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Figure 2: Percent Change in Patient
Census From Previous Year in State
Psychiatric Centers' (1955-1992)
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Over the past several years, partly in response to
budgetary pressures, the State Office of Mental
Health has accelerated the decline of the census
of state psychiatric centers. Whereas a decade
ago nearly 22.000 patients resided in psychiatric
centers, today there are fewer than 11,000; more
than 60Gi(- of this census rundown has occurred
within the past five years. Indeed, the rate of
census decline since 1989has been substantially
greater than during the era of deinstitutionaliza­
tion (Figures 1 and 2).

In the process of these census rundowns,
many long-term patients are being discharged
from psychiatric centers where they have spent
substantial pans of their lives. This report pre­
sents case studies of two such long-term psychi­
atric center inpatients, Nicholas Cooper and
Scrina Williams,I whose discharges to adult
homes ended in tragedies.
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Figure 1: Patient Census Change
In State Psychiatric Centers

(1955--1992)

Mr. Cooper, who had lived for more than 30
years in state hospitals, died within 90 days of
his release. During his brief out-of-hospital ex­
perience, his basic health. mental health and
hvzienic needs were unrnet and -he was often. ~

dirty, unkempt and malodorous, Ms. Williams,
who was mute, regressed and had lived in men­
tal hygiene institutions for more than 40 years,
assaulted and critically injured an elderly resi­
dent of the adult home to which she was dis­
charged: the death was classified a homicide.

The justification for discharging Mr. Cooper
and Ms. Williams, and hundreds of other long­
term psychiatric patients released in the last five
years, IS that they "have received maximum
benefit from hospitalization" and clinically no
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longer reguire inpatient hospitaliza­
non. This has probably been the case for many
years. but the budgetary pressures are forcing
staff 1O look more sharply at patients who have
reached a clinical plateau, \Vhile this rationale is
likely true for many pauems. It 1S equally true
that many long-term patients, like Mr. Cooper
and Ms. Williams, are simply not ready to live
outside the hospital without considerable sup­
port and supervision, which does not currently
exist in most communities.

In fact. the same budgetary pressures that are
influencing these discharges have also resulted
in the inadequate development of supportive
housing, supervised residences and other sup­
port services in the community for discharged
patients. Thus, the psychiatric hospitals often
rely on the lowest level of community ser­
vices-adult homes and boarding homes-to
serve discharged patients who are seriously men­
tally ill.

While there are patchworks of programs that
perform specialized tasks for seriously mentally
ill patients in many communities, there is no
replacement for the asylum function that state
hospitals have traditionally provided for the
long-term patient. There is no single place to
which patients can go to have all their needs met
Cor food, clothing, shelter, and medical and
psychiatric care. nor a reliable. mechanism to
assemble and deliver a comprehensive and de­
pendable package of these services to them."

Patients like Mr. Cooper and Ms. Williams,
who have had a long history of psychiatric
hospitalization. have lost much of their capacity
Cor independent living and selfdirection, and the
discharges occurring under fiscal pressures to
meet census targets offers them little lime to

learn the skills they need. In any event. Iiule
effort is made to teach such skills.

Nor is there a reliable safety net in place.
Instead, the patients are bounced between mul­
tiple health and mental health providers that see
them briefly but provide no monitOring or on­
going supervision and follow-up to ensure tl-eir
needs are being met. Not only are such services
ineffective in meeting patients' needs, but they
areexpensiveas well. Case management, which
is expected to fill the void and assist in maintain­
ing linkages, has proved simply unavailable or
incapable of providing the level ofintensity and
advocacy that many patients require.

Patients like Mr. Cooper and Ms. Williams
are at risk of being placed in marginal settings
that, by law and design, lack the clinical and
professional staff to monitor their health and
mental health needs. Once there, they are at risk
of neglect, deterioration and death.

The problems we found in the cases of Mr.
Cooper and Ms. Williams illustrate the failings
of individuals responsible for assuring appro­
priate hospital discharges and follow-up after
discharge; for providing meaningful case man­
agement services; and for arranging and deliv­
ering appropriate medical and mental health
care. These failings need to be corrected through
a more comprehensive approach to discharge
planning and follow-up of patients in the com­
munity. But, as importantly, the problems illus­
trate the predicaments caused by simultaneously
cutting inpatient services and not investing ad­
equately in community residential and support
services to meet the needs of patients discharged
from hospitals. This conundrum can only be
solved jointl y by the Execu tive and Legislative
branches of government.

Discharge Planning Practices of General Hospitals: Did Incentive Payments Improve Performance",
~YS Commission on Quality of Care. April 1993.
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This report represents the unanimous opin­
ion of the members of the Commission. Rc­
spouses to a draft of the report from the New
York State Office of Mental Health, the New
York State Department of Social Services,
Brentwood Adult Horne. and Southside HOSP1­

tal are attached as AppendixA. On Julv 1, 1993,
the draft report was also submitted to the opera­
tor of New Queen Esther Home for Adults;
however, as of the date of this report, a response
had not been received.

Clarence 1. Sundrarn
Chairman

"-P ~
ZA.~1'/'~~
~ /._---

Commissioner

!i/4.d ·
William P.Benja~
Commissioner
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Chapter I
Introduction

In July 1991, Nicholas Cooper.' a 73-year-old
patient ofPilgrimPsychiamc Center. was deemed
ready for discharge. After having lived for more
than 40 years in various state psychiatric cen­
ters. the last 30 of which were spent in Pilgrim
Psvchiatric Center, Mr. Cooper was discharged
to the Brentwood.Adult Horne in Suffolk County,
Long Island, a 30-bed private, proprietary adult
care facility certified by the State Department of
Social Services (DSS).

That same month, 58-year-old Serina Wil­
liams was deemed ready for discharge by her
Manhattan Psychiatric Center treatment team
after having been a patient in various mental
hygiene facilities for more than 40 years. Three
months later. after having lived in Manhattan
Psychiatnc Center for 20 years, she too was
placed ttl a private, proprietary adult care facility
certified by the State Department of Social Ser­
vices. the 47-bed New Queen Esther Home for
Adults in Queens.

WIthin 90 days ofhis releasefrom Pilgrim
Psychiatric Center, Mr. Cooper was dead,
and reports suggested he was not well
cared for; reportedly, he was dirty, un­
kempt, and smelled of urine.

Both discharges ended in tragedy. Within 90
davs of his release from Pilgrim Psychiatric
Center. Mr. Cooper was dead, and reports rc-

ceived by the Commission from various parties
who had contact with him in the weeks prior to
his death suggested that Mr. Cooper was not

Approximately oneyearafter herOctober
1991 release from Manhattan Psychiatric
Center, Ms. Williams assaulted and criti­
cally injured another mentally ill resident
of theadult homewho subsequently died.

well cared for; reportedly, he was dirty, un­
kempt, and smelled ofurine. Approximately one
year after her October 1991 release from Man­
hanan Psychiatric Center, Ms. Wi1lI311L<; assaulted
and critically injured another mentally ill resi­
dent of the adult home who subsequently died.
The death was ruled a homicide. and the Com­
mission received reports that no staff were on
duty at the time of the assault.

Pursuant to Article 45. of Mental Hygiene
Law, the Commission on Quality ofCare for the
Mentally Disabled and its Mental Hygiene Medi­
cal Review Board commenced investigations.
into the circumstances surrounding the deaths,
focusing on the clinical histories of Mr. Cooper
and Ms. Williams, the appropriateness of their
discharges, the conditions in the adult homes to
which they were released, and the adequacy of
their post-discharge services. During the inves­

tications. Commission staff:
~ ".

All name, in this report have been changed to protect the individuals' confidentiality.
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pertaining to

:'1r. Cooper's , Willams' inpa-
tient histories interviewed staff re-
sponsible for their care at Pilgrim and
Manha ttan Psvchia me Centers:

::::J reviewed clinical.recordsand interviewed
staff of the mental health outpatient pro­
grams to which ML Cooper and Ms.
Williams were referred upon their dis­
charge:

::::J reviewedDepartment of Social Services'
certification records on the Brentwood
and New Queen Esther Adult Homes
and spoke with DSS personnel about
conditions and incidents in the homes
and their certification histories;

o conducted site visits to the Brentwc)od
Adult Home and the New Queen Esther
Home for Adults to observe conditions.
interview staff and residents, and review
relevant records maintained by the fa­
ciliues:' and

o interviewed and reviewed the records of
ancillary service providers who had con­
tact with Mr. Cooper and Ms. Williams,
including private physicians, hospital
personnel, and police officials.

Chapter II and Chapter III present the case
studies of Mr. Cooper and Ms.Williams, respec­
tively. The Commission's conclusions and rec­
ommendations, based on its investigations, are
presented in Chapter IV

Although I\1r. Cooper was an outpatient of a mental hygiene facility at the time of his death and Mental
Hygiene Law authorizes the Commission to investigate the deaths of mental hygiene service recipients.
Commission staff were initially denied access to the Brentwood Adult Home, the DSS-cenified facility
in which he lived. Legislation was enacted in June 1992 (Chapter 266 of the Laws of 1992) specifically
cLlrifyHlg the Comrrussions authority to visa DSS-cenified adult care facilities and to obtain intormation
1!J the course of investigating deaths of mental hygiene patients. This legislation paved the way for the
continuation of the invesugation into Mr. Cooper's death and access to the facility in which he lived.
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Chapter II
Nicholas Cooper

Nicholas Cooper was born on August 5, 1917 in
Brooklyn. New York. Information on Mr.
Cooper's early history was limited; however,
according to clinical records. Mr. Cooper worked
as a laborer and was a member of the Interna­
tional Handbaz and LUQQaQ.e Union. Record

'- ...... '- "-

notes also indicated that Mr. Cooper had two
brothers and a sister, but that he had had no
contact with them since 1956 when he was
admitted to Creedmoor Psychiatric Center.

Thirty-Five Years in Institutions

This admission to Creedmoor Psychiatric
Center on an Order of Certification from Kings
County Hospital. at age 39. marked Mr. Cooper's
first involvement with the mental health system.
Mr. Cooper's clinical records indicated that,
upon admission, he had delusions of persecu­
tion. was rambling and incoherent, and had
impaired Judgment (Figure 3).

According to his clinical records, Mr.
Cooper's condition and symptoms re­
mained essentially unchanged during his
30yearsofconfz'nement atPilgrim Psychi­
atric Center.

In October 1957. approximately one year
after hIS admission to Creedmoor Psychiatric
Center. ,\11. Cooper was trans ferred to Rockland
Psvchiatric Center. and approximately four and
a half years later. at the age of 44, M1. Cooper
was transferred to Pilgnm Psychiatric Center,

where he lived for almost 30 years. At the urne
of his admission to Pilgrim Psychiatric Center.
Mr. Cooper was described as sloppy and in need
of constant supervision from staff. an d clinical
notes indicated that he lacked insight and contin­
ued to have paranoid delusions.

According to his clinical records, Mr.
Cooper's condition and symptoms remained
essentially unchanged during his 30 years of
confinement at Pilgrim Psychiatric Center. Pil­
grim records for 1990-1991 indicated that Mr.
Cooper received psychotropic medications for
his psychiatric condition, and he was offered the
opportunity to attend recreational activity pro­
grams, individual and group discussion ses­
sions, and mini-workshop programs. Report­
edly, Mr. Cooper also had the freedom to wander
the center's grounds during most ofhis hospital­
ization. Other record notes indicated, however,
that he continued to be seclusive. suspicious,
and delusional. and that he did not want to attend
the groups and activities offered.

Mr. Cooper enjoyed good health during his
several decades of institutionalization. His only
physical problem of note arose in 1989 when, at
the age of72. he developed hypertension which
was treated with a low-salt diet and medication.

Little Progress (1962-1991)
~

Over his rnanv vears at Pilzrim Psychiatric, , -
Center, clinical records revealed little intention
to consider M1. Cooper'sdischarge. To the con­
trary, his clinical records, as well as staff inter­
views. generally suggested that most people
involved with Mr. Cooper's care considered
Pilgrim to be Mr. Cooper's long-term home.
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Figure 3: Significant Events in Mr. Cooper's Life
1956-1991
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ThIS premise was reflected In Mr. Cooper's
annual hiatric assessments up throu2.h Julv

K , '- ¥

1991.

On January 22, 1991, Mr. Cooper's treat­
ment team met and azreed that Mr. Cooner had

~ .
not "shown improvement since [his] last treat-
ment plan" and that he continued to believe that

OnJuly 171 1991, Mr. Cooper 5social worker
entered anote inMr. Cooper IS record stating
"Nichotas' tentative discharge date isfor July
25, 1991 at 10:00 a.m. ff

he was an employee of the hospital, the FBI, and
the CIA. Mr. Cooper's January 1991 treatment
plan also indicated that he did not meet dis­
charge criteria and that discharge would be
considered "when [his] delusional ideation
doesn't interfere with his ability to accept real­
istic discharge plans and he gains independence
\v ith grooming skills and participates in activi­
ties." The ientativedischarge date, recommended
by the treatment team, was January 22, 1992.

Three months later, on April 20, 1991, Mr.
Cooper"s treatment team met again for a peri­
odic treatment plan review to evaluate Mr.
Cooper's progress and service needs.According
to the meetinz minutes, the treatment team azain

~ ~

determined that Me Cooper had not yet attained
discharge criteria.

At around this same time, progress notes in
Mr. Cooper's record stated that Mr. Cooper was
experiencing behavioral problems and was not
complying with the unit's rules or the hours
prescribed on his grounds privileges honor card.
On seven occasions between April 2. 1991 and
July 25. 1991 (the date of his dischar2e), Mr.
Cooper left the facility without consent, and on
three of these occasions his grounds privileges
were rescinded. Other record notes for this pe­
nod reponed that Mr. Cooper was hostile and

Vert y aggressive, swearing J[ staff. On [w

sep::-:ne occasions on April 29. 1991. record
note: also Slated that Mr. Cooper had accused
staff f"smacking" him in the mouth and punch­
ing him in the stomach. His record is silent on
anvfollow-up of these allegations of staff abuse.

On July 18, 199L the treatment le:1.':I1 con­
ducied another periodic treatment plan review
and again determined that Mr. Cooper "did not
meet discharge criteria." The clinical teams
review of Mr. Cooper's treatment goals indi­
cated that he had not made anv siznificam- '-

progress and that he continued to be "isolated
and unmotivated...[and] does not voluntarily
seek out group schedules." The notes also stated
that Mr. Cooper still needed reminders from
staff ;.) change his clothes and that he had not
estabished a trusting relationship with anyone,

Rec.iy for Discharge?

Despite these continuing notes by Mr.
Cooper's treatment team through July 18, 1991
indicating that he did not meet discharge criteria
and that he continued to have behaviors that
would interfere with an easy transition to a less
supervised setting, notes commencing on July
17, 1991 suddenJy asserted that he was ready for
discharge (Figure 4).

On July 18, 1991/ the treatment team
conductedanother periodic treatment plan
review and again determined that Mr.
Cooper 1/did not meet discharge criteria. If

On July 17, 1991,ML Cooper's social worker
entered a note in ML Cooper's record stating
"Nicholas' tentative discharge date is for July
25,1991 at 10:00a.m." Two days later, and one
day after the above treatment review meeting,
Mr. Cooper's psychiatrist, who had reportedly

From the digital collections of the New York State Library.



4 Excerpts From Pilgrim's Record Notes

Year Prior to Discharge

january 18, 1991 - Social Assessment
He has basicaliv remained the same in the past year. He is still delusional. believing thor re
is employed by the FB1and CiA. He continues to be suspicious ofothers and does nor wish
to establish relationships ... When his overall level of functioning improves. he will be

discharged into Family Care.
january 21,1991 - Psychiatric Assessment

He is seclusive, suspicious, and delusional; states that FBI is watching him . . . poor social
skills ... prognosis is guarded due to chronic nature of his illness.

january 22, 1991 - Comprehensive Treatment Plan Review
Pt. has not shown improvement since last Tx [treatment] Plan

February 12, 1991 - Activities Assessment
This pt. 's behavior has remained unchanged in the past year. . . problems; delusional, has
hallucinations, hoards garbage, his ADL [Activities ofDaily Living} is poor.

April 20, 1991 - Periodic Treatment Plan Review
Discharge plans, service needs, and discharge criteria reviewed today. Patient has not
attained discharge criteria at this time.

May 7, 1991 - Psychiatrist's Progress Note
Patient is suspicious, seclusive, and manipulative. He becomes hostile and verbally
aggressive . . . A.c. [alternative care} placement is not considered.

june 4,1991 - Unit Staff's Progress Note
[Patient} needs supervision with his ADL Will not shower or shave or change his clothes
on his own . . . does not attend any activities on or off ward .

july 17, 1991 - Social Worker's Progress Note
[Patient's} tentative discharge date is for 7/25/91 at lOAM.

july 18, 1991- Periodic Treatment Plan Review
Ali goals and objectives have been extended . . . Pt. is isolated and unmotivated. He does not
voluntarily seek out group schedules. No progress . . . Pt. has not established (J trusting
relationship with anyone. No progress . . . PI. still needs reminders from staff to change his
clothes. No progress . . .Dischargepl.anremains same. He does not meet discharge criteria

[emphasis added].
july 19,1991- Psychiatrist's Progress Note

Patient is pleasant and cooperative. He is in good contact with his direct surroundings, well­
oriented . . . A.C placement is considered with continued medication, supervision, and

foliow-up care.
july 25,1991 - Nursing Transfer/Discharge Note

Mood and Affect; pleasant, cooperative. Mood anxious, suspicious ofothers-delusional
thoughts [and) grandious [sic} ideas. Thought Patterns: Believes he is rich and 100 years

old and is paid to smoke 10 packs of cigarettes a day.
july 25,1991- Discharge Summary

Patient is well oriented to time, place, and persons and is in good contact with his direct
surroundings. It was considered that this patient received maximum benefit from this
hospitalization and he will be able to readjust to an alternate care placement program.

6
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Figure 5: DSS Complete Inspections
for Brentwood Adult Home

1982-1991

Center to Brentwood Adult Herne. ~.~ nee
adult home facility located in Suffolk County.
Long Island, At the time of his discharge. this
adul t borne facili ty was certified by the State
Department of Social Services: however, in­
spections by the Department over the pas t 10

years (1982-1991) indicated that it had many
serious recurring problems, Indeed, the home

had received noncompliance ratings from the
Department on each of its complete inspections

since 1982 (Figures 5 and 6).

Upon discharge, ML Cooper's psychiatric
diagnosis was "schizophrenia paranoid chronic
type," and his medical diagnosis was "hyperten­

sian, benign prostatic hypertrophy, dorsal
scoliosis, and seborrheic dermatitis of the scalp,"

panJClj)Jled in his recent treatment team re­
views, wrote In Mr. Cooper's record:

Patient is pleasant and cooperative, He
is in good contact with his direct sur­
roundings, well oriented . . . A C. [alter­
nate care] placement is considered with
medication, supervision, and follow-up
care,

On July 25, 1991, the date of Mr. Cooper's
discharge, this same psychiatrist signed Mr.
Cooper's discharge plan and summarized that:

It was considered that this patient re­
ceived maximum benefitfrom this hospi­
talization and he will be able to readjust
to an alternate care placemenr program
with supervision, medications, and
follow-up care.

Upon interview with Commission staff, Mr.
Cooper's social worker and psychiatrist were
asked to explain their apparently contradictory
and unsupported notes. Both of these clinicians
indicated that during this seven day period, Mr.
Cooper must have improved and attained dis­
charge criteria, although they offered no sup­
porting evidence and could not explain the lack

of supporting documentation in his record. Mr.
C Doper's psychiatrist also added that Mr. Coo­

per had achieved "maximum benefit from his
hospitalization and was ready for discharge,"

Consistent with other clinical notes and as­
sessments in Mr. Cooper's record. however. the
July 25, 1991 Nursing Discharge Note states:

Mood and Affect: pleasant, cooperative.
Mood anxious, suspicious of others­
delusional thoughts [and}grandious [sic}
ideas, Thought Patterns: Believes he is
rich and 100 years old and is paid to

smoke 1() packs ofcigarettes a day.

Year

1982
1982
1982 1

1983
19841

19841

1985'
1985 1

1986
1987'
19881

1988
1989
1990 1

1991
1991

DSS Rating

Noneompliance
Noncompliance
Noncompliance
Noncompliance
Noncompliance
Noncompliance
Noncompliance
Noncompliance
Noncornpliance
Noncompliance
Noncompliance
Noncompliance

Noncompliance
Noncompliance
Noncompliance
Noncompliance

Mr. Cooper's Discharge

On July 25, 1991. Mr. Cooper, now 73 years
W:lS discharged from Pilgrim Psychiatric

7

1 DSS conducted a complete and a
follow-up inspection during the
complete inspection visit.
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On the day of his a physical ex-
amination report also 1'.1r. Cooper was
"a well developed and nourished white
male. not in acute distress." All medical evalu­
allons (e.g., electrocardiogram. complete blood
count, x-ravs, audiolozical test) were also within_ c

norrnal Iirni ts.

Mr. Cooper's discharge plan included refer­
ence to a specific appointment at the Brentwood
Mental Health Clinic (August 1, 1991) and a
general referral to the Brentwood Family Health
Center to address his medical problems.' Mr.
Cooper's record also stated that on the date ofhis
discharge, his social worker made a specific
appointment for Mr. Cooper at the Brentwood
Family Health Center for August 2, 1991,

On the day of his discharge, a social worker
from Pilgrim Psychiatric Center also contacted
Catholic Charities Community SUppOTt Services
to refer Mr. Cooper for ease management ser­
vices."

At the time of discharge, Mr. Cooper was
prescribed Haldol, 8 mg. twice a day,Minipress,
1 mg. every eight hours, a multivitamin once a
dav. and Zetar Shampoo, three times a week. He
wus also prescribed a 3600 calorie, 4 mg. so­
dium chopped diet. On the day of his discharge,
:'vir. Cooper recei ved a 28-day supply of these
physician-prescribed medications.

Thus, on July 25, 1991, after living for
nearly 30 years at Pilgrim Psychiatric Center,
1'.1r. Cooper moved to the Brentwood Adult
Home. armed with aftercare appointments for
medical and mental health care, a referral for

Figure 6: Serious Recurring
Problems in DSS Inspection

Reports for Brentwood
Adult Home (1982-1991)

Cl The operator does not employ an
approved full-time administrator
(1984,1985,1989,1990,1991).

Cl Thereisnoauthorization inmedication
management records forthechange in
scheduleofadministrationofphysician­
prescribed medications (1982, 1984,
1985, 1988, 1990, 1991).

c Physician-prescribeddiet orders are
not included in the facility's menu
(1985, 1986, 1990, 1991).

Cl A staff person trained in basic first
aidisnot presenton eachshift (1982,
1984, 1985, 1988, 1989, 1990).

o Exit/smokebarrierdoors donotself­
close (1982,1988,1990,1991).

Cl Physieian-prescribed medications are
notaccurately recorded, and residents
are assisted with medications without
the assistance being recorded (1989,
1990, 1991)

Cl The operator is not maintaining an
organized and diversified program
of individual and group activities
(1985, 1987, 1989, 1990, 1991).

Cl The operator failed to provide each
resident with a personal allowance
account statement at least quarterly
(1983,1990,1991).

The Brentwood Mental Health Clinic and the Brentwood Family Health Centerare operated by Suffolk
County's Department of Health Services.
III a telephone conversation with Commission staffon April 22, 1993, a staffperson of Pilgrim Psychiatric
Center'sOutpatient Services Department reponed thatonthedayofMr. Cooper'sdischarge, hehad also been
referred to Suffolk County'S Depanrnern of Social Services' Adult Protective Services (APS) Program for
case management and follow-up. Reponedly. staff of this program had also been invited to attend Mr.
Cooper's discharge planning meeting, but for unknown reasons did not attend. On April 22, 1993, the
Ccrrunissiot; contacted Adult Protective Services regarding these referrals. but they maintained thatthey had
nor been appriscc ofMr. Cooper'sdischarge and thatMr. Cooper had notbeen referred to APS for services.
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case management services erect by Catholic
Chanties Cornmurury Support Services ream,
and ohvsician prcscribed-prc:scripuoI1S for four
medications, and a special high-calorie. low­
sodium, chopped diet.

Mr. Cooper's First Month
Post-Discharzc

'-

According to Brentwood Adult Home's case
management records. during Mr. Cooper's first
week at Brentwood. he was very sociable with
other residents and spent his days walking in the
community. One week after his admission, on
August 1, 1991, ML Cooper attended a screen­
ing appointment at the Brentwood Mental Health
Clinic. According to the clinic's admission
screening note, Mr. Cooper was alert, friendly,
and talkative during the intake assessment. He
spent most of the interview discussing how he
had been assigned to special reconnaissance
fli zhts over Japan for the purpose of taking
photographs in cloud-covered weather as fair
weather would enable the Japanese to shoot him
down (Figure 7).

Based on the interview, Mr. Cooper was
diagnoscd "schizophreniaparanoid chrome" and
"seriously and persistently mentally ill.' Ac­
cording to the clinic's Patient Prescription
Record. at the conclusion of this session, the
therapis r slightl y reduced Mr. Cooper's psycho­
tropic medication (Haldol) from 8 mg. twice a
day to 5 mg. inthe morning and 10 rng. at the
hour of sleep and made no other treatment
recommendations. The therapist provided no
notes explaining why he had reduced Mr.
Cooper's medications.'

Two and a half weeks after his admission, on
Ar ;:ust 12, 1991. the Catholic Charities Com­
munity Support Services' case manager mel Mr.

oper for the first time at Brentwood Adult
Home. Accordins to the case manager's notes.
durina this meeunc. Mr. Cooper was friendly
and c~)herenL bur ~()( a fellable informarn. Mr.
Cooper stated that he had a brother and J SIStCr,
was never married. served in World War II. and
attended New York University's School of Lan­
guages, He also reponed how he delivered irn­
portant documents for the Pentagon and how the
FBI continued to watch him. The case manager

Mr. Cooper IS record proindes 110 documenia­
iion indicating that the case nU1.11ilgerJollotoed
up with either ofthe tuio referrals she report­
edly made and, by all reports, Mr. COOPE'T
never benefitedfrom these services.

recorded that Mr. Cooper was rnotivated to
enroll in a day program and was eager to attend
"veteran's parties."

In response to his interest in attending par­
ties, the case manager referred Mr. Cooper to a
fellow adult horne resident for additional infor­
mation. The case manaaer also reportedly made
a referral for Mr. Cooper to the Office of Voca­
tional Rehabilitation for participation in a work
program. Mr.Cooper's record provides no docu­

mentation indicating that the case manager fol­
lowed up with either of the two referrals she
reportedly made and, by all reports, Mr. Cooper
never benefited from these services. There is
also no documentation that the case manager
made any referrals for Mr. Cooper to an Office
of Mental Health certified or funded day pro­
gram or psychosocial club, which would appear to

have been more able to meet his needs,

Accordinu to Brentwood Adult Horne's August 1991 Medication Administration Record. Mr. Cooper did
nor stan receiving his slightly modified dosage Haldol until August 29, 1991, nearly one month after
the new order

9
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II Figure 7 T\1r. Cooper's Mental Health Aftercare Services
II (90 Days Post-Discharge)

Date

July 25

August 1

August 12

August 22

Septern ber 19

Septernber 26

September 27

October 11

October 17

October 22

Service

Discharged from Pilgrim Psychiatric Center

Brentwood Mental Health Clinic

o Admission screening

Catholic Charities Community Support Services

o Home visit for intake assessment

Brentwood Mental Health Clinic

o 3D-minute individual therapy session

Brentwood Mental Health Clinic

o 3D-minute individual therapy session

Catholic Charities Community Support Services

o Telephone contact with Southside Hospital

Catholic Charities Community Support Services

o 3D-minute visit to Southside Hospital

Catholic Charities Community Support Services

o Transport Mr. Cooper to Brentwood Medical

Health Center

Brentwood Mental Health Clinic

o 3D-minute individual therapy session
Deceased

Total =8 contacts (approximately 5 hours of service)

On August 22. 1991. 28 days after his dis­
charge. Mr. Cooper attended his follow-up ap­

pnmtrnent at the Brentwood Mental Health

Clime. Progress notes concerning this 30-minute

individual session indicated that Mr. Cooper

\\as delusional. not fixated to a topic. and telling
the therapist various stones which he had ere-

At the conclusion of this session. the thera-

to

pist gave Mr. Cooper a refill for his mcdicauoris
and a follow-up appointment for September 19,

1991, almost one month later.

Of note. during this month, Mr. Cooper's
first 30 days away from Pilgnm Psychiatric

Center after a nearly 30-year period of resi­

dence. no staff from Pilgrim Psychiauic Center

From the digital collections of the New York State Library.



made any contact with Mr. Cooper. the
Brentwood Adult Home staff. or his mental
health case rnanaaer, to ascertain his well-being

~ ~

or the implementation of his discharge plan.
Pilgrim Psychiatric Center's staff did. however,
repon that they had contacted Brentwood Men­
talHealthClinic at the end ofAugust to ascertain
if Mr. Cooper had attended his initial clinic
appointment.

During this month, Mr. Cooper's first 30
days away from Pilgrim Psychiatric Cen­
ter after a nearly 3D-year period of resi­
dence, no staff from Pilgrim Psychiatric
Center made any contact withMr. Cooper.

Mr. Cooper's Second Month
Post-Discharge

"'-'

According to Brentwood Adult Home '5

records and staff, during his second month in the
home. Mr. Cooper spent his days walking alone
in the community or hanging out at loca: shop­
ping plazas. On occasion, store owners would
call Brentwood Adult Home to request that staff
escort Mr. Cooper home. Record notes also
indicated that Mr. Cooper required reminders to

shave. shower, and change' his clothes.

On September 19, 1991, Mr. Cooper at­
tended his third appointment at the Brentwood
Mental Health Clinic. The therapist's notes from
this 30-minute session stated, "Expansive and

paranoid idea much less. Appears to be rnorc .:
person undergone mental deteriorationanc when
excited old trait returns [sic]." The only treat­

ment recommendation emanating from the ses­
sion was a modest increase 10 Mr. Cooper's
Haldol from 15 mg. each day to 20 mg. cac.i day.

Mr. Cooper also received a follow-up appoint­
ment for October 17. 1991.8 Aside from the
above note, no rationale for this medication
change was found.

On September 24, 1991, Mr. Cooper at­
tended the Brentwood Family Health Center to

have his blood pressure medication (Mir.ipress)
and multivitamin prescriptions refilled. This was
Mr. Cooper's first medical appointment since
his discharge, as he had for unknown reasons
failed to attend the August 2, 1991 clinic ap­
pointment arranged by Pilgrim Psychiatric Cen­
ter at the time of his discharge. According to
clinic records, Mr.Cooper's general appearance
was noted as "dirty, unkempt, [and] smelly."
During an interview with Commission staff. the
clinic's physician stated that since Mr. Cooper
was not a regular patient, he did not receive a
comprehensive medical examination.

Things Fall Apart

The next day, September 25, 1991, at 8:30
p.rn., Mr. Cooper fell in his bedroom, cutting his
head. The home's staff contacted an ambulance,
and Mr. Cooper was transferred to Southside
Hospital's Emergency Room for medical treat­
ment. According to the Emergency Department
Triage Record, Mr. Cooper was alert, but con­
fused and had a three-inch laceration on his

, According to Brenrwood Adult Home's September Medication Administration Record, Me Cooper's new
medication order was administered on September 21, 1991; however. for the first two days (September 21 and
September 22) Mr. Cooper received both the new and old dosages at 9:00 a.rn. and 8:00 p.m. This
documentation indicates that Mr. Cooper received a total daily dose of 35 mg.. nearly twice his prescribed
dosage. On September 23 and 24. 1991 at 9:00 a.rn.. the home' s staff gave 1\11. Cooper both the new and old
dosages of his psychotropic medication. At 8:00 p.m. he received only the new dosage The home's
medication records indicated that by September 25. 1991. 1\1r. Cooper finally began receiving the correct
dosage 0 f Haldol.
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scalp. The mage stated that Mr.
Cooper was experiencmg constant extrapyra­
rmdal movements and was unkempt and incon­
unent of urine.

The physician explained that Mr. Cooper
was admittednot onlyfor medical care, but
because "his body was completely filthy,"
and "it looked as if he hadn't washed in
several weeks. "

The emergency room physician examined
Mr. Cooper and sutured his scalp laceration with
seven stitches. Tests conducted also revealed

that Mr. Cooper had a fever of 102.5° and a high
white blood cell count of25.000 (normal range:
4.500-11.000). The physician admitted Mr. Coo­
per to the hospital with a diagnosis of"commu­
nity acquired pneumonia."

Upon interview, the physician explained to
Commission staff that Mr. Cooper was admitted
not only for medical care, but because "his body
was completely filthy," and "it looked as if he
hadn't washed in several weeks." The physician
also Indicated that Mr. Cooper had urine all over
his pants, and that even though the home's staff
had accompanied him to the emergency room, it
appeared that no one was really caring for him.

The day after his admission, on September
26. 1991. Mr. Cooper's Catholic Charities Com­
munity Support Services' case manager con­
tacted the hospi tal to inquire about his condition.
Hospital staff reportedly told the ease manager
that 1\1r. Cooper's head injury was not very
scnous. but that he had been adrmtted to the
hospital to rule out pneumonia. During this
telephone call. the case manager also spoke
briefly to Mr. Cooper.

The next dav the case manaucr went to the.. ; , ~

hospital to visit Mr. Cooper. ThIS was only the
second time since Mr. Cooper's July 25, 1991
discharge from Pilgrim Psychiatric Center that
she had met with Mr. Cooper. 9 During the 30­
minute visit, the case manager was informed bv

~ .
hospital staff that Mr. Cooper was admitted with

a fever of 102° and that his hygienic condition
was deplorable. Hospital staff reportedly sus­
pected neglect. The case manager also spoke
with Mr. Cooper's physician who reponed the
same concerns.

In response to these reports, on September
27, 1991, the Catholic Charities Community
Support Services' case manager contacted the
State Department of Social Services and left a
message requesting that an inspector call her.
Six days later, on October 3, 1991. a DSS
inspector contacted the case manager.

The case manager also contacted the Com­
mission to report her concerns that the adult
home was not providing residents assistance in
daily living and that one resident, Mr. Cooper,
was recently admitted to the hospital, and a
physical examination indicated his hygiene was
"atrocious." Commission staff advised the case
manager to contact the Department of Social
Services, which has primary responsibility for
the certification and oversight ofadult homes. In
a follow-up telephone call, the case manager
reported to Commission staff that she was in-

The case manager was informed that Mr.

Cooper was admitted withafever of102° and
that his hygienic condition was deplorable.
Hospital staffreportedly suspected neglect.

According tel a September 20. 1991 progress note in Mr. Cooper's record, whenever the case manager
visited Brentwood Adult Home. Mr. Cooper was not around. There was no documentation that the case
manager had made an\ speClal efforts to meet with 11-1r. Cooper or to seek him out in the community.

IeFrom the digital collections of the New York State Library.



formed by the Department of 50(:131 Services
that Department staff would visi I the horne.

On October 18, 1991! iioo toeeks after the
compia int wasreported andjourdays prior
to Mr, Cooper's death! the Department of
Social Services conducted apartial inspec­
tion and complaint investigation at
Brentwood Adult Home.

In addition, record notes indicated that on
October 4,1991, the case manager's supervisor
contacted the administrator of the Brentwood
Mental Health Clinic to inform him of Mr.
Cooper's hospitalization and the hospital' 5 alle­
gation that there may be "some neglect on the
pan of the Brentwood Adult Home." Report­
edly, the Catholic Charities Community Sup­
port Services' supervisor informed the clinic of
ML Cooper's appearance upon admission to the
hospital and that he was "disheveled and dirty
... [and] his feet were black with dirt." Record
notes also indicated that during this conversa­
tion, they discussed the case manager's contacts
WIth the Commission and, at the conclusion of
the conversation had agreed that they "would
keep in touch." Mr. Cooper's record provides no
documentation indicating that the Community
Support Services Program conducted any addi­
tiona: follow-up with the Brentwood Mental
Health Clinic.

On October 18, 1991, two weeks after the
complaint was reported and four days prior to

Mr. Cooper's death, the Department of Social
Services conducted a partial inspection and com­
plaint Investigation at Brentwood Adult Home.
According to this report, the Department of
Soc ial Sen ice s ' staff person spoke.wi ih
Brentwood's administrator (who had workedat
the home for onlv rwo weeks) and the cook at the
home and reviewed the home's case manage-
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men: records. She also met briefly WIth \1r.
Cooper in hIS bedroom. The cook reponed that.
for a couple of weeks, Mr. Cooper had been
resistant to caring for his personal hygiene. The
Department staff person's report also stated,
however, "Even thought [sic] it is very likely
that resident's appearance when at the hospital
was as described. his appearance this date was
quite acceptable. Complaint not substantiated,"

There is no indication in the report that the
Department's staff person made any contact
with Southside Hospital. Subsequently, the
Department's staffperson failed to discover that
medical personnel at the Southside Hospital's
Emergency Room had found Mr. Cooper's per­
sonal hygiene condition poor, nor just on one
occasion (September 25, 1991), bill also on
October 9. 1991 and on October 16, 1991. (See
Report pp. 14 and 15.) Additionally, as the
Department's staff person apparently made no
contact with personnel from the Brentwood
Mental Health or Family Health Clinics who
were also serving Mr. Cooper, she did not dis­
cover that these providers had noted his poor
personal condition on several occasions (Sep­
tember 24, and October 11, 199 I ), (See Report
pp. 11 and 14.)

Again, throughout Mr. Cooper's second
month at the Brentwood Adult Home!
there was no documentation that Pilgrim
Psychiatric Center staff made any contact
with Mr. Cooper.

Again, throughout Mr. Cooper's second
month at the BrentwoodAdult Home, there was
no documentation that Pilgrim Psychiatric Cen­
ter staff mane any contact with Mr. Cooper. staff
at the Brentwood Adul t Hornc. or any staffof his
mental health providers to check on his progress
post-discharge.
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The discharging physicianoffered no other
explanation why Mr. Cooper was beIng
discharged back to the Brentwood Adult
Home, despite the hospital's initial con­
cerns regarding the home's neglect of his
care and supennsion.

Mr. Cooper's Last Month
After anine-day inpatient stay, on October 3,

1991, Mr. Cooperwas discharged from Southside
Hospi tal back to Brentwood Adult Home. Upon
discharge, Mr. Cooper received a prescription
for Erythromycin, 500 mg. four times a day, for
ten days and a follow-up appointment for Octo­
ber 8, 1991 at the Brentwood Family Health
Center to have his sutures removed. The
Brentwood Family Health Center was also cop­
ied in on Mr. Cooper's discharge summary.

In an interview with Commission staff, the
discharging physician indicated that at the time
of discharge, Mr. Cooper was medically and
psychiatrically stable and that he "looked good."
The discharging physician offered no other ex­
planation why Mr.Cooper was being discharged
back to the Brentwood Adult Home, despite the
hospital's initial concerns regarding its neglect
of his .care and supervision. According to
BrentwoodAdult Home's records, Mr. Cooper's
discharge summary and prescriptions were re­
ceived by the home's staff.

Six days later, on October 9, 1991 at around
5:00 p.m.. Mr. Cooper was walking alone in the
community and fell. Bystanders who witnessed
the accident called an ambulance and, when the
ambulance arrived, Mr. Cooper was found sit­
ung on the curb. Mr. Cooper was brought to
Southside Hospital's Emergency Room for
evaluation.

Accordmg to thc emergency room record,
\1r. Cooper appeared alert. but unkempt. and
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still sutures ll1 ius scalp mat be
received two weeks prior. Mr. Cooper was ad­
nutted to room at 6: 18 p.rn. and
a physical examinauon. blood work. and a chest
x-ray were completed. The exammauon report
indicated that Mr. Cooper was "filthy" upon
admission, and had mild shakes of both hands.
The hematology work-up revealed several ab­
normalities, including a high white blood cell
count of 23,700, substanriallv elevated from his
last laboratory results of 8, I00 conducted at the
end of his previous hospitalization. Notably,
both the physician and triage nurse were the
same medical personnel that had examined Mr
Cooper during his previous emergency room
examination.

Despite these lab values and Mr. Cooper's
apparent physical condition, at 3:05 a.m. Mr.
Cooper was discharged from Southside
Hospital's Emergency Room back to the
Brentwood Adult Home with a diagnosis of
"possible right lung pneumonia." At the time of
discharge, Mr. Cooper received an instruction
sheet stating that he should follow up with his
private doctor within one to two days and that he
should drink plenty of fluids. Upon discharge,
Mr. Cooper also received a prescription for
Erythromycin, 250 mg. four times a day for ten
days. According to Brentwood Adult Home's
medication management records, this prescrip­
tion was appropriately filled and administered.
The hospital, which had original!yrecommended
that Mr. Cooper have his sutures removed two
days before on October 8, 1991, did not remove
his sutures prior to his discharge.

The following day, October 11, 1991, Mr.
Cooper's case manager escorted him to the
Brentwood Family Health Center to havc his
sutures removed. This appointment was arranged
by the case manager upon recommendation by
the Commission, which had conunued to mom­
lor Mr. Cooper's care weekly through telephone
contact with Mr. Cooper's physicians and case
manager. According to the notes of the health
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clIDlC'S on the day of the examina­
uon. Mr. Cooper was "extremely unkempt:' and
nls "clothes were extremely dirty."

The case manager reported that the home's
stafftold her tocall thehome beforevisiting
so they could make sure that Mr. Cooper
bathes and is clean before she visits.

The ease manager also told the Commission
during a telephone conversation that Mr.
Cooper's hygiene was very poor and that she
had spoken with him about taking care of his
personal hygiene. In response, Mr. Cooper indi­
cated that he bathed twice a week at the adult
home, The case manager then suggested to M1.
Cooper that he bathe every day. M1. Cooper
reportedly agreed and indicated that he could do
so independently.

According to the case manager's notes, after
returning from the health clinic, she spoke with
an aide at the home about making sure that M1.
Cooper bathes. Upon later interview with Com­
mission staff. the case manager reported that in
response to her suggestion, the home's staff told
her to call the home before visiting so they could
make sure that Mr. Cooper bathes and is clean
before she visits.

Recurrent Hospital Visits

Five days later, on October 16, 1991, M1.
Cooper again fell at Brentwood Adult Home.
The home's staffcalled for an ambulance and, at
5:50 p.m .. Mr. Cooper was transferred to
Southside Hospital's Emergency Room for
evaluation. According to the emergency room
record. Mr. Cooper was complaining oflower
back pam. and he was unkempt and foul smell­

mg. The emergency room physician evaluated
M1. Cooper. and x-rays were taken which re­
vealed no fractures (Figure 8).

Four and a half hours later. at 10:30 p.rr... "if
LU[II"", was discharged back to Brcmv.ood Adult
Borne with a Patient Insuucuons Form Stallng
that he should make an appomrrncnt WIth
Brentwood Familv Health Center for follow-ur-

~ ,

care and that warm compresses should be ap­
plied for 15minutes, four times a day for the next
two days. M1. Cooper also received 3 prcscnp­
tion for Morrin, 800 mg. three urncs a day for

pam.

According to the home's medication man­
agement records, Mr. Cooper received his medi­
cation three times a day from October 17through
22. There were no notes in the home's records
indicating that the doctor's order for warm com­
presses was ever implemented. Interviews with
the home's operator and direct care staff also
indicated that they could not recall whether
these orders were ever carried out.

The next day M1.Cooper attended his fourth
appointment at the Brentwood Mental Health
Clinic. According to the therapist's progress

There were no notes in the home's records
indicating thatthe doctor's orderfor warm
compresses was ever implemented.

notes. during the 30-rninute individual session,
Mr. Cooper focused on his made-up stories,
telling his therapist that he keeps the stories to
himself as a secret. Record notes stated that the
therapist had consistently counseled M1.Cooper
not to tell other people these stories. During this
visit, the therapist's notes also stated that Mr.
Cooper had facial twitches and hand and finger
tremors.

Despite the above symptoms. which were
likely side effects of his psychotropic medica­
tions, there was no documentation indicating
that Mr. Cooper's medications were rcevalu-
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Fizure 8:
~

July 25
September 24

September 25,
October 3

October 9

October 11

October 16

October 18

October 21

October 22

Mr. Cooper's Medical Aftercare Services
(90 Days Post-Discharge)

Discharged from Pilgrim Psychiatric Center
Brentwood Family Health Center

o Prescription refill
Southside Hospital Admission

o Diagnosis: community acquired pneumonia
and scalp laceration

o Nine-day stay
Southside Hospital Emergency Room

o Admitted at 6:18 p.m.
Discharged at 3:05 a.m.

o Diagnosis: possible right lung pneumonia
Brentwood Family Health Center

o Removal of seven stitches
Southside Hospital Emergency Room

o Admitted at 6:37 p.m.
Discharged at 10:30 p.m.

o Diagnosis: chronic degenerative arthritis
Southside Hospital Emergency Room

Q Admitted at 8:36 p.m.
Discharged at 12:30 p.m. (approximate)

Q Diagnosis: lumbosacral strain
Southside Hospital Emergency Room

o Admitted at 2:17 p.m.
Discharged at 6:15 p.m.

o Diagnosis: thoracic scoliosis
Southside Hospital Emergency Room

o Admitted at 3:08 p.m.
o Pronounced dead at 3: 18 p.m.

aied. although he received a prescription to have
them refilled. There were also no notes indicat­
mg why the therapist chose not to treat Mr.
Cooper's apparent side effects from his psycho­
tropic medications. Mr. Cooper also received a
follow-up appointment for November 14, 1991.

Two days later. on October 18, 1991, Mr.
Cooper fell for a fourth time-this time off his
bed at Brentwood Adult Horne. Staff of the
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horne escorted Mr. Cooper back to Southside
Hospital for evaluation.

At 8:36 p.rn., Mr. Cooper was admitted to the
emergency room for evaluation and x-rays.
Sometime after midnight, Mr. Cooper was dis­
charged back to Brentwood Adult Horne with a
diagnosis of "lumbosacral strain." Mr. Cooper
also recei ved a Patient Instructions Form stating
that he should follow up with the Brentwood
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\1ecJicalCenter within two tel three days and that
he should take Advil every four hours for pam,
rest in bed for tWO days. apply cold compresses
for IS minutes. four times a day for one day, and
apply warm compresses for 15 minutes. four
times a day for two days. Records of Brentwood
Adult Home indicate that Mr. Cooper received
Advil three times a day from October 18 throu gh
October 22, but there is no documentation that
the cold or warm compresses were applied.

Mr. Cooper was found lying in the fetal
position in bed, complaining that he had
fallen Friday night and that his back still
hurt,

According to Brentwood Adult Horne's
records, three days later, on Monday, October
21. 1991, Mr. Cooperrequested to go back to the
hospital because he was in pain. In response to
Mr. Cooper's request, the home's staffcalled an
ambulance. According to the report completed
by the ambulance driver, Mr. Cooper was found
Iying in the fetal position in bed, complaining
that he had fallen Friday night and that his back
still hun. At approximately 1:15 p.m., he was
transferred back to Southside Hospital's Emer­
gency Room for evaluation.

The emergency room physician examined
Mr. Cooper, and x-rays were taken which re­
vealed "dextroscoliosis of the thoracic spine
probably congenital in origin." At 6:15 p.m.,
Mr. Cooper was discharged back to Brentwood
Adult Horne with a diagnosis of "thoracic
scoliosis' and a Patient Instructions Form stat­
109 that he should apply heat to his back. have bed
res.. and follow up with his private doctor within
two days.

J\1r. Cooper Dies

The next morning Mr. Cooper stayed in bed,
only gewng up on two occasions to use the
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bathroom. During the late morning. an aide In

the home went to ~1L Cooper's bedroom \0

check on him. Reportedly, Mr. Cooper indicated
that be wanted to remain in bed to rest. The aide

noticed Mr. Cooperhad drooled on his pillow. so
she took his pillowcase to the laundry,

Later that afternoon, the aide returned to Mr.

Cooper's bedroom and found him lving in bed.
The aide called to Mr. Cooper. but he was
unresponsive. The aide then called to the adrnin­
istrator for assistance. According to the incident
report completed by the administrator of
Brentwood Adult Home, she ran to Mr.Cooper '5

bedroom, which was on the second floor, and
also contacted an ambulance. The maintenance
man also entered Mr. Cooper's bedroom in
response to the aide's call for assistance.

Based on information obtained from the
staff of Brentwood Adult Home, after the ad­
ministrator entered Mr. Cooper's bedroom, the

The home's staffalso reported that thetJ did
not administer cardiopulmonary resusci­
tation (CPR) oranyotheremergency medi­
cal procedures.

aide and maintenance person left the room,
leaving the administrator in charge. The horne's
staff also reponed that they did not administer
cardiopulmonary resuscitation (CPR) or any
other emergency medical procedures.

At 2:47 p.m., the ambulance arrived and the
emergency medical technicians began CPR. Mr.
Cooper did not respond to treatment. and he was
transferred to Southside Hospital in cardiac ar­
rest. Mr. Cooper arrived at Southside Hospital's
Emergency Room at 3:08 p.m. in full cardiore­
spiratory arrest, and he was pronounced dead
ten minutes later at 3:18 p.rn.

Subsequent to Mr. Cooper's death. on Octo­
ber 25. 1991, his case manager from Catholic
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Based on recollections ofBrentwood Adult
Home staffand the home's record, Pilgrim
Psychiatric Center stafflwdmade noother
contact with Mr, Cooper since his dis­
charge to the home three months earlier,

Nicholas' life in a communitv setting was
brief He had difficultv in raking care of
his own needs and unfortunatelv did nor
receive the assistance he needed in this
area on a consistent basis." The circum­
stances surrounding his death and hos­
pitalizations have been reponed to DAS
[DSS's Division ofAdult Services] and
QualityAssurance. The state department
will take care ofburial arrangements but
require a 30 day wait to allowforfamily
contact.

Chanties Cornrnunirv S
Mr. Cooper's case with
note:

Services closed
followmg summary

Subsequent to Mr. Cooper's death. physr­
clans from the Commission's Medical Renew
Board reviewed Mr. Cooper's record and au­
topsv report and concurred with the cause of
death documented on the autopsy report. The
pnysicians also agreed that the falls Mr. Cooper
sustained and the complaints (e.g; lower back
pain) he reponed during the week prior to this
death were not warning signs of this medical
condition, Reportedly, Mr. Cooper's cause of
death was a rupture of fhe heart vessel, causing
an accumulation of blood in the cardial sac
surrounding the heart, According ro the Medical
Review Board, this condition occurs infrequently
after an individual suffers a heart attack,

The Medical Review Board's review did
raise several concerns and questions regarding
Pilgrim Psychiatric Center's decision to dis­
charge Mr. Cooper, and the ability of the
Brentwood Adult Horne to provide appropriate
care and treatment, and the appropriateness of
the medical care rendered by Southside Hospi­
tal, Specifically, fhe Board found the following:

Funeral services for Mr. Cooper were con­
ducted on November 4, 1991. Fees for Mr.
Cooper's wake and burial services were paid by
a local Catholic Church and Medicaid. Mr.
Cooper's case manager from Catholic Charities
Communny Support Services and staff of Pil­
grim Psychiatric Center who had worked with
.\1r. Cooper during his hospitalization attended
the service. Based on recollections ofBrentwood
Adult Home staff and the home's record, Pil­
gnm Psychiatric Center staff had made no other
contact with Mr. Cooper since his discharge to
the home three months earlier.

Postmortem Review
An amops . repon revealed that the cause of

.\It. Cooper's death was cardiac tamponade due
to ruptured myocardial infarct and anerioscle­

rot:c heart disease.
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CJ no documentation in Mr. Cooper's Pil­
grim Psychiatric Center record indicat­
ing his readiness for discharge ro an adult
horne;

CJ problems in the appropriate care, and in
personal care services for Mr. Cooper by
·the Brentwood Adult Home, as well as
errors in the horne's management of Mr.
Cooper's medications also raised ques­
tions about the quality of the Brentwood
Adult Horne's operations;

CJ problems in the Department of Social
Services' regulatory oversight of the
Brentwood Adult Horne, as it appeared
that the horne was riot providing an ad­
equate standard of care: and

CJ the failure of Southside Hospital during
Mr. Cooper's second visi t to the hospital's
cmcruencv room (October 9, 1991) to
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remove his sutures and fully explore the
cause of his abnormal lab values.

In addition. the physicians questioned
why the staff of Southside Hospital's
Emergency Room did not follow up on
Mr. Cooper's poor hygiene noted during
his September 25, 1991 and October 9,
1991 visits.

Upon review of the Commission's draft re­
port. onJune21, 1993 the President ofSouthside
Hospital submitted a letter to the Commission
which stated:

We take strong exception to the conclu­
sions drawn relative to the treatment
provided at Southside Hospital . . . the

'0

role of the emergency department is !O

provide emergency care . . . the standard
of care for hospital emergency depart­
ments is not to routinelv remove sutures
unless they are infected or pose a medi­
cal emergency to the patient . . . it is
unrealistic to expect that an emergency
department staff should follow-up poor
hygiene [sic} when the patient's poor
hygiene did not adversely affect their
medical condition . . . it is not within the
purview ofan emergency department to

take a primary role in changing an
individual's lifestyle, even though that
lifestyle maybe perceivedas being detri­
mental.
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Chapter III
Serina Williams

Ms. Williams was born in Puerto Rico on Octo­
ber 15, 1932 and lived with her parents and
younger brother until age four when Ms. Wil­
liams' father died of tuberculosis. Little is known
about Ms. Williams' early childhood. Accord­
ing to record notes, Ms. Williams attended school
in Puerto Rico, but by age 13, she had only
completed the fourth or fifth grade.

In 1946, at the age of 13, Ms. Williams and
her family moved to New York City where she
enrolled in the public school system and was
placed in special classes at a vocational and trade
school. Record notes indicated that one year
later, Ms. Williams was referred to the Bureau of
Child Guidance due to poor attendance and
achievernent. The psychological assessment re­
vealed that Ms. Williams had an IQ of 65 and
was sufficiently retarded to be eligible for spe­
cial placement.

Brief Foster Care Placement

Approximate! y three years later, at the age of
16. Ms. Williams was referred for placement in
the Department of Welfare's Division of Foster
Care. This referral was made because Ms. Wil­
hams' mother required medical hospitalization
for treatment of tuberculosis, and there were no
other family members to care for her. Record
notes indicated that upon admission to the pro­
gram, Ms. Williams was placed at the
Department's Welfare Shelter.

Four months later. in February 1949. Ms.
Williams was referred to the Department of
Mental Hygiene for evaluation and placement.
Record notes indicated that Ms. Williams re­
quired institutional care because she would not
be able to "adjust in a foster horne due to her
inadequacies," Ms. Williams was evaluated at
Bellevue Hospital, and on March 23,1949, she
was transferred to Letchworth Village State
School, which serves persons with mental retar­
dation. This admission to Letchworth marked
Ms. Williams' first involvement in the state's
mental hygiene system (Figure 9).

Early Years ofInstitutionalization
(1949-1971)

Clinical records indicated that upon admis­
sion to Letchworth, Ms. Williams was quiet,
polite, and friendly, and she was able to read and
to provide the physician with a summary of her
childhood. One week after admission to
Letchworth, a psychological examination re­
vealed that Ms. Williams had a mental age of7
years, 3 months and an IQ of 48 1 0 The psycho­
logical examination report also stated that Ms
Williams had a "Spanish language handicap. "I!

Approximate] y three years after her admis­
sion to Letchworth, progress notes indicated
that Ms. Williams was experiencing a personal­
ity change and "psychotic symptoms including

There are four subtypes of mental retardation reflecting the degree of intellectual impairment. An IQscore
between 50 am! 70 Indicates a level of mild mental retardation. and a score between 35 and 49 .ndicates
a level of moderate mental rcrardauon.
Ms Williams' record did not indicare whether the psychological evaluation was conducted in English or
Spanish.

=1
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Figure 9: Significant Events in Ms. Williams~ Life
1949-1992
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preoccupanon. withdrawal, physical and men­
tal retardauon, seclusiveness, and affectIve de­
rerioration." Record notes also indicated that
Ms. Williams began experiencing auditory hal­
lucinations and that her speech was becoming
somewhat incoherent.

Nearly four years after her admission, in
February 1953, the Department of Mental Hy­
giene recommended that Ms. Williams be trans­
ferred to Pilgrim Psychiatric Center for further
treatment; however, her mother refused to sign
the commitment petition, and, on February 22,
1953, Ms. Williams was. discharged to her
mother's home, The discharge summary indi­
cated that Ms. Williams' discharge was "against
the advice of institution authorities,"

Clinical records indicated that upon ad­
mission to Manhattan Psychiatric Center,
Ms. Williams was "mute, seclusive, with­
drawn, and noncompliant with instruc­
tions given to her. rr

On March 2, 1953, eight days after her
discharge from Letchworth, Ms. Williams was
admitted to Bellevue Hospital for "hearing
voices." One week after admission, Ms. Wil­
liams. at the age of20, was transferred to Central
Islip Psychiatric Center where she lived for the
next 18 years of her life. According to clinical
records. upon admission Ms. Williams was rest­
less. somewhat upset, and mute during most of
the admission interview. During this hospital­
ization, Ms. Williams received psychotropic
medications and ECT treatments.

On June 3, 1971, Ms. Williams was trans­
ferred to Kings Park Psychiatric Center for
"administrative reasons." Three weeks after her
transfer. record notes indicated that Ms. Wil­
liams had fallen and sustained a head injury,
after which she had a bnefloss of consciousness
and seizures. The following day, Ms. Williams

23

was transferred in a comatose condltlon 10

Islip Psychiatric Center's Medical Surgica:
Budding. Approximately three weeks late, on
July I 1971, record notes indicated that Ms.
Williams had completel y recovered and was
returned to Kings Park Psychiatric Center. On
August 16, 1971, Ms. Williams was transferred
to Manhattan Psychiatric Center, where she
lived for the next 20 years of her life.

Twenty Years at Manhattan
Psychiatric Center (1971-1991)

Clinical records indicated that upon admis­
sion to Manhattan Psychiatric Center, Ms. Wil­
liams was "mute, seclusive, withdrawn, and
noncompliant with instructions given to her."
She was also noted as being "childish, regressed,
and confused and in a catatonic like state."

Over the next 20 years, clinical assessments
indicated that Ms. Williams continued to be
withdrawn, and she was unable to participate in
most ward activities due to her inability to
communicate and her impaired reality orienta­
tion. Her records for this period also docu­
mented no appreciable improvement in her psy­
chiatric condition and indicated that she did not
interact with otherpatients or staff. Record notes
also indicated that Ms. Williams spent her days
sitting in the dayroom sleeping, watching other
patients, staring out the window, gazing around.
pacing the ward, and peeking through keyholes.

Ms. Williams' record provides no documen­
tation indicating that the clinical staff made any
referrals for psychological testing to determine
the possible cause of Ms. Williams' adaptive
behavior deficits or her degree of intellectual
impairment until December 1990, when she was
reponedly tested using the Vineland Social
Maturity Scale. in contemplation ofher possible
transfer to the center's dually diagnosed unit.
The psychologist's report of this testing was
never filed in Ms. Williams' record, although a
brief note indicated that she performed as a 12
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year old. For unknown reasons, Ms. Williams
was also not referred to the center's dually
diagnosedunit.12There wasalsono documenta­
tion that the facility made any referrals for Ms.
Williams to a mental retardation facility, which
mav have been better able to meet her needs.. .

In January 1991, the treatment team con­
ducted a periodic treatmentplan review to dis­
cussMs.Williams'progressandthegoalsof her
treatmentplan,Theminutesofthisreviewstated,
"[Ms. Williams]continuesto be isolated.. , and
is still not able to attend more than 10 hours of
programingper week," but went onto state that
Ms. Williams "would benefit from living out­
side of the hospital in a supervised adult home,
asshewasprobablyasstableasshecangetin the
hospital." The note concluded that Ms. Wil­
liams' discharge plan was reviewed and re­
mained the same.

Although there were fleeting references to
someprogress in Ms.Williams' conditiondated
March 14, 1991, May 22, 1991, and June 24,
1991, the vast majority of progress notes in her
record for the nine-monthperiod (January-Oc­
tober) prior to her discharge indicated little
change. Clinical recordsindicated thatMs.Wil­
liams was not profiting from leisure education
groups because she had no contact with reality
and did not understand what was going on.

Progress notes also indicated that Ms.
Williams spent most of her time staring
outthewindow, sittinginacorner observ­
ing people, or just looking out into the
distance.

Progress notes also indicated thatMs. Williams
spent most of her time staring out the window.
sitting in a corner observing people, or just
looking out into the distance.

Despitethe little improvementdocumented
in her record, on July 2, 1991, Ms. Wil­
liams' treatment team metagain andcon­
cluded that Ms. Williams should be dis­
charged to an adulthome.

Overall, these record notes indicated that
Ms. Williams was unable to communicate her
needs, to understandwhat was going on around
her, or to participate in ward activities (Figure
10). Also, despite the reference in her January
1991 treatment plan review, Ms. Williamswas
not referred to visit anyadulthomes untilnearly
nine months later.

Ready for Discharge?

Despite the little improvement documented
in her record, on July 2, 1991, Ms. Williams'
treatment team met again and concluded that
Ms. Williams should be discharged to an adult
home, But again, no steps were taken to assist
Ms.Williamswithherreadiness fordischargeor
to refer her to adult homes.

Three months later,on September20, 1991,
the treatment team conducteda comprehensive
treatmentplanreviewandagreedthatin order to

meet discharge criteria, Ms. Williams would
have to "become verbal enough to make her
needs known ... by her using words and not
gestures." The tentative date for her planned

.. InApril 1993, apsychologist from Manhattan Psychiatric Center did report to theCorrunission that reports
of the Vineland Social Maturity Scale administered to Ms. Williams in December 1990 were found in the
Psychology Depanment Offices ofthe Center. The psychologist could notexplain why this repon was not
filed in Ms. Williams' record orwhy no follow-up had been done.
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Figure 10 Excerpts From Manhattan's Record Notes:

Six Months Prior to Discharge

April2, 1991 . Periodic Treatment Plan Review
Recreational therapist states that even though PI. isolates herself most of the time. she does
participate in activities. such as going for walks. dancing, listening to music . . . is not able 10

attend more than 10 hours of scheduled programming.

May 22,1991· Rehabilitation Services' Monthly Note
Pt. during the program just sat in the chair and could not verbalize anything. She was oniv there
physically present but her mind was not in the group.

June 19,1991· Psychiatrist's Monthly Note
Continues to be withdrawn and seclusive . . . it has been difficult to communicate 10 her at
meaningful level . . . unable to attend 20 hrs. per week.

July 2,1991· Periodic Treatment Plan Review
The pt. continues stable . . . pt. is still not able 10 attend more than 20 hrs. a/programming a week.

July 22,1991· Rehabilitation Services' Monthly Note
Pt. "physically" attended programs . . . but could not actively join in the performance of which.
... pt. just sat and "eyed" the participants from the side . . . pt. could not do anything and just
sat on [sic] a corner.

August 25,1991· Rehabilitation Services' Monthly Note
Failed to attend her exercise and leisure education because up to this time she was not ready for
structure-directed group activities . . . pt. was able to make a little progress on reality orientation
but her sociability increased from nil to adequate.

September 20, 1991 . Comprehensive Treatment Plan Review
Pt. will become verbal enough to make her needs known . . . by her using words and not gestures
... She is vel)' withdrawn and isolated and un-communicative [sic]. Attention span is very poor.
She is UMble to maintain 20 hours of weekly programming. [Patient] needs assistance with
activities ofdaily living skills . . tentative release/discharge date: 12/16/91.

October 1, 1991 . Social ~rorker's Progress Note
The pt. continues to do well [on] the ward . . . scheduled for an interview at New Queen Esther
Home. They are willing to take her and accept her if she can communicate her needs.

October 1, 1991 . Periodic Treatment Plan Review
Pt. is cooperative and panicipates within her current capabilities. However, she is limited
because of her being non-verbal . . . pt. is not able 10 participate in 20 hours of scheduled
programming a week.

October 19, 1991 . Psychiatric Assessment
It has been difficult 10 communicate with her at a meaningful level and 10 identify the thought
content. She is mute and thus responds with head motions and sounds that mean yes or no . . . her
main strength is how easy she is 10 have around . . . her long-standing withdrawal and mutism
arc denote [SiC! (J severe constriction of cognition and affect.

2S
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discharge was set for December 16. 1991. Dur­
ing this meeting, the treatment team also agreed
that Ms. Williams was very withdrawn, isolated,
and uncommunicative. The team added that she
had a very poor attention span, was unable to
participate in most programming offered, and
required assistance with her activities of daily
living.

Despite the clear delineation of Ms. Wil­
Iiams' deficits and lack of readiness for dis­
charge, the treatment team made no recommen­
dations for special interventions orpsychologi­
cal testing to address these concerns. There was
also no documentation indicating that the team
considered referrals for Ms. Williams to other
more supervised residential community pro­
grams sponsored by the Office ofMental Retar­
dation and Developmental Disabilities, which
may have. been more able to meet her needs.

One month later in October 1991, progress
notes indicated that it was still difficult to com­
municate with Ms. Williams at any meaningful
level and that her participation in ward activities
was passive because she was "out of reality"
'most of the time. The monthly note for Septem­
ber and October, entered by the unit's direct care
staffperson responsible forMs. Williams, stated:

Pt. remains mute, isolative. She sits bv
herselfin the dayroom sleeping most;f
the time. She continues to use facial
expressions to answer most questions, it
still remains hard to discern whether she
fully understands or not ... She has to be
directed as to what to do, but she carries
out functions appropriately.

Subsequently, nine days prior to Ms. Wil­
liams' discharge, on October 19, 1991, an up­
dated psychiatric assessment presented a mark-

Reviewers found that New Queen Esther
Home for Adults had serious problems in
all areas reviewed. The home was rated as
one of the poorest homes in the
Commission's sample.

edly more positiveaccount ofherrecentprogress
documented in her record."

Her course during the pastyear has been
good. As documented well in the therapy
aide and nursing monthlyprogress notes,
she has become verbally interactive and
taking much better care ofher personal
hygiene and personal area on the ward
. .. since March she has been able to

attend more than twenty hours ofactive
programming every week . . . at present
her main strength is how easy she is to
have around . . . despite her being mute
most of the time, she comes across as a
nice, well-meaning person . . . she is now
suitable for adult home placement.

Consistent with this psychiatric assessment,
a social worker's note of October 1, 1991 indi­
cated that Ms. Williams was scheduled for an

. interview at New Queen Esther Horne forAdults,
a 47-bed adult horne facility located in the
Rockaway section of Queens. The social
worker's note continued, "[the horne is] willing
to interview her and accept her if she can com­
municate her needs."

Ofnote, New Queen EstherHorne forAdults
first came to the Commission's attention during
the agency's study of adult homes serving a

" The October 19, 19~1 psychiatric.as,sessmentupdate wascompleted by the unit's supervisingpsychiatrist
whohadbeen covenng,forMs.Williarns' regularpsychiatrist sinceJuly 1991.Record notesindicatedthat
thepsychiatristbasedhIS examination onthe previouspsychiatrist'sobservationsfor oneyearandhisdaily
rounds over the three and a half month period (July-October),
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Figure 11: Conditions at New Queen Esther
Home for Adults

Commission's Site Visit of October 1989

D Residents complained that their rooms were infested with roaches and that staff steal their clothing. as
well as their personal belongings.

D Residents were poorly dressed in dirty, ill-fating. seasonally inappropriate, and worn clothing: some
residents' clothing was wet, soaked with urine.

D For the seven resident, who are incontinent of urine and/or feces, staff reponed that their clothing is
rinsed out in the toilet and only sometimes washed in the machine.

D Resident bedrooms were filthy and had a rancid odor of urine and sweat.

D Some beds had no linens or blankets. and residents had to sleep on top of the plastic-coated mattresses.

D Mattresses ... were extremely dirty, and some were stained with urine, blood, and food spills.

D Residents spent their day sleeping in bed or in the lounge, sitting in the lounge watching TV or roaming
the facility.

D Bathrooms were extremely dirty. with mold-covered ceilings. walls, and fixtures ... shower curtains
were covered with black mold and mildew.

D No food was brought to the [one] resident who was in bed with a virus. nor did any staff prompt this
resident to get out of bed and come to lunch.

:::J Roasts. chickens. and fish fillets [stored in the chest freezer] were discolored and freezer burned ... the
refrigerator fans were also extremely diny and coated with grease.

:::J Physician-prescribed medications were found on the resident,' bedroom end tables ... [and] account­
ability for controlled medications was also not uniformly assured.

preponderance of residents with mental illness."
During this study, the Commission conducted
unannounced site visits 1047 adult homes across
the state. and during an October 1989 site visit,
reviewers found that New Queen Esther Horne
for Adults had serious problems in all areas

reviewed. The horne was rated as one of the
poorest homes in the Commission's sample
(Figure 11).'5

Although in October 1991. at the time ofMs.
Williams' interview. New Queen Esther Horne
for Adults was certified by the State Department

" Adult Homes Serving Residents with Mental Illness: A Study of Conditions, Services. and Regulation,
October 1990.

,. On October 20. 1989 the Commission submitted a letter of findings to the home's operator and to the
Department of Social Services. On several occasions in the fall of 1989, the Commission also discussed
the conditions of the home with staff of the Department of Social Services and advocated for appropriate
enforcement action. On February 22, 1990, Commission staff conducted a follow-up visit to the horne
which revealed few Improvements. A report of this visit was also submitted to the home's operator and
to the Commissioners of the Department of Social Services and the Office of Mental Health.

27
From the digital collections of the New York State Library.



The screening team concluded the narrative

by stating:

Figure 12: DSS Complete
Inspections for New Queen Esther

Home for Adults
1980-1991

I DSS conducted a complete and a
follow-up inspection during the
complete inspection visit.

, DSS conducted a complete and a
complaint inspection during the
complete inspection visit.

Home is willing 10 give her a chance and
in view of its small size can provide the
necessary supervision. Accepted . . .

Although Ms. Williams, has a brother who
had visited her at Manhattan Psychiatric Center
on weekends. there was no documentation that
he had been either consulted or informed of Ms.
Williams' discharge. In a telephone interview
with Commission staff on March 18, 1993. Ms.
Williams' brother reported that he first learned

DSS Rating

Noncompliance
Noncompliance
Noncompliance
Noncompliance
Noncompliance
Noncompliance
Noncompliance
Noncompliance
Noncompliance
Noncompliance
Noncompliance
Noncompliance
Noncompliance
Noncompliance

Year

1980
1980
1981
1982
1983
1985'
19862

1987'
1988
1988
1989
1990
1991
1991

of Social Services. it had rece.ve.c noncompli-
ance raungs on each Dcpartment's 14
complete inspcctions 1980 (Figure 12).

On October 21. 1991. Ms. Williams was
escorted 10 New Queen Esther Home for Adults
by her social worker from Manhattan Psychiat­
ric Center for an interview with staff of the
Rockaway Mental Health Services Community
Support Systems. The Rockaway Mental Health
Services Program. sponsored by the Catholic
Charities Brooklyn-Queens Diocese. is respon­
sible for interviewing and screening all indi­
viduals with mental illness for appropriate place­
ment in adult homes located in the Rockaway
section of Queens. The home's administrator
and a staff person of one of the home's on-site
mental health teams, Creedmoor Psychiatric
Center's Adult Home Clinic Program, also par­
ticipated in Ms. Williams' interview.

The screening narrative completed by
Rockaway Mental Health Services stated:

Insight and judgement impaired.
Unable to maintain eye contact. Is selec­
tivelv mute and responds by either shak­
ing head yes or no. It was impossible to
obtain any history . . . appears quite
instiunionulired. Sits in chair and rocks.
H0rker reports she is independent in
ADL [activities of daily living] and co­
operates with staff not presenting an)'
management problems. It appears that
Ms. Williams would like to live at Queen
Esther because she knows a resident at
the home. Was calm and cooperative.

Smiled frequently . . .

AltJwr:ghMs. Williams hasabrotherwhohad
insiied herat Manhattan Psychiatric Center
071 weekends, there was no documentation
that hehad been either consulted or informed
olMs. Williams' discharge
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After neariu 42 uears of institutionaliza-,,' -,' ../ .,' -
tion, Ms Will iams, ioho was now 5911ears
old, was discharged from Manhattan-Ps1l­
chiatric Center to Neu: Queen Esther HOI;ze
for Adults.

ofhis sister's discharge in January 1992 when he
went to visit her at Manhattan Psychiatric Cen­
ter. He explained that, at that time, he was very
upset because no one had called him or sent him
a letter informing him of his sister's discharge to
an adult care facility.

Ms. Williams' Discharge

On October 28, 1991, the date of Ms. Wil­
liams' discharge, the psychiatrist signed Ms.
Williams' discharge plan and summarized that
she had "improved appreciably to the point that
she could be managed outside the hospital ...
[and] had achieved maximum benefit from hos­
pitalization." Thus. after nearly 42 years of
institutionalization, Ms. Williams, who was now
59 years old, was discharged from Manhattan
Psychiatric Center to New Queen Esther Home
for Adults. Upon discharge. her psychiatric diag­
nosis was schizophrenia. chronic disorganized.

At the time of discharge, Ms. Williams was
prescribed Mellaril, 100 mg. twice a day and
Sinequan. 50 mg. at the hour of sleep. Ms.
Williams received a one-month supply of these
medications. an appointment with Creedmoor
Psychiatric Center's aftercare psychiatrist (No­
vember 2. 1991), and a general referral to the
physician who provides medical care to the
residents at New Queen Esther Home for Adults.

Ms. Williams was also referred to Creedmoor
Psychia.ric Center's Adult Home Clinic Pro­
gram for on-site case management and mental
health services.

Prior to discharge. Ms. Wi lii arns was
by the City's Division of Post lnsu:u­

Services (DOPIS), which IS funded bv the
Department of Social Services to provide

casc management and support services to indi
viduals with five or more years of instituuonal­
izauon upon their discharge to the communi ry.
Reportedly, these services were to begin at the
time of Ms. Williams' discharge.

Ms. Williams' Move to New
Queen Esther Home for Adults

According to interviews with the staff of
New Queen Esther Home for Adults and staff of
the Creedmoor Psychiatric Center's Adult Horne
Clinic Program, upon admission, Ms. Williams

UpOIl admission to New Queen Esther,
Ms. Williams could not dress or shower
herself change herclothes, orcomplete her
activities of daily living.

could not dress or shower herself. change her
clothes. or complete her activities of daily living.
These staff. added that Ms. Williams survived at
New Queen Esther, largely because she was the
beneficiary of daily personal care from her room­
mate, Ms. Melissa Murphy.

Ms. Murphy. an independent, high-function­
ing woman, reportedly cared for Ms. Williams like
she was one of her own children. Each morning
Ms. Murphy would wake Ms. Williams and assis~
her in showering and dressing, and then escort her
down the elevator to breakfast. as Ms. Williams
was unable to operate the elevator herself. At the
end of the day, Ms. Murphy would escort Ms.
Williams back upstairs and assist her In gctung
ready for bed and changing into her pajamas.
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Adult home staff from the on-site
Creedmoor Clime told the Cornmis-
sion that if Ms. Wiliiams roommate did not
prompt her to wake each mornmg. she would

The staffofManhattan Psychiatric Center
had made no contact with Ms, Williams
during theyearMs, Williams lived atNew
Queen Esther,

have stayed in bed all day; if not escorted to

meals, she would not eat; and if not escorted to
her bedroom, she would have stayed all night in
the lobby or sitting on the floor in the elevator,
nor knowing which button to push. A staff
person from the on-site Creedmoor Clinic Pro­
gram also added. that if someone yelled "fire,"
Ms. Williams would not know what to do, and
she would require assistance to evacuate the
residence. This same staffperson also added that
Ms. Williams was unable to read and did not
know what medications she was prescribed.

According to the home's staff, Ms. Williams
spent her days at New Queen Esther sitting in the
lounge, pacing the floors, and riding the eleva­
tor. Staff also reponed that while at New Queen
Esther, Ms. Williams learned to smoke ciga­
rettes, and she would spend her days "smoking
like crazy."

The home '.I staff and social workers at Man­
hattan Psychiatric Center, who were involved in
Ms. Williams' discharge to New Queen Esther,
indicated that the staff of Manhattan Psychiatric
Center had made no contact with Ms. Williams

during the year Ms. Williams lived at "-:e\\
Queen Esther. Reportedly. tWO SOCIal workers
from Manhattan Psychiatric Center saw !\1s.
Williams at New Queen Esther on two or three
occasions when they esconed other paucnts to
VIsit the home in preparation for their discharge.
These were informal contacts. and staff made no
formal inquiries about Ms. Williams' progress or
well-being. Record notes were also not main­

rained regarding these informal contacts.

Aside from the above general comments
from the adult home staff and the staff of the on­
site Creedmoor Clinic Program, the only other
insights the Commission could obtain about Ms.
Williams' life at New Queen Esther came from
the home's communication logbook" and staff
notes from the Creedmoor Clinic Program.

According to New Queen Esther's March
31, 1992-0ctober 14, 1992 communication log­
book," Ms. Williams had several difficulties
during this period, especially after June 1992:

Melissa Murphy claims that Serina Wil­
liams her roommate gets hurt from some­
body here in this home.

o June 27, 1992: Melissa Murphy
claims that Serina Williams her room­
mate gets hurtfrom somebody here in
this home. Serina has a big black and
blue mark on herleg. Melissa Murphy
claims its not the first rime it has
happen [sic]. She claims Serina had
blue and black marks before.

The staff of New Queen Esther Home for Adults utilize the logbook to communicate with staff from shih
to shift and to communicate with the staff of the two on-site mental health teams.

Although the Commission requested copies of the communication logbook for the duration of Ms.
Williams' residence at New Queen Esther Home for Adults. on April 20, 1993, the operator submitted a
letter to the Commission stating, "The shift log records which you requested [October I, 1991-March 30.
! 992] are no longer available"
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who 1J 1D Bronx. AddlUonally. although
other record !.JOLes (December 18, 1991, Febru-

13, 1992,Apn116, 1992, and July 10, 1992)
Indicated that the Creedmoor Clinic Program
staff were puzzled about Ms. Williams' actual
ability to communicate her needs and to under-

There were no explanatory notes indicating
hou: Ms, Williams, who was repeatedly de­
scribed as muteandnoncommunicatioe, was
likely to benefit from the weekly individual
theraptj sessions.

stand what was said to her, there were no notes
indicating that any professional consultation
was sought to assess Ms. Williams' communica­
tions skills and deficits, For example, no effort
was made to obtain a psychological or speech
therapist consultation which may have promoted
a better understanding of the origins of Ms.
Williams' mutism or suggestions for interven­
tions that may have helped her to communicate
more effectively,

The treatment team developed three treat-
ment objectives for Ms. Williams:

Client will not exhibit bizarre behavior,
withdrawn behavior, or appear to be
responding to auditory hallucinations in
30-minllle [individual therapy] sessions
with Creedmoor Clinic Program staff
for three months,

Client will acknowledge that she has
attended on-site activity [i.e. bingo, arts
and crafts, grooming, etc.] five times a
week to Creedmoor Clinic Program staff
for three months.

Client will acknowledge that she has
showered t\VO times a week and put on
clean clothes for three months.

Ms. Williams' April and July penodlc treat­
ment renews indicated that these ireatmen: 0[\­

H'rm,,'C were not revised during her first year at
New Queen Esther. Despite the emerging prob­
lems with Ms. Williams' behavior In the summer
of 1992. her treatment objectives were not
changed although. as detailed below, her psy­
chotropic medications were periodically
changed, FinaJly.there were no explanatory notes
indicating how Ms. Williams. who was repeatedly
described as mute and noncommunicative, was
likely tobenefitfrom theweeklyindividual therapy
sessions.

Other Creedmoor Clinic Program record
notes indicated that the recreation therapist made
25 case management entries for Ms. Williams
for the period November 1991-Gctober 1992,
These notes usually provided general comments
about Ms. Williams' appearance, a few notes
regarding her attendance at a group activity
(November22,1991,December8,1991,Febru­
ary4, 1992. March 18, 1992, and May 15,1992),
and other reports of her behavior.

Three months after her admission to the
home (January 16, 1992). a case management
note also referenced that Ms. Williams had agreed
to go for an interview at an adult day care center
which provides recreational activities to older
adults in need of medical supervision. The next
day. however. another note indicated that Ms.
Williams did not want to attend the program.
Record notes did not discuss Ms. Williams'
change of mind, but staff interviews suggested
that no one was quite sure whether Ms. Williams
understood either the first or the second inquiry.
In any case, she never attended the day program.

Clinicnotesrejerencednerdisrobinginpublic,
wandering awayfrom the home into the com­
munity, roaming the halls and rooms of the
adult home at night, and not sleeping.
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Correspondmg 10 in the home's
cornmurucaucn logbook. as of June 1992, the
Creedmoor Clinic Program's notes also refer­
enced numerous problems Ms. Williams was en­
countering at the home, as her behavior became
more Inappropriate. These notes referenced her
disrobing in public, wandering away from the
home into the community, roaming the halls and
rooms of the adult home at night and not sleeping.

Other notes in the Creedmoor Clinic Pro­
gram record indicated that in response to these
notes and apparently other reports of Ms. Wil­
liams' difficulties, the psychiatrist met with Ms.
Williams several times (July 6,10,13, and 17,
1992) and attempted to address these problems,
usually by adjusting her psychotropic medica­
tions. For example, on July 10, 1992, Ms. Wil­
Iiams' medication regime was changed to Haldol
Decanoare.Sf mg., intramuscularlyevery week.
Record notes indicated that Ms. Williams con­
tinued to be agitated and did not sleep and, on
July 13, 1992, the psychiatrist added medica­
tions to Ms. Williams' medication regime
(Haldol. 5 mg. twice a day and Cogentin, 1 mg.
once a day). Subsequent notes after this second
medication change indicated that Ms. Williams'
behavior improved and that, in particular, she
was no longer wandering away from the home:

Two months later, on September IS, 1992,
Ms. Williams was observed by.the Creedmoor
Clime Program's recreation therapist walking in
astiff manner and pacing. The following day the
psychiatrist again evaluated Ms. Williams and
concluded that she may be developing tardive
dyskinesia. an adverse side effect of some psy­
chotropic medications characterized by invol­
untary, repetitious movements ofthe muscles of
the face. limbs. and trunk. At the conclusion of
this examination. the psychiatrist decreased Ms.
Williams' Haldol Decanoate to 50 mg. intra­
muscularly every two weeks and discontinued

daily oral doses of Haldol.

3.+

Although there were repeated references to
Ms Williams' communication problems
and the d£fficulties these problems pre­
sented in her treatmentand in her pariici­
pation in activities, the clinic staff took no
steps to explore these problems further.

These notes suggested that Ms. Williams
received regular clinical services from the
Creedmoor Clinic Program during her one-year
residence at New Queen Esther Home forAdults.
These staff appeared to be well-apprised ofMs.
Williams' condition, and they took steps, prima­
rily in adjusting her medications, to address her
emerging problems as of June 1992. Through­
out this time period, however, although there
were repeated references to Ms. Williams' com­
munication problems and the difficulties these
problems presented in her treatment and in her
participation in activities. the Creedmoor Clinic
Program staff took no steps to explore these
problems further. They did not contact the dis­
charging hospital, Manhattan Psychiatric Cen­
ter, nor did they inform Ms. Williams' brother.

This oversight was particularly unfortunate
as the clinic staff never seemed to have consid­
ered that these problems may have a cognitive
component and/or an organic origin. After Ms.
Williams' return to Manhattan Psychiatric Cen­
ter in October 1992, the Commission requested
that Manhattan assure her a complete psycho­
logical assessment, conducted by a staff person
familiar with testing individuals with mental
retardation. In April 1993, this testing was com­
pleted, and it showed that Ms. Williams was
mentally retarded and had scored less than SOon
the full scale WAIS (Weschler Adult Intelli­
gence Scale), indicative of moderate mental
retardation.
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Ms. Williams' Last Two Days
in New Queen Esther Home

for Adults

On October 11, 1992. direct care staff at
New QueenEsther Home forAdults again docu­
mented in the communication logbook that Ms.
Williams was experiencing problems:

Serina is getting real out ofhand now at
lunch time she push [sic] herfingerdown
Myron's ear and begun ringing [sic] it
jive minutes later she took the cup from
the table andhitFran in herhead. Please
do some thing [sic] about her before she
!JJJJ:1. [sic] someone seriously.

This 'staff person told the Commission that
she had contacted the home's operator to explain
the problems Ms. Williams was experiencing
and that she was abusing other residents. Re­
portedly, the operator of New Queen Esther
asked the staff person to check the medication
book to ensure that Ms. Williams had taken her
medications. While on the telephone with the
operator. this staff person checked the medica­
tion administration book which indicated that
Ms. Williams had complied with hermedication
regime. The operator offered no additional assis­
tance. This staff person was relieved at 5:00 p.m.
by the evening shift staff person.

That evening, the staff person entered the
following note in the communication logbook:

Serinapouch[sic] Marianne Bums right
in her left eye and made it black and blue
it was at dinnertime. Something has to be
done with her:Andaftershe did it she was
laughting [sic] about it.

In an interview with Commission staff. this staff
person reported that she also applied a cold
compress to Ms. Burns' eye.

The communication logbook and staff inter­
views indicated that during lunch the following

. Ms. Williams pushed Ms. Burns.c S3
year-old woman, causmg her to fall backwards
and her head on the linoleum floor. \1s.
Bums. who had lived at New Queen Esther for
approximately 14 years, sustained numerous
injuries including a broken arm. broken nbs.
intra-cerebral bleeding, and partially collapsed
lungs.

Shortly after the incident occurred. Emer­
gency Medical Services was called, and Ms.
Burns was transferred to Peninsula General
Hospital for medical treatment, where she re­
mained until January 20, 1993 when she died.
Upon interview, Ms. Burns' physician reported
that Ms. Burns' death was due to the injuries she
had sustained at New Queen Esther on October
12, 1992. The district attorney concurred with
this assessment, classifying the death as ahomi­
cide.

Common living areas, including resident
bedrooms, the lobby, and hallways, were
dirty and smelled of urine and smoke.

Soon after the incident, Ms. Williams was
escorted by the police in handcuffs to Peninsula
General Hospital's Emergency Room for a psy­
chiatric evaluation. After examination, Ms. Wil­
liams was readmitted to Manhattan Psychiatric
Center.

Upon readmission to Manhattan Psychiatric
Center, neither the staff of the Center, nor the
staff of the adult home or Creedmoor Clinic
Program informed Ms, Williams' brother. Ms.
Williams' brother reponed to the Commission
that in December he went to visit his sister at
New Queen Esther and was informed by the
staff person on duty that Ms. Williams had been
transferred back to Manhattan Psychiatric Center.
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Commission 's Investigation

On March 9 and 10, 1993, as pan of the
Commission's investigation of the death of Ms.
Burns, Commission staff conducted an
unannounced site visit to New Queen Esther
Home for Adults. This visit revealed serious
problems in the borne.

Common living areas, including resident
bedrooms, the lobby, and hallways, were dirty
and smelled of urineand smoke. The majority of
residents werepoorly groomed and dressed, and
one resident's pants were soaked with urine.
Some residents were not wearing shoes and
walked around the home wearing filthy socks.
Three-foot-high piles of dirty clothing cluttered
the dirty laundry room, which also had an over­
powering odor of urine and mildew.

Less than half of the borne's residents were
attending off-site programs, leaving the major­
ity of the residents at home all day. These resi­
dents spent their days sitting in their bedrooms,

ditiBI

The Commission found that the staffper­
son in charge was on herfirst day ofthe job,
and her only previous adult home work
experience had been as a cook at another
adu1t home, which had recently been closed
by the Department of Social Services due
to very poor conditions.

lying in bed sleeping, roaming the hallways and
living areas, andsittingidlyin the lobby or on the
frontporch. In short,theCommission's observa­
lionsindicated thatconditionsat the New Queen
Esther Home had not changed since the
Commission's falll989 review, which found its
conditions to be among the poorest of adult
homes sampled across the state,
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The Commission's investigation did not
confirm the initial allegation that there were no
home staff available at the time of the incident.
but it did confirm that staff supervision of resi-

One police officer stated that when he
arrived at New Queen Esiner, "No one
seemed qualified. 1/

dents was inadequate. The Commission found
that, at the time of the incident, five home staff
were on duty, but that the staff person in charge
was on her first day of the job, and her only
previous adult home work experience had been
as a cook at another adult home, which had
recently been closed by the Department of So­
cial Services due to very poor conditions. The
four other staff persons present were assigned to
meal preparation and maintenance activities,
and they spoke only Polish and understood little
or no English. These staffalso reportedly had no
direct responsibilities for supervising residents.

Police officers who responded to the inci­
dent, as well as the one staffperson of the on-site
New Hope Guild Centers' program who was
also on the scene, reponed to the Commission
that there appeared to be no adult home staff
person in charge and that the scene was chaotic.
During an interview with Commission staff, one
police officer stated thatwhen he arrived at New
Queen Esther, UNo one seemed qualified." and
he added that it appeared that the staff person on
duty could not handle the situation.

The Commission's investigation also indi­
cated that When Ms. Williams began exhibiting
assaultive behaviors on October 11, 1992, the
day before her fatal assault on Ms. Burns, resi­
dence staff did not secure appropriate psychiat­
ric crisis services or evaluation.
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Figure 13: Excerpts From the New Queen Esther Logbook
September 29-0ctober 12., 1992 1

a September 29,1992: Sarah Schwan: Is not
feeling well. I gave her medication. bur she
refused supper. and she IS sleeping In the
lobby In a very deep sleep. I asked if she
wantS [sic} to go to the hospital but she said

no.

a September 29. 1992: Cathy Forester was
smoking In her room, like most residents do

at times.

o September 29.1992: Keith Nelson was smok­
ing in his room and in the lobby.

a September 30.1992: Thedoctor came to see
Cathy Forester. Cathy was totally out of
control threatening to kill her husband and
almost kicking and hitting other staff.

a September 30, 1992: Cathy was admitted to
Creedmoor [Psychiatric Center} today.

a October I. 1992: Irene Landis has a very
nasty attiuied [sic} she theatening [sic} me
this morning and called me abitdi someone
speak 10 her because I don 'I like it and she
was wrong please talk IO her. All I did was
knocked [sic} on the door and told her the
man want's [sic} her down for bloodtest.

o October I, 1992: Sam Cordon finaliy prom­
ised IO have his chest x-ray taken today.
When Usa [adult home staff person} and
Keven. his aftercare worker tried IO accom­
panv him to the hospital. Sam took offdown
the street. We are looking for him.

a October 3. 1992: When I came In today
Heidi [adult home staffperson] wid me last
night the heal was all the way up. All the

resident [SIC} were all comples [sic} about the
heal. Guv [adult home staffperson} left with the
kev.-{eldl had to break the lock when she came
incr.i Jim [home's maintenance person} fixes

[sic/ the lock.

a Octc oer 4,1992: Irene Landis was very nasty
and treathed [sic} to hit Pamela the Health aid

foriaran Schwanz.

a OCt ,ber 6. 1992: Sean Cartwright smells ter­
ribi because he urinates on his clothes. he Is
alsc very nerveous [sic} andwalks and smokes
all. igh: long. he should be hospitalized,

a Oc' lber6.1992:JenniferSanderswaswalking
arcnd with the most flllhy clothe [sic} I ever
SG she has a pajama bottom full of coffee
sta- :so and she also went to the bathroom with
he, clothes on. she is really a problem she
she lid be hospitalized.

a Oc .ober 6. 1992: Sean Canwrightwas up mostly
ail tight. And when he wake up he was ringing
we!. And smell [sic} terrible.

a October 8. 1992: Sean Cartwtighs smells ter­
rible again. Please SOMEBODY DO SOME·

THING ABOUT HIM!!

a OCtober 9. 1992: Conrad Smith. the new resi­
deit. does not want to follow the rules Of the
house. he smokes in his room and in the lobby
all the time. He also walks around barefooted

and with no shin on.

o October 12. 1992: The bathroom by 104 there
was a 101 of blood on the floor. Raymond see
[sic] It and show II to me. I do knew [sic} If it is
Larrv or the men [sic] in room 105. Gary.

! All names have been changed to protect each individual's confidentiality.

From the digital collections of the New York State Library.



Life for Other Residents at New
Queen Esther Home for Adults

Further review of the New Queen Esther
logbook for the six months to the incidents
between Ms. Burns and Ms. Williams clarified
that daily life at the home was characterized by
many problems and serious incidents. As de­
tailed in Figure 13, a sampling of these logbook
entries just for the two weeks immediately prior
to these incidents indicated that residents engag­
ing in difficult and/or dangerous behaviors were
hardly exceptional events at this adult home.
Home staff frequently entered notes that resi­
dents were in need of medical or mental health
services, sometimes adding a pleading note,
"Please somebody, do something ... "

Subsequent to the October 1992 incident,
the Department of Social Services also con­
ducted a complete inspection of the home which
cited violations and concluded:

The violations cited in this report are
extensive, serious, and indicate a total
lack o/regard/or the regulatoryprocess,
and more importantly, resident well-be­
ing and rights. We strongly recommend
denial a/the operating certificate at this
time. IS

The Department's report also identified 34% of
the 47 residents in the home as needing alterna­
uve placements to meet their medical and men­
tal health needs (Figure 14).

In response to the seriousness of the
Department's report and the Commission's con­
cerns. the NYS Office of Mental Health (OMH)
conducted an unannounced review of New
Queen Esther. In March 1993, and based on its
findings. the OMH suspended patient referrals
to the home from state psychiatric centers.

Figure 14: Conditions at
New Queen Esther
Home for Adults

Department of Social Services'
Report ofJanuary 199Y

Q The operator did not provide, through its
employees ... an organized. twenty-four­
hour-a-day program of supervision, care,
and services.

Q The operator has admitted and retained at
leastfourteen residents who require services
beyondthose theoperatorisallowed toprovide
in an adult home.

o Resident rights were frequently violated ...
residetltsweresubjected to physical and verbal
abuse byother residents onanongoing basis.

c The operator failed to take the appropriate
actionfollowing aresident'sillnessorinjury.

c The operator failed tomaintain thefacility in
a goodstate ofsanitation ... [and] ina good
state of repair. . . On all three floors of the

facility, inspectors detected astrongurineodor.

o All areas of the facility were not free of
verminandrodents ... Roaches were observed
in Room 201 andin thedining room.

c Three areas of mold were growing on the
ceiling [of the walk-in refrigerator], and
cobwebs between thewall and pipe that runs
along theright wall ... [and] thewire storage
shelves are rusting.

Q The operator did not conduct an initial
program oforientation andmservice training
foremployees.

o The operator did notmaintain anorganized
and diversified program of individual and
group activities.

1 The DSS' scomplete inspection was conducted
in November 1992. •

.s TheNew Queen Esther's operating cenificate which wasissuedonJanuary 1, 1989. expired onDecember

31, 1992
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In short, renews bv the Cornrniss.on the
Depar: mcnt ofSocial Serviccs. md the 0 ffice of
:-'1ental Health. m tbe fall of 1992 and the spnng
of 1993. .ndicated that tbe poor conditions and
services at New Queen Esther initiallv docu­
mented by the CO!IllDlSSlOn inOctober 1989 had
not changed in the ensuing three years. Indeed.
the Department's complete inspections of the
home over this interval consistently resulted in
noncompliance ratings.

Yet, despite these observations-most of
which were readily apparent to my visitor to the
home-New Queen Esther Home for Adults
continued to be certified by the Department of
Social Services and. up until March 1993, state
psychiatric centers continued to be authorized to
discharge their patients to the home. As a result,
individuals. even as impaired as Ms. Williams,
were regularly admitted to New Queen Esther
Home for Adults, although its quality and level
of care were seriously inadequate.

Four months after the release of the
Department' s January 1993 Report ofFindings.
the Department conducted a complete follow­
up inspection of the home which cited 128
serious violations requiring immediate correc­
tion. The report concluded:

The owner and administrator ofthis fa­
cility just does not get it. The regulations
are not being compliedwith and both do
not seem to understand why dispite [sic]
numerous explanations given. It is not
expected that violations willbe corrected
quickly . . .
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The Deparunem's report was Issued IO .
on June 2.1993 and indicatc J that the horne

was referred to the Department's Central Office
wuh a recommeadation for enforcement action.

One week later, on June 9.1993. the Depart­
ment of Social Services submincd a letter to toe
operator of New Queen Esther denying .enewal
of the home's operating certificate. The DSS's

letter concluded:

The inspection reports issued . . . have
confirmed a persistent andpervasive lack
ofresident care and compliance with De­
partment regulations. In particular; you
have failed to provide adequate: case
management services. medication super­
vision. maintenance of building and fur­
nishings, staffing, administration. fire!
safety protections and procedures, super­
vision ofresidents; staff training, resident
admission andretentionprocedures. sani­
tation. access by Depanment stafftofacil­
ity records and residents, facility record
keeping procedures, protection ofresident
rights, resident personal care services.
andfood services.

On June 23, 1993, staffof the Department of
Social Services reported that the Department is
drafting a Statement of Charges against New
Queen Esther Home for Adults. Upon approval
from the Department's Legal Division, a fair
hearing will bescheduled concerning the charges
and the denial of the operating certificate. This
process could take months to conclude. Mean­
while, the residents continue to endure substan­
dard conditions.

•
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Chapter IV
Conclusions and Recommendations

Nicholas Cooper and Senna Williams are poi­
gnant case examples of New York State's diffi­
culties in transirioning from a largely institution­
allv based mental health care system to one
where most individuals with serious mental

After decades ofhospitalization, Mr, Coo­
per and Ms. Williams were abruptly dis­
charged in 1991, despite years of clinical
observations which had, up to then, pre­
cluded their release.

illness will be treated in the community. Most
mentalhealthprofessionals and advocates would
agree that, in theory, community-based services
are better for persons with mental health prob­
lems. They can provide more freedom, more
opportunities to obtain daily living and voca­
tional skills, and most critically, more opportu­
nities for individuals to enjoy a normal adult life,
with fewer restrictions on their civil liberties.

The transition to community services for
persons who are seriously mentally ill, however,
has not gone smoothly in most states, as the'
challenges of ensuring appropriate discharge
decision-making and planning, of creating ad­
equate and appropriate community residential
and outpatient services, and of ensuring an ad­
equate safety net for persons long accustomed to
the dependency of the institutional asylum have
been difficult to, surmount. The lives of Mr.
Cooper and Ms. Williams well illustrate these
challenges.

.Jj

Appropriateness of Discharge
Decisions

After decades of hospitalization, Mr. Coo­
per and Ms. Williams were abruptly discharged
in 1991, despite years ofclinical observations of
regressed and psychotic symptomatology, and
behavioral difficulties which had, up to then,
precluded their release. Mr. Cooper-aftermore
than 30 years of institutionalization marked by
delusional thinking and an inability to care for
himself-was discharged a mere eight days
after his treatment team last noted that he did not
meet discharge criteria.

One and a halfmonths prior to Ms. Williams'
discharge from over 40 years of'institutionaliza­
tion--during which she remained mute, re­
gressed, and unable to care for herself indepen­
dently-her treatment team opined that she
should not be released until she could verbalize
her needs; yet, six weeks later she was dis­
charged, still unable to speakand care for herself
independently.

Reports indicated that the specific homes
to which Mr. Cooper and Ms. Williams
were discharged had long-term and seri­
ous difficulties complying with the basic
custodial regulatory obligations of adult
homes.
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No Follow Through After
~

Discharge

Section 29.15 of Mental Hygiene Law ex­
plicitly states that the discharge of patients shall
be .n accordance with a written plan which:

Neither Mr. Cooper norMs, Williams was
visited and assessed by staff of the state
psychiatric centers where they had each
lived for more than 20 years.

Both were placed adult homes. faciliues
certified by the Department of Social Services.
Although such facilities. by law and design. are
not staffed to provide clinical services to their
clientele, certification and inspection reports
indicated that the specific homes to which Mr.
Cooper and Ms. Williams were discharged had
long-term and serious difficulties complying
with the most basic custodial regulatory obliga­
tions of adult homes to provide residents with
safe shelter, meals, adequate supervision, lei­
sure activities, medication management, and
some assistance in daily living.

.0 specifies the 's need for super-
VIsion, medication, aftercare services.
and vocational assistance: and

o includes a specific recommendation of
the type ofresidence in which the patient
is to live and a listing of the organiza­
tions, facilities, and individuals avail­
able to provide services in accord with
the identified needs of the patient.

The law further requires psychiatric center
directors in collaboration with, when appropri­
ate, other local government officials, to prepare,
implement, and monitor a comprehensive pro­
gram to:

IJ determine whethertheresidence to which
a patient has been discharged is adequate
and appropriate to his needs;

IJ verify that the discharged patient is re­
ceiving the services specified in the writ­
ten discharge plan; and

IJ recommend and take steps to assure the
provision of any additional needed ser­
vices (MHL §29.15 subd. [h]).

The plain language of this provision of the
Mental Hygiene Law seems to clearly contem­
plate that, as part of this "cornprehesive pro­
gram," there be some type of evaluation of the
discharge plan as implemented to determine if
other actions are necessary to meet the needs of
the dscharged patient.

Notwithstanding this directive, however,
neither Mr. CoopernorMs. Williams was visited
and assessed by staff of the state psychiatric
centers where they had each lived for more than
20 years. Their post-discharge care was del­
egated, unchecked, to a variety of community­
based medical, social services, and outpatient
mental health care providers, who rarely com­
municated with each other and who had little
knowledge of Mr, Cooper's and Ms. Williams'
histories and even less knowledge of each other's
services to these individuals.

Adult HomeAppropriateness
Placements

Specific documented problems in the homes
included filthy and malodorous rooms, viola­
tion of residents' rights, serious problems with
the management ofmedications to residents, fire
and safety hazards. and inadequate and inappro­
priate staff. Despite these gross deficiencies and
their long-term failure to comply with regula­
torv standards, these homes continued to be
recertified by the Department of Social Ser­
vices. Armed with the false assurances commu­
nicated by this certification, the discharge plan­
ning staffof the state psychiatric centers serving
Mr. Cooper and Ms. Williams felt authorized to
continue to discharge theirpatients to the homes.
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Withir; three month, of discbarge.?vir. Coo­
per Dunng ills brief our-of-insutuuon ex­
pcricnce resided in an adult borne thai bad
recc: ved noncompliance ratings from the De­
panmenr ofSocial Services on complete inspec­
tions for ten years and from which he did nor
receive adequate personal care and supervision.
His mental health case manager did not assure
linkage with structured day programs or recre­
ational activities in which he expressed an inter­
est. and medical issues-such as an elevated
white blood cell count and the need for the
removal of sutures-were known to one pro­
vider, but not to others and were not appropri­
atel y addressed.

Even though Mr. Cooper's unkempt and
dirty appearance was noted by all the profes­
sional service providers who saw him, only one
took action, his mental health case manager. She
complained about the adult home's negligence
ofMr. Cooper's basic needs, sparking an inves­
tigation by the Department of Social Services,
which was delayed for several weeks and which
consisted only of interviews with adult home
staff and no other professional providers. The
Department unfounded the complaint; otherpro­
fessionals continued to note Mr. Cooper's ne­
glected hygienic state; and the case manager,

The case manager, whofiled the complaint,
was instructed by adult home staff to call
before she visited Mr. Cooper, so thehome
could make sure hewas bathed. She never
had a chance to do so, as Mr. Cooper died
approximately two weeks later.

who tiled the complaint, was instructed by adult
home staff to call before she visited Mr. Cooper,
so the home could make Sure he was bathed. She
never had a chance to do so, as Mr. Cooper died
approximately two weeks later.

43

Ms. Williams' out-of-insutuuon cxpencnc;
almost a year. During that year sbe rc­

rnained mute and regressed to the pomt that she
would not or could not get dressed. leave her
bedroom or report to breakfast. unless verbally
and physically prompted to do so by someone
else, usually her roommate.

Ms. Williams spent most ofher time idle,
surrounded by residents who frequently
acted out, at times violently. Ms. Wil­
liams, on occasion, was reportedly found
bruised, but she could not report the inju­
ries or their origins.

During the year, Ms. Williams spent most of
her time idle, surrounded by residents who fre­
quently acted out, at times violently. Ms. Wil­
liams, on occasion, was reportedly found bruised,
but she could not report the injuries or their
origins. And when she, herself, started acting
out, and adult home staff wrote "Do something
about her before she hurt [sic] someone seri­
ously,"home stafffailed to secure an evaluation.
Notably, this 47-bed home was served by two
separate on-site mental health programs, neither
ofwhich apparently noticed or intervened effec­
tively to respond to her progressively deteriorat­
ing mental condition. The next day, Ms. Wil­
liams assaulted a fellow resident, causing her
death. She was removed from the home and
returned to a state psychiatric center.

Soon thereafter, the Department of Social
Services determined that the placement of more
than one-third of the home's residents was clini­
cally inappropriate, as they required a higher
level of care than provided by an adult home.
These residents were being treated by staff of
two mental health outpatient programs, located
on-site at the borne, who admitted having little
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or no knowledge of Department's regula­
nons governing adult bomes-an admission
which calls into question their ability to serve
their clients and advocate for their rights and

New York State's mental health policy has
prompted the mostdramatic census reduc­
tion in state psychiatric centers since the
early 1970's, but has failed to secure an
adequate safety net in the community.

well-being, but which was also proffered to
justify their failure to report the inappropriately
placed individuals and other obviously poor
conditions in the home.

Why Things Fell Apart
The experiences of Mr. Cooper and Ms.

Williams were directly shaped by a number of
individual failures-precipitous discharges by
state psychiatric center staff, placements in
chronically substandard facilities, lack of fol­
low-up bydischarging psychiatric centers, inad­
equate services and coordination of such by
community-based health, social services and
mental health providers, etc.

These failures. however, are rooted in a more
fundamental problem: New YorkState's mental
health policy which has prompted the most
dramatic census reduction in state psychiatric
centers since the early 1970's, but has Jailed to
secure an adequate safety net in the community
for individuals who have for years depended on
their asylum.

One decade ago. nearly 22.000 patients re­
sided in state psychiatric centers; today there are
fewer than 11.000 patients. This census reduc-

tion was greatly in recent years as a
result pressures. More than 60% of
the decade's census rundown occurred within
the past five years (Figure 15).

Coterminous with this census decline. OMH
officialsreport thatexpenditures formental health
outpatient services (exclusive ofresidential ser­
vices) have also grown markedly from approxi­
mately $745 million in 1986 to almost $1.1
billion in 1991. In proceeding quickly with
reducing the census of state institutions, how­
ever, this 42% increase in outpatient expendi­
tures has been made largely by continuing to
invest in traditional clinical programs, not well­
tailored to provide daily assistance or psychiat­
ric rehabilitative services to persons who, like
Mr. Cooper and Ms. Williams, have severe
functional deficits.

Meanwhile, expenditures for thestate'sCom­
munity Support Services' program, designed to
serve persons with serious mental illness and
funded entirely with state dollars, have also
increased to OVer $80 million in 1992, but per­
formance expectations for these programs re­
main largely unarticulated or unmonitored by
the Office of Mental Health." Most of these
programs, which operate under local assistance
purchase of service contracts, are also not certi­
fied by the Office of Mental Health.

The mental health outpatient service sys­
tem remains a fragmented array of inde­
pendent providers, none of which are ac­
countable for the well-being of individual
psychiatric patients who are discharged
from state centers orcommunityhospitals.

'.

19 1:1 the Marter oftheJacobHome: An Uncertified Adult HomeServing Residents withMental Illness. NYS
Commission on Quality of Care, August 1991,
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Figure 15: Patient Census Change
in State Psychiatric Centers

(1955-1992)
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Mostcritically, New York's system of com­
munity mental health services, with its vast
numberof providers (approximately 1,000pro­
grams), is not well-coordinated with the state's
psychiatric centers or the psychiatric units of
community hospitals, which together discharge
over95.000psychiatric patients annually to the
state's communities. Instead, the mental health
outpatient service system remains a fragmented
array of independent providers, none of which
are accountable for the well-being of individual
psychiatric patients who are discharged from
either state centers or psychiatric units of com­
munity hospitals,

With fewexceptions, in most counties, indi­
vidual mental health outpatient providers act as
independent agents, and communication and
coordination. when they do exist. are the by-

4S

products of individual efforts rather than. any
ordered approach to aftercare services for per­
sonswithseriousmentalillness.Simultaneously,
state psychiatric centers, 'are critically depen­
dent on an assortment of community providers
over which they have little influence and n~

control.

Also, and plainly another by-product of the
budgetary constraintsof recentyears, state fund­
ing for the development of new supportive and
supervised residentialprograms.capable of pro­
viding a coordinated program of psychiatric
rehabilitative services fs>r persons with serious
mental illness discharged fromstate psychiatric
centers and community hospitals, has slowed.
Thus, in discharging patients, state centers and
community hospitals have becomeincreasingly
reliant on the least intensive level of care-a
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loosely knit patchwork of adult homes and com­
munity medical. social services. and mental
health providers which have few organizational
linkages. standard panerns of communication,
or understanding of each other's roles,

Individuals, likeMr. Cooper and Ms. Wil­
liams, will most likely find their way to
adult homes withsuch serious deficiencies
that their only likely clientele includes
very vulnerable men and women of few
resources and little capacity or opportu­
nity to make informed choices.

In the best of adult homes, operators, with
some justification. complain that their funding
(approximately $25-26/day) is insufficient to
provide adequately for individuals who are as
dependent and impaired as Mr. Cooper or Ms.
Williams. Most commonly, however. persons
with serious mental illness. long histories of
institutionalization, and serious functional im- .
pairments, like Mr. Cooper and Ms. Williams.
do not find their way to the best adult homes,
whose operators usually will not accept indi­
viduals whose needs are so clearly beyond their
ability to meet.

Instead, these individuals will most likely
find their way to adult homes' with very poor
records of performance and such serious defi­
ciencies in care that their only likely clientele
includes very vulnerable rnenandwomenoffew
resources and little capacity or opportunity to
make informed choices.

Few Excuses

The directors at Pilgrim and Manhattan Psy­
chiatric Centers both acknowledged that in the
past five years making their census targets­
which were closely tied to their staffing alloga­
tions-was increasingly a lead managemenr
priority, creating' strong pressure to discharge
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patients whose clinical needs no longer war­
ranted inpatientpsychiatric hospitalization, Both
also assailed the "fragmented array of commu­
nity services" on which they were critically
dependent.

Neither was surprised that the Commission
found no documentation of their staff's follow­
up, despite the decades ofMr. Cooper's and Ms.
Williams' institutional stays. Both explained
that their follow-up responsibility ends as soon
as the patient makes initial contact with the
community mental health provider. and they
seemed honestly surprised at the Commission's
expectationthat theirmonitoring would be more
substantial.

These psychiatric center directors consis-
tently explained that any more substantialfol­

.low-up had been delegated to the "lead" com­
munity mental health outpatient provider. Al­
though neither director could provide a formal
written agreement outlining this delegation of
follow-up responsibility. the mental health out­
patientproviderscaringfor both Mr,Cooperand
Ms. Williams seemed apprised of their lead
follow-up role. yet they too defined their follow­
up responsibility narrowly.

Thus, the central purpose ofthe discharge
planning law-to assure that patients'
needs are met adequately and appropri­
ately in the community-seemed to be no
one's responsibility in practice.

These community mental health providers
recognized their responsibility to ensure that
individuals. like Mr. Cooper and Ms. Williams,
attended clinic appointments, but they were
considerably less likely to take action when
otherproblerns-more central to the discharged
individual's place of residence and daily life­
surfaced. Thus, the central purpose of the dis-
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As the Commission reoieioed the care of
Mr and Ms. Williams, it often
came to be that ourunderstanding OfWiw.t
the law contemplates should have hap­
pened was notshared by the staffofthe two
state psychiatric centers orthemany com­
munity providers we interviewed.

charge planning law-to assure that patients'
needs are met adequately and appropriately in
the community-seemed to be no one's respon­
sibility in practice.

Just why these providers failed to act is not
clear. On the one hand, it does not seem possible
that they did not "see" the problems as they
evolved for Mr. Cooper and Ms. Williams. On
the other hand, it seems evident that these pro­
viders did not view these situations as calls to
action. perhaps because they felt the state psy­
chiatric centers would not intervene construe­
tively or perhaps because they so frequently saw
similar situations. that the experiences of Mr.
Cooper and Ms. Williams did not stand out as
being significantly different, except for the tragic
outcomes.

In any case, the community mental health
providers did not provide the vital safety net for
Mr. Cooper and Ms. Williams.

The Executive and Legislative branches of
state government should carefully exam­
ine plans for the continued census run­
down of state psychiatric centers.
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Conclusions and
Recommendations

Thus. as the Commission reviewed the care
ofMr. Cooper and Ms. Williams. it often came
to be that our understanding of what the law
contemplates should have happened was not
shared by the staff of the two state psychiatric
centers or the many community providers we
interviewed. What seemed to be serious over­
sights and inadequacies in care and services
seemed to be the normal custom and practice.

The cases of Mr. Cooper and Ms. Williams
provide the opportunity to call attention once
again to the clear legislative intent and expecta­
tion regarding discharge planning and follow­
up services. Toward that end, the Commission
recommends that:

The Office ofMental Health shouldrevise
its regulations, policies, and practices to
guaranteeaccountable monitoringandap­
propriatefollow-upfor patientsdischarged
from state psychiatric centers.

1. The Executive and Legislative branches of
state government should carefully examine
plans for the continued census rundown of
state psychiatric centers and ensure that these
plans are accompanied by resources to de­
velop a range of sufficient and appropriate
community residential and support services
to accommodate the needs of severely im­
paired persons who have long depended on
the asylum offered by state institutions.

From the digital collections of the New York State Library.



~ The Office of Mental Health should revise
its regulations. and practices to
bring them into conformity with the intent of
the specific requirements of Section 29.15
ofMental Hygiene Law. designed to guaran­
tee accountable monitoring and appropriate
follow-up for patients discharged from state
psychiatric centers. Specifically, such moni­
taring and follow-up activities, whether they
be done by the state psychiatric center or the
community mental health provider, must:

CJ assure that the patient's comprehensive
medical, mental health, residential, and
daily living needs are met;

CJ provide for several direct contacts with
the patient and providers of service dur­
ing the first six' months after hislher
discharge;

Community hospitals now provide the vast
majority of acute inpatient psychiatric care
and are responsiblefar more than 80% ofthe
discharged psychiatric patients statewide.

CJ recommend and take steps to ensure the
provision of any additional services
needed by the patient; and

CJ guarantee a reviewable record of all
monitoring and follow-activities under­
taken for the patient.

3. As the Office of Mental Health revises its
policies and procedures for discharge plan­
ning for state psychiatric centers, it should
also consider the need for new legislation
andJor regulation to extend required provi­
sions for discharge planning, monitoring,
and follow-up activities to psychiatric units
of community hospitals. As aresult of recent
changes in state mental health policy, com;
rnunity hospitals now provide the vast ma­
jority of acute inpatient psychiatric care and

.18

are responsible for more than 80% of the
discharged psychiatric patients statewide.
These statistics speak for themselves in jus­
tifying discharge planning safeguards for
psychiatric patients served in cornrnuniry
hospitals. as well as state psychiatric centers.

The adult home model of care, designed
primarily as a custodial, not as a rehabili­
tative orclinical residential care model, is
not adequate to meet the needs of many
individuals with significant functional
impairments due to serious mental illness
and/or long years of institutionalization.

4. This report, like the Commission's October
1990 report, AdultHomes Serving Residents
with Mental Illness, provides significant
evidence that the adult home model ofcare,
designed primarily as a custodial, not as a
rehabilitative or clinical residential care
model, is not adequate to meet the needs of
many individuals with significant functional
impairments due to serious mental illness
andJor long years of institutionalization.
Thus, the Commission strongly advocates for
renewed consideration ofthe lead recommen­
dation in its 1990 report that the Office of
Mental Health should conduct a careful as­
sessment of the levelofcare needs ofindividu­
als with mental illness living in adult homes
and propose a more appropriate model of care
to address the needs of these individuals.

The Office ofMental Health should estab­
lish clear standards and'expectaiions for
the performance of outpatient programs
which operate in adult homes.
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<; The Office of Mental Health should estab­
lisi. clear standards and expectations for the
performance of outpauent programs which
operate in adult homes and ensure that these
programs address the basic rehabilitative
needs of residents. such as their needs for
assistance and training in personal hygiene.
grooming, social interactions, and attending
leisure time activities.

In addition to these service expectations,
OMH should ensure that all outpatient pro­
viders serving residents of adult homes:

CI establish effective and timely mutual
procedures with the staff of the adult
home to ensure communication of any
significant problem or serious incident
affecting one of its patients;

CI report significant problems or serious
incidents occurring in the adult homes
serving their patients (of which they be­
come aware) to their respective OMH
Regional Office and the responsible Re­
gional Office of the Department of So­
cial Services; and

:J report all allegations of abuse and ne­
glect to the Commission on Quality of

-19

Care. their respective OMH Rcgicnat
Office. and the responsible Regional Of­
fice of the Department of Social Services.

6. Inpariem psvchiarric facilities which dis­
charge pauents to adult homes should rou­
tineiy receive and review Department of
Social Services' inspection reports Oi1 those
homes to determine if conditions found dur­
ing the Department's inspections are appro­
priate to the needs of their discharged pa­
tients or if they suggest that current residents
should be relocated and future discharges
suspended.

7. Outpatient mental health providers serving
residents ofadult homes should also receive
and review the Department of Social Ser­
vices' inspection reports on adult homes
serving theirpatients to determine what bear­
ing conditions found therein may have on the
health, safety and well-being oftheirpatients
and to initiate appropriate clinical and advo­
cacy measures. Further, outpatient staffserv­
ing residents ofadult homes should be trained
in the regulations governing adulthornes and
the standard ofcare expected ofadult homes
so that they can be better informed advocates
of their clients' rights.
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NEW YORK STATE
OFFICE OF\1PHAL HEALTH 44 Hollano Avenue. Albany. New YorK 12229

RICHARD C, SURLES. ::;Jh.D.. CommISSioner

Clarence Sundram, Chairman
Commission on Quality of Care

for the Mentally Disabled
99 Washington Avenue - Suite 1002
Albany, NY 12210

Dear Mr. Sundram:

July 9, 1993

Thank you for the opportunity to respond to the Commission's confidential draft
report Falling Through the Safety Net: "Community Living" in Adult Homes for Patients
Discharged from Psychiatric Hosgitals.

It is indisputable that the circumstances surrounding the two case studies
detailed in the Commission's report were tragic. They, indeed, demonstrate that no
service system is "incident proof" and that significant work remains to be done in the
area of mental health services in adult homes.

Given these circumstances, the Office of Mental Health (OMH) believes that the
most productive path lies not in reiterating problems but in focusing efforts on
continued improvements. Many of the issues discussed in the current report are
similar to those identified in the Commission's 1990 report on adult homes. Since that
time, OMH and the Department of Social Services (DSS) have invested significant
effort in improving mental health services provided in adult homes. The DSSjOMH
Adult Home Work Group has been instrumental in these efforts. The newly developed
service model to be piloted in New York City and the new prototype service
agreement are examples of their work.

Details of these efforts are contained in the enclosed response and provide
evidence of tne quality improvement strategies that have been enacted. Responses
from Mannattan Psychiatric Center and Pilgrim Psychiatric Center which address
specifics of the two case studies in the Commission's report are being forwarded to
you directly from those facilities.

.-
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If you have any questions or require any additional information. please contac~

O( Semora Forquer. Deoury Commissioner for Quality Assurance and Information
Systems Offices at (518) 473·6383.

Sincereiy,

Richard C. Surles, Ph.D.
Commissioner

cc: Sandra Forquer, Ph.D.
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Recommendation #1:

The Executrve and LeglslatNe branches of state government should carefully examine plans for the
continued census rundown of state psychiatric centers and ensure that these plans are accomoanied by
resources to develop a range of sufficient and aporopnate communrrv residential and support services to
accommodate the needs of severely Impaired persons who have long depended on the asyium offered
by state mstrtirtlons.

OMH Response:

The census rundown of New York State's psychiatric centers in recent years has
resulted from a complex set of programmatic, fiscal and physical plant imperatives.
Although the rundown has occurred during a prolonged period of state fiscal crisis,
there has been modest but consistent growth in investment in community mental
health resources. This growth is demonstrated by several current initiatives.

Since May '92, OMH has approved more than 150 applications for new
outpatient programs. Another 170 applications are currently under review.

In FY 93-94 two million dollars has been allocated for Community Support
Services programming. An additional one million dollars has been allocated to '
the development of psychosocial clubs.

In the last five years, 2,555 new licensed housing beds have been developed
including Community Residences and Residential Care Centers for Adults.
Another 1,961 supported housing beds have come on line during this period.

Ten Comprehensive Psychiatric Emergency Programs are now funded. Eight
are fully operational and the other two will open by December '93.

Thus, despite severe fiscal constraints, expansion of the community mental health
system remains a priority for OMH.

Recommendation #2:

The Office of Mental Health should revise its regulations, policies. and practices to bring them into
conformity with the intent of the specific requirements of Section 29.15 of Mental Hygiene Law, designed
to guarantee accountable monrtoring and appropriate follow-up for, patients discharged from state
psvcniatnc centers. Specifically, such monitoring and follow-up activities, whether they be done by the
state psychiatric center or the community mental health provider, must:

assure thatlhe patient's comprehensive medical, mental health, residential, and daily living
needs are met:

provide for several direct contacts with the patient and providers of service during the first six
months after his/her discharge: -

1
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recommend and take steps to ensure the provision of any addrtional services needed by the
patient; and

guarantee a reviewable record of all monrtonng and follow-activrties undertaken for the patient.

OMH Response:

Prior to receipt of the Commission's report, there had been increasing recognition that
a variety of recent developments make it advisable for OMH to consider amending the
current discharge regulations/policies. OMH's Bureau of Policy/Regulations will be
undertaking a review of the existing discharge regulations and policies to determine if
further clarification or enhancement of OMH's responsibility is appropriate.

However, many of the shortcomings in discharge planning, follow-up and monitoring
identified in the Commission's report point not to the need for consideration of revision
to current regulations/policies but to the need for adherence to established
agreements and policies. In 1986 OMH and DSS signed the Interagency Agreement
regarding Discharge Planning from State Operated Psychiatric Centers. The
agreement details the respective responsibilities of the two agencies for a
comprehensive range of discharge planning and follow-up activities. Its intent was to
operationalize the requirements of Mental Hygiene Law (Section 29.15) and Social
Services Law (Section 131.2) as they pertain to patients discharged to the community
from State psychiatric centers.

This Interagency Agreement was designed to serve as the cornerstone for meeting the
needs of patients transitioning from the hospital to the community and, if adhered to,
can continue to serve that critical function. The findings of the Commission's report
indicate that there may be a need to reinforce the importance of this agreement to
ensure that its provisions are well understood and consistently implemented in the
field.

Following the initial distribution of the agreement to all OMH facilities and regional
offices,joint OMH/DSS training was conducted in the Hudson River, Central and
Western New York regions. Due to mandated cutbacks in training and travel funds,
similar training in the downstate regions was postponed. In view of this, OMH plans to
assess the statewide need for additional training on the agreement and related
policies. While particular emphasis will be placed on the training and implementation
needs of facilities in the NYC and Long Island regions, the feasibility and necessity of
conducting refresher training in upstate regions will also be explored.

Recommendation #3:

As the Offioe of Mental Health revises its policies and procedures for discharge planning for state
psychiatric centers. rt should also consider the need for new legislation and/or regulation to extend

2
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reqUired provisions for discharge planning, rnonrtorinq. and follow-up activities to psychiatnc unITS of
comrnunrtv nospitals. As a result of recent changes in state mental health policy, ccrnrnunnv nosprtars
now provide the vast majonry of acute inpatient psychiatric care and are responsible for more than 80%
of the discharged psychiatric patients statewide. These statisncs speak for themselves in justifying
discharge planning safeguards for psychiatric patients served in communITy nospitals. as well as state
psychiatric centers.

OMH Response:

OMH concurs with the Commission's observation regarding the critical role played by
the psychiatric units of community hospitals. In an effort to ensure appropriate
delivery of discharge planning and follow-up services by these hospitals, plans are
presently underway to extend the Tiered Certification process to the inpatient setting.
The implementation of Tiered Certification has been a major step forward for OMH,
The process is uniformly applied throughout all NYS regions and focuses on review
and compliance with the most important elements of applicable regulations. It includes
outcome measures and utilizes an objective scoring system which determines length
of operating certificate and nature of enforcement activities.

Phase I of the Tiered Certification initiative is now fully operational and includes all
certified outpatient programs. Phase II of the initiative is in progress and focuses on
licensed housing settings. Draft standards have been developed and several pilots will
be conducted in Fall '93. The goal is to implement Tiered Certification for licensed
housing programs in early '94.

The third phase of the Tiered Certification initiative will focus on certified inpatient
programs. A work group is presently being established and will include state and local
representation as well as input from consumers. As key standards are identified for
inclusion in the inpatient Tiered Certification protocol, the areas of discharge planning,
monitoring and follow-up will be critical issues to be addressed. In view of the
complexity of the inpatient environment and the range of issues to be addressed, it is
anticipated that draft standards will be developed in '94. Feedback from the Tiered
Certification inpatient project will be used to determine the need for revision to the
current inpatient regulations.

In addition, as OMH undertakes its review of discharge planning regulations, it will
pursue methods to conform the discharge planning requirements of state and
community hospitals.

Recommendation #4:

This report, like the Commission's October 1990 report, Adult Homes Serving Residents with Mental
Illness. provides significant evidence that the adult home model of care, designed primarily as a
custodial, not as a rehabilttative or clinical residential care model, is not adequate to meet the needs of
many individuals with significant functional Impairments due to serious mental illness-and/or long years
of institutionalization. Thus, the Commission strongly advocates ior renewed consideration of the lead
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recommendation in ns 1900 that the Office of Mental Health should conduct a careful assessment
of the level of care needs of individuals wrth mental illness living In adult homes and propose a more
appropriate model of care to address the needs of these individuals.

OMH Response:

As indicated in our response to the 1990 report, OMH believes that, rather than
conducting a "blanket" assessment of all adult home residents with mental illness, the
more productive approach is to develop a discrete service model which improves the
capacity of adult homes to respond to the needs of these residents. Toward that goal"
OMH has worked jointly with the Department of Social Services to reconfigure the
model for provision of mental health services in adult homes serving significant
populations of persons with mental illness. The newly reconfigured model that is
being proposed would be organized around a framework which emphasizes
accountability, continuity of care and crisis response. Programmatically, it would
emphasize rehabilitative programming as the key to improving functional capacity.
The new model would incorporate comprehensive case management to be provided
by a designated mental health provider. Functions under consideration for the case
management component include:

o Monitoring of the medication regimen of persons identified as having difficulty
with medication management. Such cases could be identified by the adult
home or the case manager or on the basis of the patient's history or current
behavior.

o Follow-up with such persons to support them in adhering to appropriate
medication regimens.

o Unkage to the physician/clinic/continuing day treatment program where
medication is prescribed and monitored.

o Provision for training for adult home residents and adult home staff to better
understand medication, its effects/side effects and relationship to the
individual's functioning effectively in the community.

o Utilization of peer support and planned coping mechanisms consistent with the
recovery model in addition to traditional "medical model" interventions.

As part of this model, there would be a requirement for written agreements, formal
linkages and ongoing communication among providers of publicly funded mental
health care. In addition, the programmatic requirements and reimbursement
mechanism would place a premium on helping residents gain functional community
living skills while dealing with symptomatology in ways that minimize the use of costly,
Inappropriate hospitalization.

4

From the digital collections of the New York State Library.



Initially, this design wiil be Introduced In four adult home facilities, three of which will be
In the New York City region. Selection of facilities will be based on the operator's
willingness to work cooperatively with the designated mental health provider and to
assure continuous and meaningful communication between that agency and all other
providers of care to the home.

OMH Is in the process of designing patient assessment and evaluation components
for this new model of service provision. Information from the patient assessment
component will be utilized to help shape the design of the new model. The evaluation
component will assess the impact of the model on variables such as level of
functioning, client satisfaction, medication management and frequency of
hospitalization.

Recommendation #5:

The Office of Mental Health should establish clear standards and expectations for the performance of
outpatient programs which operate in adult homes and ensure that these programs address the basic
rehabilitative needs of residents. such as their needs for assistance and training in personal hygiene.
grooming. social interactions. and attending leisure time actfvltles.

In addition to these service expectations. OMH should ensure that all outpatient providers serving
residents of adult homes: .

establish effective and timely mutual procedures whh the staff of the adult home to ensure
communication of any significant problem or serious incident affecting one of its patients;

report significant problems or serious incidents occurring in the adult homes serving their
patients (of which they become aware) to their respective OMH Regional Office and the
responsible Regional OHice of the Department of Social Services; and

report all allegations of abuse and neglect to the Commission on Quality of Care. their
respective OMH Regional Office. and the responsible Regional Office of the Department of
Social Services.

OMH Response:

OMH concurs with the Commission that clear standards and expectations for mental
health services provided in adult homes are critical to the effectiveness of such
services. The functions delineated in the new model for provision of mental health
services in adult homes (see response #4) will be a major step forward in this area.

In a further effort to improve clarity regarding respective roles and responsibilities,a
prototype joint service agreement was recently developed for use by the adult home
and its mental health provider(s). The prototype service agreement details
responsibilities for the following key areas:

Referral. Screening & Admission

5
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Ongoing Assessment
Coordination of services by more than one mental health provider
Case Management
Resident Supervision
Emergency Mental Health Services
Information Exchange
Staffing/Coverage
Dispute Resolution

The draft prototype wilf be reviewed by the DSS/OMH Advisory Committee on Mental
Health Services in Adult Homes at its July meeting. The goal is to issue the prototype
to the field in September 1993.

In regard to communication between the adult home and mental health provider
regarding problems encountered by residents, the current DSS/OMH Joint Inspection
Memorandum of Understanding supports this type of cornrnunication. Section IX of
the MOU details the responsibility of DSS to investigate residents' complaints and
incidents and notify OMH and the mental health service provider regarding these
activities.

In addition, Section 9 of the draft prototype agreement requires details on information
exchange between the adult home and the mental health service provider. It asks that
the parties specify mechanisms tor sharing critical information, including the frequency
of meetings to coordinate the provision of mental health services.

In regard to incident reporting, OMH has recognized the need to strengthen reporting
requirements for licensed outpatient providers. Revisions to the current incident
reporting regulations (Part 524) are presently under consideration that would address
the reporting issue identified in the Commission's report. Specifically, the definition of
a reportable incident would no longer be restricted to that occurring at the site of the
licensed mental health provider. Thus, serious incidents occurring in adult homes that
come to the attention of the licensed mental health provider operating in that home
would be.required to be reported to OMH regional offices. This would include
reporting of abuse/neglect allegations to COC and OMH regional offices.

It should be noted that although it is not currently a statutory requirement, both the
New York City and Long Island Regional Offices report that they do receive incident
reports from mental health providers in adult homes as well as from case managers
serving patients in these homes.

Any reporting of incidents/abuse allegations to DSS is, of course, governed by DSS's
own incident reporting requirements, consistent with its authority as the licensing
agency for aoult homes.
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Recommendation #6:

Inpatient psychiatric facilities which discharge patients to adult homes should routinely recerve and
review Depanment of Social Services' insoecuon reports on those homes to determme if condrtlons
founa dUring the Department's Inspections are appropriate to the needs of their discharged patients or if
they suggest that current residents should be relocated and future ciscnarqes suspended.

OMH Response:

OMH Regional Offices routinely receive DSS inspection reports and communicate with
DSS staff regarding implications for placement of psychiatric center patients. '
Decisions to impose or lift moratoria on referrals from psychiatric centers are made at
the Regional Office level and transmitted to the executive directors of psychiatric
centers as well as to local mental health officials and directors of geographically
adjoining regions. Findings from DSS inspection reports are utilized in making these
decisions and there have been instances where such findings directly contributed to a
decision to cease referrals to particularly problematic homes.

In regard to the issue of relocating current residents of a home, it should be noted that
psychiatric centers do not maintain an indefinite legal relationship with former patients.
OMH may assist with the relocation of willing residents, but it cannot compel their
movement as though they were directly in OMH's care or custody.

Recommendation #7:

Outpatient mental health providers serving residents of adult homes should also receive and review the
Department of Social Services' inspection reports on adult homes serving their patients to determine
what bearing conditions found therein may have on the health. safety and well-being of their patients and
to initiate appropriate clinical and advocacy measures. Further. outpatient staff serving residents of adult
homes should be trained in the regulations governing adult homes and the standard of care expected of
adult homes so that they can be better informed advocates of their clients' rights.

OMH Response:

OMH agrees that it is important for mental health providers operating in adult homes
to be informed of DSS inspection findings. Current DSS regulations require that adult
homes make available copies of all inspection reports to their residents and to the
public. (OMH has similar requirements of its certified mental health programs.) Thus,
these reports are available on-site to the mental health provider. The real issue
involves getting adult home operators and mental health providers to regularly review
each other's reports from the perspective of determining how they can collaboratively
seeress deficiencies affecting their mutual clients. Toward that end, the draft
prototype service agreement (referenced in #5) specifically articulates the expectation
of regular review of inspection and certification reports. .'

7
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Southside~HosPitaI
301 East Mam Stree:

B"\ Shore. :-;Y 11706-8458

516-968-3000

June 21, 1993

Mr. Clarence J. Sundram
Chairman
State of New York
Commission on Quality of Care

For the Mentally Disabled
99 Washington Avenue - Suite 1002
A1banY,.NY 12210-2895

Dear Mr. Sundram:

Thank you for providing us with the opportUnity to review the draft report
. entitled Famng Through the Safety Net: "Community Living" in Adult Homes for

Patients Discharged from Psvchiatric Hospitals.

We take strong exception to the conclusions drawn relative to the treatment
provided at Southside Hospital. Specifically, page 19 of the report identifies "the ­
failure of Southside Hospital during Mr. Cooper's second visit to the hospital's
emergency room (October 9, 1991) to remove his sutures, and fully explore the
cause of his fever and abnormal lab values."

First, the role of an emergency department is to provide emergency care.
While it might be perceived by some that an emergency department should provide
comprehensive care, this is not the role of an emergency department. The standard .
of care for hospital emergency departments is.not to routinely remove sutures
unless they are infected qr pose a medical emergency to the patient. In Mr. .
Cooper's case, the scalp sutures were in place 16 days at the time he was seen in
Southside Hospital's Emergency Department. This is not an inordinate or dangerous
period of time. While Mr. Cooper's triage nurse identified the presence of the scalp
sutures, they were not infected nor was there liny other reason to remove Mr.
Cooper's sutures as part of an emergency department visit. Suture removal should
be part of Mr. Cooper's ongoing care which should have been arranged for by his
case worker or his adult home.

Second, the claim that Mr. Cooper had a fever at the time of his October 9,
1991 visit to Southside Hospital's Emergency Department is totally incorrect.
Specifically, Mr. Cooper's temperature was 98.2°F as is documented on the
Southside Hospital Emergency Department triage record. It should alsobe noted
that Mr. Cooper's temperature on October 11, 1991 taken at the Brentwood Family
Health Center was 98.5°F. His temperature taken in Southside Hospital's
Emergency Department on October 16, and 18 was respectively 97.9°F and 99.6°F.
Finally, on October 21, 1991, Southside Hospital's Emergency Department record
indicates that Mr. Cooper's temperature was 97.3°F.
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elevated temperature when seen in ;)()Utnsloe Hospital'S t:.mergency uepartmem-
As a matter of fact, for each of the aforementioned emergency department visits
Mr. Cooper's vital signs were within normal1imits. This includes blood pressure,
heart rate and respirations. It should be noted that the matter of Mr. Cooper's
temperature was discussed with Vicky Rinere from the Commission's staff and we
were pleased to learn that the report will be amended to reflect that Mr. Cooper
did not have a fever atthe time of his October 9, 1993 emergency department visit.

The Emergency Department Physician did in fact adequately address Mr.
Cooper's white blood count of 23,700. A comprehensive physical exam was done,
which included a f"mding of normal vital signs, and a chest x-ray was performed. In
light of Mr. Cooper's not having a fever and his clear lung sounds, the emergency
department physician's clinical evaluation pointed to a possible pneumonia and a
general, non-focused infection, which would reSpond to erythromycin which is a
broad spectrum antibiotic which was administered to Mr. Cooper. The patient was
instructed to seek follow-up care through the Brentwood Family Health Center and
received a discharge instruction form which was to be given to the Adult Home. It
should be noted that the official Radiology Report concerning Mr. Cooper's chest
x-ray found no pneumonia but chronic interstitial markings, thoracic scoleosis and a
slightly enlarged heart. Based upon the standard of care for Mr. Cooper's "
presenting condition, it is unclear what other actions should have been taken in,
addition to that which was done in the emergency department. An admission to
Southside Hospital would be inappropriate because Mr. Cooper did not present with
an acute medical problem.

The report also "questioned why the staff of Southside Hospital's Emergency
Room did not follow-up on Mr. Cooper's poor hygiene noted during his September
25, 1991 and October, 1991 visits." It is unrealistic to expect that an emergency
department staff should follow-up poor hygiene when the patient's poor hygiene did
not adversely affect their medical condition. In the case of Mr. Cooper, while the
staff noted his poor hygiene, there were no associated problems such as ulceration, .
maggots, lice, ecchymosis, physical abuse, and/or lacerations which would indicate
that Mr. Cooper was in imminent medical danger. There are many patients who are
treated in Southside Hospital's Emergency Department who exhibit poor hygiene.
However, unless the patient's poor hygiene materially affects their health status,
the standard of care for an emergency department is not to admit that patient or
take special steps to provide follow-up as a result of the patient's poor hygiene.
What is interesting to note is Mr. Cooper's history of poor hygiene. In this regard,
it is not within the purview of an emergency department to take a primary role in
changing an individual's lifestyle, eventhough tbat lifestyle may be perceived as
being detrimental. ..

In addition to the aforementioned concerns, we also take exception to the tone
and tenor of the report and the innuendo relative to the care rendered by Southside
Hospital's staff. In particular, on page 14 of the report,it is indicated that "both
the physician and triage nurse were the same medical personnel that had examined
Mr. Cooper during his previous emergency room examination." While this statement
is true, implicit in the report is the impression that the staff should have
remembered Mr. Cooper and should have acted differently. The reality is that it is
unreasonable to assume that staff members working in a very busy emergency
department should remember patients seen six days previously. More importantly,
the care rendered to Mr. Cooper for each of the emergency department visits was
appropriateo

In a similar fashion it is unclear what the Commission's rationale is other than
negative innuendo and taking information out of context when on page 14 of the
report a highlighted statement is made about Southside Hospitals' discharging
physician offering "no other explanation why Mr. Cooper was being discharged back
to the Brentwood Adult Home, despite, the hospital's initial concerns regarding the
homes neglect of his care and supervision."

•
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Southside~HospitaI
:0 I East "lam Street

lay Shore. ~y 11706-&458

16-968·3000.
June 23, 1993

Mr. Clarence J. Sunclram
Chairman
State of New York.
Commission on Quality of Care

For the Mentally Disabled
99 Washington Avenue - Suite 1002
Albany, NY 12210-2895

Dear Mr. Sunclram:

While we have previously corresponded to you concerning the draft report
entitled Falling Through the Safety Net: "Community Living" in Adult Homes for
Patients Discharged from PSYChiatric Hospitals as it relates to the care received by
Mr. Cooper at Southside Hospital, we also feel it appropriate for us to comment
upon other aspects of the report.

Philosophically, we strongly support the concept of placing mentally disabled
. individuals in the least restrictive environment. Placement within the community is

preferable to institutional care so long as each patient has available to them
comprehensive community supports including medical, psychiatric and social work
services.

Because Southside Hospital serves the communities of Brentwood, Central Islip,
and Bay Shore, we are keenly aware of the problems faced by former State
Psychiatric Center patients, While they might medically be ready for discharge to
the community, without adequate support systems, many of these discharges will
fail. First and foremost is the need for adequate housing with staff who are trained
to provide the services this special population requires. Adult homes may not be
the best place for these patients. This is especially true in light of the
reimbursement available to place mentally disabled persons in an adult home. By
and large these individuals receive Social Security and Supplemental Security
Income in the range of $600-$900 per month. With this amount available, there are
very few, if any, adult homes that will care for these patients. In addition, of those
adult homes that serve this special population few, if any, have the requisite
support systems necessary. What is needed are on-site specialists, including social
workers and case managers for these individuals. In particular, mentally disabled
persons need to receive services from individuals who will serve as concerned
surrogates helping them negotiate the environment found in a community setting.
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mentally disabled. While such a change requires additional funds, we feel that such
funds can and should come from the savings that have accrued and will result from
the downsizing of the large State Psychiatric facilities. We, therefore, endorse the
proposed legislation that calls for the reinvestment of these savings into the mental
health community service system. It is our belief that a strong community service
system can reduce acute care utilization and result in a better life for the mentally
disabled. .

Once again, feel free to call upon us in your efforts to improve the current
system of community mental health services.

TAJ:kpd
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DEP:\RTME!\T OF SOCIAL SERVICES

..\!l .'>ORTH PEARL STREET. ALBA','Y. ','EW YORJ..: 12243-CXX1:

:,E::?Y H. KALADJIA~

Ac:'~; :~1SS10ner

J u 1 v 1, 1 9 9 3

Mr. Clarenc::e J. SUn.:tram, Q1ai..nnan
New York state COmmission on Quality
of care for the Mentally DisablErl

99 Ha.sh..i..n;ton Avenue, SUite 1002
Albany, New York 12210-2895

Dgar Mr., Sur:d.ram:

'!he D=part::m;mt. has received ani reviewed the cammission I s draft
confidential rE!IX'rt of May 1993 entitlErl "Falling Through the safety Net:
I Cornrnunity LiV1n:J I in Adult Harres for Patients Disc.har:gecl from Psychiatric
Hospitals. n

we fi.n:l the :.t:eFOrt to be a :reasonable presentation of some of the
weaknesses which exist in the integration of adult care facility am ma.rrt:al
health services. We have resporrled in detail to earlier rep:::lrts, nest
recantly in my letter of June 18, 1993 on the commission' s rep:::lrt on New
Queen Esther. With re:,::rard to Brent:'".Vocd, we initiated a number of
enforcement actions in 1990 and 1991 based on non-compliance with the
standards for :rre::lica.tions managerrent, staffin:::f a:rrl related problems. '!base
actions :resulted in the collec::tion of $3200 In fines .in AugUSt, 1992. 'Ibe
facility continues to be closely nonitored by the~.

let me continue to assure you that we consider the improvement of
services for mentally ill persons livin:J in adult homes to be of the ut::rrost
inJp:lrtance. Staff from the Office of Mental Health and this Depart:m:mt have
been workinq t.c:x;ether on proposals to re-design arrl .re-eontigure the
cornmunity-:ba.sed mental health services available to adult care facility
residents. Better service planning' cpupled with rro:lels which assure case
manaqemerrt, access to out-pa.tient services an:::i health services. crisis
response an:i rehabilitation are essential. staff have met with your staff
regUlarly on these issues. We are in the orccess of reconstituting the
advisory group , with expanded representation from the resident advocate
groups, which was so helpful in the developrrent of the joint a1HjCSS
workplan.

At the same tilne the Depart:::me.nt is work:i.ng closely with the Office of
Marrtal Healtil to address carnpliance and quality of care issues in specific
facilities. '!hose efforts were detailErl in ITljT letter of June 18th.

I appreciate the opportunity to review this draft report.. We continue
to rely an the Commission I s support to .improve services in this critical
level of care.

I

s' y,

~ l~
"\ \ Kal .. l

rego!y M. ad]laTI

AN EQUAL OPPORTUNITY/AFFIRMATI E ACTION EMPLOYER
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First, it is unclear whether this question was speclucauy raisec wrtn me
physician by the Commission's Staff. Second, the Brentwood Adult Home was
licensed by the New York State Department of Social Services, and therefore had
the proper licensure to provide Mr. Cooper the services he required. Third, Mr.
Cooper's Case Manager raised no objections to the Hospital's staff about returning
Mr. Cooper to the Brentwood Adult Home.

In light of the aforementioned, we would hope that the Commission's report is
amended to more accurately represent the medical care Mr. Cooper received at
Southside Hospital. Specifically, the care received by Mr. Cooper did in fact meet
the standard of care. While we are sympathetic with the Commission's expectation
that a hospital and its emergency room should serve as the social safety net for
adult home patients, for patients with hygiene.problems and for those individuals in
society that are not being well served by government agencies, it is an unrealistic
expectation. .

We are more than willing to meet with the Commission's staff and the
Commission's Medical Review Board to discuss this case and how we might better
serve our patients. Feel free to call upon me, and my staff to discuss the role
hospitals can play in the continued care received by the mentally disabled.

We have, under separate cover, submitted to your office our thoughts and
observations concerning the deinstitutionalization of patients like Mr. Cooper•

. TAJ:kpd
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ST'"TE OF NEW YORK

COMMISSION ON QUALITY OF CARE

FOR THE: MENTALLY DISABLED

CLARENCEJ SUNORAM
C"....'I"'........

Theodore A. Jospe
President
Southside Hospital
301 East Main Street
Bay Shore, NY 11706-8458

Dear Mr. Jospe:

99 W.SW'NGTON AVENUE. SUITE 1002

AL••NT. NEW Yo.. ~ 12210·2895

(:5 1SI 473'·4090

(TOOl 1·S00-624.4143

August 13, 1993

ELIZASETI-l W STACK
WIL.1.IA'" P BENJAMIN

CO....ISSIONERS

This is in response to your letter of June 21, 1993 in which you commented on
the Commission's draft report entitled Falling Through the Safetv Net "Comrnunitv
Living" in Adult Homes for Patients Discharged from Psvchiatric Hospitals.

In the letter you expressed concern over the Commission's and Medical Review
Board's findings and conclusions regarding Southside Hospital's treatment of
Nicholas Cooper, a pseudonym for the deceased. Specifically, you disagreed with
our conclusions that

• sutures should have .been removed from Mr. Cooper's scalp when-he
visited the hospital's emergency room (ER) on October 9, 1991;

• the facility should have taken additional actions on October 9, 1991 when,
Mr. Cooper presented in the ER with an elevated white blood count (WBC)
and possible pneumonia; and

• hospital staff should have followed up on Mr. Cooper's poor hygiene
noted during his various ER visits in September and October 1991.

Commission staff and physician members of the Medical Review Board have
considered your comments, reexamined Mr. Cooper's records and history, and stand
by the opinions expressed initially in ~e draft report.

Alii EOUAl. O-'OO"TuNrTT/A"""....T!VC ACTIOM E~c"

RCASOI'tA...C Ac:COtiHIOO&TIOfIiI Wll.I. 81 PItOYIDCD C»I AICKlCn

• ".I,,"CO CH RCC:TCLCD PA~.
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While the sutures present in Mr. Cooper's scalp during the October 9 ER visit
did not pose a medical emergency, Medical Review Board members noted that the
sutures had been placed 16 days earlier by Southside ER staff and had not been
removed, as recommended, by the time of the October 9 ER visit. The Medical
Review Board physicians took issue with Southside's response that 16 days is an
acceptable period of time to leave sutures in a scalp wound, and opined that it would
have been good and compassionate patient care to have removed the sutures at the
time of the October 9 ER visit.

The Medical Review Board members also remained uncomfortable with Mr.
Cooper's management during the October 9 ER visit when he presented with an
elevated WEC and pneumonia was suspected. They noted that with the exception of
a normal temperature, the patient evidenced essentially the same symptoms as he did
during a previous, September 1991, ER visit. In response to the findings of the
September ER visit, Southside Hospital admitted Mr. Cooper for inpatient care, and
treated him aggressively for pneumonia with IV antibiotics. Yet, when Mr. Cooper
presented with similar symptoms on October 9, he was released from the ER with a
prescription for oral erythromycin. Board physicians commented that the
management of Mr. Cooper on these two occasions was inconsistent, and less
aggressive on the second visit.

Finally, Board members were troubled by the attitude reflected in Southside
Hospital's response regarding the obligations of an ER when it encounters evidence
of poor hygiene and neglect, particularly when the patient is a resident of a State­
operated or -certified facility. While it is true that ER's have no statutory obligation
to pursue all cases of suspected abuse/neglect, as they must do in cases of suspected
child abuse/neglect, ER's frequently encounter illness, injury or conditions resulting
from, or associated with, socio-economic factors. In the Board's opinion, ER's should
ensure the involvement of appropriate social service departments in such cases in an
attempt to resolve some of these conditions or factors.

In light of the Board members' comments, the Commission will not amend its
draft report, other than to correct an error in fact concerning Mr. Cooper's
temperature during the October 9, 1991 ER visit. We will, however, include
Southside Hospital's response and comments in the final report.

Thank you for this opportunity to consider and respond to your comments.

Sincerely,

j~~ Jr~--....:...-.-
Clarence J. Sundram
Chairman
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The Commission requests that the Office of Mental Health address each of the
above concerns specifically in its 90-day response to the final report. In addition, we
would appreciate being informed of time frames for the implementation of promised
corrective actions with regard to each recommendation. The Commission would
appreciate a response by November 2, 1993.

Thank vou.
~

Sincerely,

!J~.J
Clarence J. Sundram
Chairman

Enclosure
cc: Peggy O'Neill

Michael Ford, M.D.
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SARAH HALPERT

P"OP"IETOR5

147 SECOND AVENUE :-: BnENTVr"OOD. ;So Y. 11717

Dea~ M~. Sund~am,

En~lo~ed you w~ll o~nd ou~ ~e~pon~e ~o ~he ~on6iden~~a£ dr.a~~

~ha~ T r.eceived O~om you concer.n~ng a oo~me~ ~e6~den~ o{ m~ne

(p6eudomyn; N~chola6 Coope~.)

One can only be dL6hea~~ened Ln ~eadLng you~ ~epo~t, Fa~~~~£

Th~£~~_the ~~~e~~!~~n~dult HOm!6 i~E~f~en~!_£~!£ft~1£!£_~~£~
P6K£h~a~~~c ~£~p~~al6, and in the ca6e 06 M~chael Coope~, a ~e~~dent

06 th~6 oac~lLty oIC.om July 25, 1991 to Octobel1. 22, 7997, a conCU~IC.ance

Ln youl1. conclu~Lon: new eXCU6e~n and mOlle than enough blame to be 6ha~e~

by all.

Un6olltunately, you~ hypothe~L~ L~ cOllllec~ that we a~ pl1.ovLdel1.~

aile 6aced too 6"equen~ly wLth ~LtuatLon6 ~LmLla~ to MIC.. Coope~n6.

Wh~le hi~ plloblem~ may not be dL66eIC.ent, we a~e ce~taLn that the ca"e
p~ovLded to the otheIC. IC.e~Ldent6 at BAH L~ 6LgnL6icantty dL66eIC.ent
611.om that de6cIC.Lbed in you~ ~epo"t.

The ~epo"t attIC.Lbute~ the pIC.oblem~ 00 M~. CoopeIC. w~Lch L~ then
Lntel1.polated to· the entiIC.e univeIC.~e 06 ~e~Ldent6 to two ba~Lc6aLlinB6:

7) an LnapP~opIC.Late admL~~Lon policy, and Z) a. 6lj6temic Lnab~lLtlj to
l1.e~pond to OUIC. pa.tient~' need~. We belLeve both conclu~ion4 to be
eltl1.0neoufl.

In makLng admL~6Lon decL~ion6 to BIC.entwood we depend on ouIC. own
pe~6onal Lnte~vLew wLth ea.ch ~e~Ldent a~ well a~ a ~eview 06 dL6-
cha~ge 6ummaIC.Le~ pl1.ovLded by pIC.06e~~Lonal6 withLn the mental health
6y6tem. The LnteIC.vieW6 aIC.e conducted in conjunction with the mental
health a6teIC.caIC.e ~eam which will be IC.e~pon~ible 6o~ pl1.ovidLng 6eIC.vice~

to the individual IC.e6ident. The decL~ion to admit a IC.e~ident L~ ba6ed
upon the team'6 evaluation a~ to whethe~ we aIC.e'able t~ meet the cUIC.IC.enl
and 6utuI1.e need6 06 the applLcant. Any' evaluation 06 the outul1.e mental
health 6tatu~ 06 individual applicant6 i~, howeveIC., pl1.oblematic. Pa~­

teIC.n6 06 behavLoIC. 06 mental health dL6chaIC.gee6, paIC.ticulaIC.ly tho6e who
have been Ln6titutionalLzed 6o~ m06t 06 thei~ adult live6, aIC.e dL66-
icult ~o pIC.edLct. . .

It appeaIC.6 that MIC.. Coop~~ wa6 an app~op~La~e adm~66Lon1 but
tha~ h~6 6~atu6 de~eIC.ioIC.ated p~ecip~~a~ely. We ob6e~v~ ~hat he wa6
dl6cha~ged to the BIC.en~wood 6ac~lLty on July 25 and wa6 6~en by
var.iou6 p~Ov~deIC.6, Lncluding tho6e who lat~~ ob6e~ved hi6 "atIC.oc~Ou6

hyg~enlc condition," on Augu6~ 72 Augu6t 22 and Septembe~ 79. On no
occa6lon wa6 hl6 pe~6onal hyglene comme.ntedupon. On ~eptembe~ 24, MIC..
Coope~16 pe~6onal appeaIC.ance appa~en~ly 6lgnL6ican~ly declined. It
6hould be no~ed that on Oc~obe~ 78, howe.ve~, a DSS inve4tlgatol1.
obs en ved , "Even though it i-6 .&Lk.ely .that the~e6~de.n~6'6 appe.an ane e:
when ~t ~h~ h06pi.tal wa6 a6 dec.tlbed, hi6 appea~an~e. thi6 date wa/,)
quite ~c~e~table."
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c~~ ~eco~d~ note~ indica~e tha~ M~. Coope~ had to be con~-

-tan-tt" I[e.m.i.ne:e.e: -to sh oic e«, s hav e: ane: e.hana e. hi:» c.to-the.~. DUI[.i.ng -tr.::.-t
DSS 'Jl~.i.-t, OUI[ ~-ta.~ti ceo onc ed .tha.c "tiOI[ a- co u.p i e: 06 »e en» Mlt. COOI:'~':
had be.e.n I[e.~.i.~.te.n.t -to e.alt.i.ng 601[ hi~ pe.l[~onat hyg.i.e.ne.." I.t ~e.e.m~ c.~e.a.~

.tha.t -the. e.6601[.t~ 06 OUI[ ~.ta66 welte un~ue.e.e.~~6ut .i.n I[e.~pone:ing -to Mil.
COOpe.l[l~ nyg.i.ene. ne.ed~ and .tha-t no one e.t~e in the. e.on.tinuum 06 e.a.Ile.,
e.xc.e.p-t one phy~.i.c..i.an who adm.i.-t.ted Mlt. Coope.1[ -toSou.th~.i.de Ho~pi.ta.l,
wa~ any molte. ~ue.c.e.~~6ut .i.n I[e~ponding .to .tho~e nee.d~, a pOOl[ ~a6e-ty

ne.t .i.ndee.d.

The. ~ee.ond e.one.tu~ion .i.n the Jtepoltt Jtelate~ to OUlt lae.k 06 e.omp­
liane.e with DSS .i.n~pee.tion~. The D~~ evaluation ~y~tem ha~ be.en a e.on­
e.eltn .to u~ and to the entiJte adult home indu~tlty. DSS make~ no dL66­
eltentLation between papel[ wOJtk eJtJtoJt~ and eJtI[Olt~ 06 calte. FoJt example,
Ln youl[ Figu.lte 6, the la~t .i.tem ob~eJtve~ tha.T. xh:« ope1;.a.:ol[ 6aL-ee.d t:o
pJtovLde eae.h Jte~Ldent with a peJt~onal allowance account ~tatement at
lea~t qua"teJtly. The"e i~ no Lndication that the pe,,~onal allowance
ae.e.ount~ we"e not ace.u"ate OJt that theJte wa~ anything untowaJtd in the
6inane.ial Jtelation~hLp between the Jte~ident~ and thi~ home. While we
agl[ee that the "egulation~ JtequiJte ~uch quaJtte"ly allowance ~tatement~,

we que"y what bene6it such. a ~tateme.nt would have been to MJt. c oop e«,

Many 06 the DSS de~c"ibe.dnJtecuJtJting pJtoblem~" ~imilaJty Jte.61ect
a lack 06 documentation JtatheJt than a pJtog"ammatic de6iciency. Gu"
6ailuJte on one in~pection to JtecoJtd on the activLtLe~ calendaJt the
name 06 the Lndividual conducting activitie~ and oUJt 6ailuJte to
note the location change 06 anothe.Jt Jte~ulte.d in an in~pection Jtepo"t
whie.h "ead, "The ope"atoJt i~ not maintaining an oJtganize.dand dive,,­
~i6Led pJtog"am 06 Lndividual and gJtoup activLtie~." We belie.ve that Lt
i~ ~omewhat Lncon~i~tent on the. commi~~ion'~ pa"t to be cJtitical 06
the DSS Lb~pectLon~ and then Jte.ly on tho~e ~ame Ln~pection~ to dJtaw
unive,,~al conclu~Lon~ Jte.gaJtding the caJte p"ovide.d in thL~ OJt any othe"
6ae.ULty.

ExplanatLon~ and ~ntellee.tual po~t moJttem~ do not change the lteal­
Lty 60lt Nichola~ CoopeJt oJt Se."ena William~. We ~ha"e with you the6"u~t­

"ation at the di~jointed method by which ~e"vLce~ a"e made available
60lt adul~ homeJte.~~dent~. We. be.lieve that a mo"e. cooJtdinated appJtoach
with Jte~pon~LbLlLty .i.n ,a ~ingle individual 60" oveJt~eeing ove.Jtall
ca"e i~ a nece~~aJty 6iJt~t ~tep in developing an a660Jtdable, Jte.~pon~ive

pJtog"am 60" mental he.alth di~chaJtgee~ who a"e "e~Lde.nt~ 06 adult home~.

Enclo~ed i~ a copy 06 a letteJt whie.h OUI[ a~~oe.iation ha~ 60JtwaJtded
to a numbe" 06 legi~lato,,~ outlining the' p"oblem and ~eeking le.gi~lative

~olution~. rand ou" a~~oe.iation aJte. mo~t eage" to joLn with you in
petitioning the Legi~latu"e a.nd the Executive. to help p"event anyothe"
Nie.hola~ Coope,,~ 6Jtom 6alling thJtough the ~a6ety net.

Sine. e." e.ly,

~~~-
Simon Halpe"t
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ST.....TE OF NEW YORK

COMMISSION ON QUAUTY OF CARE

FOR THE MENTALLY OIS.....SL.EC

99 W.s~I"'aToN .....VIENUIE. SlJlTE 1002

.....L..ANy. NlEw YOItI( '22l0.289~

l~ 1~l 473.4090

(TOOl '·800.624·4143

August 13, 1993

E1..1ZABETH W STACK
WIL.l..l..... P BENJAMIN

CO"W'SSIO"£"S

Honorable Richard C. Surles, Ph.D.
Commissioner
NYS Office of Mental Health
44 Holland Avenue
Albany, New York 12229

Dear Dr. Surles:

Please find enclosed an advance confidential copy of the Commission's report,
Falling Through the Safety Net: "Community Lioing" in Adult Homes for Patients" Discharged
from Psychiatric Hospitals. I would also like to take this opportunity to comment on the
Office of Mental Health's response to the draft of this report: and particularly its
recommendations for corrective action.

Despite OMH's general endorsement of the importance of the problems identified
in the draft report and the thrust of its recommendations, the response does not .specify
concretely what corrective actions'are planned and when they will be put in place to
ensure that similar problems will not recur. As qMH notes, these problems have
persisted since our last report on adult homes in 1990. Thus, it is a matter of concern to ..
us that there be 'an accountable process to assure that necessary corrective actions are in
fact taken and that they are effective in remedying th~ problems.

Specifically, the response does not enumerate concrete actions that the Office of
Mental Health will be taking to direct state psychiatric centers to assure appropriate .
discharge planning decisions for individuals, which reflect accurate assessments of their
functional abilities and the appropriate involvement of family members. The response
also does not indicate whether or when the Office.will be taking specific corrective
actions to direct state psychiatric centers to provide follow-up of patients discharged
from their care, in accordance with Mental Hygiene Law and the basic elements of
appropriate follow-up, identified in th~ Commission's report.
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The response also does not specify how the statewide implementation of tiered
certification for inpatient psychiatric units (which OMH staff have informed Commission
staff is still months, if not years from accomplishment) will obviate the need to extend
the state's existing statute governing discharge planning for state psychiatric centers to
inpatient psychiatric units of community hospitals, which now provide that largest
percentage of hospitalizations for persons with serious mental illness in New York.
Given the severity and persistence of the problems which have surfaced with regard to
discharge planning in recent Commission investigations and studies of community .
hospitals, it seems to us that it is important that there be clear performance expectations,
with the force of law, to guide hospitals in their discharge planning obligations, and
against which their performance can be monitored, by OMH and the Commission.

The actions spelled out in the Office's response also do not appear to assure that
important communication will occur between on-site mental health providers, adult
home operators, and the regulatory agencies for both entities regarding serious incidents,
problems related to individual residents, or more systemic concerns. There is much .
discussion in the response about the evolution of a memorandum of understanding
between OMH and DSS on these issues, but there is no clarity as to whether OMH will
require that all on-site mental health providers in adult homes to comply with specific
"communication" expectations surrounding incidents and other problems noted in the
report's recommendations.

The OMH response also appears to indicate that state psychiatric centers 'will not
. be required or expected to regularly review DSS certification/inspection reports on adult

homes to which they discharge patients. The rationale for not assuring this most basic
communication of information about adult homes with state psychiatric center staff .
making discharge decisions is not explained or justified in the OMH response, and .
appears to be inconsistent with the intent of the Mental Hygiene Law §29.15 subd. (h)(l)
which requires the facility to make a determination of whether the residence is
"adequate and appropriate for the needs of such patient."

Finally, the Commission continues to believe that a higher overall level of care,
supervision, and services is required for adult homes serving a high percentage of
persons with serious and long-standing mental Illnees.. Although it is noteworthy that
OMH has recognized the need to provide more accountability for the on-site mental
health services it funds and/or licenses in adult homes through a pilot of a new model
of mental health service delivery in three adult homes, the Commission believes that this
approach will not address the substantial gap between the expected adult home level of
care and the functional needs of most residents in adult homes, whose population is
almost exclusively comprised of persons who are seriously mentally ill and who have
had long histories of institutionalization. . •
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FROM: Clarence J. Sundram

DATE: August 27, 1993

3UBJECT: Falling Through the Safety Net: 'Community Livtng' in Adult Homes
for Patients Discharged from Psychiatric Hospitals

Enclosed is a report stemming from the Commission'sinvestigations of two deaths
involving long-term psychiatric center residents who lacked the ability to survive
in the community, but who were inappropriately discharged to chronically
deficient adult homes. Their stories illustrate and underscore the problems
inherent in rapidly reducing inpatient census without a comprehensive and
coordinated system of residential and other support services for patients leaving
state psychiatric centers for community-based treatment.

For several years now, we have been documenting the problems experienced by
persons with severe mental illness who reside in substandard adult homes
certified by DSS. In our view, the correction of these problems requires 1) that
psychiatric hospitals comply with discharge planning laws and cease the practice
of discharging severely mentally ill patients to facilities that are neither
"adequate" nor "appropr-iate" to meet their needs (MHL § 29.15, subd. (h)); 2)
that a new level of care be created to equip adult homes predominantly serving
the mentally ill with the professional capacity to meet the foreseeable needs of
their residents; and 3) more swift and effective enforcement of laws and
regulations focused on improvement of living conditions in substandard homes.

Although the Commission has repeatedly made these recommendations to both OMH
and DSS, conditions remain substantially unchanged, and we see little prospect
that these fundamental problems will be addressed in the near future.

In this case, Commission investigation determined that two severely mentally ill
individuals , Mr. Cooper and Ms. Williams (pseudonyms), who had lived 30 and 40
years respectively in state psychiatric centers, were abruptly discharged to
adult homes that repeatedly had been cited for serious deficiencies affecting
residents! health and safety, and which were ill-prepared to provide the services
and daily living assistance the two patients needed.
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The Commission investigation found that both psychiatric center failed to
meet their legal responsibilities to ensure appropriate discharge planning and
followup, and that community mental health and social service agencies also failed
to coordinate and deliver medical and outpatient mental health care, and case
management, after their discharge. The Commission found such omissions WE're
viewed by staff as normal practice, indicating a basic lack of understanding of
their responsibilities under law and regulations.

As our report indicates, many long-term patients are not ready or able to live
independently outside the psychiatric centers which have provided their total
care for so many years, without considerable support and supervision. This
level of support does not currently exist in most of the state's communities, where
a loose patchwork of programs typically provides services for seriously mentally
ill persons living in the community. As the Commission's discharge planning
study released a few months ago found, in most areas there is no single place or a
reliable process to coordinate and deliver services to meet long-term patients'
"safety net" needs for food, clothing, shelter, medical and psychiatric care.

Our report recommends that plans for further psychiatric center inpatient census
reductions be accompanied by adequate resources to develop a range of
community residential and support services for severely impaired patients who
have long depended on the overall protection and care of state institutions. We
also recommend OMH consider legislation or regulations to extend discharge
planning and followup requirements to psychiatric units of community hospitals,
which currently provide most acute inpatient care and are responsible for over
80% of discharged patients statewide. However, these actions do not obviate the
need for the corrective actions cited earlier.

The findings, conclusions and recommendations of the Commission report reflect
the unanimous opinion of the members of the Commission. A draft of this report
was reviewed by OMH and DSS. Their responses are appended to the report.

The report is filed in Accordance with Article 6 of the Public Officers Law and is
considered a public document.
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Embargoed for Release A.M. Wednesday, August 25,1993

Adult Home Deaths Reveal Missing Safety Net for Mentally TIl

Two deaths involving long-term psychiatric center residents discharged to chronically deficient adult homes
have prompted a call for psychiatric center staff to comply with laws on discharge planning and followup,
and for a coordinated "safety net" of residential and support services in the community for patients leaving
state psychiatric centers. A state "watchdog" agency report cited the residents' experiences as examples of
New York State's difficulties in moving away from a largely institutional-based mental health care system,
as more patients are discharged to live in adult homes and receive community-based treatment

The State Commission on Quality ofCare for the Mentally Disabled, an independent agency responsible for
oversight in the mental hygiene system, today released a report, entitled "Falling Through the Safety Net:
'Community Living' in Adult Homes For Patients Discharged From Psychiatric Hospitals." According to
the Commission report, two severely mentally ill individuals, referred to as Mr. Cooper" and Ms.Williams,*
who lived 30 and 40 years respectively in state psychiatric centers, were abruptly discharged to grossly
deficient adult homes unable to provide the services and daily living assistance each needed, or to manage
their difficult behaviors. Both adult homes had long histories offailing to give residents safe shelter. adequate
meals. supervision. medication management help, and leisure activities. In both cases, psychiatric center
staffs failed to meet their legal responsibilities for discharge planning and followup, and community mental
health and social service agencies failed to coordinate and delivermedical and outpatient mental health care.
and case management. after their discharge. •

Mr. Cooper. despite continuing delusions and inability to care for himself after 30 years ofinstitutional care,
was discharged by Pilgrim Psychiatric Center in July of 1991 to the Brentwood Adult Home in Suffolk
County, just 8 days after his treatment team concluded he did not meet discharge criteria. Brentwood. which
received non-compliance ratings from the State Department of Social Services (DSS) for 1982 - 1991,
subsequently neglected Mr. Cooper's personal care and hygiene needs and mismanaged his medication.
Several service providers noted he was usually very dirty and unkempt, but most did nothing to intervene.
During his less than 3 months at the home, Mr. Cooper received very few scheduled services and fell several

• limes. necessitating trips to the hospitaL lnfonnation about his medical condition was not communicated
among service agencies or aggressively explored by Southside Hospital in Bayshore. Mr. Cooper died of
cardiac complications on October 22. 1991.

60 year old Ms. Williams was unable to speak, withdrawn and incapable of even washing or dressing herself.
Yet. after 40 years of institutionalization she was discharged in 1991 by Manhattan Psychiatric Center to the
New Queen Esther Home For Adults, in Queens. which could not handle her behavior or provide the services

*Pseudonyms

(more)
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she needed. New Queen Esther been cited repeatedly for filthy and dangerous conditions by DSS. The
Commission in a recent report characterized New Queen Esther as "a facility out-of-control" due to its
history of incidents of resident assaults and acting out behavior, pleas by staff for assistance with problem
residents. and calls to police. In 15 previous DSS certification inspections since 1980 it had been cited for
dirty and unsafe living conditions. An on-site mental health team apparently was unaware of the problems
or their impact on the safety and well being of residents, and an April 1993 DSS review found 128 violations
of state regulations.

In October, 1992 when Ms. Williams deteriorated and began harming other residents, adult home staffnoted
in the logbook "please do something about her before she hurts someone seriously" and requested her
hospitalization. But no action was taken and. the next day, a series of escalating incidents ended with her
assault of an 83 year old resident. causing serious injuries from which the resident later died. The death was
later classified a homicide. At the time. a direct care staff member. who had been left alone on her first day
of work to supervise the home '.I more than 40 residents. could not manage the crisis.

Many long-term patients are not ready or able to live outside the psychiatric center without considerable
support and supervision, which the Commission report says does not exist currently in most communities.
Presently, a loose "patchwork" of programs performs services for seriously mentally ill persons in many
communities, but there is no one place or a reliable process to coordinate and deliver services to meet long
term patients' basic needs for food, clothing. shelter. medical and psychiatric care.'

The Commission report recommends that plans for further inpatient census reduction at state psychiatric
centers include commitment ofadequate resources to develop a range ofcommunity residential and support
services for severely impaired patients who have depended for so long on the overall protection and care of
state institutions. The Commission also recommends the State Office of Mental Health (OMH) consider
legislation or regulations to extend discharge planning and followup requirements to psychiatric units of
community hospitals. which currently provide most acute inpatient psychiatric care and are responsible for
over 80% of the discharges of psychiatric patients statewide. Also. as recommended in its October 1990
report on adult homes,' the Commission again urged OMH to assess the level of care needed by adult home
residents with mental illness. and to develop a more appropriate model of care to better address their clinical
needs and functional limitations.

In response to a draft of the Commission report, OMH and DSS generally agreed with the Commission' .I
findings. OMH has halted admissions to New Queen Esther. DSS has decided not to renew the facility's
operating certificate, and will hold hearings on further enforcement action.

In New York State, approximately 10,000 mentally ill persons reside in adult homes, which are the largest
community-based residential service for persons with mental illness, providing residents assistance in daily

• living and linkages to clinic services in the community. The Commission is required by the State Mental
Hygiene Law to review deaths of mental health program recipients to determine whether circumstances
surrounding a death suggest deficiencies in care. The Commission alsoadvises the Governor and Legislature
on mental hygiene policy.
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Life and Death at New Queen Esther Home for Adults. June 1993.
Discharge Planning Practices ofGeneral Hospitals: Did Incentive Payments Improve PerformanceZ,
New York State Commission on Quality of Care for the Mentally Disabled. April 1993.
Adult Home Residents with Mental lllness: A Study ofConditions, Services and Regulations, October,
1990.
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Copies of this report are available in large print, braille, or voice tape. Please call the
Commission for assistance in obtaining such copies at 518-473~7538.

The Commission on Quality of Care for the Mentally Disabled is an independent
agency responsible for oversight in New 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 (VoiceITDD)
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The Commission on Quality of Care for the Mentally Disabled is an independent
agency responsible for oversight in New York State's mental hygiene system. The
Conunission also investigates complaints and responds to requests concerning pa­
tient/resident care and trea~entwhich 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 advo­
cates.

Toll-free Number: 1-800-624-4143 (VoiceJ'11)D)

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. Con...
tact: ~ ..

Commission Mailroom'
NYS Commission on Quality of Care
for the Mentally Disabled

401 State Street "
Schenectady N"X 12305-2397

Phone: (518) 381-7000 - Fax: (518) 381'-7045'
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