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Preface

Over the pastseveral vears, partly inresponse 1o
budgetary pressures, the State Office of Mental
Heaith has accelerated the decline of the census
of state psychiawic centers. Whereas a decade
agonearly 22.000 patients resided in psychiatric
centers, today there are fewer than 11,000; more
than 60% of this census rundown has occurred
within the past five years. Indeed, the rate of
census decline since 1989 has been substantially
creater than dunng the era of deinstitutionaliza-
tion (Figures 1 and 2).

In the process of these census rundowns,
manv long-term patients are being discharged
fromn psvchatric centers where they have spent
substanual pans of their lives. This report pre-
sents case studies of two such long-term psychi-
atrie center inpatients, Nicholas Cooper and
Serina Williams,! whose discharges to adult
homes ended 1n tragedies.

Figure 1. Patient Census Change
in State Psychiatric Centers
(1955-1992)

Psoudonyvims,
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Figure 2: Percent Change in Patient
Census From Previous Year in State
Psychiatric Centers™ {1955-1992)

Year

1955 e -y o)
1960 3.1%

1965 0.6%

1970 B3 —————

1975 S 11157 e——

1980 -4.8% (o

1985 -3,

1989 s 7/ s —————

1992 L22.2%(

28% -20% -15% -10% 5% 0% 5%

*Data from 1955-1989 taken from 1891 New York Stale Stabstical
Yeartook {16th Edition). Data for 1992 taken from othcial Mental

Health census repons.

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
hygienic needs were unmet 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, 1s that they “have recerved maximum
benefit from hospitalizaton™ and clinically no




longer require inpatient psyvehiatric hospraliza-
uon. This has probably been the case for many
vears. but the budgewary pressures are forcing
staff 1o look more sharply at patlents who have
reached aclinical plateau. While this rationale 1s
itkely true for many patenis, it1s equally tue
that many long-term pauents, 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 kave 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 comrmunity ser-
vices—adult homes and boarding homes—to
serve discharged patients who are seriously men-
tally 1ll.

While there are patchworks of programs that
perform specialized tasks for seriously mentally
i1l pauents 11 many communities, there 1s no
replacement for the asylum function that state
hospitals have waditionally provided for the
long-term patent. There 18 no single place to
which patients can go to have all their needs met
tor food, clothing, shelter, and medical and
psvchiatric 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
hospitalizauon. have lost much of their capacity
ror independent living and self direction, and the
discharges occurring under fiscal pressures to
meet census targets offers them little ume 1o

learn the skills they need. In any event. litle
effort is made 10 teach such skills.

Nor 15 there a reliable safety net in place.
Instead. the patients are bounced between mul-
tipie health and mental health providers that see
them briefly but provide no monitenng or on-
going supervision and follow-up to ensure their
needs are being met. Not only are such services
ineffective in meeting patients’ needs, but they
areexpensive as 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 of intensity and
advocacy that many patients require.

Patients like Mr. Cooper and Ms. Williams
are at risk of being placed in marginal setungs
that, by law and design, lack the clinical and
professional staff to monitor their health and
mental health needs. Once there, they are atrisk
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 1o meet the needs of patients discharged
from hospitals. This conundrum can only be
solved jointly by the Executive and Legislative
branches of government.

Discharge Planming Practices of General Hospitals: Did Incentive Paymenis Improve Performance?,
NY'S Commission on Quality of Care, April 1993,



This report represents the unanimous opin-
10n of the mempers of the Commission. Re-
sponses (o a draft of the report from the New
York State Office of Mental Health, the New
York State Deparunent of Social Services.
Brentwood Adult Home. and Southside Hospi-
tal arc attached as Appendix A, On July 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, aresponse
had not been received.
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Chapter I
Introduction

In July 1991, Nicholas Cooper,” a 73-year-old
patientof Pilgrim Psychuatric Center, was deermed
readv for discharge. After having lived for more
than 40 vears in various state psychiatric cen-
ters. the last 30 of which were spent in Pilgrim
Psychiatric Center, M1, Cooper was discharged
to the Brentwood Adult Home 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 treatrnent team
after having been a patient in various mental
hveiene facilities for more than 40 vears. Three
months later, after having lived in Manhattan
Psyvchiatnie Center for 20 vears, she too was
placed inaprivate, proprietary adultcare facility
certfied by the State Department of Social Ser-
vices, the 47-bed New Queen Esther Home for
Adults m Queens.

Within 90 days of his release from 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 tragedyv. Within 90
davs of his release from Pilgnm Psvchiatric
Center. Mr. Cooper was dead, and reports re-

ceived by the Cornmission from various partes
who had contact with him in the weeks prior 1o
his death suggested that Mr. Cooper was not

Approximately one year after her October
1991 release from Manhattan Psychiatric
Center, Ms. Williams assaulted and criti-
cally injured another mentally ill resident
of the adult home who subsequently died.

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

Pursuant 10 Arnticle 45 of Mental Hygiene
Law, the Commussion on Quality of Care for the
Mentally Disabled and its Menwal Hygiene Medi-
cal Review Board commenced invesiigations,
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-
tigauons, Comrmission staff:

Al names m this report have been changed to protect the individuals’ confidenuality.




reviewed clinical records periaining to
Mro Coeper's and Ms. Williams™ 1npa-
tient histories and interviewed swaff re-
sponsible for thewr care at Pilgrim and
Manhattan Psvchiainie Centers:

reviewedclinicalrecords and interviewed
staff of the menual health outpatent pro-
grams to which Mr. Cooper and Ms.
Williams were referred upon their dis-
charge:

reviewed Department of Social Services’
ceriificauon 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;

J

A conducted site visits 1o the Brentwood
Adult Home and the New Queen Esther
Home for Adults to observe condinons.
interview staff and residents. andreview
relevant records maintamned 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 I'V.

Although Mr. Cooper was an outpatient of a mental hygiene facility at the time of his death and Mental
Hvgiene Law authorizes the Commission 1o investigate the deaths of mental hygiene service recipients,
Commussion staff were initially denied access to the Brentwood Adult Home. the DSS-centified facility
in which he Lived. Legislaton was enacted in June 1992 (Chapter 266 of the Laws of 1992) specifically
clarifying the Commussion's authorty to visit DSS-certified adult care facilities and to obtain information

continuation of the investigation tnto Mr. Cooper’s death and access to the facility in which he lived.



Chapter [I
Nicholas Cooper

Nicholas Cooper was bornon August 53,1917 in
Brooklvn. New York. Information on Mr.
Cooper’s early history was limited; however,
according toclinicalrecords. Mr. Cooper worked
as a laborer and was a member of the Interna-
tional Handbag and Luggage 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 admussion to Creedmoor Psychiatric
Center on an Order of Certification from Kings
County Hospital. atage 39, marked Mr. Cooper’s
firstinvolvement 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
30years of confinement at Prigrim Psychi-
atric Center.

In October 1957, approximately one vear
after his admussion to Creedmoor Psvchiatric
Center. Mr. Cooper was transferred to Rockland
Psvchiaine Center. and approximately four and
a hulf vears later. at the age of 44, Mr. Cooper
was transterred to Pilgrim Psvchiatric Center.

where he lived for almost 30 vears. At the ume
of his admission to Pilgrim Psvchiatric Center,
Mr. Cooper was described as sloppy and in need
of constant supervision from staff. and 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
essentally unchanged during his 30 years of
confinement at Pilgrim Psychiatric Center. Pil-
grim records for 19901991 indicated that Mr.
Cooper received psychotropic medications for
his psvchiatric 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 freedomto wander
the center’'s grour:ds during most of his hospital-
1zation. 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 1n 1989 when, at
the age of 72, he developed hypertension which
was treated with a low-salt diet and medication.

Little Progress (1962-1991)

Over his many vears ai Pilgrim Psychiatric
Center, clinical records revealed little intention
to consider Mr. Cooper s discharge. 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.




Figure 3: Significant Events in Mr. Cooper’s Life
1956-1991
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This premise was reflected 1n Mr. Cooper’s
& s
annual psveniatne assessments up through Julv

1991,

On Januarv 22, 1991, Mr. Cooper's treat-
ment team met and agreed that Mr. Cooper had

not “shown improvement since [his) last treat-
ment plan” and that he continued to believe that

On July 17,1991, Mr. Cooper s social worker
entered a note in Mr. Cooper’s record stating
“Nicholas' tentative discharge date s for July
25,1991 at 10:00 a.m.”

he was anemplovee 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-
1stic discharge plans and he gains independence
with grooming skills and participates in activi-
ues.” The tentative discharge date, recommended
by the reatment team, was January 22, 1992,

Three months later, on April 20, 1991, Mr.
Cooper's treatment team met again for a peri-
0dic weatment plan review to evaluate Mr.
Cooper’s progress and service needs. Acc ording
to the meeting minutes, the treatment team again
determuned that Mr. 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
complving with the unit’s rules or the hours
prescribed onhis grounds privileges honor card.
On seven occasions between April 2. 1991 and
Julv 25. 1991 (the date of his discharge), Mr.
Cooper left the facility without consent. and on
three of these occasions his grounds privileges
were rescinded. Other record notes for this pe-
riod reported that Mr. Cooper was hostile and

iy

vert {1y aggressive. swearing at staff. On two
sepurate occasions on April 29, 1991, record
note: also stated that Mr. Cooper had accused
staff of smacking “himinthe mouthand punch-
g him in the stomach. His record 1s silent on
any follow-up of these allegauons of statt abuse.

On July 18, 1991, the treaument tean con-
ducted another periodic treatment plan review
and again determined that Mr. Cooper “did not
meet discharge criterta.” The chimical team’s
review of Mr. Cooper’s treatment goals indi-
cated that he had not made any significant
progress and that he conunued to be “isolated
and unmotivated...[and] does not voluntarily
seek out group schedules.” The notes also stated
that Mr. Cooper stll needed reminders from
staff -0 change his clothes and that he had not
estab’ished a trusting relationship with anyone.

Recdy fof 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 suddenly asserted that he wasready for
discharge (Figure 4).

On July 18, 1991, the treatment team
conducted another periodic treatment plan
review and again determined that Mr.
Cooper “did not meet discharge criteria.”

OnlJuly 17,1991, Mr. Cooper’s social worker
entered a note 1n Mr. Cooper's record stating
“Nicholas’ tentative discharge date 1s for July
25,1991 at 10:00 a.m.” Two days later, and one
day after the above weatment review meeung,
Mr. Cooper’s psychiatrist, who had reportedly



Figure 4: Excerpts From Pilgrim's Record Notes:
Year Prior to Discharge

January 18, 1991 ~ Svcial Assessment
He has basically remained the same in the past year. He is stll delusional, believing that ke
is employed by the FBI and CIA. He continues 10 be suspicious of others and does not wish
10 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 ... poorsocial
skills . . . prognosis is guarded due to chronic nature of his illness.

January 22, 1991 — Comprehensive Treatment Plan Review
P1. has not shown improvement since last Tx [trearment] Plan.

February 12, 1991 ~ Activities Assessment
This pt.'s behavior has remained unchanged in the past year. . . problems: delusional, has
hailucinations, hoards garbage, his ADL [Activities of Daily Living] is poor.

April 20, 1991 - Periodic Treatment Plan Review
Discharge plans, service needs, and discharge criteria reviewed today. Parient has not
atrained 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 ar 10 AM.

July 18, 1991 — Periodic Treatment Plan Review
All goals and objectives have been extended . .. Pt isisolated and unmoti vated. He does not
voluntarily seek out group schedules. No progress . .. Pt has not established a trusting
relationship with anyone. No progress ... Pt. still needs reminders from staff 1o change his
clothes. Noprogress. .. Discharge plan remains same. He does notmeet discharge criteria
{emphasis added].

July 19, 1991 — Psychiatrist’s Progress Note
Patientis pleasant and cooperative. He is in good contactwith his direct surroundings, well-
oriented . . . A.C. placement is considered with continued medication, supervision, and
Jollow-up care.

July 25, 1991 ~ Nursing Transfer/Discharge Note
Mood and Affect. pleasant, cooperative. Mood anxious, Suspicious of others—delusional
thoughis [and] grandious [sic] ideas. Thought Patterns: Beljeves he is rich and 100 years
old and is paid to smoke 10 packs of cigareries a day.

Julv 25, 1991 — Discharge Summary
Patient is well oriented 1o time, place, and persons and is in good contact with his direct
surroundings. It was considered thar this patient received maximum benefir from this
hospitalization and he will be able to readjust to an alternate care placement progranm.




partcipaled 1n s recent trezument team re-
views. wrote in Mr, Cooper’s record:

Fatient is pleasant and cooperarive. He
is in good contact with his direct sur-
roundings, well oriented . .. A.C. [alter-
nare care | placemenr is considered with
medication, supervision, and follow-up
care.

On July 23, 1991, the date of Mr. Cooper’s
discharge, this same psvchiatrist signed Mr,
Cooper’s discharge plan and summarized that:

It was considered thar this patient re-
cerved maximum benefit from this hospi-
talization and he will be able to readjust
to an alternaie care placement program
with supervision, medications, and
Jfollow-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-
porung evidence and could not explain the lack
of supporting documentation in his record. Mr.
Cooper’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’srecord, however, the
Julv 25,1991 Nursing Discharge Note states:

Moodand Affect: pleasant, cooperative.
Mood anxious, suspicious of others—
delusionalthoughis [and] grandious [sic]
ideas. Thought Parerns: Believes he is
rich and 100 vears old and is paid 1o
smoke 10 packs of cigarettes a day.

Mr. Cooper’s Discharge

OnJuly 25,1991, Mr. Cooper, now 73 years
old. was discharged from Pilgrnim Psvchiatric

|

Center to Bremwood Adult Home. o 30-bed
adult home facility located in Suffolk County.
Long Island. At the ume of his discharge. thus
adult home facility was cerufied by the State
Department of Social Services: however, in-
spections by the Deparunent over the past 10
vears (1982-1991) indicated that 1t had many
serious recurring problems. Indeed. the home
had received noncompliance ratngs from the
Department on each of its comnplete inspections
since 1982 (Figures 5 and 6).

Upon discharge, Mr. Cooper’s psychiatric
diagnosis was “schizophrenia paranoid chronic
type,” and his medical diagnosis was “hyperten-
sion, benign prostatic hypertrophy, dorsal
scoliosis, and seborrheic dermatits of the scalp.”™

Figure 5: DSS Complete Inspections
for Brentwood Adult Home
1982-1991

Year DSS Rating
1982 Noncompliance
1982 Noncompliance
1982! Noncompliance
1983 Noncompliance
1984! Noncompliance
1984 Noncompliance
1985! Noncompliance
1985 Noncompliance
1986 Noncomphance
1987 Noncompliance
16988! Noncompliance
1988 Noncompliance
1989 Noncompliance
1990 Noncompliance
1991 Noncompliance
1991 " Noncompliance
' DSS conducted a complete and a

follow-up inspecuon during the

complete inspecion visit.

el




On the day of his discharge a phyvsical ex-
aminationreportalso stated that Mr. Cooper was
“a well developed and well nounished white
male. not in acute distress.” All medical evalu-
ations (e.g., electrocardiogram. complete blood
count, x-ravs, audiological testy were also within
normal limits.

Mr. Cooper’s discharge plan included refer-
ence 1o 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’srecord also stated that on the date of his
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 Charines Community Support Services
to refer Mr. Cooper for case management ser-
vices,®

Al the time of discharge, Mr. Cooper was

prescribed Haldol, 8 mg. twice aday, Minipress,

I 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,
Mr. Cooper received a 28-day supply of these
phvsician-prescribed medications.

Thus, on July 25, 1991, after living for
nearly 30 vears at Pilgrim Psychiatric Center,
Mr. Cooper moved to the Brentwood Adull
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)

The operator does not employ an
approved full-time administrator
(1984, 1985, 1989, 1990. 1991).
There isnoauthorization inmedication
managerent records for the change in
schedule of administratonof physician-
prescribed medicatons (1982, 1984,
1985, 1988, 1990, 1991).
Physician-prescribed diet orders are
not included in the facility’s menu
(1985, 1986, 1990, 1991).

A staff person trained in basic first
aidis notpresentoneach shift {1982,
1584, 1985, 1988, 1989, 1990).
Exit/smoke barrierdoors donot self-
close (1982, 1988, 1990, 1991).
Physician-prescribed medications are
not accurately recorded, and residents
are assisted with medications without
the assistance being recorded (1989,
1990, 1961).

The operator is not maintaining an
organized and diversified program
of individual and group actvities
(1985, 1987, 1989, 1990, 1991).
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 Center are operated by Suffolk
County's Department of Health Services.

In a ielephone conversation with Commussion staff on April 22, 1993, a staff person 6f Pilgrim Psychiatric
Center's Qutpatient Services Depaniment reported that on the day of Mr. Cooper's discharge. he had also been
referred 1o Suffolk County’s Deparntment of Social Services” Adult Protective Services (APS) Program for
case management and follow-up. Reportedly, staff of this program had also been invited to attend Mr.
Cooper’s discharge planning meeting, but for unknown reasons did not atend. On April 22, 1993, the
Commussion contacted Adult Protective Services regarding these referrals, but they maintained that they had
not been apprsed of Mr. Cooper’s discharge and that Mr. Cooper had not been referred 1o APS for services.



case management services offered by Catholic
Charues Community Support Services' team,
and phvsician prescribed-presenpuons for four
medications, and a special high-calone. low-
sodium, chopped diet.

Mr. Cooper’s First Month
Post-Discharge

According to Brentwood Adult Home ‘s case
management records. during Mr. Cooper’s {irst
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, Mr. 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 talkanve during the intake assessment. He
spent most of the interview discussing how he
had been assigned to special reconnaissance
flights 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
diagnosed “schizophreniaparanoidchronic” and
“seniously and persistently mentally 1l Ac-
cording to the clinmic’s Patient Prescription
Record. at the conclusion of this session, the
therapist shightly reduced Mr. Cooper s psycho-
tropic medication {Haldol) from 8 mg. twice a
dav 10 5 mg. in the moming and 10 mg. at the
hour of sleep and made no other weaument
recommendations. The therapist provided no
notes explaining why he had reduced Mr
Cooper’'s medications.”

Two and a half weeks after his adrmussion, on
Avgust 12,1991, the Catholic Chanues Com-
munity Support Services’ case manager met Mr.

Cooper for the first ume at Bremwood Adult
Home. According 1o the case manager s noles.
during this meeting, Mr. Cooper was [mendly
and coherent. but not a reliable mformant. Mr.
Cooper stated that he had a brother and a sister,
was never marned, served in World War 1. and
attended New York Universitv's Schootl of Lun-
guages. He also reported how he delivered im-
portant documents for the Pentagon and how the
FBI conunued to watch him. The case manager

Mr. Cooper's record provides no documenta-
tion indicating that the case manager followed
up with either of the two referrals she report-
edly made and, by all reports, Mr. Cooper
never benefited from these services.

recorded that Mr. Cooper was motivated to
enroll in a day program and was eager 10 attend
“veteran’s parties.”

In response to his interest in attending par-
ties, the case manager referred Mr. Cooper 10 a
fellow adult home resident for additional infor-
mation. The case manager also reportedly made
areferral for Mr. Cooper to the Office of Voca-
tional Rehabilitation for participation in a work
program. Mr. Cooper’srecord provides no docu-
mentation indicating that the case manager fol-
lowed up with either of the two referrals she
rcporﬂadiy made and. by all reports, Mr. Cooper
never benefited from these services. There 1s
also no documentation that the case manager
made any referrals for Mr. Cooper to an Office
of Mental Health certihied or funded day pro-
gram or psvchosocial club, which would appearto
have been more able 10 meet his needs.

According 1o Brentwood Adult Home's August 1991 Medicauon Admunistration Record, Mr. Cooper did
not start receiving his sightly modified dosage of Haldo!l until August 29, 1991, nearly one month after

the new order.




September 19
September 26

September 27

Ocober 11

Ociober 17

October 22 Deceased

Figure 7. Mr. Cooper’s Mental Health Aftercare Services
(90 Days Post-Discharge)

Discharged from Pilgrim Psychiauic Center
Brenrwood Mental Health Clinic
-0 Adrmussion screening

Catholic Charites Community Support Services

0 Home visit for intake assessment
Brentwood Mental Health Clinic

©  30-minute individual therapy session
Brentwood Mental Health Clinic

o 30-minute individual therapy session
Catholic Charities Community Support Services

a Telephone contact with Southside Hospital
Catholic Charities Community Support Services

@ 30-minute visit to Southside Hospital
Catholic Charities Community Support Services
: 0 Transport Mr. Cooper to Bremwood Medical
| Health Center
; Brentwood Mental Health Clinic
0 30-minute individual therapy session

- Total = 8 contacts (approximately 5 hours of service)

Service

On August 22, 1991, 28 days after his dis-
charge. Mr. Cooper attended his follow-up ap-
pomntment at the Brentwood Mental Health

Clinic. Progress notes concerning this 30-minute

mdividual session ndicated that Mr. Cooper

was delusional. not fixated to atopic, and telling
the therapist various stories which he had cre-

4 Arthe conclusion of this session. the thera-

R
[* SRR,

pist gave Mr. Cooper a refill for his medications
and a follow-up appoinument for September 19,
1991, almost one month later.

Of note. during this month, Mr. Cooper’s
first 30 days away from Pilgnim Psychauc
Center after a nearly 30-vear period of resi-
dence, no staff from Pilgrim Psychiatric Center



made any contact with Mr. Cooper. the
Brentwood Adult Home staff, or his mental
health case manager. to ascertain hus well-being
or the implementation of his discharge plan.
Pilgrim Psychiatrnic Center’s staff did. however,
report that they had contacted Brentwood Men-
ta] Health Clinic atthe end of August to ascertain
if Mr. Cooper had attended his ininal chnic
appointment.

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

Mr. Cooper’s Second Month
Post-Discharge

According to Brentwood Adult Home’s
records and staff, during his second monthin 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 thard appointment at the Brentwood
Mental Health Clinic. The therapist’s notes from
this 30-minute session stated, “Expansive and

paranoid 1dea much less. Appears o be m0re @
personundergone mental deteriorauon anc wien
excited old wait returns [sic).” The only weat-
ment recommendation emanaung from the ses-
sion was a modest increase 1 Mr. Cooper's
Haldol from 15 mg. each davio 20mg. eachday.
Mr. Cooper also received a follow-up appoint-
ment for October 17, 1991.° Aside from the
above note, no rauonale for this medicauon
change was found.

On September 24, 1991, Mr. Cooper at-
tended the Brentwood Family Health Center to
have his blood pressure medication (Miripress)
and mult vitamin 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 pauent, he did not receive a
comprehensive medical examination.

Things Fall Apart

The next day, September 25, 1991, at 8:30
p.m., Mr. Cooper fell in his bedroom, cutting his
head. The home’s staff contacted an ambulance,
and Mr. Cooper was transferred 1o Southside
Hospital's Emergency Room for medical treat-
ment. According 10 the Emergency Department
Triage Record, Mr. Cooper was alert, but con-
fused and had a three-inch laceration on his

¥ According to Brentwood Adult Home's September Medication Admunistration Record, Mr. Cooper’s new
medicaton erder was administered on September 21, 1991; however, for the firsttwo days (Septernber 21 and
September 22) Mr. Cooper received both the new and old dosages ar 9:00 am. and 80 p.m. This
documentaton indicates that Mr. Cooper received a total daily dose of 35 mg.. nearly twice hus prescribed
dosage. On September 23 and 24, 1991 at 9:00 a.m.. the home s staff gave Mr. Cooper both the new and old
dosages of hus psychotropic medication. At §:00 p.m. he received only the new dosage. The home’s
medication records indicated that by September 25, 1991, Mr. Cooper finally began recenving the correct

dosage of Haldol.



scalp. The triage report alse stated that Mr
Cooper was experiencing Conslant extrapyra-
midal movements and was unkermpt and incon-
unent of urine.

The physician explained that Mr. Cooper
was admitted not only formedical 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 of 25,000 (normal range:
4.500~11.000). The physician admitied Mr. Coo-
per to the hospital with a diagnosis of “commu-
nity acquired pneumonia.”

Upon interview, the physician explained to
Commuission staff that Mr. Cooper was adrutted
not only for medical care, but because “his body
was completely filthy,” and “it looked as if he
hudn’twashedinseveral weeks.” The physician
also indicated that Mr. Cooper had urine all over
fus panis, and that even though the home’s staff
had accompanied him to the emergency room, 1t
appeared that no one was really caring for him.

The dav after his admission, on September
26,1991, Mr. Cooper’'s Catholic Chariies Com-
munity Support Services’ case manager con-
tacted the hospital toinguire abouthis condition.
Hospnal staff reportedly told the case manager
that Mr. Cooper’s head injury was not very
serious. but that he had been admitted 1o the
hospital to rule out pneumonia. Duning this
teiephone call, the case manager also spoke
brieflv 1o Mr. Cooper.

The next day, the case manager went (o e
hospital 1o visit Mr. Cooper. This was onlv the
second tme since Mr. Cooper’'s July 25, 1991
discharge from Pilgnim Psvchiawric Center that
she had met with Mr. Cooper.” During the 30-
minute visit, the case manager was informed by
hospital staff that Mr. Cooper was adrmutted wath
a fever of 102° and that his hygienic condition
was deplorable. Hospital siaff reporiedly sus-
pected neglect. The case manager also spoke
with Mr. Cooper’s physician who reported the
sdme concerns.

In response to these reports, on September
27, 1991, the Catholic Chanties Comrmunity
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
mspector 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.” Commuission staff advised the case
manager to contact the Department of Social
Services, which has primary responsibility for
the certification and oversight of adult 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 with a fever of 102° and
that his hygienic condition was deplorable.
Hospital staff reportedly suspected neglect.

According to 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 anyv special effonts w meet with Mr. Cooeper or to seek him out in the commurity.

la




formed by the Department of Social Services
that Deparument staff would visit the home.

On October 18, 1991, two weeks after the
complaint wasreported and four days prior
to Mr. Cooper's death, the Department of
Social Services conducted a partial 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 admunistrator of the Brentwood
Mental Health Clinic to inform him of Mr
Cooper’s hospitalizaton and the hospital’s alle-
gation that there may be “some neglect on the
part of the Brentwood Adult Home.” Report-
edly, the Catholic Charities Community Sup-
port Services” supervisor informed the clinic of
Mr. Cooper’s appearance upon admission to the
hospital and that he was “'disheveted and dirty
... [and] his feet were black with dirt.” Record
notes also indicated that during this conversa-
uon. thev discussed the case manager’s contacts
with the Commussion and, at the conclusion of
the conversation had agreed that they “would
keepintouch.” Mr. Cooper'stecord provides no
documentation indicating that the Community
Support Services Program conducted any addi-
uonal follow-up with the Brentwood Mental
Health Chinie.

On October 18, 1991, two weeks afier the
complaint was reported and four days pnor w0
Mr. Cooper’s death, the Department of Social
Servicesconducted a parualinspecuon and com-
plosnt invesugation at Brentwood Adult Home.
According to this report. the Deparument of
Social Services® staff person spoke with
Brentwood's admrstrator ¢who had worked at
the home foronlviwo weeks and the cook at the
nhome and reviewed the home's case manage-

ment records. She also met bnefly with Mr
Cooper in tus bedroom. The cook reported that.
for a couple of weeks, Mr. Cooper had been
resistant to caring for his personal hygiene. The
Department siaff person's report also stated,
however, “Even thought [sic] 1t 15 verv likelv
that resident’s appearance when at the hospital
was as described. his appearance this date was
quite acceptable. Complaint not substanuated.”

There 1s no indication in the report that the
Department’s staff person made any contact
with Southside Hospital. Subsequently, the
Department's staff person failed to discover that
medical personnel at the Southside Hospital's
Emergency Room had found Mr. Cooper’s per-
sonal hygiene condition poor, 1ot just on one
occasion (September 25, 1991), but 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, 1991). (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 Brentwood Adult Home. there was
no documentation that Pilgrim Psvchiatric Cen-
ter staff mace anv contact with Mr. Cooper. staff
atthe Brentwood Adult Home, or any staff of his
mental health providers to check on his progress
post-discharge.




The discharging physician offered 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 Supervision.

Mr. Cooper’s Last Month

After anine-day inpatientstay, on October 3,
1991, Mr. Cooper was discharged from Southside
Hospital back to Brentwood Adult Home. Upon
discharge, Mr. Cooper received a prescription
for Ervthromycin, 500 mg. four tmes 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-
1ed in on Mr. Cooper’s discharge summary.

In an interview with Commission staff, the
discharging physician indicated that at the ume
of discharge, Mr. Cooper was medically and
nsvchiamricaliv stable andthathe “locked good.”
The discharging physician offered no other ex-
planauon why Mr. Cooper was being discharged
back to the Brentwood Adult Home, despite the
hospital’s iniual concerns regarding its neglect
of his care and supervision. According to
Brentwood Adult Home 'srecords, Mr. Cooper’s
discharge summary and prescriptions were re-
cerved 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 armived, Mr. Cooper was found sit-
ting on the curb. Mr. Cooper was brought 1o
Southside Hospual’s Emergency Room for
evaluauon.

According 10 the emergency room record,
Mro Cooper appeared alert, butl unkempt. and

stll had the suwres in his scalp that he had
received two weeks prior. Mr. Cooper was ad-
mitted 1o the emergency room at 6:18 p.m. and
aphysical examination. blood work. and a chest
x-ray were completed, The examination report
indicated that Mr. Cooper was “fiithy” upon
admission, and had mild shakes of both hands.
The hematology work-up revealed several ab-
normmalites, including a high white blood cell
count of 23,700, substantially elevated from his
last laboratory results of 8,100 conducted at the
end of his previous hospitalization. Notably,
both the physician and wiage 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 condinon, 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 pienty 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 admunistered.
The hospital. which had onginally recommended
that Mr. Cooper have his sutures removed two
days before on October 8, 1991, did notremove
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 1o have his
sutures remnoved. This appomntment was arranged
by the case manager upon recommendation by
the Commission, which had continued 1o moni-
tor Mr. Cooper’s care weekly through telephone
contact with Mr. Cooper’s physicians and case
manager. According to the notes of the health



clinic’s phvsician. on the day of the examina-
uon, Mr. Cooperwas “exwemelv unkempt,” and
his “clothes were exiremety dirty.”

The case manager reported that the home's
staff told her to call the home beforevisiting
so they could make sure that Mr. Cooper
bathes and is clean before she visits.

The case 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. Inresponse, Mr. Cooper indi-
cated that he bathed twice a week at the adult
home. The case manager then suggested to Mr.
Cooper that he bathe every day. Mr. 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 Mr.
Cooper bathes. Upon later interview with Com-
rrussion siaff. the case manager reported that in
response 1o her suggestion, the home's staff told
herto call the home before visiting so they could
make sure that Mr. Cooper bathes and 1s clean
before she visits.

Recurrent Hospital Visits

Five davs later, on October 16, 1991, Mr.
Cooper again fell at Brentwood Adult Home.
The home s staff called for an ambulance and, at
3:30 p.m., Mr. Cooper was transferred to
Southside Hospial’'s Emergency Room for
evaluauon. According to the emergency room
record. Mr. Cooper was complaining of lower
nack pain. and he was unkempt and foul smell-
ing, The emergency room physician evaluated
Mr. Cooper. and x-rays were taken which re-
vealed no fractures (Figure &).

b

Fourand ahalfhourslater.at 10:3G pam. Mr
Cooperwas discharged back to Brentvood Adult
Home with a Patient Instructions Form staiing
that he should make an appoiniment with
Bremwood Family Health Center for follow-up
care and that warm compresses should be ap-
plied for 15 minutes, fourtimes aday {orthe next
two days. Mr. Cooper also received a presenp-
tion for Motrin, 800 mg. three umes a day for
pain. -

According to the home’s medication man-
agementrecords, Mr. Cooperreceived his medi-
cation three times a day from October 17 through
22. There were no notes 1n 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 Mr. 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 that the doctor’s order for warm
compresses was ever implemented.

notes, during the 30-minute individual session.
Mr. Cooper focused on his made-up stores,
telling his therapist that he keeps the stories to
himself as a secret. Record notes stated that the
therapist had consistently counseled Mr. 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
Irermors.

Despite the above symproms, which were
likely side effects of his psychouopic medica-
tions, there was no documentaton indicaing
that Mr. Cooper’s medications were reevalu-
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Figure &: Mr. Cooper’s Medical Aftercare Services
(90 Days Post-Discharge)

Discharged from Pilgrim Psychiawic Center
Brentwood Family Health Center
o Prescription refill
Southside Hospital Admission .
0 Diagnosis: community acquired pneumonia
and scalp laceration
© Nine-day stay
Southside Hospital Emergency Room
0 Admitted at 6:18 p.m.
Discharged at 305 a.m.
o Diagnosis: possible right lung pneumnonia
Brentwood Family Health Center
2 Removal of seven stitches
Southside Hospital Emergency Room
0  Admitted at 6:37 p.m.
Discharged at 10:30 p.m.
o Diagnosis: chronic degenerative arthritis
Southside Hospital Emergency Room
0 Admitted at 8:36 p.m.
Discharged at 12:30 p.m. (approximate)
o Diagnosis: lumbosacral strain
Southside Hospital Emergency Room
©  Admitted at 2:17 p.m.
Discharged at 6:15 p.m.
0 Diagnosis: thoracic scoliosis
Scuthside Hospital Emergency Room
a0  Admitted at 3:08 p.m,
o Pronounced dead at 3:18 p.m.

ated. although he received a prescription to have
thern refilled. There were also no notes mdicat-
ing why the therapist chose not to treat Mr.
Cooper's apparent side effects from his psycho-
ropic medicauons. 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 ume-——this ume off his
bed at Brenrwood Adult Home. Stwaff of the

home escorted Mr. Cooper back to Southside
Hospital for evaluation.

At8:36 p.m., Mr. Cooper was admutted to the
emergency room for evaiuation and x-rays.
Sometime after midnight, Mr. Cooper was dis-
charged back to Brentwood Adult Home with a
diagnosis of “lumbosacral strain.” Mr. Cooper
alsoreceived a Patient Instructions Form staung
that he should follow up with the Brentwood




Medical Center withintwo to three davs and that
he should take Adwvil every four hours for pain.
rest in bed for two davs. apply cold compresses
for 15 minutes, four times a dav for one day. and
apply warm compresses for 15 minutes, four
tmes adav fortwo days. Records of Brentwood
Adult Home 1ndicate that Mr. Cooper recerved
Advil three tmes aday from October 18 through
October 22, but there 15 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

’hm‘t.

According to Bremiwood Adult Home'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 staff called an
ambulance. According 1o the report completed
by the ambulance driver, Mr. Cooper was found
Iving in the fetal position in bed, complaining
that he had fallen Friday night and that his back
still hurt. At approximately 1:15 p.m.. he was
ransferred 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 1n ongin.” At 6:15 p.m.,
Mr. Cooper was discharged back to Brentwood
Adult Home with a diagnosis of “thoracic
scoliosis”™ and a Pautient Insuucuons Form stat-
ing thathe should applyheattohisback. have bed
res.. and {follow up with his private doctor within
two davs.

Mr. Cooper Dies

The nextmorning Mr. Cooper stavedin bed.
only gelung up on Lwe occasions o use the

bathroom. During the late morning, an aide :n
the nome went 10 Mr. Cooper’s bedroom 10
check on him. Reportedly, Mr. Cooper indicated
that be wanted 1o remain in bed to rest. The aide
noticed Mr. Cooperhad drooled onhis piliow. so
she took his piliowcase 1o the {aundry.

Later that afternoon, the aide returned to Mr.
Cooper’s bedroom and found him lving 1n bed.
The aide called to Mr. Cooper. but he was
unresponsive. The aide then called to the admun-
istrator for assistance. According 1o the incident
report completed by the administrator of
Brentwood Adult Home, sheranto Mr. Cooper’s
bedroom, which was on the second floor, and
also contacted an ambulance. The maintenance
man also entered Mr. Cooper’s bedroom 1n
response to the aide’s call for assistance.

Based on informarion obtained from the
staff of Brentwood Adult Home, after the ad-
munistrator entered Mr. Cooper’s bedroom, the

The home'’s staff also reported that they did
not administer cardiopulmonary resusci-
tation (CPR) orany other emergency medi-
cal procedures.

aide and maintenance persen left the room,
leaving the administrator in charge. The home's
staff also reported that they did not administer
cardiopulmonary resuscitauon {CPR) or any
other emergency medical procedures.

At 2:47 p.m., the ambulance arrived and the
emergency medicaltechnicians began CPR. Mr.
Cooper did notrespond to treatment, and he was
transferred to Southside Hospital in cardiac ar-
rest. Mr. Cooper armived at Southside Hospual's
Emergency Room at 3:08 p.m. in full cardiore-
spiratory arrest, and he was pronounced dead
ten rmuinutes later at 3:18 p.m.

Subsequent to Mr. Cooper ‘s death. on Octo-
ber 25, 1991, his case manager from Catholic



Charites Community Support Services closed
Mr. Cooper’'s case with the following summary
note:

Nicholas ' lifeinacommuniny serting was
brief. He had difficuirvin aking care of
his own needs and unformunarely did nor
receive the assisiance he needed in this
areaonaconsistent basis... The circum-
stances surrounding his death and hos-
pitalizations have been reporied to DAS
[DSS’s Division of Adulr Services] and
QualirvAssurance. The state deparmment
will take care of burial arrangements but
reguire a 30 day wait to allow for family
conract.

Based on recollections of Brentwood Adult
Home staff and the home's record, Pilgrim
Psychiatric Center staff had made no other
contact with Mr. Cooper since his dis-
charge to the home three months earlier.

Funeral services for Mr. Cooper were con-
ducted on November 4, 1991, Fees for Mr.
Cooper’s wake and burial services were paid by
4 local Catholic Church and Medicaid. Mr.
Cooper’s case manager from Catholic Charites
Community Support Services and staff of Pil-
grim Psvchiatric Center who had worked with
Mr. Cooper dunng his hospitalization attended
the service. Based onrecollections of Brentwood
Adult Home staff and the home’s record, Pil-
grim Psychiatric Center staff had made no other
comact with Mr. Cooper since his discharge to
the home three months earlier.

Postmortem Review

Anautopsy report revealed that the cause’of.

Mr. Cooper's death was cardiac tamponade due
to ruptured mvocardial infarct and anenoscle-
rouc heart disease.
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Subsequent to Mr. Cooper’s death. physi-
cians from the Commission's Medical Review
Board reviewed Mr. Cooper’s record and zu-
topsy report and concurred with the cause of
death documented on the autopsy report. The
physicians also agreed that the 1alls Mr. Cooper
sustained and the complaints (e.g.. lower back
pain) he reported during the week pricr 1o this
death were not warning signs of this medical
condition. Reportedly, Mr. Cooper's cause of
death was a rupture of the heart vessel, causing
an accumulation of blood in the cardial sac
surrounding the heart. According to the Medical
Review Board, this condition occursinfrequently
after an individual suffers a heart attack.

The Medical Review Board’s review did
raise several concerns and guestions regarding
Pilgrim Psychatric Center’s decision to dis-
charge Mr. Cooper, and the ablity of the
Brentwood Adult Home to provide appropnate
care and treatment, and the approprateness of
the medical care rendered by Southside Hospi-
tal. Specifically, the Board found the following:

O no documentation in Mr. Cooper’s Pil-
grim Psychiatric Center record indicat-
ing his readiness for discharge to an adult
home;

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

o problems in the Department of Social
Services’ regulatory oversight of the
Brentwood Adult Home, as it appeared
that the home was ot providing an ad-
equate standard of care; and

2 the failure of Southside Hospital during
Mr.Cooper s second visitlothe hospital’s
emergency room {(October 9, 1991) to



remove his sutures and fully explore the
cause of his abnormal 1ab 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, onJune 21, 1993 the President of Southside
Hospital submitted a letter to the Commission

which stated:
We take strong exception to the conclu-

sions drawn relative to the treamment
provided at Southside Hospital . . . the

role of the emergency deparmment is 1o
provide emergency care .. . the standard
of care for hospital emergency depart-
menis is not o routinely remove sutures
unless they are infected or pose a medi-
cal emergency 1o the patienr . . . il Is
unrealistic 1o expecr that an emergency
department staff should follow-up poor
hygiene [sic] when the patients poor
hygiene did nor adversely affect their
medical condition. . . It is not within the
purview of an emergency deparmment 10
take a primary role in changing an
individual’s lifesrvle, even though thar
lifestvle may be perceived as being detri-
menral.



From the digital collections of the New York State Library.



Chapter 11
Serina Williams

Ms. Williams was born in Puerto Rico on Octo-
ber 15, 1932 and lived with her parents and
vounger brother until age four when Ms. Wil-
Hams' father died of tuberculosis. Little 1s known
about Ms. Williams™ early childhood. Accord-
ing to record notes, Ms. Williams attended school
i 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 farmmily moved to New York City where she
enrolled in the public school system and was
placed i special classes ata vocational and rade
school. Record notes indicated that one year
later, Ms. Williams was referred to the Bureau of
Child Guidance due to poor attendance and
achievement. The psychological assessmentre-
vealed that Ms. Williams had an IQ of 65 and
was sufficiently retarded to be eligible for spe-
cial placement.

Brief Foster Care Placement

Approximately three vears later, atthe 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-
liams’ 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 Depariment of
Mental Hygiene for evaluaton and placement.
Record notes indicated that Ms. Willlams re-
quired institutional care because she would not
be able to “adjust in a foster home due o her
inadequacies.” Ms. Williams was evaluated at
Bellevue Hospital, and on March 23, 1949, she
was transferred to Lewchworth Village State
School, which serves persons with mental retas-
dation. This admission to Letchworth marked
Ms. Williams’™ first involvement in the state's
mental hygiene system (Figure 9).

Early Years of Institutionalization
(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 10
Letchworth, a psychological examination re-
vealed that Ms. Williams had a mental age of 7
years, 3 months and an 1Q of 48.'° The psvcho-
logical examinanon report also stated that Ms.
Williams had a “Spanish language handicap.”™

Approximately three vears after her admis-
sion to Letchworth, progress notes indicated
that Ms. Williams was experiencing a personal-
1ty change and “psychouc symptoms inciuding

" There are four subtypes of mental retardation reflecting the degree of inteliectual impairment. AnlQscore
between 50 and 70 indicates a level of mild mental retardation. and a score between 35 and 49 mndicates

a level of moderate mental retardauon.

- Ms. Williams' record did not indicate whether the psychological evaluation was conducted in English or

Spanish.



Figure 9: Significant Events in Ms. Williams' Life
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precccupation, withdrawal, physical and men-
w4l retardation. seclusiveness, and affecuve de-
tertoration.” Record notes also indicated that
Ms. Williams began experiencing auditory hal-
lucinations and that her speech was becoming
somewhat incoherent.

Nearly four vears after her admission, In
February 1953, the Department of Mental Hy-
giene recommended that Ms. Williams be rans-
ferred to Pilgrim Psychiatric Center for further
treatment; however, her mother refused to sign
the comumitment 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.”

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 of 20, was transferred to Central
Islip Psychiatric Center where she lived for the
next 18 vears 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-
1ization, 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
ransfer. record notes indicated that Ms. Wil-
llams had fallen and sustained a head 1njury,
after which she had a bniefloss of conscicusness
and seizures. The following day, Ms. Williams

was transferred in a comatose condruon 10 Cen-
rral Islip Psychiatmc Center's Medical Surgical
Building. Approximately three weeks later, on
July 15, 1971, record notes indicated that Ms.
Williarns had completely recovered and was
returned 1o Kings Park Psvchiaric Center. On
August 16, 1971, Ms. Williams was uansferred
to Manhattan Psychiatric Center. where she
lived for the next 20 vears of her life.

Twenty Years at Manhattan
Psychiatric Center (1971-1991)

Clinical records indicated that upon admis-
sion to Manhattan Psychiamric Center, Ms. Wil-
liams was “mute, seclusive, withdrawn, and
noncompliant with instructions given to her.”
She was alsonoted 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 activites due to her imability 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 other patients 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 kevholes.

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 ntellectual
impairment until December 1990, when she was
reportedly tested using the Vineland Social
Maturity Scale, in contemplation of her possible
rransfer 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



vear old. For unknown reasons, Ms. Williams
was also not referred to the center’s dually
diagnosed unit.’* There was also no documenta-
tion that the facility made any referrals for Ms.
Williams to a mental retardation facility, which
may have been better able to meet her needs.

In January 1991, the treatment team con-
ducted a periodic treatment plan review to dis-
cuss Ms. Williams’ progress and the goals of her
treatment plan. The minutes of thisreview stated,
“[Ms. Williams] continues to be 1solated . .. and
is still not able to attend more than 10 hours of
programing per week,” but went on to state that
Ms. Williams “would benefit from living out-
side of the hospital in a supervised adult home,
as she was probably as stable as she can getin the
hospital.” The note concluded that Ms. Wil-
liams® discharge plan was reviewed and re-
mained the same.

Although there were fleeting references to
some progress in Ms. Williams’ condition dated
March 14, 1991, May 22, 1991, and June 24,
1991, the vast majority of progress notes in her
record for the nine-month period (January-Oc-
tober) prior to her discharge indicated little
change. Clinical records indicated that Ms. 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
out thewindow, sitting in a corner obserp-
ing people, or just looking out into the
distance. |

Progress notes also indicated that Ms. 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 improvement documented
in her record, on July 2, 1991, Ms. Wil-
liams’ treatment team met again and con-
cluded that Ms. Williams should be dis-
charged to an adult home.

Overall, these record notes indicated that
Ms. Williams was unable to communicate her
needs, to understand what 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. Williams was
not referred to visit any adult homes until nearly
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. Willtams with herreadiness for discharge or
to refer her to adult homes.

Three months later, on September 20, 1991,
the reatment team conducted a comprehensive
reatment plan review and agreed that in 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

-

2 In April 1993, a psychologist from Manhartan Psychiatric Center did report to the Commission that reports
of the Vineland Social Marurity Scale administered to Ms. Williams in December 1990 were found in the
Psvchology Department Offices of the Center. The psychologist could not explain why this report was not:
fited in Ms. Williams" record or why no follow-up had been done.



Figure 10: Excerpts From Manhattan’s Record Notes:
Six Months Prior to Discharge

April 2, 1991 - Periodic Treatment Plan Review
Recreational therapist states that even though Pt isolates herself most of the time. she does
pariicipate in acrivities, such as going for walks, dancing, listening 10 music . .. is nor 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 nor verbalize anything. She was oniy there
physically present but her mind was not in the group.

June 19, 1991 - Psychiarrist’s Monthly Note
Continues to be withdrawn and seclusive . . . it has been difficult to communicate 10 her at
meaningful level . . . unable to artend 20 hrs. per week.

July 2, 1991 - Periodic Treatment Plan Review .
The pr. continues stable . .. pt. is still not able 1o artend more than 20 hrs. of programming a week.

July 22, 1991 - Rehabilitation Services’ Monthly Note
Pi. “physically” attended programs .. . but could not actively join in the performance of which.
... pt justsarand “eved” the participanis from the side . . . pt. could not do anything and just

sat on [sic] a corner.

August 25, 1991 - Rehabilitation Services” Monthly Note
Fatled 10 attend her exercise and leisure education because up to this time she was not ready for
structure-directed group activities . .. pt. was able 10 make a little progress on reality orientarion
but her sociabiliry 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 isvery withdrawn and isolated and un-communicative [ sic]. Attention spanis very poor.
She is unable 10 maintain 20 hours of weekly programming. [Patient] needs assistance with
acrivities of daily living skills . . . tentative release/discharge date: 12/16/91.

Qctober 1, 1991 - Social Worker’s Progress Note
The pt. continues to do well [on] the ward . . . scheduled for an interview at New Queen Esther
Home. They are willing 10 take her and accept her if she can communicate her needs.

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

programming a week.

October 19, 1991 - Psychiatric Assessment
It has been difficult to communicate with her at a meaningful level and to identify the thought
content. She 1s mure and thus responds with head moiions and sounds that mean yes orno .. her
main strength Is how easy she is 10 have around . . . her long-standing withdrawal and murism
are denore [sic] a severe consrriction of cognition and affect.




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-
liams’ deficits and lack of readiness for dis-
charge, the treatment team made no recommen-
dations for special interventions or psychologi-
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 of Mental 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
- staff personresponsible for Ms, Williams, stated:

Pr1. remains mute, isolative. She sits by
herself in the dayroom sleeping most of
the time. She continues to use facial
expressions 10 answer most questions, it
still remains hard o discern whether she
fullvunderstands ornot. .. She has 10 be
directed as to what 1o do, but she carries
out funcrions appropriately.

Subﬂsequently, 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 positive account of herrecent progress
documented in her record.®

Her course during the pastvear has been
good. As documented well in the therapy
aide and nursing monthly progress nores,
she has become verbally interactive and
taking much better care of her personal
hygiene and personal area on the ward
. .. Since March she has been able to
attend more than twenty hours of active
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 Home for Adults,

a 47-bed adult home facility located in the
Rockaway section of Queens. The social
worker’s note continued, “[the home is} willing
to interview her and accept her if she can com-
municate her needs.”

Ofnote, New Queen Esther Home for Adults
first came to the Commission’s attention during
the agency’s study of adult homes serving a

** The October 19, 1991 psychiatric assessment update was completed by the unit's supervising psychiatrist
who had been covering for Ms. Williams' regular psychiatrist since July 1991. Record notes indicated that
the psychiatrist based his examination on the previous psychiatrist’s observations for one year and his daily.
rounds over the three and a half month period (July-October).



Figure 11: Conditions at New Queen Esther
Home for Adults

Commission’s Site Visit of October 1989

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

2 Residents were poorly dressed in dirty, ill-fitting, seasonally i'mp;'jropriaze* and worn clothing: some
residents’ clothing was wet, soaked with urine.

0 For the seven residents who are incontinent of urine and/or feces, staff reported that their clothing 15
rinsed out in the toilet and only sometimes washed in the machine,

Resident bedrooms were {ilthy and had a rancid odor of urine and sweat.
Some beds had no linens or blankets, and residents had to sleep on top of the plastic-coated mattresses.

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

o o g g

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

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

0 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.

2 Roasts. chickens, and fish fillets [stored in the chest freezer] were discolored and freezer burned . . . the
refrigerator fans were also extremely dirty and coated with grease.

g Physician-prescribed medications were found on the residents’ bedroom end tables . . . [and] account-
ability for controlled medications was also not uniformly assured.

reviewed. The home was rated as one of the

preponderance of residents with mental illness. '
poorest homes in the Commission’s sample

During this study, the Commission conducted

unannounced site visitsto47 adulthomes across
the state, and during an October 1989 site visit,
reviewers found that New Queen Esther Home
for Adults had serious problems 1n all areas

(Figure 11).%
Althoughin October 1991, atthe nme of Ms.

Williams’ interview, New Queen Esther Home
for Adults was certified by the Siate Deparument

“ Adult Homes Serving Residents with Mental lliness: A Study of Conditions, Services, and Regulation,

Ociober 1990,

¥ On Qctober 20, 1989 the Commission submitted a letter of findings to the home’s operator and to the
Depariment of Social Services. On several occasions in the fall of 1989, the Comumission also discussed
the conditions of the home with staff of the Deparument of Social Services and advocated for appropriate
enforcermnent action. On February 22, 1990, Commission staff conducted a follow-up visit to the home
which revealed few mmprovements. A report of this visit was also submitted to the home's operatoer and
1o the Comrmussioners of the Department of Social Services and the Office of Mental Health,




of Social Services. it had received noncompli-
ance raungs on each of the Department’s 14
complete inspections since 1980 (Figure 12).

On October 21, 1991, Ms. Williams was
escorted 10 New Queen Esther Home for Adults
bv her social worker from Manhatan Psychiat-
rc 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. 1S 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-
tcipated in Ms, Williams’ interview.

The screening narrative completed by
Rockaway Mental Health Services stated:

... Insight and judgement impaired.
Unable 1o maintatn eve contact. Is selec-
tively mute and responds by either shak-
ing head yes or no. It was impossible 1o
obrain any history . . . appears quite
instirutionalized. Stts in chair and rocks.
Worker reports she is independent in
ADL [acrivities of daily living] and co-
operates with siaff not presenting any
management problems. It appears that
Ms. Williams would like 10 live at Queen
Esther because she knows a resident at
the home. Was calm and cooperative.
Smiled frequently . . .

AlthorghMs. Williams hasa brother whohad
visited her at Manhattan Psychiatric Center
o1 weekends, there was no documentation
Hiat he had been either consulted or mformed
of Ms. Williams' discharge.

Figure 12: DSS Complete
Inspections for New Queen Esther
Home for Adults

1980-1991

Year DSS Rating
1980 Noncommpliance
1980 Noncompliance
1981 Noncomphance
1982 Noncomplance
1983 Noncompliance
1985! Noncompliance
1986° Noncompliance
1987* Noncompliance
1988 Noncompliance
1988 Noncompliance
1989 Noncomphance
1990 Noncompliance
1991 Noncompliance
1991 Noncompliance -

' 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.

The screening teamn concluded the narrative
by stating:

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

Although Ms. Wiltiams has a brother who
had visited her at Manhattan Psychiatnc 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



After nearly 42 years of mstitutionaliza-
ton, Ms. Williams, who was now 59 years
old, was discharged from Manhattan Psy-
chiatric Center to New Queen Esther Home
for Adults.

ofhissister'sdischargeinJanuary 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 “1mproved appreciably to the point that
she could be managed outside the hospital . . |
fand] had achieved maximum benefit from hos-
pitalization.” Thus, after nearly 42 years of
institutionalization, Ms. Williams, who was now
59 vears old, was discharged from Manhattan
Psvchiatric Center to New Queen Esther Home
for Adults. Upon discharge, her psychiatric diag-
nosis was schizophrenia, chronic disorganized.

At the timne of discharge, Ms. Williams was
prescribed Mellaril, 100 mg. twice a day and
Stnequan, 50 mg. at the hour of sleep. Ms.
Williams recetrved a one-month supply of these
medications, an appointment with Creedmoor
Psychiatric Center’s aftercare psychiatrist (No-
vember 2, 1991}, and a general referral 1o the
phvsician who provides medical care to the
residents at New Queen Esther Home for Adults.

Ms. Williams was alsoreferred 1o Creedmoor
Psvchiaine Center’'s Adult Home Clinic Pro-
gram for on-site case management and mental
health services.

a0

Prior 1o discharge, Ms. Williams wac
screcned by the City’s Division of Post Insutu-
uonal Services (DOPIS), which 1s funded by the
NYC Department of Social Services 10 provide
case management and support services to 1ndi-
viduals with five or more vears of insttuuonal-
1zation upon their discharge to the community.
Reportedly, these services were 1o begin at the
ume of Ms. Williams’ discharge.

Ms. Williams® Move to Néw
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 Home
Clinic Program, upon admission, Ms. Williams

Upon admission to New QQueen Esther,
Ms. Williams could not dress or shower
herself, change her clothes, or complete 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 fromher room-
mate, Ms. Melissa Murphy.

Ms. Murphy, an independent, hagh-function-
ing woman, reportedly cared for Ms. Williams hike
she was one of her own children. Each morning
Ms. Murphy would wake Ms. Williams and assist
herinshowering and dressing, and then escort her
down the elevator 1o breakfast, as Ms. Williarns
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 getung
ready for bed and changing into her pajamas.



Adult home staff and staff from the on-site
Creedmoor Chnic Program told the Commuis-
sion that if Ms, Williams’ roommate did not
prompt her 10 wake each morning, she wouid

The staff of Manhattan Psychiatric Center
had made no contact with Ms. Williams
during the year Ms. Williams lived at New

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,
not knowing which button to push. A staff
person from the on-site Creedmoor Clinic Pro-
gram also added, that i1f someone velled “fire,”
Ms. Williams would not know what to do, and
she would require assistance to evacuate the
residence. This same staff person 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 Esthersitting in the
lounge, pacing the floors, and riding the eleva-
tor. S1aff also reported that while at New Queen
Esther, Ms. Williams learned to smoke ciga-
rettes, and she would spend her days “smoking

like crazy.”

The home's staff and social workers at Man-
hanian Psvchiatric 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 vear Ms. Williams lhived at New
Queen Esther. Reportedly, TWO social workers
from Manhatuan Psvchiaric Center saw Ms,
Williams at New Queen Esther on two or three
occasions when they escorted other patents o
visit the home in preparation for their discharge.
These were informal contacts. and staff made no
formal inguirtes about Ms. Williams' progress or
well-being. Record notes were alse not main-
tained 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-October 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
claimsthat Serina Williams her room-
mate gets hurtfrom somebody here in
this home. Serina has abig black and
bluemark on herleg. MelissaMurphy
claims irs not the first time 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 shin
1o shift and o 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 submitied a
letter to the Comnussion staung, “The shift log records which you requested [October 1, 1991-March 30,

1992 ] are no longer availlable ™



who livedn the Bronx. Addizonally. although
otner record notes (December 18, 1991, Febru-
ary 13,1992, Apni 16, 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
how Ms. Williams, who was repeatedly de-
scribed as mute and noncommunicative, was
likely to benefit from the weekly individual
therapy 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
therapistconsultation which may have promoted
a better understanding of the origins of Ms.
Williams' muusm or suggestions for interven-
ticns that may have helped her to communicate

more effectively.

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

Client will not exhibit bizarre behavior,
withdrawn behavior, or appear to be
responding 1o auditory hallucinarions in
30-minute [individual therapy] sessions
with Creedmoor Clinic Program siaff
for three months.

Clienr will acknowledge thar she has
artended on-site activiry [i.e., bingo, arts
and crafts, grooming, etc.] five times a
week ro Creedmoor Clinic Program staff
for three months.

Client will acknowledge thar she has
showered rwo rimes a week and pur on
clean clothes ror three maonths.

Ms. Williams' April and Juiy periodic treat-
ment reviews lndicated that these weaunent ob-
jectives were not revised during her st vear at
New Queen Esther. Despite the emerging prob-
lerns with Ms. Williams’ behaviorinthe summer
of 1992, her treatment objecuves were not
changed although, as detailed below. her psyv-
chotropic medications were periodically
changed. Finally, there were no explanatory notes
indicating how Ms. Williams, who was repeatedly
described as mute and noncommunicative, was
likelyto benefit fromthe weekly individual therapy

sessions.

Other Creedmoor Clinic Program record
notes indicated that the recreation therapist made
25 case management entnies for Ms. Williams
for the period November 1991—October 1992.
These notes usually provided general comments
about Ms. Williams® appearance, a few notes
regarding her atiendance at a group activity
(November22, 1991, December §, 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 alsoreferenced 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.
Inany case, she never attended the day program.

Clinicnotesreferencedher disrobing inpublic,
wandering away from the home into the com-
munity, roaming the halls and rooms of the
adult home at night, and not sleeping.




Corresponding 10 the enuies in the home’s
communicaton 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 commurniry, roaming the halls and
rooms of the adulthome atnight, and not sleeping.

Other notes in the Creedmoor Clinic Pro-
gram record indicated that 1n response to these
notes and apparently other reports of Ms. Wil-
liams’ difficuliies, the psychiatrist met with Ms.
Williams several times (July 6, 10, 13, and 17,
1092) and attempted to address these problems,
usually by adjusting her psychotropic medica-
tions. For example, on July 10, 1992, Ms. Wil-
liams’ medicationregime was changed to Haldol
Decanoate. 50 mg., intramuscularly every 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 15, 1992,
Ms. Williams was observed by the Creedmoor
Clinic Program’s recreation therapist walking in
a stiff manner and pacing. The following day the
psvchiatrist again evaluated Ms. Williams and
concluded that she may be developing tardive
dvskinesia, an adverse side effect of some psy-
chotropic medications characterized by invol-
untary, repetitious movements of the muscies 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
her dailv oral doses of Haldol.

Although there were repeated references to
Ms. Williams' communication problems
and the difficulties these problems pre-
sented in her treatment and in her partici-
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-vear
residence at New Queen Esther Home for Adults.
These staff appeared to be well-apprised of Ms.
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 difficuliies these
problems presented in her wreatment 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
ss 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 cormn-
pleted, and it showed that Ms. Williams was
mentally retarded and had scored less than 50on
the full scale WAIS (Weschler Adult Intelli-
gence Scale), indicative of moderate mental

retardation,



Ms. Williams’ Last Two Days
in New Queen Esther Home
for Adults

On October 11, 1992, direct care staff at
New Queen Esther Home for Adults again docu-
mented in the communication logbook that Ms.
Williams was experiencing problems:

Serina is getting real out of hand now ar
lunch time she push [sic] her finger down
Myron's ear and begun ringing [sic] it
five minutes later she took the cup from
the table and hit Franinher head. Please
do some thing [sic] about her before she
hurt [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 her medication

regime. The operator offered no additional assis-

tance. This staff person was relieved at 5:00 p.m.
by the évening shift staff person. .

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

Serina pouch [sic | Marianne Burns right
in her left eye and made itblack and blue
irwas at dinnertime. Something hasto be
" donewith her. And after she did it she was

laughting [sic] about i.
In aninterview with Comrussion staff, this staff

person reported that she also applied a cold
compress to Ms, Burns’ eye.

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

day. Ms, Williams pushed Ms. Burns. a frail 53-
vear-nld woman, causing ber to fall backwards
and hit her head on the bnoleum floor. Ms.
Burns. who had lived at New Queen Esther for
approximately 14 vears. sustained numerous
injuries including a broken arm, broken ribs.
intracerebral bleeding, and partally collapsed
lungs.

Shortly after the incident occurred. Emer-
gency Medical Services was called, and Ms.
Burps was transferred to Peninsula General
Hospital for medical weatment, where she re-
mained untl 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 a homu-
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 reported 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. Williarns had been
rransferred back to Manhartan Psychiamric Center.




Commission’s Investigation

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

Common living areas, including resident
bedrooms, the lobby, and hallways, were dirty
and smelled of urine and smoke. The majority of
residents were poorly 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 home’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,

The Commission found that the staff per-
son in chargewas 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 Social Services due
to very poor conditions.

lving 1n bed sleeping, roaming the hallways and
llving areas, and sitting idly in the lobby or on the
frontporch. Inshort, the Commission’s observa-
uons irdicated thatconditions at the New Queen
Esther Home had not changed since the
Commussion’s fall 1989 review, which found its
conditons to be among the poorest of adult
homes sampled across the state.
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The Commission’s investigation did not
confirm the 1nital allegaton that there were no
home staff available at the ume of the incident,
but 1t did confirm that staff supervision of resi-

One police officer stated that when he
arrived at New (Queen Esther, “"No one

seemed qualified.”

dents was inadeguate. 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
orno English. These staff alsoreportedly had no
direct responsibilities for supervising residents.

Police officers who responded to the inci-
dent, as wel] as the one staff person of the on-site
New Hope Guild Centers’ program who was
also on the scene, reported to the Commission
that there appeared to be no adult home staff
person in charge and that the scene was chaotic.
During aninterview with Commission staff, one
police officer stated that when he arrived at New
Queen Esther, “No 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 exhibitng
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.



Figure 13: Excerpts From the New Queen Esther Logbook
September 29-October 12, 1992

o Sepiember 29, 1992: Sarah Schwartz is not
feeiing well. I gave her medication, but she
refused supper, and she s sleeping in the
lobby in a very deep sleep. I asked if she
wants [sic] 1o go 1o the hospital but she said

no.

0 September 29, 1992: Cathy Forester was
smoking in her room, like most residents do

ai umes.

w Sepzember 29,1992: Keith Neisonwas smok-
ing in his room and in the lobby.

o  September 30, 1992: The doctor came 10 see
Cathy Forester. Cathy was totally out of
control threatening to kill her husband and
almost kicking and hitting other staff.

@ September 30, 1992: Cathy was admitted 10
Creedmoor [Psychiarric Center ] today.

o OQctober 1, 1992: Irene Landis has a very
nasry attiwted [sic] she theatening [sic] me
this morning and called me abitch someone
speak 10 her because I don't like it and she
was wrong please talk 10 her. All I did was
knocked [sic] on the door and told her the
man want's [sic] her down for bloodiest.

o October 1, 1992: Sam Cordon finally prom-
ised 10 have his chest x-ray taken roday.
When Lisa [adult home staff person] and
Kevin, his aftercare worker iried 10 accom-
pany hint to the hospital, Sam 100k off down
the sireer. We are looking for him.

o Qctober 3, 1992: When I came in todav
Heidi [aduit home staff person] rold me last
night the heat was all the way up. All the

residen: [sic] were all comples [sic] abour the
hea:. Guy [adult home siaff person ] leftwith the
kev. feidi had to break the lock when she came
incrdJim (home's mainienance person ] fixes

[sic) the lock.

Octeoer 4, 1992: Irene Landis was Very nasty
and :reathed [sic] to hit Pamela the Health aid

for “arah SchwartZ.

Oc: ber 6, 1992: Sean Carrwright smells ter-
ribi because he urinates on his clothes, he is
aisc very nerveous [sic] and walks and smokes
all - wght long. he should be hospitalized.

Oc- sber 6, 1092: Jennifer Sanders was walking
ar. nd with the most filthy clothe [sic] I ever
se  she has a pajama bortom full of coffee
sta- -5, and she also went 10 the bathroom with
he: clothes on. she is really a problem she
sh: uld be hospitalized.

Oc:3ber 6, 1092: Sean Cartwrightwas up mostly
aii zight. And when he wake up he was ringing
wer, And smell [sic] errible.

Ociober 8. 1992: Sean Carmwright smells rer-
rible again. Please SOMEBODY DO SOME-

THING ABOUT HIM!! -

October 9, 1992: Conrad Smith, the new resi-
de~1. does not want to follow the rules of the
house, he smokes in his room and in the lobby
ail the time. He also walks around barefooted

and with no shirt on.

Getober 12, 1992; The bathroom by 104 there
was o lor of blood on the floor. Raymond see
[sic] it and show it 10 me. [ do knew [sic]ifiris
Larry or the men [sic] in room 105, Gary.

-

I All names have been changed to protect each individual's confidentality.

)
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[ ife for Other Residents at New
Queen Esther Home for Adults

Further review of the New Queen Esther
loghook for the six months prior 1o the incidents
herween Ms. Burns and Ms. Williams clarified
that dailv life at the home was characterized by
many problems and serious incidents. As de-
wailed in Figure 13, asampling of these logbook
entries just for the two weeks immediately prior
10 these incidents indicated thatresidents engag-
ing in difficult and/or dangerous behaviors were
hardly exceptional evenis at this aduit 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 rotal
lack of regard for the regulatory process,
and more importantly, residenr well-be- -
ing and rights. We strongly recommend
denial of the operaring certificate at this

time.'®

The Department’s report also identified 34% of
the 47 residents in the home as needing alterna-
tive placements to meet their medical and men-

1al health needs (Figure 14).

In response to the seriousness of the
Department’sreport and the Comumission’s con-
cemns, 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 psychiatnc centers.

5 The New Queen Esther's operating centificate which was issued onJanuary 1, 1989, expired on D

31,1992

Figure 14: Conditons af
New Queen Esther
Home for Adults

Department of Soctal Services’
Report of January 1993 !

The operaror did not provide, through 118
employees . . . an organized. twenty-four-
hour-a-day program of supervision, Care,
and services.

The operator has admitted and retained at
least fourteen residents who require services
beyondmosemeopcratorisanowedmpmvide
in an aduit home.

Resident rights were frequently violated . . .
residents were subjected to physical and verbal
abuse by other residents on an ongoing basis.
The operator failed to take the appropriate
action following a resident’s illness or injury.

The operator failed to maintain the facility in
a good state of sanitation.. .. [and]ina good
state of repair. . . On all three floors of the
facility, inspectors detected a strong urine odor.
All areas of the facility were not free of
vermin androdents. .. Roaches were observed
in Room 201 and in the dining room.

Three areas of mold were growing on the
ceiling fof the walk-in refrigerator], and
cobwebs berween the wall and pipe that runs
along theright wall. .. [and] the wire storage

shelves are rusting.

The operator did not conduct an initial
program of orientation and inservice raining
for employees.

The operator did not maintain an organized
and diversified program of individual and
group activitges.

The DSS’s complete inspection was conducted
in November 1992, =

ecember




In short. reviews by the Commission. the
Depariment of Social Services. and the Office of
Mental Health, o the fall of 1992 and the spring
of 1993, indicated that the poer conditons and
services at New Queen Esther imuallv docu-
mented by the Commissionm October 1989 had
not changed in the ensuing three vears. Indeed.
the Department’s complete inspecuons of the
home over this interval consistendy resulted in
noncompliance ratngs.

Yet. despite these observations—most of
which were readily apparent to any visitorto the
home—New Queen Esther Home for Adults
continued to be cerufled by the Department of
Social Services and, up unul March 1993, state
psvchiatric centers continuedto be authorized to
discharge their patents to the home. As aresult,
individuals, even as impaired as Ms. Williams,
were regularly admitted to New Queen Esther
Home for Adults, although 1ts quality and level
of care were seriously inadequate.

Four months after the release of the
Department’s January 1993 Report of Findings,
the Deparument conducted a complete follow-
up inspection of the home which cited 128
serious violations requiring lmmediate correc-
tion. The report concluded:

The owner and administraior of this fa-
cilirv 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 tharviolations willbe corrected

quickly . . .

The Deparument’s repori was 1Ssued 1o e
home on June 2, 1993 and indicated that the nome
was referred 1o the Department's Cenwal Office

with a recommendation for enforcement acton,

One week later, on June 9, 1993, the Depart-
ment of Social Services submutted a letter to the
operator of New Queen Esther denying zenewal
of the home’s operating certificate. The DSSs

letter concluded:

The inspection reports issued . . . have
confirmed a persistent and pervasive lack
of resident care and compliance with De-
parment regulations. In particular, you
have failed to provide adeguate: case
management services, medication super-
vision, maintenance of building and fur-
nishings, staffing, administration, fire/
safery protections and procedures, super-
vision of residents; staff training, residen:
admission and retention procedures, sari-
tation, access by Department staff to facil-
ity records and residents, facility record
keeping procedures, protection of resident
rights, resident personal care services,

and food services.

On June 23, 1993, staff of 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 be scheduled 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.







Chapter IV
Conclusions and Recommendations

Nicholas Cooper and Serina Williams are poi-
gnant case exampies of New York State’s diffi-
cultiesintransitioning fromalargelyinstmtion-
ally based mental health care system to one
where most individuals with serious mental

After decades of hospitalization, 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
menzal health professionals 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 adultlife,
with fewer restrictions on their civil liberties.

The transition to community services for
persons who are seriously mentally 1l], 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.

Appropriateness of Discharge
Decisions

After decades of hospitalizatdon, Mr. Coo-
per and Ms. Williams were abruptly discharged
in 1991, despite years of clinical observations of
regressed and psychotic symptomatology, and
behavioral difficulties which had, up to then,
precluded theirrelease. Mr. Cooper—after more
than 30 years of institutionalizaton marked by
delusional thinking and an 1nability 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 half months priorto 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; vet, six weeks later she was dis-
charged, still unable to speak and 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 requlatory obligations of adult
homes.




Appropriateness of Adult Home
Placements

Both were placed 1 adult homes, facilines
certified by the Department of Social Services.
Although such faciiiues, by law and design, are
not staffed to provide clinical services to their
clientele, cenificaron 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.

Neither Mr. Cooper nor Ms. Williams was

visited and assessed by staff of the state
psychiatric centers where they had each

lived for more than 20 years.

Specific documented problems in the homes
included filthy and malodorous rooms, viola-
tion of residents’ rights, serious problems with
the management of medicationstoresidents, fire
and safety hazards, and inadequate and inappro-
priate staff. Despite these gross deficiencies and
their long-term failure to comply with regula-
tory standards, these homes continued to be
recerufied by the Department of Social Ser-
vices. Armed with the false assurances commu-
nicated by this certification, the discharge plan-
ning staff of the state psychiatric centers serving
Mr. Cooper and Ms. Williams felt authorized to
continue to discharge their patients to the homes.

No Follow Through After
Discharge

Section 29.15 of Mental Hygiene Law ex-
pliculy states that the discharge of patients shall
be in accordance with a written plan which:

.0 specifies the individual s need for super-
vision. medicaton. aftercare Services.
and vocanonal assistance: and

O includes a specific recornmendation of
the type of residence in which the patient
is 1o live and a lisung of the organiza-
tions, facilides, and individuals avau-
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:

Q dctermiﬁc whethertheresidence to which
a patienthas been dischargedis adequate
and appropriate to his needs;

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

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 “comprehesive 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. Cooper nor Ms. 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,



Within three months of discharge. Mr. Coo-
per died. Dunng his brief out-of-insutution ex-
perience he resided in an adult home that had
received noncormphiance raungs from the De-
partmentof Social Services on complete inspec-
uons for ten vears and from which he did not
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-
ately 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
of Mr. 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; other pro-
fessionals continued to note Mr. Cooper’s ne-
glected hygienic state; and the case manager,

The case manager, who filed the complaint,
was structed 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.

who filed the complaint, was instructed by aduit
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.

Mz Williams' out-of-insutation experience
lasted aimost a vear. During that vear she re-
mained mute and regressed to the point that she
would not or could not get dressed. leave her
bedroom or report to breakfast. unless verpally
and physically prompted 10 do s0 by someone
else, usually her roommate.

Ms. Williams spent most of her 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. Wii-
liams, on occasion, wasreportedly 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 staff failed to secure an evaluation.
Notably, this 47-bed home was served by two
separate on-site mental health programs, neither
of which 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 outpatent programs, located
on-site at the home, who admitted having little



or no knowledge of the Department’s regula-
uons goverming adult homes—an admission
which calls into question thewr ability to serve
their chients and advocate for their nghts and

New York State’s mental health policy has
prompted the most dramatic census reduc-
tHon 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 farlure 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.
Wiiliams 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 by discharging psychiatric centers, inad-
equate services and coordination of such by
community-based health, social services and
mental health providers, etc.

These failures, however, arerooted in a more
fundamental problem: New York State’s mental
health policy which has prompted the most
dramatic census reduction in state psychiatric
centers since the early 1970s, but has failed to
secure an adequate safety net in the community
for individuals who have for years depended on

therr asylurm.
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 accelerated in recent years as a
result of budgetary pressures. More than 60% of
the decade’s census rundown occurred within
the past five yvears (Figure 13).

Coterminous with this census decline. OMH
officials report thatexpenditures for mental health
outpatient services (exclusive of residenual 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 the state’s Com-
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 Heaith.

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
fromstate centers or community hospitals.

T -

" Inthe Maiter of the Jacob Home: An Uncertified Adult Home Serving Residents with Mental Hlness, NYS

Comurnission on Quality of Care, August 1991.
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Most critically, New York’s system of com-
munity mental health services, with its vast
number of providers (approximately 1,000 pro-
grams), is not well-coordinated with the state’s
psvchiatric centers or the psychiatric units of
community hospitals, which together discharge
over 95.000 psychiatric patients annually to the
state’s communities. Instead, the mental health
outpatient service systemremains a fragmented
array of independent providers, none of which
are accountable for the well-being of individual
psvchiatric patients who are discharged from
either state centers or psychiatric units of com-
munity hospitals.

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

products of individual efforts rather than any
ordered approach to aftercare services for per-
sons with serious mental illness. Simultaneously,
state psychiatric centers, are critically depen-
dent on an assortment of community providers
over which they have little influence and no

control.

Also, and plainly another by-product of the
budgetary constraints of recent years, state fund-
ing for the development of new supportive and
supervised residential programs, capable of pro-
viding a coordinated program of psychiatric
rehabilitative services for persons with serious
mental illness discharged from state psychiatric
centers and community hospitals, has stowed.
Thus, in discharging patients, state centers and
community hospitals have become increasingly
reliant on the least intensive level of care—a




loosely knit patchwork of adult homes and com-
munity medical. social services, and mental
health providers which have few organizational
linkages, standard parterns of communication,
or understanding of each other’s roles.

Individuals, like Mr. Cooper and Ms. Wil-
liams, will most likely find their way to
adult homes with such 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, compiain 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 men and women of few
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-
ions—was increasingly a lead management
prionity, creating: swong pressure to discharge

patents whose clinical needs no longer war-
ranted inpatient psychiamric hospitalization. Both
also assailed the “fragmented array of commu-
nity services” on which they were critcally

dependent.

Neither was surprised that the Commission
found no documentation of their staff’s folow-
up, despite the decades of Mr. Cooper’s and Ms.
Williams’ insttutional 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
expectation that their monitoring would be more

substantial,

These psychiatric center directors consis-
tently explained that any more substantial fol-

.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-
patient providers caring for both Mr. Cooperand
Ms. Williams seemed apprised of their lead
follow-uprole, yetthey too defined their follow-

up responsibility narrowly.
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Thus, the central purpose of the 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 appointménts, but they were
considerably less likely to take action when
other problems—more central to the discharged
individual’s place of residence and daily life—
surfaced. Thus, the central purpose of the dis-



As the Commussion reviewed the care of
Mr. Cooper and Ms. Williams, it often
came to be that our understanding of what
the law contemplates should have hap-
pened was not shared by the staff of the two
state psychiatric centers or the many 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 construc-
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 sigmiicantly different, except forthe ragic
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-
me plans for the continued census run-
down of state psychiatric centers.
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Conclusions and
Recommendations

Thus. 2s the Commission reviewed the care
of Mr. 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 psvchiatric
centers or the many comrmnunity 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 of Mental Health should revise
its regulations, policies, and practices to
guarantee accountable monitoring and ap-
propriate follow-up for patients discharged
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 suffictent 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 instituions.



2. The Office of Mental Health should revise

its regulations. policies. and pracuces to
bring them into conformity with the intent of
the specific requirements of Secuon 29.15
ofMental Hygiene Law, designed to guaran-
tee accountable montioring and appropriate
follow-up for patents discharged from state
psychiatric centers. Specificaily, such moni-
toring and follow-up activities, whether they

be done by the state psychiatric center or the

community mental health provider, must:

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

0 provide for several direct contacts with

the patient and providers of service dur-
ing the first six months after his/her

discharge;

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

o recommend and take steps to ensure the
provision of any additional services
needed by the padent; and

@ guarantee a reviewable record of all
monitoring and follow-activides 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
and/or regulation to extend required provi-
sions for discharge planning, monitoring,
and follow-up acuvities to psychiatric units
of community hospitals. As aresult of recent
changes in state mental health policy, com-
munity hospitals now provide the vast ma-
jority of acute inpatient psvchiatric care and

AR

are responsible for more than 80% of the
discharged psychiamic patients statewide.
These staristics speak for themselves 1o jus-
tifying discharge planning safeguards for
psvchiamic patents served in communiry
hospitals, as well as state psychiatric centers.

The adult home model of care, designed
primarily as a custodial, not as a rehabili-
tative or clinical residential care model, 1s
not adeguate 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, Adult Homes Serving Residents
with Mental Hlness, provides significant
evidence that the adult home model of care,
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
and/or long vears of institutionalization.
Thus, the Commission strongly advocates for
renewed consideration of the lead recommen-
dation in its 1990 report that the Office of
Mental Health should conduct a careful as-
sessment of the level of care needs of individu-
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 of Mental Health should estab-
lish clear standards and expectations for
the performance of outpatient programs
which operate in adult homes.
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The Office of Menal Health should esiab-
lish clear standards and expeciations for the
perrormance of curpatent programs which
operzie 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 hvgiene.
groomuing, social imeractions, and artending
letsure time activities.

In additon to these service expecrations,
OMH should ensure that all outpatent pro-
viders serving residents of adult homes:

0 establish effecuve and timely murtual
procedures with the staff of the adult
home to ensure communication of any
significant problem or serious incident

affecting one of its patients;

QO 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

3 report all allegations of abuse and ne-
glect to the Commission on Quality of
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6.

Care. their respecive OMH Regional
Office. and the responsible Regional Of.
fice of the Deparmment of Social Services.

Inpatient psvchiamic facilides which dis-
charge padents to adult homes should rou-
tnelv receive and review Depariment of
Social Services’ inspection reports oa those
homes to determine if conditions found dur-
ing the Department’s 1tnspeciions are appro-
priate to the needs of their discharged pa-
tients orif they suggest that current residents
should be relocated and future discharges

suspended.

Outpauent mental health providers serving
residents of adult homes should also receive
and review the Department of Social Ser-
vices' inspection reports on adult homes
serving their patients to determine what bear-
ing conditions found therein may have on the
health, safety and well-being of their patients
and to initiate appropriate clinical and advo-
cacy measures. Further, outpatient staff serv-
ing residents of adult homes should be trained
in the regulations governing adulthomes and
the standard of care expected of adult homes
so that they can be better informed advocates

of their clients’ rights.
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NEW YORK STATE
OFFICE OF MENTAL HEALTH a4 Hollana Avenue, Albany, New YOIk 12229

RICHARD © SURLES. Pr D Commissioner

July 8, 188:

Clarence Sundram, Chairman
Commission on Quality of Care

for the Mentally Disabled
99 Washington Avenue - Suite 1002

Albany, NY 12210

Dear Mr. Sundram:

Thgr}k you for the apportunity to respond to the Commission's confidential draft
report Falling Through the Safety Net: "Community Living" in Adult Homes for Patients

Discharaed from Psychiatric Hospitals.

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 1880 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 DSS/OMH
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.

Detaile 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 repon are being forwarded to

you directly from those facilities.

BRI AT R T

aiae TREBCETCHIBCEen®s R ATIVE e oo iadies



If you have any questons or require any additional information. please contact
Dr. Sangra Forquer, E} enury Commissioner for Quality Assurance anc Informaion
Svsterns Offices at (518) 473-8383.

Sincerely,

M‘wz%

Richard C. Surles, Ph.D.
Commissioner

cc: Sandra Forguer, Ph.D.



Recommendation #1.

The Executive and Legislative brancnes of state government should carefully examine plans for the
continued census rundown of state psychiatric centers and ensure that these plans are accompanied Dy
resources (o deveiop a range of sufficient and appropriate community residential and support services 1o
accommodate the needs of severely impaired persons who have long depended on the asylum offered

by state institutions.

OMH Hesnonse:

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 mentat
health resources. This growth is demonstrated by several current initiatives.

Since May '82, OMH has approved more than 150 applications for new
outpatient programs. Another 170 applications are currently under review.

In FY §3-94 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, 2,535 new licensed housing beds have been developed
including Community Residences and Residential Care Centers for Adults.
Another 1,981 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 '33.

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

Recommendation #2:

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

assure that the 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 durmg the first six
months after his/her discharge;



recommend anc lake steps to ensure the provision of any additional services needed by the
patient; and

guarantee a reviewable record of all monitonng and follow-activities undertaken far 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 responsibifities 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

fieid.

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 additicnal 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 Office of Mental Health revises its policies and procedures for discharge planning for state
psychiatric centers, it should also consider the need for new iegislation and/or regulation to extend



required provisions for discharge planning, monitoring, and follow-up activities to psychiatric units of
cammunity hospitals. As a result of recent changes in state mental health policy, community hospitals
now provide the vast majority of acute inpatient psychiatric care and are responsible for mere than 80%
of the discharged psychiatric patients statewide. These statistics speak for themselves in justiying
discharge planning safeguards for psychiatric patients served in community hosprals, 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 | of the Tiered Certification initiative is now fully operational and includes all
certified outpatient pregrams. Phase [l 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 '83. 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
corplexity of the inpatient environment and the range of issues to be addressed, it is
anticipated that draft standards will be developed in '84. Feedback from the Tiered
Certification inpatient project will be used to determine the need for rewszon 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 requsremems of state and

community hospitals.

Recommendation #4:

This report, like the Commission's October 1980 report, Adult Homes Serving Residents with Mental
fliness. provides significant evidence that the adult home model of care, 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 ifiness-and/or long years
of institutionalization. Thus, the Commission strongly advocates for renewed consideration of the lead




recommendation in fts 1960 repont that the Office of Mental Heaith should conduct a careful assessment
of the lavel of care needs of individuals with mental illness living in agu!t homes and propose a more
appropriate model of care to adcress the needs of these individuais.

OMH Response:

As indicated in our response to the 1880 report, OMH believes that, rather than
conducting a "blanket" assessment of all adult home residents with mental iliness, the
more productive approach is to develop a discrete service mode! which improves the
capacity of adult homes to respond to the needs of these residents. Toward that goal,
OMH nas 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 iliness. 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:

Monitoring of the medication regimen of persons identified as having difficulty

0
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.

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

0 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.

0 Utilization of peer support and planned coping mechanisms consistent with the

recovery mode! in addition to traditional "medical mode!” interventions.

As part of this model, there would be a requirement for written agreements, formal
linkages and ongoing communication ameng providers of publicly funded mental
nealth 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,

.

iInappropriate hospitalization.




initally, this design will be introduced in four adult home facilities, three of which will be
in the New York City region. Selsction of facilities will be based on the operator's
willingnegs to work cogperatively with the designated mental heaith provider and to
assure continuous and meaningful communication between that agency and ail other

providers of care to the home.

COMH 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 #&:

The Office of Mental Health should establish clear standards and expectations for the perfarmance 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 activities.

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

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;

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 Office 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 responsibie Regional Office of the Department of

Social Services.

OMH Response:

OMH concurs with the Commigsion 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 mode! 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 rotes 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




- 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 will 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 1923,

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 communication. Section X of
the MOU details the responsibility of DSS to investigate residents’ compiaints and
incidents and notify OMH and the mental health service provider regarding these

activities. :
In addition, Section 8 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 for 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 CQC 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 adult homes. g



Recommendation #6:

Inpatient psychiatric facilties which discharge patients to adult homes should routinely recaive and
review Depanment of Social Services' inspection reports on those homes 10 determine conditions
found during the Departrnent’s inspections are appropriate t¢ the needs of their discharged patients or f
they suggest that current residents should be relocated and future discnarges suspended.

OMH Response:

OMH Regional Offices routinely receive DSS inspection reports and commurnicate 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
adioining 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
mevement as though they were directly in OMM's care or custody.

Recommendation #7:

Qutpatient 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 heaith, 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 befter 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 ail 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 reguiarly review
gach other’s reports from the perspective of determining how they can collaboratively
aadress deficiencies affecting their mutual clients. Toward that end, the draft
prototype service agreement (referenced in #8) specifically articulates the expectation
of regular review of inspection and certification reports. -






Southside °H08pital

—

3] Easi Main Street
Buy Shore. NY 11706-8438
316-968-3000

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

Albany, NY 12210-2895

Dear Mr. Sundram:

Thank you for providing us with the opportunity to review the draft report
- entitled Falling T il i ing" § for
Patients Discharged from Psychiatric 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 vaiues."

First, the role of an emergency department is to provide emergency care.
While it might be perceived by some that an emergency department shouid 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
uniess they are infected gr 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 any 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 aduit 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 aiso be noted
that Mr. Cooper’s temperature on Qctober 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.



elevated temperature when seen inn SOULNS1Qe Hospital's LMETEENCY Uepartment.
As 3 matter of fact, for each of the aforementioned emergency department visits
Mr. Cooper's vital sighs were within normal limits. 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 at the 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 finding 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 pneumnonia 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 Heaith 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 caronic interstitial markings, thoracic scoleosis und 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 that lifestyle may bé perceived as
being detrimental. co ' ‘ : '

' 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 vjsits was

appropriate. -

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."




Southside s‘! Hospital

‘0] East Main Streat
Jav Shore. NY [1706-8458

16-968-3000

June 23, 1993

Mr. Clarence J. Sundram

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. Sundram:

While we have previously corresponded to you concerning the draft report

entitled Falling T s ivins" i mes fo
Patients Di rom P jatri jtals as it relates to the care received by

Mr. Cooper at Southside Hospital, we aiso 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.

Sincergly,

Theodora
President

TAJ:kpd
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Anting Commissioner
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Mr. Clarence J. Sundram, Chairman
New York State Commissicn on Quality
of Care for the Mentzlly Disabled
89 Washington Averue, Suite 1002

Albary, New York 12210-2855

Dear Mr. Sundram:

The Department has received and reviewed the Commission's draft
confidential report of May 1993 entitled "Falling Through the Safety Net:
'Community Living' in Aduit Homes for Patients Discharged from Psychiatric
Hospitals."

We find the report to be a reascnable presentation of same of the
weaknesses wnich exist in the integration of adult care facility and mental
health services. We have resporded in detail to earlier reports, most
recently in my letter of June 18, 1993 on the Commission's report on  New
Queen Esther. With regard to Bremtwood, we initiated a number of
enforcement actions in 1990 and 1991 based on non-campliance with the
standards for medications management, staffing and related problems. These
actions resulted in the collection of $3200 in fines in August, 1992. The
facility continues to be closely menitored by the Department. ‘

Iet me contimie to assure you that we consider the improvement of
services for mentally ill persons living in adult homes to be of the utmost
importance. Staff from the Office of Mental Health and this Department have
been working together on proposals to re—design and re-configure the
community-based mental health services available to adult care facility
residents. Better service plamning coupled with models which assure case
management, access to out-patient services and health services, crisis
response and rehabilitation are essential. Staff have met with your staff
reqularly on these issues. We are in the process of reconstituting the
advisory group, with expanded representation from the resident advocate
groups, which was so helpful in the development of the joint QMH/DSS

workplan.

At the same time the Department is working closely with the Office of
Mental Health to address campliance and quality of care issues in specific
facilities. Those efforts were detailed in my letter of June 18th.

I appreciate the opportunity to review this draft report. We continue
to rely on the Comission's support to improve services in this critical
level of care. z

AN EQUAL OPPORTUNITY/AFFIRMATIZE ACTION EMPLOYER






First, it is unclear whether thi$ question was specitically raiseg wiin e
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 rnore 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 menrally disabled.

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

President»

-TAJ:kpd







STATE OF NEwW YORK
COMMISSION ON QUALITY OF CARE
FOrR THE MENTALLY DiSABLED
99 WASHINGTON AVENUE. Suite 1002
ALBANTY. NEW YORK 12210-2895

(518 473-4090
CLARENGE J SUNDRAM {TDD! 1.800-624-4143 ELIZABETH W STACX
CHAIRMAN WILLIAM P BENJAMIN
COMMISSIONERS

August 13, 1993

Theodore A. Jospe
President

Southside Hospital

301 East Main Street

Bay Shore, NY 11706-8458

" Dear Mr. Jospe:

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: "Commiunity

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:

. sut'ures should have been removed from Mr. Cooper’s scalp ﬁhen: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 comuments, reexamined Mr. Cooper’s records and history, and stand
by the opinions expressed initially in the draft report.

An EQual OPRORTUNITY/AFFIRMATIVE ACTION EnmoTen
REASOMABLE ACCOMMOCATION WiLL BRE PACVIOLD On REcuaeT

@ Painren on RECYCLID Paren
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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 1s 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 ¢ 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 WBC 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 aritibiotics. 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
managermment 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 Commuission 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,

o TT_

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 you.
Sincerely,
J w@.
Clarence J. Sundram
Chairman
Enclosure

cc: Peggy O'Neill
Michael Ford, M.D.
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Dear Mn. Sundnam,

Enclosed wou will gind oun nesponse o the confidenitial draizl
Zhat 1 recedved from wou concernding a gfornmen nesdident of mine
[pseudomuyn; Nicholfas Coopen.)

One can only be dishearZened in neading woun xepornt, Falling

Thrnouagh the Safextu Net:in Adul? Homes fon Patients Dischanged from
Pauchiairic Hospitals, and in the case of Michael Cooper, a nesdident

05 Lhis facilily grom July 25, 19971 o Qckober 22, 1991, a concurrance
in your conclusion: few excuses" and mone Zhan anough bLame Zo be shared

by all.

. Unfortunaztely, your hypothesis Ls conrect that we as providens
ane faced too frequently wilh situations similan to Mr. Coopen's.
While his problems may not be diffenent, we are ceatadin that the care
provided to the oZhen nesidents at BAH L& significantly different
from that descrnibed in youn nepont.

The nepont aXtributes the paobzamA 0f Mr. Cooper which L4 Zhen
intenpolated to the entine universe of rnesidents to two basicfailings:
1} an inappropriaie admission policy, and 2) a systemic inability %o
nespond to oun patients' reeds. We believe both conclusions Lo be

ernoneocus.

In making admission decisions to Brentwood we depend on our own
pernsonal intenview with eacn rnesident as well as a review of dis-
change summanies provided by professionals within the mental heallh
suysiem. The interviews are conducted in conjunction with the mental
health aftencare feam which will be nesponsible forn providing services
to the individual nesident. The decision to admit a nesident &s based
upon the Zeam's evalualion as to whether we are able to meet the cunnent
and futune needs of the applicant. Any evaluation of the futune mental
health status of individual applicants {4, howeven, problematic. Pal-
tenns of behavior of mental health dischangees, particularnly Those who
have been institutionalized {orn most of zheLa adult Lives, arne digd-

iculi to predick.

1% appears LThat Mr. Coopen was an appropriate admission, but
Zhat his status deleriorated precipitately. We observe that he was
discharnged to ZThe Breniwood {acility on JTuly 25 and was seen by
various providens, including those who Latern observed his "atroclous
huaienic condition,” on Augusi 12 August 22 and September 19. On no
occasdion was his pensonal hygdilene commentedupon. On September 24, Mx.
Coopen's pensonal appearance apparnently sdignificantly declined. IX
should be noted that on Uclobern 18, howeven, a PSS investigaton
obsernved, "Even though Lt L4 &xaezy that thenesidents's appeanance
when at the hospital was as decnibed, his appearance this date was

quiie acceptable.”




Sun recornds nolet indicaie That Mr. Cooper had Lo be cont-
u

reminded Zo showexr, shave and change his clfolhes. Dundng fhaz
<

our siadf neponted that "fon a couplfe of weeks Ma. Coorex
"OIX seems cleax

tanztt
DES wvisd
had been resdisieni Zo carning fon his personal huglene.
thar the effornzs of oun staff werne unsuccessful in nesponding Lc M.
Cooper's nygiene needs and Zhat no one efse in the conidinuum 04 care,
except one phusdcian who admitited Ma. Coopern o Southside Hospiial,
was any mone successful in rnesponding Zo those needs, a poon safely

net indeed.

The second conclusion in the nepont rnelates o oun Lack of comp-

Liance with DSS 4inspecitions. The Dss evalualion sysifem has been a con-
cenn to us and to the entine adull home Lindustny. DSS makes no diff-
enentiation between paper wonk erxnons and eanons of cane. Forn example,
in youn Figune 6, Zhe Lasi Litem obsenves that the operaiorn gailed Zo
provide each aesident with a personal allowance account statement at
Least quanterly. Thene L& no indication that the personal allowance
accounts were not accurafe on that there was anything unloward in the
financial nelatlonship beiween the rnesidents and this home. While we
agree that the regulatlions nequire Such quarterly allowarce stalements,
we quéry what benegdit such a statement would have been to Ma. Coopex.

Many of the DSS descnibed "necunning problems” similany neglect
a Lack of documentation nather than a progaammatic deficiency. Oux
fallune on one Lnspection to necornd on the activities calendan the
name of the individual conduciting activities and our faillurne %o
note the Location change of anothen nesulted in an inspection report
which nead, "The operazor is not maintaining an organized and diver-
sified program of individual and group activities.” We believe that L%
is4 somewhat inconsislent on the commission's parnt to be crndifical of
the DSS ibspections and then rely on those same inspeciions to draw
univensal conclusions regarding the care provided in this orn any othex

gacility.

Explanations and intellectual post montems do not change the real-
ity fon Nicholas Coopen on Serena Williams. We Ahare with you ThefrusZ-
ration at the disfointed method by which senvices azre made available
forn adult home residents. We believe that a more coordinazed approach
with nesponsdibility in a single individual fon overseeing overall .
carne L4 a necesdany f4irst slep in developing an affordable, nredponsive
program forn menZal health dischargees who ane rnesidents of adulil homes.

Enclosed L4 a copy of a Lefter which our association has forwarnded
to a numben of Legislatorns outlining the problem and seeking Legdlslative
solutions. I and oun asdsocilation are most eagern to foin with you 4in
petitioning the Legislatune and the Executive to help prevent any othex
Nicholas Coopers grom galling through the safety net.

-

Sincerely,

o Wt

Simon Halpeni
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($18)473-4090
ELIZABETH W STACK

SLARENGE . SUNDRAM (TOD) 1-800.-624-4143
ZrHAAMAN WILLIAM P SENJAMIN
COMMISSIONERS

August 13, 1993

Honorable Richard C. Surles, Ph.D.
Comirnissioner

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 Living” in Adult Homes for Patients Discharged
from Psychiatric Hospitals. T 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. o

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 OMH 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 the 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 the Commission’s report.

An EQuaL OPFORTUNITY/AFFAaMATIVE ACTION Enevoven
REABOMASLE ACCOMMOOATION WiLL Bi PAOVIOED On REOUEET
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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 iliness 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 obligatioris, 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 opérators, 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 darity 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)(1)
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 illness. 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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COMMISSIONERS
FROM: Clarence J. Sundram
DATE: August 27, 1893

SUBJECT: Felling Through the Safety Net: 'Community Living' in Adult Homes
for Patients Discharged from Psychiatric Hospitals

Enclosed is a report stemming from the Commission's investigations 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 mentially ill patients to facilities that are neither
"adeguate" nor "appropriate" 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.

(over)
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The Commission investigation found that both psychiatric center staffs failed to
meet their legal responsibilities to ensure appropriate discharge planning and
followup, and that communily 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 were
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 refiect
the unanimous opinion of the members of the Commission. A draft of this report
was reviewed by OMH and DS5. 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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Adult Home Deaths Reveal Missing Safety Net for Mentally 11l

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 of Care 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 of failing 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 deliver medical 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 of institutional 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. Information 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 wiishing 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 nothandle her behavior or provide the services

*Psecudonyms

(more)






she needed. New Queen Esther had 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 1o 1ts
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 eam 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 staff noted
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’s 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 of adequate resources to develop a range of community 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 10 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’s
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 o determine whether circumstances
surrounding a death suggestdeficiencies in care. The Commission also advises the Governor and Legislature

on mental hygiene policy.
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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 (Voice/TDD)
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The Commiission 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 pa-
tient/resident care and treatment which cannot be resolved with mental hyglene

fac1ht1es

The Commission’s statewide toll-free number is for calls from patlents/residents of
mental hygiene fac1ht1es and programs, thelr falmhes and other concerned advo-

cates.

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

In an effort to reduce the costs of printing, please notify the Commission if you wish |

your name to be deleted from our maﬂmg 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 NY 12305-2397

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