personnel.

In many insﬁances, however, the deficiencies noted were
not primarily the result of insufficient resources or over-
crowded wards, but the result of inadequate management
systems. This accountability of management for many of the
deficiencies was acknowledged 1in most of the facility
directors' responses which referenced new administrative
procedures for distributing clothipg, grooming, and bathroom
supplies; for scheduling and supervising housekeeping and

maintenance staff; and for processing work order requests.
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In other instances, the Commission was impresseﬁ with reports
of directors that significant problems had been addressed,
primarily using existing resources, within six weeks of our
visits., These reported improvements included the cleaning of
some wards with serious housekeeping deficiencies; the repair
of inoperable bathroom plumbing at four facilities; the
removal of prominent safety hazards from seclusion rooms at
one facility; and the 1institution of new contracts and/or
more frequent exterminations for vermin control at three
facilities. Even on the issue of overcrowding, administra-
tive initiatives were detailed by three facilities. Buffalo
Psychiatric Center reported that some patients would be
transferred to a less crowded facility, Middletown
Psychiatric Center had 4initiated the movement of some
patients from overcrowded wards to less crowded wards. And,
Rochester Psychiatric Center reported that a new ward would
open in November to alleviate overcrowding.

It is also important to note that ‘the average annual
cost of care “at the nine faéilities'.exceeds $41,000 per
patient, While this sum is refiective of the high cost of
stéffing State pgychiatric centers 24"hours a day and the
cbﬁcomitant, expenses for physicél "plant maintenance and
utilities of the many old buildings on the facilities'
campuses, it remains fundamental that, within these
resources, meeting patients' basic living needs for safe and

clean environments and for clothing, personal hygiene, and
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bathroom supplies must be the priority of facility managers.
The findings of the Commission's review clearly evidenced
that this was not wuniformly the case. ‘1t appeared rather
that management inattention to certain basic issues, such as
ensuring that patients had underwear, toothbrushes, toilet
paper, and even minimally clean living areas had persisted
long~term at a number of facilities. The fact that the
conditions found by the Commission were allowed to pé?sist
despite the ongoing monitoring activities of the Office of
Mental Health's central and regional offices further under-
scored Commission concerns ébout the system's abiiity to

manage its operationus,
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aAs iliustrated in the chart below, this review revealed
at least nine different thresholds of acceptable living
conditions in the nine facilities reviewed, In the absence
cf a wuniform standari of basic living conditions, where
facilities drew the line on patient living conditions varied.
At Pilgrim Psychiacric Center, for example, whefe patients

were well clothed and had personal Thygiene supplies
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and most patient areas were clean, most bathrooms suffered
significant plumbing problems; patients had limited access to
drinking water due to inoperable water fountains; and staff
hardly questioned the routine use of ten-gallon garbage cans
to collect water from ceiling leaks. At Buffalo Psychiatric
Center, patients were also well clothed; bathrooms were
generally well stocked; and most bathroom plumbing was
operahble; but many areas of the facility evidenced long-tern
serious housekeeping problems and most of the patients inter-
viewed did not have toothbrushes, At Manhattan Psychiatric
Center, the standérd for-acéeptable conditions was still
different. Here, all bathrooms were operable and well
stocked with suﬁplies, but many patients' lacked adequate
clothing, including clean underwear, and personal hygiene
supplies were a luxury shared by only a few of the inter-
viewed patients.

Of great concern to the Commission is that each facility
seems free to establish 1its own threshold of acceptable
living conditions. While it 1is imperative that the highest
priority be assigned to eradicating the conditions found
during the Commission's review, it is not the conditions
alone which warrant attention but the management priorities
that allow them to exist. Although questions concerning the

adequacy of current resource levels and management systems
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must be confronted, such problems cannot be fruitfully
resolved until there is an unvarying expectation that the
basic human needs of patients are met. It is also clear,
given the current state of conditions, that these priorities
must be explicitly articulated as a foundation of a mission
statement for the Office of Mental Health.

In articulating this mission statement, it 1is critical
that the potential for patients to participate in therapeutic
work activities be reexamined on a systemwide basis. Unduly
restrictive notions about the proper responsibility of
capable patients to gttend fo their own basic housekeeping
needs has eliminated much possibility of patients helping to
maintain their 1iving environment. As a result, the quality
of life has suffered as pervasive 1idleness stretches into
endless hours of boredom for patients, while their living
areas often remain in shambles, The Comnission believes it
is essential that concerted efforts be made to provide
patients with a sense of belonging, participation, and
responsibility. There is an absolute need to find construc-
tive activity, consistent with targeted treatment plans, for
patients to occupy themselves for most of their waking hours.
Needless to éay, care must be taken to ensure that such
activities do not cross the line between permissive house-
keeping and therapeutic work and impermissible institutional

maintenance labor.
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In developing this statement for State psychiatric
centers, the Office of Mental Health would also be well
advised to examine the OMRDD system and the impact of
requiring "active treatment" on the overall quality of care
of residents of developmental centers, It is the
Commission's view that the articulation of c¢lear goals, such
as specific time requirements for the provision of active
programming each day, has facilitated greater success 1in
improving the quality of life for residents, Such goals
provide a framework for developing rational staffing require-
ments and for measuring ‘success or failure, however
imperfectly. No such goals currently exist for the mental
health system, leaving facilities and their patients vulner-
able to the vagaries of the budget-making process and to the
varying expectations of performance by diverse constituencies

and administrations,
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RECOMMENDATIONS
Based on these conclusions, the Commission offers the
following recommeﬁdations to assist the Office of Mental
Health in wupgrading the quality of 1living conditions for

patients.

A. Overall Recommendations

1. The Office of Mental Health should, as a matter of
high priority, develop a clear and concise mission
statement outlining minimum expectations of
standards of <care that all State psychiatric
centers will achieve and maintain, This statement
should specifically address the responsibility of
these facilities to meet the basic human needs of

patients, as well as to provide them with a
minimum number of hours of constructive program or
activity each day. Each facility should bhe

annually evaluated by the Office of Mental Health
against these standards of care and senior
managers held accountable for their performance in
these areas.,. Preferably, such evaluations ought
to occur on an unannounced basis. ‘

2. The Office of Mental Health should develop, on a
priority basis, a policy that requires facilities
to develop therapeutic treatment plans for
patients which include therapeutic work activity
addressing their needs to. develop or maintain
personal and self-care skills. Such plans may
require that patients be given responsibility for
housekeeping tasks in their living areas,

3. Every State psychiatric center should be surveyed
to identify deficiencies in the physical plant
that directly impact upon living conditions for
patients, An inventory of repairs, maintenance
and capital projects should be developed, priori-
tized and scheduled. In this process, considera-
tion should be given to temporarily regionalizing
maintenance staff to address the most critical
problem areas in a timely fashion.
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The Office of Mental Health should review the
impact of reductions in work force wupon facility
operations which directly impact the quality of
Life for patients (e.g., food service workers,
laundry clerks, recreation therapists, etc.) and,
where necessary, request funds to operate at a
level that meets the minimum standards of care
identified in Recommendation No. 1.

Facility directors, deputy directors for
institutional administration, and other senior
managers who have demonstrated skill in meeting
and exceeding acceptable standards of care should
be used as resources throughout the system in an
effort to wupgrade performance in vital areas
affecting day-to-day living in psychiatric
centers.

The Mental Hygiene Law should be amended to add a
bill of rights for patients who reside in insti-
tutional settings, along the lines of the recently
enacted bill of rights for the mentally retarded
and developmentally disabled residents of commu-
nity residential facilities (MHL §41.41). The law
should provide that such a bill of rights be
posted prominently on every ward of every facility
and that the poster contains information on how to

contact the facility Board of Visitors, the Mental

Health Information Service and the Commission on
Quality of Care if a patient believes his or her
rights are being violated.

B. Overcrowding

To

assist State psychiatric centers in reducing the

level of overcrowding on their wards:

] L)

A high priority should be given to developing
additional community residence beds in every
catchment area of the State. '

The Office of Mental Health should seek to
estahlish domiciliary care facilities in each
region of the State to provide housing and
aftercare services to patients who are ready for
discharge from psychiatric centers but for whom
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there are inadequate resources in the community.
Suitable vacant buildings on the grounds of State
psychiatric center campuses are an option that
should be explored for this purpose, consistent
with the model developed at Creedmoor Psychiatric
Center.

The Office of Mental Health should seek to develop
additional crisis residences to assist each
psychiatric center to deflect potential admissions
that do not necessarily require acute

- hospitalization.

Realistic program occupancy goals should be
established for each psychiatric center, consis-
tent with the resources available, to provide
adequate patient care, For those centers that are
currently above these occupancy goals, specific
plans should be developed to reduce and eventually
eliminate the overcrowding. One option that
should be considered in the process is the
transfer of consenting patients who do not have
strong ties to the community to other facilities
in the State providing equal or better conditions,

The Office of Mental Health should consider
accelerated development of day hospital programs
to reduce the pressures for inpatient psychiatric
care.

C. Internal Monitoring

1.

The O0ffice of Mental Health should require every
psychiatric center to «create and utilize an
internal review mechanism to periodically evaluate
the facility against accreditation standards.
Such evaluations ought to be conducted suffi-
ciently frequently to ensure that standards are
being continually maintained. Reports of these
surveys should be made available to the facility
director, the deputy director clinical, wunit
chiefs, and ward level staff, as well as the

Regional 0Office and boards of visitors. The
facility director should be held accountable for
the implementation of any corrective actions

identified as being necessary in these surveys.
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2. Every psychiatric center should clearly establish
personal accountability at the ward level and at
the unit level for living conditions which exist.
There should be a specified 1individual on each
shift who 1is personally accountable for ensuring
that living conditions comply with the minimum
standards that are established.

3. To facilitate clearer communication and priority
setcting with respect to  housekeeping and
maintenance at facilities, each facility should
establish periodic meetings of clinical staff and
maintenance/support staff.

D, Miscellaneous

The 0Office of Mental Health should arrange for
representatives from several facilities to meet with
purchasing agents at the O0ffice of General Services to
make clear the special needs of psychiatric centers for
furniture and patient clothing. The need for such
communication 1is particularly acute with respect for
furnishing requirements for secure units and other units
that house aggressive, acting out patients.
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THE OFPICE OF MENTAL HEALTH RESPCNSE TO THE COMMISSION ON QUALITY OF CARE

FOR THE MENTALLY DISABLED'S REPORT ON THE QUALITY OF LIFE

AT NINE NEW YORK STATE PSYCHIATRIC CENTERS

Every patient on every ward in every psychiatric center ig entitled to a
clean environment, personal hygiene care, appropriate clothing, deceant food and
basic medical care in addition to psychiatric treatment. The Commission on
Quality of Care report identifies on certain wards unacceptable living con-

ditions.

The most serious deficlencies were concentrated on 3Q wards at 5 of

OMH's 33 facilities.

The Office of Mental Health has moved to vigorously correct deficiencies
and establish management system$ which will sustaln improvements. Our efforts
facused on five major actions:

(D

(2)

(3

CORRECTION OF DEFICIENCIES--0f the 1,377 deficiencies cited, 862

(63%) have been corrected, and 438 (32%) are in the process of being
corrected, Of the balance of these findings (5%), OMH disagrees that
action is required in 3%, and requires additional resources for
compliance in 2%. We urge the Commission staff to revisit these
facilities to observe first-hand the significant improvements since
May.

MANAGERIAL CHANGES--When it is necessary to make staff changes,

the 0ffice of Mental Health has and will continue to make those
changes, This applies to staff at all levels in the facilitdes,
Regional, and Central Office. New Executive Directors have been
appointed at three of the hospitals cited as experiencing the most
serious problems (Kingsboro, Bronx, Buffalo). 1In addition, other
executive staff were replaced.

NEW PROCEDURE AND SYSTEMS-~OMH will institute by December 31, 1984

the following standard procedures:

(a) The environmental and perscnal care reviews now done by many
centers will be standardized at all centers to provide for uniform
reviews of basic living conditions.

(b) Each Regional QOffice will develop a schedule for unannounced site
visits to review the conditions and circumstances in each
psychiatric center. Central Office follow-up will occur with
Regional Qffices as appropriate. ’

(¢) A special team of Central Office staff has reviewed with the
Regional Offices the facilities clited as having the most serious
problems. Technical assistance has and is continuing to be
provided with corrective actions made as required.



(4) IMPROVED DIRECT CARE AND SUPPORT STAFFING LEVELS--Two weeks prior

(5)

to the May CQC site visits, facilities were notified of the
1984-85 resource allocation. Therefore, the additional direct
care and support staff allocated to OMH for 1984-85 had not been
hired at the time of the visits. These additional staff have now
been hired and are at work on the wards.

EFFORTS TO RELIEVE OVERCROWDING-~As the Commission pointed out,

many of the problems cited resulted from the overcrowding
experienced at urban psychiatric centers. Since 1973, over 500
patients have been transferred from adult psychiatric centers in
New York City to other state psychlatric centers outside the City.
In 1984-85, a total of 209 patlents will be transferred from four
urban facilities. At the time of the May CQC site visits, these
planned transfers had not occurred.

We appreciate the careful work which the Commission did in surveying
conditions at the hospitals visited. The findings have been most helpful in
improving conditions both in those facilities, as well as the entire system.
However we suggest that the draft overview of the report be revised to reflect
a nore balanced view of the Commission’s finding. Specifically, we recommend
that the overview statement of the draft report be revised to reflect the
following:

(1)

(2)

The deficient conditions in 30 wards at the 5 centers should not be
generalized to indict the entire system of 958 wards at 33 Psychiatric
Centers. The Commission makes no note that the wards at centers
visited are widely recognized to have the most challenging problems in
our system. The language of the overview ("intolerable living
conditions in state psychiatric centers”) characterizes the entire
system based on individual wards at those centers with the most
difficult problems.

The five facilities with the most serious conditions each serve
proportionately higher numbers of young, acutely 1ill, aggressive
patients. All of these urban centers face constant demand for service
and are often overcrowded. Maintenance of a deteriorating capital
plant with the limited staffing available is especially difficult at
hospitals with large numbers of acutely ill patiemts, who tend to be
destructive, The variability observed in the quality of the
environment reflects differing abilities to meet the challenges of
ruaning each State Psychiatric Center and does not reflect differences
in values.



(3) The problems cited by the Commission do not reflect a lack of
standards. In addition to the standards contained in the New York
State Constitution, Mental Hygiene Law, 14 NYCRR and the Office of
Mental Health Policy Manual, the Office of Mental Health has adopted
the standards of the Joint Commission on Accreditation of Hospitals.
These standards are comprehensive, specific, clear, humane, and
appropriate, and recognized nationwide,

We appreciate the Commission's effective advocacy on behalf of the mentally
disabled and look forward to the final report. '



From the digital collections of the New York State Library.
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CQC Recommendation A.l

The 0ffice of Mental Health should, as a matter of high priority,
develop a clear and concise mission statement outlining minimum
expectations of standards of care that all State psychiatric cen-
ters will achieve and maintain, This statement should specifically
address the responsibility of these facilities to meet the basic
human needs of patients, as well as to provide them with a minimum
number of hours of constructive program or activity each day. Fach
facility should be annually evaluated by the 0ffice of Mental
Health against these standards of care and senior managers held
accountable for their performance in these areas. Preferahly, such
evaluations ought to occur on an unannounced basis.

OMH Response

The mission statement for the 0ffice of Mental Health as it relates to
the care and welfare of the mentally i11 in State operated psychiatric cen-
ters is stated in the Mental Hygiene Law., Specific examples from the
Mental Hygiene Law illustrate this point:

§

7.07.{c) The 0Office of Mental Health shall have the responsibility
for seeing that mentally i1l persons are provided with care and
treatment, that such care, treatment and rehabilitation is of high
quality and effectiveness, and that personal and civil rights of
persons receiving care, treatment and rehabilitation are adequately
protected.

29.13 Treatment Plans

(a) Subject to the regulations of the Commissioner, the director of
each departmental facility shall require the development of a
written plan to assure adequate care and treatment for each
patient,

(b} The written treatment plan shall incliude, bhut not be limited
to, a statement of treatment goals; appropriate programs treat-
ment or therapies to he undertaken to meet such goals; and a
specific timetable for assessment of patient programs as well
as for periodic mental and physical reexaminations ...
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To operationalize this mission statement, it is the policy of the
Office of Mental Health, that all State operated psychiatric centers seek
and achieve accreditation from the Joint Commission on Accreditation of
Hospitals. Thus, in effect, the Office of Mental Health has adopted the
nationally recognized Joint Commission on Accreditation of Hospitals'
Consolidated Standards as the minimum standards of care. The comprehensive
JCAH criteria encompass four broad categories: program management, patient
management, patient services and physical plant management, and are the
generally accepted national professional standards, The JCAH is a highly
respected organization of psychiatric and medical professionals and the
value of its comprehensive accreditation program has been recognized by
Congress and the courts. In fact, several courts have cited the JCAH
accreditation criteria as a valid measure of adequate care.

To ensure that the minimum standards are being met, OMH is standardizing a
system for monitoring the quality of -the environment and personal care. This
system exists in most facilities, and will be in place in all by December 31,
1984,

To initially address the minimum programming recommendation, the 0ffice
of Mental Health will require each facility to submit typical schedules of
programming activities that are currently available for patients., After
receiving this information from each facility, the Office of Mental Health
will review the findings and develop recommendations for assuring that
appropriate activities are available for patients. The recommendations
will assist the Office of Mental Health in develping a range of programming
activities that will be available for staff to use in planning and imple-
menting each patient's treatment plan.

The Office of Mental Health will prepare a policy statement reaffirming
that active programming is an integral component of the treatment process
for psychiatric patients. Each facility will establish as a goal that the
treatment planning process for each inpatient will include a specific
assessment of active programming needs and active programming where
appropriate will be prescribed and provided, The 0ffice of Mental Health,
~ under the direction of the Division of Clinical Programs, will develop more
specific standards related to assessment and treatment of inpatients in
State operated psychiatric facilities during fiscal year 1985-86.
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This approach is based upon the following considerations:

o

To prescribe a specific treatment standard or goal without recogni-
tion of the different needs among patients and the differing needs
of the same patient over time is clearly not in the best interest
of the patient, Not all patients necessarily need or can tolerate
a precisely fixed number of hours of active programming each day.
Some patients may need more hours and some patients may need less;
and

Rational staffing requirements are not based upon a prescription of
rigidly fixed hours of treatment. Rather, as has heen done in the
new staffing standards for adult inpatient units, the basis for
generating rational staffing requirements is the recognition that
there are distinct patient groupings with distinct treatment and
staffing needs. This method of developing rational staffing
requirements recognizes that treatment is a complex process and
that it must be individualized to the needs of each patient.

CQC. Recommendatinn A2

The Office of Mental Health should develop, on a priority basis,

a policy that requires facilities to develop therapeutic treatment
plans for patients which include therapeutic work activity
addressing their needs to develop or maintain personal and self-
care skills. Such plans may require that patients be given
responsibility for housekeeping tasks in their living areas.

OMH Response

A1l OMH patients are required to have individualized comprehensive
treatment plans. OMH utilizes existing resources to ensure that acti-
vities of daily living (ADL) skills such as laundry, cooking, personal
hygiene, and bedmaking are performed hy patients and are clearly
incorporated into patients' treatment plans when appropriate. The OMH
facilities also emphasize training in these areas as an integral part
of ward programming. For example, work for pay programs, whereby patients
are paid to perform various ward housekeeping tasks, clerical and errand
work have been utilized with success by some facilities, The OMH will
review these programs for their applicability on a Statewide basis.
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In addition, many facilities have sheltered workshop programs and
model apartments for training purposes. Facilities will be required to
review these programs, and to assess their efficacy and to develop more
work oriented programs to the degree possible with existing resources.

CQC Recommendation A.3

Every State psychiatric center should be surveyed to identify
deficiencies in the physical plant that directly impact upon
living conditions for patients. An inventory of repairs,
maintenance and capital projects should bhe developed, priori-
tized and scheduled. In this process, consideration should
be given to temporarily regionalizing maintenance staff to
address the most critical problem areas in a timely fashion.

OMH Response

Each psychiatric center will be asked to review and identify current
physical plant deficiencies which impact upon the living conditions of
patients,. Those which are identified as capital projects will be submitted
through the Regional Office to Central Nffice's Bureau of Capital
fiperations for either a bucdget request or immediate funding out of current
capital appropriations. The listing of repairs and maintenance will be
scheduled and reviewed by Regional Office staff to assure appropriate
correction. '

In the last year the OMH has established a new bureau within the
Support Division to examine the deficiencies and needs of the thera-
peutic environment at all OMH centers. The mission of the Bureau of
Safety and Environmental Services is to provide technical assistance
to facilities in maintaining a safe and clean therapeutic environment,

This Bureau has undertaken pilot humanization enhancement prajects at
Kings Park PC and Kingsboro PC, The Kings Park Project was completed in
July 1984 and the Kingsboro project is scheduled for completion in February
1985, These projects will act as a springboard for future organized huma-
nization endeavors at all facilities.

We are in agreement that regionalized project teams are an effective
tool in completing specific project type work. The OMK will pilot a pro-
ject in the housekeeping/cleaning areas within the New York City region,
Ry the end of this fiscal year a Central 0Office Housekeeping Technician
and the Chief Housekeeper of each NYC facility will plan and schedule an
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on-going cleaning project at each NYC center, The project crews will
supplement the support staff at each of the facilities, and will assist
in tasks that are either not bheing completed by facilities due to staff
shortages or contract delays. This cadre of temporary cleaners will he
used to ensure that project work is completed at each facility. The plan
calls for the temporary cleaners to complete heavy duty cleaning such as
stripping/washing of floors, window washing, and thorough cleaning of
patient areas. This new method of operation will help to ensure that
housekeeping standards are met throughout the year,

Similar regional projects are being planned in the support areas
of painting, grounds, maintenance and physical plant for the 1985-1936
fiscal year,

£NC Recommendation A.4

The Office of Mental Health should review the impact of reductions in
work force upon facility operations which directly impact the quality
of 1ife for patients (e.g., food service workers, laundry clerks,
recreation therapists, etc.) and, where necessary, request funds to
operate at a level that meets the minimum standards of care
identified in Recommendation No. 1.

(MH Response

This recommendation has been fully implemented. The Office of Mental
Health has developed workload-based standards for Support Staffing in OMH
facilities. The Support Staffing Standards which have been field tested and
validated at every facility, now identify specifically the activities and
staff required at state facilities.

The importance of an adequate Tevel and mix of inpatient staff on the ward
has also been recognized hy OMH, The OMH has developed a new inpatient
staffing system which determines the level and discipline mix of staff
(including activity therapists) for eight patient groups. The system is based
on the disability of the patient, performance and workload standards for inpa-
tient staff and a multi-disciplinary approach to treatment.
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COC Recommendation A.5

Facility directors, deputy directors for institutional

administration, and other senior managers who have

demonstrated skill in meeting and exceeding acceptable

standards of care should he used as resnurces through-

out the system in an effort to upgrade performance in

vital areas affecting day-to-day living in psychiatric
- centers,

NMH Response

Facility directors, deputy directors for institutional administra-
tion, and other senior managerial personnel continue to be used outside
their facilities throughout the mental health system to address major
problems, Reginnal directors and senior facility management personnel
historically have been utilized to assist facilities in solving prohlems.
Currently, the Fxecutive Directors of Manhattan and Capital District
Psychiatric Center and the Regional Director for Long Island are providing
technical assistance to Kingshoro., In addition, the Rochester Deputy NDirector
for Institutional Administration is providing assistance to Buffalo.

Recently, a resource manual of facility support personnel with expertise
in nutrition, housekeeping, grounds, maintenance, safety, utilities, com-
munications and transportation was provided to Regional Directors for them to
draw upon when expert personnel are needed in these areas. At Kingshoro
Psychiatric Center, this practice has heen operationalized. Each month sup-
port staff from other OMH facilities provide technical assistance to their
Kingshoro counterparts.

COC Recommendation A.A

The Mental Hygiene Law should be amended %tn add a bill of

rights for patients who reside in institutional settings, along

the lines of the recently enacted bill of rights for the mentally
retarded and developmentally disahled residents of community
residential facilities (MHL §41.41). The law should provide that
such a bill of rights be posted prominently on every ward of every
facility and that the poster contains information on how to contact
the facility Board of Visitors, the Mental Health Information
Service and the Commission on Nuality of Care if a patient believes
his or her rights are being violated,
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OMH Response

The Office of Mental Health supports the principle that patient rights
should be articulated and that patients and staff should be aware of those
rights. A number of specific rights are already set forth in the Mental
Hygiene Law. In addition, there are several methods in place to inform
patients of their rights and to facilitate communication between patients
and groups or individuals overseeing the care of patients. Patients are
informed, upon admission, of their basic legal rights, including the right
to communicate with both the Mental Health Information Service, Board of
Visitors and the Commission on Quality of Care for the Mentaliy Disabled.
(A copy of this notice is attached.) In addition, free telephones are
available to patients. OMH also prints and distributes a "Patients Right
Handbook" - see attached.

€0C Recommendation B.1l

A high priority should be given to developing additional community
residence beds in every catchment area of the State.

MH Response

The Office of Mental Health has made expansion of the community resi-
dence program one of its major priorities.

Responding to the need to develop community residence beds, the Office
of Mental Health has expanded this program from 300 to approximately 3,000
beds since 1978, The Rovernor, in his 1984 Annual Message to the Legislature,
established the goal of expanding the community residence program over the
next two years by 1,600 beds to address an identified need,

Until Fiscal Year 1984-85 the Community Residence program design included
two program levels: supervised and supportive. The new program design imple-
mented during Fiscal Year 1984-85 adds a third level, intensive supportive, to
the residential continuum providing programming and funding to meet the speci-
fic needs of a diverse resident population.

To support the new model, the Office of Mental health worked cooperatively
with the Legislature during the 1984 Legislative Session to amend Section
41,33, permitting a state share payment to community residence agencies of up
to one hundred percent of operating costs.



The Office of Mental Health is expanding the community residence
program in accordance with the Governor's recommendation, During Fiscal
Year 1984-85 and Fiscal Year 1985-86 the existing two level program model
will be converted to the new three-tiered housing and rehabilitative con-
tinuum which will provide a richer staffing pattern to serve the more
disabled resident.

During this period of transition to a new service model, the Office of
Mental Health is committed to maintaining the existing program at a level
of funding adequate to provide high quality care. Community residence
contracts were renegotiated with 76 provider agencies to maintain the
existing program. To achieve the Governor's goal of a minimum 1,600 bed
expansion over the next two years, OMH has instituted a planning strategy
which will govern the general geographic location and hed type of new beds.
This process will be used to create a rehabilitative housing service con-
tinuum of supervised, intensive supportive, and supportive housing in each
area of the State. 1In addition, new program development grant guidelines
were completed and implemented, These guidelines were designed to achieve
planned program expansion goals by assisting community residence providers
interested in developing new beds. 1t is expected that with the implemen-
tation of the new program model for community residences, there w111 be
substantial bed development over the next two years.

£OC Recommendations 8.2

The Office of Mental Health should seek to establish domiciliary

care facilities in each region of the State to provide housing and
aftercare services to patients who are ready for discharge from
psychiatric centers but for whom there are inadequate resources in
the community. Suitable vacant buildings on the grounds of State
psychiatric center campuses are an option that should be explored for
this purpose, consistent with the model developed at Creedmoor Psy-
chiatric Center.

OMH Response

Over the past year, the Office of Mental Health has been involved in the
development of a new, congregate care program called Residential Care Centers
for Adults (RCCA). This program is an 80 to 2N0 bed, generally long stay,
congregate housing program for those mentally i1l persons not in need of inpa-
tient care, but who do need supervision with the tasks of everyday living as
well as on-site services to address the particular needs which are a resuit
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of their mental disabilities. The development of the RCCA program is in
raesponse to the need for community-based residential and mental health treat-
ment alternatives for special populations among the mentally il11, and is also
a response to the limited access of the mentally i1l to diminishing suitable
housing in the state, The Residential Care Centers for Adults, in

addition to providing long term care to mentally i1l persons who function hest
in a congregate setting, are designed to augment the existing alternative
living programs supported hy the 0ffice of Mental Health. Residents of RCCA
programs will be perindically assessed for transitional potential and when
appropriate, shall be provided additional assistance in moving to a more
appropriate level of care.

In recognition of the emergent need in New York City for programming
to address the particular needs of the homeless mentally i1l and in conjunc-
tion with the Governor's statewide initiatives for the homeless, the first
Office of Mental Health sponsored Residential Care Center for Adults has been
developed on the grounds of Creedmoor Psychiatric Center, This particular
program is designed to serve 196 "homeless" mentally i11 and is co-located in
Creedmoor's Building #4 with a New York City operated men's shelter and a
voluntary agency operated mental health treatment service.

OMH is also designing a model RCCA program to serve a more generic
population among the mentally i11, Most residents will be between ages
25-55, and all will be functionally disabled due to mental illness. It is
expected that residents will come from a broad base of referral sources
including State Psychiatric Centers. RCCA providers will be required to
maintain linkages with appropriate community mental health and health ser-
vices, and will make these services available to all residents. In initial
years of development and operation, RCCA beds will be targeted, in large
measure, to serve the mentally i1l homeless. Since RCCAs represent a new
program for the 0ffice of Mental Health, a comprehensive evaluation will he
performed during 1985-86. The outcome of evaluation efforts will guide the
Office of Mental Health in making future modifications to the program if
necessary as well as assist in policy decisinns regarding future program
development.

As has been past practice, OMH will continue to review the use of
appropriate vacant buildings on State psychiatric center campuses for this and
other levels of residen;ia] care,
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COC Recommendation 8.3

The 0ffice of Mental Health should seek to develop additional
crisis residences to assist each psychiatric center to
deflect potential admissions that deo not necessarily requwre
acute hospitalization.

(MH Response

The OMH Bureau of Community Living is currently reviewing the
Crisis Residence program. The review is designed to review the func-
tions provided by the thirteen existing Crisis Residences, to review
them in light of the original program guidelines, make recommendations
incorporating the information gathered from existing programs on
need, future goals, objectives, funding, and expanding the Crisis
Residence program as part of the continuum of residential
alternatives.

To date, a survey instrument of the current status and functioning of
Crisis Residences programs has been sent and returned by all thirteen
existing programs. Nine of the thirteen programs were chosen far site
visits. The visits were completed by Nctober 31, 1984, Information
obtained from the surveys and visits is currently being compiled into
a report on the current status, recommended changes in guidelines and
procedures, as well as recommendations for expansion. The NMH expects
that the recommendations on the program and frameworks for change and
expansion will be available by mid-Decemher, 1984,

The OMH supports continued development of on-grounds non-inpatient
care that serves as a clinically appropriate alternative to inpatient
care, or programs that, in a non-inpatient envirnnment, prepare
patients for community placement through the activity of teaching
daily living skills. The review of the Crisis Residence program is
intended to appropriately incorporate this program in the continuum nf
residential services and to clarify its role in that continuum, as a
program for persons in "situational” rather than acute clinical cri-
sis.,
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.COC Recommendation B.4

Realistic program occupancy goals should be established for each
psychiatric center, consistent with the resources available, to
provide adequate patient care, For those centers that are currently
above these occupancy goals, specific plans should be developed to
reduce and eventually eliminate the overcrowding. One option that
shouTd be considered in the process is the transfer of consenting
patients who do not have strong ties to the community to other
facilities in the State providing equal or better conditions,

OMH Response

As noted in both the Commission's report and the Select Commission's
Sub-Committee Report, State psychiatric centers often experience overcrowding
due to factors outside their direct control. While realistic program occupancy
goals have been established at each facility, their usefulness is limited
because the State facilities cannot dectine admissions of individuals in need of
inpatient psychiatric care,.

{vercrowding occurs most frequently in urban facilities where the demand for
acute care is high., 0One method that OMH has successfully utilized to relieve
the most serious overcrowding is the transfer of patients to other facilities in
the State. For example, in New York City, where overcrowding due to acute
admissions pressures occurs frequently at four of the five adult facilities,

a process has been established to transfer appropriate patients to facilities in
the nearby Hudson River Region. From 1978-1983, over 500 patients were trans-
ferred out of State psychiatric centers in New York City. In 1984.85, fifty
patients from Manhattan have been transferred to Harlem Valley, 24 Bronx
patients have been transferred to Rockland and 40 patients from Kingshoro are
being transferred to Harlem Valley. Forty additional Kingshoro patients are to
be transferred to Pilgrim PC, by 12/31/85. 1In addition, renovations underway at
Bronx (requiring one-fourth of the facility be vacant for construction work at
all times) have necessitated an even further reduction in patient census until
renovations are completed, OMH with an agreement with the New York City
Department of Mental Health is providing intermediate/long-term care to cer-
tain groups of Bronx residents in Rockland PC. To date, 47 Bronx residents

have been admitted to Rockland., Overcrowding has also occurred in other

urban facilities when the demand for acute services is high {Hutchings,
Rochester, Ruffalo and Capital District). Transfers to non-urban facilities

in the same region has alsoc been a successful mechanism to reduce census
pressures for these facilities. For example, in FY 1984-85, Ruffalo has
transferred 40 patients to Viltard and 15 to Gowanda.
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Were it not for the natural deaths of our elderly patients, there
would be a significant increase in the Statewide census. The issue for OMH is
not simply the establishment of program occupancy goals, but the development
of long-range plans and programs to meet the challenge and demands of a rising
census of young, first admission, mentally 111 persons. To accomplish this,
OMH is developing a transfer plan between the Mew York City and Hudson River -
Regions to be fully implemented in the 1985-86 fiscal year. This plan will
entail the on-going transfer of appropriate patients from overcrowded NYC
facilities.

CNC Recommendation B.5

The Office of Mental Health should consider accelerated development

of day hospital programs to reduce the pressures for inpatient
psychiatric care,

'

OMH Pesponse

The Office of Mental Health is committed to the expansion of the
current day treatment model as well as the development of a more intensive
partial hospitalization model. Partial hospitalization has been demonstrated
in a number of research studies tn effectively act as an alternative to hospi-
talization, or as an adjunct to inpatient care. The Office of Mental Health
and the Department of Health are jointly developing and funding the design of
this program, with implementation targeted for 1985,

A statewide steering committee inciuding representatives from OMH,
DOH, local government and voluntary providers has been convened to develop the
partial hospitalization model. As a preliminary step, a survey instrument
will be completed by mid-December 1984, with field visits scheduled to hegin
in early 1985, Current and model programs will be examined. These will
include not only state operated facilities, but also community mental health
centers, general hospitals and municipal programs, and private programs--
drawing an industry sample of partial hospitalization. Reimbursement methodo-
logies will also be assessed in order to maximize the federal funding.

This model will be available for all Articie 28 facilities and will
allow for a major expansion in programs to dovetail with the community resi-
dential alternatives which are also under active residential development.



-13-

COC Recommendations C.1, C.2, C.3

1. The Office of Mental Health should require every
psychiatric center to create and utilize an internal
review mechanism to periodically evaluate the facility
against accreditation standards. Such evaluations
ought to be conducted sufficiently freguently to ensure
that standards are being continually maintained. Reports
of these surveys should he made available to the facility
director, the deputy director clinical, unit chiefs, and
ward level staff, as well as the Regional Office and
boards of visitors. The facility director should be
held accountable for the impiementation of any corrective
actions identified as being necessary in these surveys. .-

2. FEvery psychiatric center should clearly establish
person accountability at the ward level and at the unit
level for living conditions which exist. There should
be a specified individual on each shift who is personally
accountable for ensuring that living conditions comply
with the minimum standards that are established.

3. To facilitate clearer communication and priority setting
with respect to housekeeping and maintenance at fac-
ilities, each facility should establish periodic meetings
of clinical staff and maintenance/support staff,

OMH Responses

The OMH has redoubled its effort to monitor the quality of care in
all its facilities. To accomplish this, MMH will implement by
December 31, 1984, a uniform statewide monitoring system to ensure
that the basic personal amenities, patient needs and living conditions
provided to patients are consistent throughout the State. The moni-
toring process will occur at both the facility and the Regional Nffice
level.

The OMH will develop a standardized system for monitoring the
quality of the environment, personal care and active programming. This
system is to be implemented on the ward level by the Unit Chiefs and
Team Leaders on an on-going -basis and will strengthen facility's
current efforts in these areas. Corrective actions will occur imme-
diately whenever possible.
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In addition, each facility will utilize its Quality Assurance
Committee for conducting monthly surveys of ward conditions along with
compliance with JCAH and other patient care standards utilizing a standar-
dized survey instrument. The facility director will be notified when any
serious deficiencies are found, when the committee reports fts findings and
plans for corrective action, and when the committee's recommendations are
not implemented and deficient conditions persist. The OMH will work with
the Boards of Visitors to incorporate this monitoring system into theijr
monthly facility site visits.

The Regional Office's responsibility in this process is to ensure that
gach facility's monitoring system is effective and implemented. The
Regional Office staff will conduct monthly unannounced site reviews of a
representative sample of all patient wards, netermining how well patients'
personal and treatment needs are being met, These reviews are already
occurring in most Regions. Ward conditions and the facility monitoring
process will also be reviewed at this time. An inventory of problem areas
needing correction will be generated. The facility will respond with a
plan of correction to be approved by the Regional Office. OQuarterly
reports of the monitoring process and of problem areas and corrective
actions will also be sent to Central Office.

In addition to these actions, Central Office staff from the Nperations
and Support Divisions are conducting reviews with the Regional Nffices at
those facilities experiencing the most problems, Since September, this
team has concentrated its efforts on the facilities most cited in the COC
report. Follow-up reviews to assess facilities' progress in accomplishing
recommendations are conducted. Central 0Office oversight of facilities
compliance will continue as a routine course of action,
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COC Recommendation D

The Office of Mental Health should arrange for representatives
from several facilities to meet with purchasing agents at -
the Office of General Services to make clear the special

needs of psychiatric centers for furniture and patient
clothing., The need for such communication is particularly
acute with respect for furnishing requirements for secure
units and other units that house aggressive, acting out
patients. '

OMH Response

The Office of Mental Health is actively involved in the newly created

Supply Support Customer Advisory Council which was formed after a complete
study hy the Governor's Council for Management and Productivity.

At the request of the FExecutive Chamber, the firm of Arthur Anderson and
Company conducted a review of the linkages hetween the Office of General
Services, Division of Supply Support, to the agencies who use their services.

Their report indicated that a serious communication problem existed with
the primary New York State agencies and 0GS, and recommended that a Supply
Support Customer Advisory Council be formulated to address all problems in
Purchasing, Foond Nelivery, Food Purchasing, Equipment Purchasing, Patient
Clothing, Patient Linen Services and Patient Laundry Services., The primary
focus was on how to better serve the client at the most efficient cost,

The Council was established in June, 1984 with four agencies represented
as major council members: Office of General Services, 0Office of Mental
Health, Office of Mental Retardation and Developmental Disabilities, and the
Department of Corrections. In addition, all other New York State agencies
that are users of 0GS services sit on the committee as regular members,

The Office of Mental Health has taken an active role in the semi-monthly
meetings of the Supply Support Customer Advisory Council to ensure that the
special needs of the mentally i1l are met. The Office of Mental Health
Central Office Council Members are supported by five facility administrators
(one from each region) who are regular members of the Council, and who are
charged with providing facility input into issues of concern,

In addition, the Council has a full time Customer Service Manager who
visits. each facility throughout the state, collects complaints and problems,
and presents these findings to the Council for action.

The OMH will solicit complaints and recommendations from selected
facilities in order to present a uniform and comprehensive 1ist of problems
and needs to this council. .



Copies of this report are available in large print, braille, or voice tape. Please call the
Commission for assistance in obtaining such copies at 518-381-7098.

The Commission on Quality of Care for the Mentally Disabled is anindependent agency
responsible for oversight inNew York State’s mental hygiene system. The Commission
also investigates complaints and responds to requests concerning patient/resident care
and treatment which cannot be resolved with mental hygiene facilities.

The Commission’s statewide toll-free number is for calls from patients/residents of
mental hygiene facilities and programs, their families, and other concerned advocates.

Toll-free Number: . 1-800-624-4143 (Voice/TTY)

In an effort to reduce the costs of printing, please notify the Commission if you wish
your name to be deleted from our mailing list or if your address has changed. Contact:

Commission Publications

NYS Commission on Quality of Care
for the Mentally Disabled

401 State Street

Schenectady, NY 12305-2397

Tel.(518)381-7106 Fax:(518)381-7101

http://www.cqc.state.ny.us
email: marcusg@cgqc.state.ny.us
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