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EXECUTIVE SUMMARY

The family care program administered by the Office of
Mental Health is a significant part 6£ its efforts to place
ip$jéhiatfi¢lpaﬁients in é,lessfrestticfive environment than
provided by the psychiatric hospiﬁal.*

' A'pubiib hearing conducted by the CbmmissiOn in:Buffalo
‘last October elicited community concern about the family
care program Qperated‘ by Bﬁffalo Psyehiattic Center; the
largest such -pfogram run by a psychiatric éeh-.té-r in the
State.** This hearing and others held by the Commission
resulted in family care being ta:geted> as one of the 12
areas for particular attention. |

In Januvary 1979, the famiiybcire program was Qhe sub-~
ject of a series of local newspaper articles in Buffalo. In
response, Commisgioner James Prevost reguested the Commis-
sion ﬁp‘examine-the.management and operation of the family

care»program run by Buffalo Psychiatric Center.

*Over 3,000 persons reside in OMB licensed famlly care
homes while just over 1, 300 persons are served in OMH 1li-
censed community res;dences. New York State Office of
Mental Health, Annual Report on Community Residents 5 (March
1, 1979),

.#*Buffalo Psychiatric Center has over 460 family care
residents, and St. Lawrence Psychiatric Center serves over
430 family care clients. There are only four other psychi-
atric centers with a family care population of 200-300

persons, while five facilities serve between 100-199 family
- care residents. Twenty-flve psychiatric centers have less
than 100 persons in family care. Letter from Angela Zeppe-
tello, Federal Program Coordinator of the Bureau of Patient
Resources of the Office of Mental Health to Walter Saurack
of the New York State Commission on Quality of Care for the
Mentally Disabled {February 22, 1979).
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’i‘v'h.e: Commission agreed :;o do s0 as part of a larger
‘Commission a:e_:;t‘;‘,f‘or:t' ‘to examine the famri;lyr care p'rogiram state~
wide. This report rvepresents .an assessment of the family
.care program at Buffalo Pvs;ych-'i,a‘tric,~ Center as it existed
- during the period Of;hanua;y throﬁgh'March; 1979,

As an eyaiuatiyé effort designEG'tb éSsisf the Office
of Mental Health and Buffalo Psychiatric Center improve tﬁe‘
famiLyfcare;ptogfam, this repdrf; of necessity, emphasizes
‘the deficiencies in the program. However, as we attempt to
point out 1n th_e- body of the report, we witnessed Several
individual homes that epitomize the highest expectations of
- the program. |

In conducting this study, Commission staff selected 25
homes at random for the review. CcmmissiOn.staffrpe:fo:med'
a comprehensive ervié#,,of the Buffalo Psychiatric _Centai
records . on the selected homes and exammed records of a
total of 47 clients prior to site visits and 1nterv1ews.
Day programs in which clients participated wene_visited.and
the clients and. program staff were interviewed. in addi-
tion, ..staff from _the Buffalo Psychiatric,.centér and the.
Office of Mental Health Regional Office résponsiblé for the
admiﬁiétration of the family care program and for ehsuring
the continpity and adeqguacy of care for the clients were
interviewed. The Commlssxon spent approxlmately 75 staff

days in the’ field conductlng this study.
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Findings
' :F;RST, THE REALITY OF FAMILY CARE DIFFERS erﬁIFLCANTLx
.FROM THE cduCEPT'PROPOUNDED BY THE OFFICE OF MENTAL azapiﬁ
OF A TRA&SITIONAL STEP IN THE CONTINUUM FROM INSTITUTION»TO
INDEPENDENT'LIVING. THE PROGRAM IS NOT TRANSITIONAL BUT A
DEAD END FOR THE MAJORITY OF PATIENTS PLACED IN FAMILY CARE
(Report, pp. 4=6).

A. The: family .c':'él're" program. .at Buffalo Psychiatrie
,.C’.en't_er. serves primalrily elderly pétientsﬁ with a long ';h.ji.'s';tqry
of .p‘s-“ych'iiatr_i';c. Vh_ospi‘t‘a’li}z‘at'io\nr.v Both as a result of the
type of patients predominantly placed in family care and
because of ‘.tbe lack of other community placement alterna-
tives in the Buffalo Psychiatric Center catchment a'r,ea_, the
family care program is the first and final stop for many
deinstitutionalized patients. |

B, The _famii‘y care providers do not perceive their
role as preparing the client for more independent living
even Qhe‘re this is a re;‘al_i'vstic poss,ifbil'itfiy.* Indeed, they
resent and resist removal, from the home, of a patient whose
_level of functioning indicates a r_ea,diné'iss. for a less re-
‘-str‘icti've environment., The discharge of such a patient is
often viewed as punishment for having succeeded in enabling
the client to progress. | |
| SECOND, WITR OCCASIONAL EXCEPTIONS, THE FAMILY CARE
HOMES DO NOT PROVIDE THE THBRAPEUTIC/REHABILITATIVE ENVIRON-
MENT ENVISIONED BY THE OFFICE Qf‘MENTAL HEALTH (Report, pp.
51-61), | | '
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A. Clients are often phys:-i,c{.,all'y”a'rﬁd socially isolated
in the bhousehold and live in wotse conditions than the rest
of the provider's family. Separate but unequal is ail.toq
true and commnon in family care {(Report, pp. 51=55).

B. Medication storage and'aiSpensing practices are
dangetrously out of compliance with OMH standards (Report,
PP+ 58-61).

‘C.  .Although 18 oﬁ:thﬁ.ZS homes in the sample were in
ressonable compliance with fire safety standards, there were
deficiencies. Fire drills Qe:e rare and in -some homes: fire
extinguishers, required by regulations to be on the pre-
mises, were either not readily accessible or providers did
' not know how tovuse them (Rgporgﬁ,pp, 56-58).

D. ~ Physical and'Sdnitafy,éQnditidhs of several of the
homes need maﬁbr improvements (Re?oit,vgpf 54-55).

fE.‘v There was no ‘,pa[.'tf‘t“e‘rn of i‘a’b’ds“"ej af,nd‘v mistreatment
found in the sample of homes reviewgd, although the reéi-
dents in one home were assigned tasks not shared by other
family members (Report, p. 46).

F. In a few homes, the clients vand promiderslvhad
fmanageé to build 'up close, supportive, family-type rela-
tionships (Report, p. 54).

THIRD, THERE ARE MAJOR DEF;CIBNCIES IN THE ADMINIS-
TRATION AND PROVISION dF MEDICAL 'CARE‘Y AND. SERVICES TO CLI~-
ENTS IN FAMiLY CARE RESULTING IN INADEQUATE, IMPROPER AND

FRAGMENTED CARE.
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A. Most of the family C§:e providers were inadequately
traiﬁe&.in,médiéaﬁian,Stdragewaﬁd dispensing -and in monitor-
ing the effects of the medications (Report, pp. 60~-61),

T:By This.deficienby,is gompbuhdgd by50MH~policy,‘whiqh
does not tgquife v§hysi¢ians  to review periodically the
medications the Elienp is receiving or the,progreSS being
‘made by %héfciient-unaer)mgdicaqion. Lﬁ“additicn, physb-
cians at Buffalo Psychiatric¢ Center showéd-minimal involve-
ment Qith theirﬁpatients (Report, PP, 25&27). Indeed, ‘we
discovered that at Buffalo Psychiatric Cenﬁer, nbn-physiéans
had signed monthly medication brders for the clients (Re~-
?ort,:pi'275, .

C. Annual mental scatﬁsxexaminaticns.arp required for
all pétiénts by-OMB-pdiicy; However, weifbuhd that ‘in 1978
for 35 out of 47 clients in our sample, there were only
cursory notes by the psychiatrists, .and tﬁefremainder lacked”
psychiatric notes of any kind {Report,-pp;'28—29)j |

D. Where physiCal'examinafions of c¢lients wefe per—-
rfdtﬁed aqnually as :equived, the results were not communi—
cated to BPC. Thus, BPC staff remained igndrant“df chéngeé

-in the ciients' physical condition wh}ch often resulted in
fresidents not obtaining necessary followfgp.—medical care
,(Repo;t, p. 28). | | ,

'FOURTH;:IT WAS EVIDENT THAT BUFFABO-PS¥CHIATRIC CENTER
STAFF DID NOT PLAY AN ACTIVE ROLE IN THE TREATMENT OF CLI-
ENTS IN FAMILY CARE EVEN THOUGH THE CLIENTS CONTINUED TO

REMAIN ON THE PATIENT ROLL OF THE CENTER.



(vi)

A. The lack of treatment '-t‘o,' family care .fel'i‘er:nts} was
made;Aagberent to Commission statf members through their -
interviews with patients, family care providers, family care
teams. and s--_t-a,f'if 1n day programs. This lack of i:r‘eat.me.nt; was -
reflected in the client records. There were gro;iSfS;.- defi-
ciencies in the use of the form cailed the Individual Service
Plan which made it clear that thls document, intended as a
‘ bluaprlnt_ for services to be rendered, was lnstead be1ng
perceived as @& paper requirement. Af a result there was
insufficient thought given to each patient's needs (Report,
pp. 85107, |

E;_ There was no evidence of any 1ntentlon to 1mplement ‘
such 1ndxv1dual sexvice plans (Report, pp. 10 12) |

FIFTH, THE FAMILY CARE PROGRAM IS POORLY ADMINISTERED
'AND THERE ARE: SHORTAGES IN CLINICAL STAFF

A. There is excessive reliance upon famlly care as eni
alternative to'the-xnstxtutlon; Thls ‘is partly due to the
lack of other forms of communlty placement which deprlves
the fac;l;ty-ofio;her Dptxons and makeS'xt impossible to
‘rdutinely match clients and providers._ Insteaﬁ, BfC is
forced to consider where vacant "beds” are available, with
the ciients' needs of secondary importance (Report, p. 10).

B. Tﬁe administration 6f family care was decentralized -
‘and there Qerev widee variations in jper%ormance 'amohg the

'geographie units. This, Aaldnq with inadequate centrai
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management by the facility, résu1ted‘in a lack of cohesive-
ness ih the program. Fbrmexample, some units were ‘in com=-
plete compliance‘with the reguired anEhly visits énd other
units were not. In some units staff members would make
special efforts to settle a patient in a new home while
.othets did hot visi; the homé_at all during the first few
weeks (Report, pp. 17-20).

C We fOUnd no systematic effbrt:‘to. evaluate ‘the
.quality or effectiveness of the family care homes. There
‘were few ﬁnanhounced visits: to lfamily care homes by’ BPC
staff, and such visits as‘weré'made~did~not result in defi-
ciencies in the homes either being noted or corrected. Even
when visité were made, the reports were cursory and uninfor-
mative (Report, pp. 20-24Y). | .

D, The Regional Office played an insignificant role in
‘monitoring both the family care homes and BPé. The Regional
Office delegated most of*eits_ oversight functions: to the
psychiatric center itself. 1Ih effect, this resulted in the’
staff responsible for providiﬁg-serVices to the family care
homes monitoring their own performance (Report, pp. 78-81).

E. ‘Wev found. that BPC. relied excessively on mental
hygiene therapy aides to perform diverse clinical_and admin-
.istraﬁive functioﬁs‘ The responsibilities assumed by these
persons conflict with the job classificationVStandards for
. such positions as established by - the Department of Civil

Service (Report, pp. 32-33),
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- SIXTH, THERE IS AN OVERALL LACK o?*coﬁauNIcAmloN AND
COORDINATiQN'AMONG BUFFALO PSYCHIATﬁIC CENTER STAFF, FAMILY
CARE PROVIDERS, COMMUNITY AGENCIES PROVIDING PROGRAMS FOR

THE CLIENTS AND THE CLIENTS THEMSELVES. SERVICES ARE PRO-
VIDED‘ IN ‘PIECEMEAL FASHION AND THERE IS NO CONTINUITY OF

CARE FOR THE PATIENT {Report, pp. 12-14).

CbhbluSionsgand Recommendat ions
Family care is an important part of the State mental
health system. Family care providers serve as a valuable
resource in providing economical lodging ‘and boarding in a
less restrictive environment than a State institution.
“However, many of the State's expectations of this program
appear to us to be either unduly optimistic or unrealistic.
| First, and fundamentally, it is unrealistic in most
cases to expect that-the*aeiicétE“and perSOnai telationships
within a family will adapt to the addition of new and up=
familiar memhers,keﬁpeéially.persons'who are ‘mentally dis=
abled. This is particularly the case given the limited
ability of the family care programs at BPC to match clients
aﬁd éfqviders. That so mény of the clients in our sample
were segregated from the family is nét so much a feflection
upon thoSe who provide the care as upon the concept. Part
of the reason for the faiiu:e of the concept of this simu-
lated. family is that there are no readily appaxent tradi-

tional family roles for an adult mental patient in a family.
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Eldefly-clients may be in;egratéa into-a-family in ‘the role
of a»granaparEnt, but the general téndency is to'treat adult
clients, who reguire more attention and supervision fhan
non-clients, as children, creating an eﬂvirbnmenc. thgh
differs significantly from normal family life.
| Second, just as it is hnrealistic tofexpec£ integr#ticn
of most clients into @ family, so too it is urréalistie to
exéectvfamily care providers fo act as staff to the psychi-
atric.céntér and provide skilled care to the clients. ‘This
is not inﬁended as a CQnéémﬁaﬁfoﬁ of thélﬁﬁbinEfs, many of
whom have both the desire and the ability,- if properly
frained and supervised, to perform Eheserfunctions} “
Third, it is‘apparent to us that this program will be
unsuccessful in serving its purpose in providing a transi--
tion for clients from the:hospitai to:matewautonomous’1iving'
.unless there are communityfpiacQMenn.alternagives offering
more independence. | | |
Equfth, even as%uming the: creation of an -integrated
ﬁetwork of community placement alternatives  that fo:m a
continﬁum of care from the institution to-inaependent living
in the community, where,appropriate, it seems to us essen-
tial to establish incentives for family care prévidets to:
help clients reach their ful}.thenfial, even where it means'
leaving the home, - Such a discharge must be viewed as a
success, and rewarded as such, rather than being perceived»

as a failure for which the provider is penalized either by
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the IQSSvdﬁ ;p§dme,or:by tﬁe burden of integrating a new
pérson into the home. Clearly, such a system of incentives
will need close monitoring of the gqguality of proposed dis-
charges to prevent dumping of ¢lients from family vcare

homes;} We therefore recommend: |
(1] THAT THE .OFFICE OF MENTAL =HEAL£H,:RBASSSSS: ITS
| EXPECTATIONS OF FAMILY CARE, PARTICULARLY THE ROLE
OF THE PROVIDER IN PROVIDING SKILLED CARE TO THE

 CLIENTS.
(2} .T.HAQ;'L" PRIORITY BE GIVEN AT BUFFALO  PSYCHIATRIC
_ CENTER TO EXPANDING TRE RANGE OF COMMUNITY PLACE~
MENT ALTERNATIVES. - -
(3) TEAT THE OFFICE _0"’,15 .IMENCTAL' HEALTH EXA'M-INE THE
FEASIBILITY, PERHAPS . ON A DEMONSTRATION B‘PA\S’:I.'S"-, OF
CREATING A SYSTEM éE INCENTIVES FOR FAMILY CARE
PROVIDERS FOR PREPARING CLI ENTS FOR MORE INDEPEN-
DENT LIVING WHERE THAT IS DEEMED APPROERI‘ATE.
* Kk *® ,

- The guality 0f  the Afamiiy cdre program .can best/ be
_described as nedlectful, ”Tb'avcid ;areheusing qlients in
family care, it is éessential thaf.they'be given more active
treatment. The psychiatric center staff ghould play a
leaderspip role in ensuring that each client gets needed
clinical attention. The Individual Service Plan, if prof

‘perly’utilized,-is-the-key to this process.
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Family care teams should have additional professional
staff instead of'relyihg on therapy aides to perform admin-
- istrative -and cliniecal functions: Closer coordiﬁaxion of
staff efforts and stronger administration of this program
are essential to ensuring that available treatment resources
aré.fﬁliy utilizéd. We thetefore :egémmeﬁd: |

(1) THAT THE INDIVIDUAL SERVICE PLANS BE USED AS A
REAL PLANNING TOOL AND IMPLEMENTED AS SUCH:

(2) THAT THE FAMILY CARE TEAMS BE AUGHENTED BY THE

| ADDITION OF PROFESSIONAL STAFF TO PROVIDE SERVICES
O CLIENTS IN FAMILY CARE.

(3) THAT THE ADMINISTRATION OF THE FAMILY CARE PROGRAM
BE STRENGTHENED TO COORDINATE THE USE OF ALL
TREHTHENTV RESOURCES AVAILABLE WITHIN TBE BPC
CATCHMENT AREA.

\ k. R

.There is a critical néea'fb: much more vigilant regula-
tion,pf thé family care homes than we witnessed during our
study. Although the Regional Office is conceéiuaily respon-—
sible for regulating the hbmes; in practice both regulatory
and c¢linical fuhctions'are assigned to the treatment units
at BPC. This fequires'the-family care teams, in part, to
mqnitbr their own performance, resulting in a lack of inde-
.pendent monitoring which permits the conditions we have

described to flourish in some homes.
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fIn the éou:sé of our investigation, we found no reiuc-

taﬁce.on the part of providers to tomp1y with regulations

when appropriately instructed. It seems clear that the

providers wodlﬁ welcome ciear'guidance on what is expected

of theit homes. Particular attention is needed in the areas

of fire safety and>meditation storage and dispensing. The

fBbard-of'Visitgrsi an independent citizen watchdog bedy, hAs

‘no oversight ’ju:isdiction over family ecaxé’:homes- With

iﬁcreasing_'emphasis. on .community alternatives to institu-

tions, 1néluﬁihg, community vteSidénces and family 'caré

homes, it is time to broaden the role of the Board of Visi-
tors. ° : >

"The Commission recommends:

‘Ill THAT THE REGIONAL OFFICE SEOULD PLAY A LARGER ROLE-

| IN THE INSPECTION AND REGULATION OF FAMILY CARE

HOMES, IT SHOULD PERIODICALLY ASSESS THE EFFEC-

TIVENESS OF THE PSYCHIATRIC ¢5NTERJS MANAGEMENT

AND OPERATION OF THE FAMILY CARE PROGRAM; AND

(2) THAT LEGISLATION PROPOSED BY _Govs_Rnoh- CAREY (5.

6299-A ASENATOR PADAVAN; A.B8190-A ASSEMBLYWOMAN

CONNELLY) TO PROVIDE A MECHANISM TO PERMIT BOARDS

OF VISITORS TO VISIT AND INSPECT FAMILY CARE HOMES

AND COMMUNITY RESIDENCES BE ENACTED.
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As part of the process of strengthening thé administra~
'tibn of the family ‘care program;.clear‘responSibility'ShOUId
be §laced on medical professionals for overseeing all medi-
cal sefvices reguired by or provided to c¢lients in family
care. It is critical that periodic rEViews by physicians of
patients’' medication regimens be instituted to properly
monitor the drugs being administered to family care clients.
It is essential thatrthe,?ractLCe of non-physicians signihq
monfhly mgdicatiOn orders cease immédiately; There ought to
be. consistent éfforts to :obtain from providers their obser-
vations on the effect of medication being given to clieﬁté.
This would be an important factor for the physician to
consider before continuing or changing medications. Pamily
care providers will reqqire training to recognize the in-
tended and unintended effects of medications. Beyond train-
ing, - providers -should be given specific information re-
:garding the intended and possible side effects 6f:medic$f
tionsvbeing'preSCribed'fof gach c¢lient,

Responsibility for goodvmediéal care-shouid be assumed
 by the medical and nursing staff of the family care teams.
Complete medical information should be -avaiiable- to the
physicians prescribing psychotropic medications for their
‘clients. Although outside health services are used by the
clients, it 1is essential for BPC nutsing staff to ditett,

coordinate and monitor the use of these services.
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The Commission recommends:
THAT THE RESPONSIBILITIES OF Tﬂé MEDICAL AND NURS-
- ING STAFF AT BPC SHOULD BE REDEFINED. IT SHOULD
BE THE PRIMARY RBSRONSIBILITY OF THE NURSING STAFF
‘TO MONITOR AND ‘COORDINATE ALL ASPECTS Qf‘nsnitan
SERVICES TO FAMILY CARE 'CLIENTS.  THE NURSING
STAFF SHOULD ALSO BE RESPONSIBLE PGR'MAKING~THIS
INFORMATION AVAILABLE TO THE PHYSICIANS.

* * x

THE ~COMMISSION, IN CONCLUSION, RECOMMENDS THAT THE
. OFFICE OF MENTAL HEALTH USE THE FINDINGS AND RECOMMENDATIONS
OF THIS REPORT AS A FIRST STEP IN—A;CO&PEEHENSIVE STATEWIDE
EVALUATION OF FAMILY CARE. |

* kR

Many of the observations contained in this summary have
bﬁenvcommﬁnicate&'to the administrators at Bhﬁfalof?sychi~
atric Center and to the Commissioﬁér in the course of con=
" Gucting this investigative review. Some df“the;déficiénbies
we have citeé‘havé-been-corrected as-indi:aﬁéd in the cor=-
requndence appended to this report. :

CbmmisSiéner Prevost's response to -a draft of this
report indicates that "we have made some major management
changes in our family care and other alternative -living
programs which have already produced a majority of the
éhangeS'which both of our staff agree wére neces5ary"‘(See

AppendiX'A ﬁor'this response).
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The Commission is aware of the effect upon employee
morale of a. report of the Erie COunty‘Grand Jury . which
studied some aSpécté of the operation of Buffalo Psychiatric
Center. The Commission réport is not intended to further
demoralize the jadminis:ratidhv aid employEeé at Buffalo
Psychiatric Cehter, but to. serve as a guide to improving thr
quality of life for patients in family céfé,

ThefcdmmiSSion wishes ﬁd aGkhOQledqe-the cooperation it
‘hés received .from Commissioner Prevost ahdlfme Dr. Ralph
Michener, Director of BUffaio psyChiatric Center, and other
employees of the facdility, in the course of this investi-.
gation. Wé»hﬂVe also enjoyed ‘the advice and assistance of

>

the Board of Visitors of Buffalo Psychiatric Center.

/ A .7
™ —— ¥ 2 5
s S
Clarence J. Sundram
Cha1rman

./LL / /Zéw/ 75

/Nildred B. Shapﬁ
{- Comm1551oner

Commissloner
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INTRODUCTION

TH1S investigativg review.of thé'family'care program
operated by Buﬁfalb ESYGhiatric-Center‘was undertaken by the
CQmmission d@on; the -chuest-‘of _Jahes‘.A. Prevost, M.D.,
Commissioner of thE»State Office of Mental Healtﬁg Thi$

request followed a series of articles in the Buffalo Bvening

News which cited serious shortcomings in the family care
_prbgram. 7 | |

Commission staff members spent over 75 days in Buffalo
in the middle of winter wisiting and inspeéting family care
homes and day prbg:amé, and reviewing patient records. They
also interviewed éatiénts, BPC staff;'Regional Office_stéff
- and. personnel from the Erie County Department of Mental
Health. ‘ - |

Thé six clihical staff assigned to the study had a
total of 64 years éxperience in wbrking with the institu-
tionalized and deinstitutionalized mentally disabled ‘as
psychiatric social workers, rehabilitation » counselors,
psychiatric nurses and inYOther;clinicai or treatment capac-
Tities. - They were thus uniguely gqualified to examine all

facets of the operation and management of thiéﬁ program.



AN OVERVIEW OF FAMILY CARE AT BPC

The family care program is designed to provide residen-
tial care for persons no longer required to bewhOSpitalized.
Individuals in. this program receive .care ané treatment for
Eheir‘particular needs to enhance their‘abiliny;o fﬁnétion 
adequately in their own homes or in othéf community living
arrahgements. The treatment network for thé OMH family care
program’is composed of three basic units: the famiLy'care
home, the 'p's»ych,i\a-t-rvf‘igc center, and day treatment generally

provided by a community-based agency.

> :

1. FPamily Care Population: A 1379 OMH report on family
care and community residences stated that *Family Care has
ihbreasinély'mOVed_im-théfdireCEion of ﬁrdvidiﬁgrlong-term
care for elderly chronic patients."l This .assessment is
supported by the characteristics of the BPC sample popula-
tion. Althoﬁgh the mean age for residents in'thevsample Qas
62 years, nearly one-third of the residents were in their
.70ﬂs or 80's. In contrast, three persons were in the 35-50
year age range and only one resident was in the 20-3% year
cateébry. Most of‘the'clients had been in the family care
program for about six years, and had iived generally in one
or twoffamily'caré,homes during this period.
‘The‘psychiatfic.historiesvbf the clients in the sample

also show that most have been hospitalized for extended



. periods of time and -suff-er' from serious m‘e,ﬁta‘l‘ disorders.
Seventy pgrceﬂt-df.the residents in the sample (33 of 47)
have h-diﬁgnbsiﬁ_df 'schizophrenia, while eight other resi-
dents have a primary diggnosis of other psychoses,vwdthbtwo
diagnosed as>be;ng mentaiiy re:arﬁed and one cfwthe'twovalsd
naving epilepsy; Of the five élients‘in fhé sample with a
diagnosis of organic brain syndrome (OBS), two were diag-
nosed as OBS with psychosis, one as OBS with fps-yc.:h'o‘s,fiﬂs and
slcoholism, and andilist a8 0BS with paranoid ideation. One
person in the sample was diagnosed as beinq in "involutional
 paranoid bs'.ibt-fafte.""

| ‘Most of the sample population have had psychiatric
prqbgéms £or56vgrf25,yeansiand typiéallthére hospifalized
for the first time in their young adulthood (age 30). Of
the 47 clients sampled, only one resident had a ‘psyc‘hfiatr::icj_
history of less than seven years.

Almost every resiQEntAWas receiving some form of medi+
cation. Forty-three of the fbrty-seven resideﬁts» weté
taking medicine for 'p,svychiatrvi!c. and/or seizure d’isordéts-,
while 37 éiients were prescribed neuroleptics or antipsy-
chotic medications. Seven of these persons took at least
one of the neuroleptics by injection. Over half of thoée
pefson5'feceiVihg medicaﬁions (23 persons) were taking two
',og more medications, with 17 on an antiparkinsonian drﬁg,fot

the side effects of the néurOleptic medicines.
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2. - Resgidential Opportunities: 'The residents in the family

taféfpfogram'af,BPC suffer from serious énd chronie disabii~
it;es.whicb,necéssitate‘IOngiterm“supervision.biThe residen-
tial s@rvi¢e§'for the mentally disabled available in the
Bﬁffalo area are limited essentially to two programs: family
" caté and Transitional Se:vices, Inc. (TSI).

The Transitional Services program ;pquide5'~different
levels of care which range from closely supervised living to
independent living. All clients in this pfbgranu‘éré é%s
pééted to move through these different levels of care 1in
accordarice with specific time frames. Clients are not
permitted to live in a supervised1setting_in tpe,progtaﬁ fdf
aﬁzin&efinite period of’timeh ‘BPC staff responsible for the
placement of clients generally view this program as inappro-
r:priate‘for'the Vast”majority‘bf clients ‘being placed in the
community, During the course of interviews, BPC staff cited
taking their mediciné and became acutely ill,' Within the
sample, three family care :esiaents had been in the TSI
program -and - another client had been tEjECted.' All three
‘failed in the program, one due to behavioral problems and a
second had become "reclusive and withdrawn" while living
alone. The third person who failed in TSIihad>stéyed for
five months, but no reason for leaving was found in the
~client's records. The one person rejected by TSI needed -

greater supervision than could be provided by the program.



In assessing the appropriateness of placement in family
care, the Cohmiésioﬁ's clinical staff ma5e evaluatrions on
the basis of client interyieys;»repoqts,of current behaviors
‘and abilities by care providers, a revie#_of clients' his-
tory of adjustment in community placements other than family
care, the rate of recent :e,h;ospi'tal:,iznati‘cm», and the a.ge_. of _
the clients. Based on theseufaétots'aﬁd the OMH descrip-
tions of. levels of care for different populations (See
Appendix B), it was determined that all clients were in need
of lohéfterm supervised care and treatment.. Indepéndénti
I'iving, without suppqrtivé,SeryiceS, did not seem to be a
".v,,iab)lxe_ living alternative for t'ih'erse family care :r.".e‘si':d“eh‘ts.
Although family care is the only raﬁzvailjablé long=term alter-.
-héti#e.living arrangement, approximately 19 of the 477per-
sons in the sample could live in a more independent 1i§ihg
sit-'uat‘ion'." Partially supervised living ,a-_r_'ra_txge'r'neints such as
‘cooperative. apartments would be_app:opriate for these cli-
_‘ents to further Eheir growth and development. Considering
the'thronicvnaturenof the disabilities o6f the sample popula-
atioq, this type of living arrangement must be accoﬁpanied
'.with,activé.and periodic supervisioh»if’it 18 to be a viable
community placement option. Without the de?elopmént of'ﬁuch
aiternatives, it is.dOubtfulithat family care will evolve

towards a transitional 1living arrangement as envisioned



by OMH, but will remain a long-term CQmmunity residentiai
setting for the chronically:mehtally ill in the BRC qaﬁeb-

ment area.

3. . BPC Services: The ¢linical services of Buffalo Psy-

chiatric Center are provided byvpnits organized on a geo-
gfaghical basis ‘which provide psychiatric services to. the
‘" residents of its catchment area. In addition, therévate
specialized units for geriatric -and adolescent patients.
*Theuothe; diﬁtinct services érov16e§=by BPC include medical
and’ ancillary services. .Eamily care is considered a clin-
ical service of BPC, andfprimary responsibility for éuper-
vising thé homes: and clients is dssiéned‘fo a family care
team in the geographic and épeciél care units with familyv

Vcate@residents; The’famiiy care program also is coordinated
and-monitbred by a fﬁéiliﬁ?—ﬁidéi?ﬁmi&y'Ca:e'Coordinatqr 3?’

pointed by thé'Facflity'ﬁirecth.”

4., Day Programs: The day progtam component to family

care should provide residents with opportunities to further
develép their télents:énd learn new skills which will help
them achieve their potential and enhance theV§uality-of
their daily lives.

The majorify of clients in fhe sample, 35 out of 47,
were participating in day activites. There was only one

unit, Niagara, in which none of the ¢lients in the sample



éere attending a day program. After reviewing thé:ﬁecords_
-of other family care residents in this unit who were not
part of the sample, it was found thati;hey too were not
engaged in day programs to fhe'same.ex;ent as clients on
other units. The major difficulty cited by staff was inade=<
quate transportation services in that rural area. However,
‘other BPC units responsible for similar areas had ‘ovércome

this barrier:

Recommendation

EAMiLy CARE HAS BEEN THE ONLY COMMUNITY-BASED SYSTEM OF CARE

FOR MENTALLY ILL pznsousf IN NEED OF 'ﬁO&G~$ERﬁ_»CARE AND'

TREATMENT IN THE BPC CATCHMENT AREA. THE LACK OF OTHER
ALTERNATIVE RESIDENTIAL PROGRAMS NOT ONLY EFFECTIVELY IM-
’»Bgogs.rus PLACEMENT OF RESIDENTS IN LESS gssfgxcwivz‘pivigc
VENVIRONMENTS,VBUT ALSO RESULTS‘IN PLACING PATIENTS ON THE
BASIS OF AVAILABLE BEDS RATHER THAN ON THEIR INDIVIDUAL
NEEDS. OMH AND BPC SHOULD ASSIGN PRIORITY TO THE DEVELOP-
MENT OF ALTERNATIVE RESIDENTIAL SETTINGS IN ORDER TO EXPAND

‘THE RANGE OF COMMUNITY PLACEMENT OPTIONS.
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CHAPTER. I

‘BPC_TREATMENT FUNCTIONS

Buffalo Psychiarric Center playa an<iﬂ£egral,role ih-
the quaiity b£ treéatment forjresidénﬁgviﬁvfémiiy care homes.
The staff of the facility are responsible for services such
as treatment planning, psychiatric evaluations, home visits,
referral to' day programs, and training of care providers.
‘EEC‘Sﬁatﬁ also must ensure that each resident hassan;annuai

medical, dental and mental status examnation.

1 Individual Service Plan: Prior to ‘the placement of a

>

patient in a family care home, a written plan is to be

developed by BEC staff.’

This plan, fﬁfétxﬁa?'tb<;as an”
Individualized Service Plan (ISP), requireS"the staff to
'i&éntify‘t%e'nteéslbf'each client and the services to be
‘provided; as may be appropriate, in such areas as héusingfv
medical care, -psychiatric care, alcoholism treatment, fi-
nance, vocational/training services, education, self-care
and tfahsportaﬁidn; As part of ‘this planning effort, each
patient also is to receive a medical examination, including
a dental evaluation, which is used to assess the client's
health care needs in the Individual Service 1F1an,3 An
evaluation of the ability of the ¢lient to-sélf—administgg

medication also is to be contained in this medical report.
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In reviewing the medical records, “the reguired 'docum'en“-
tatrion on gréplacémenc medical and dental eXaminations was
mos;-t ‘.-o,ft;e,n‘A not dincluded 1in the patient's records. The
physiciéns* recommendations regarding placement in a family
care home as well as.thé«medicalffactor'affecting any -place-
ment were not»'available. Even though the éhysician ‘is
7 requfnedAto_make recommendations as to ‘the clientf@ ability
to . self-administer medications; there was no item on the
medical review form related té this evaluation.

;Baséd on the review of treatment plans for the sample,
a typical Ispléould be described as follows} Tpépg‘is no
provision_for eduQationalAand vocationaljtrainigg prog:ams,
The siﬂgle nearest day treatment service provider is named
in thg.soéial'heeds section regardless of the applicability’
of its activitiés to ‘the client'sbneeds; ’Although*the next
of kin is listed under "family and other support,” discus-

sioné‘w;th care providers and clients indicate th§t h¢ fé&l
efforts are made to contact fahily membeﬁS'ér persons who
frequently visited the client. OUnder "Self Care" there is
no comprehensive assessment of client needs and strengths.
'BPC is listed as the only provider of mental health, méntal_
retardation and alcocholism 'servicés;- with no méntioﬁ of
other community services of even the identification of

specific units at BPC fequnsible for providing  care.
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Although the purpose of the ISP is to. encourage compre=
hensivérservice élanning at BPC, it is cléarlg jusf-another
form -to fill out. As such, it actually reflectsvthe_inade—
quate ;envice»planning'wbich it was designed>to correct:

Cbmméﬁtiné on blaCemeht in f;milY care homes, several
BPC employees noted "‘C:h'.a_(t very 1little is done to match a
client with an appropriate family care projider. All too
often this process cdnsiStéfOnly:of"fihdingzan available bed
and referﬁing thé,ciiént to that home, However, as noted by
a supervisor, the piacemenf»grocess also can becomé one in
which e¢lients are placed"accordihg to the needs of care
providers. = In such cases staff, who have developed a pro-
tective relationship with the care provider, will place
"good patients"™ {(those with no;béhaviorQI problems and who
-fQQﬁifE little supervision) in the Hohes 6f these pfoViders;

The poor placement of clients was apparent to Commis=
sion étaff.on their numerous visits to family'céﬁé homes .
Some ©f the mOSt'regressgd?clienps had 5een placed in hohés
which had what amounted to be. a separ-a‘teia-fpé-rtm_ent'v-, while
higher functioning clients, who might have benefited from
.sucﬁ_independence, were living together with the care pro-
ﬁvidet's family and were not giveﬁ opportunitieé to engage in
daily living activities such as~hOUSekeeping,.necessary for
independent living. |

The failure in treatment planning was found in several

of the cases reviewed by Commission staff. In one. case,
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Mr W. was being considered for placement in a f',.ami"l,:yr c.‘a:r;'r_e
:h’o,mj'ei. I’Iih'e client already had been placed Unsu'cee.'s;_;-fully in
‘two other homes and complained that he would rather stay at
Buffalo Psychiatric Center than go back into v:,a'-ant‘-fhe? family
‘care {i‘xfomie.. Nonetheless, .:the staff ;.r..éfcdmme‘n:aed that he be
placed "into another family care homé as soon as possible.”
The records did not indicate any effort- by BPC staff to
ascertain the r*g:‘as.é-r’z:s‘ ' f‘orj the previous failures and to
idertify the type of home in which he could possibly suc-
r-c';',e’e':d;. 7. | 7 - |

Another example can be seen in the case of Mr. G. This
59-year old man had fsﬁ<,¢j§5955§,u1'lyi participated in the Psychi-
fé‘bﬁfiﬁC Cenfl::evf*“'s: ﬁo:ﬁ.g'itaﬁlv industries program in ‘the 1960%s and
was described in & ward progress noté as a person who "likes
to keep '5.11}3&?{ runnmg errands and domg chores anq;md; the
ward.” | ’G,Qnt,f-a;r‘:y to his experiences at BPC, the ISP prepared
for Mr. G. fpr:if.o'r to placement indicated that vocational |
Plannmg was not appropriate. In an in,t;_erv';i;gw-, Mr. G.
stated that he was a gardener by trade and enjoyed doing
cutdoor work in his current family care ﬁq.m,‘.é—. This satis-
fa_.C'i;gry gi(.p.e-_,rignce; for the client developed by,.r accident,.
',a;n'd wfavsr not pﬁlann’ed for 'b.y_ BPC staff i.f:n,fth':e. 1Sp p"rocéfsv-s.:.

’T‘h"e case of Mr, J, further demonstrates a ,di.’?sr,egarzd for
a client's skills and experiences. VA»lt‘h.ou-gh he had been a

cook on the railroads, his ISP did not indicate that this
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Skili.could be further developed either in the :amily care
home o©r in a vocational training program. There was no
indication ﬁhéi_;ﬁaﬁf even considered the ability of the
client to apply for cOmpeiiﬁiVE”éﬁPiQYmen?; |

howgver, there were some cases which showed placement
was indeed baseéd on the biientsf needs. In one example; a
Polish client was moved from one home £o another home where
the ‘care provider not only spoke Polish but also prepared
Polish fmeals. | In another ‘case, a JeQLshiwoman haa been
.Qlécedvin a Jewish home so that the c¢lient ccuid,obséxVefhe:
religious traditions.

>

7. Day Programming: Dayfﬁrogxams ate a critical component
qivavfamily care resident's treatment program. The Office
of Mental Health fegﬁireé the staff inié$ facilitiES to
work with family care providers in developing Wé:ﬁangements
With»lécal ccmmunitiés-to'provide-residents in Pamily Café
with prngams and serviées,"s ‘This collaboration also is
specified by OMH in the procedures for preparing the Indi—
vidhal.servige,Plah which stipulate that cbmmunitf_prbviders
of services are to participate in the design and implemeﬁ*
tation of the treatment pian.5

As previously noted, most of the tlients in the sample

(35 of 47) were in day programs. The effectiveness of these
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services in improving the capabilities of clients and the
OVetafl quality of thei; 1ives was limited due to two major
‘problems..

The first critical problem involving day programs was
‘the iatk of coardination ‘and commpnicétiqn between the
staffs of BPC and the community agencies. Community4based
day prdqrém sfaff seldom were involved or included in the
treatment planniﬁg even. ﬁhough the agency was to assume:
‘xespoﬂsibiiity ﬁqpvproviding rehabilitative sefvicés to the
patient. BPC staff seldom ptOvidei.the day care staff with
an assessment of a client's needs. As a result, there was
no ‘mention 9£'progres$'or problems of clients /in day pro=
grams in the BPC recgrds, again .indibatihé little or no
communication between staffs, |

‘The quality of treatment and its evaluation is affected
adversely by this fragmentation. In Ohé caée it was found
that a clienﬁ with epilepsy, who had been seizure free, had
a ‘seizure while attending the day programf The client*fer
ported that s?he’ had run out of anticonvulsant medication.
The day ‘treatment staff discussed the "case with the care
zprovider but apéarently' never informed B?C' staff. The
'implications of this communicatidn=failure are most @isturb-
ihg.  Since there is no report of the seizure in’ the cli~.
‘ent's BPC chart, it is doubtful that the BPC psychiatfist

treating this client ever knew that she had a seizure. In
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addition -to being unaware of the seizure and its cause, BPC
:staff could'hot-COunsel the care provider abcnt keep;ﬁg 3
supply of the c11ent s medicines, or make spot- checks during
“nome visits to see ‘that the supply of medlc1nes ‘Was ade—
guate. |

Second, the referrals made by BPC statf do not seem to
be based on the needs:of thevcllents, out of xhe 3S persons
in day activity programs, 33 persons were in recreationally
oriénted'érogramsi and only two were in work Orveducationai
programs. Based on the home visit_and‘client.inté:viéwsﬁ:it
would appeqr"that at least 34 of the_»47 clients in -the
sample dOuld behéfgx fr@m'some kihd of.vdcational,rehabili-
tdtioﬁ services. |

Relgtéa to the referral problem is the lack of exten—
sive client involvement in these p;cgramé; -The'majority of
the clients Qere not going to program five days a weekj with
some only attending twod times per mOnth.'iélthugh.ﬁhis low
use was related to the lack of transportatlon and the fre=
guency thh which. programs wvere open,,there appears to ‘be a
wide varlatlon in. the quallty and approprlateness of the day
services. Although some programs dld seem to provide appro=-
priate care and freatmeﬁt, most of these servtcé providers
seemed to offer little, if any; individualized serviées

designed to enhance the abilities of family care residents.
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3. Pamilytlnvolvement; Thé potential supporfzptovided by
family members and friends often 1s overlocked and not
incorporated .into treatment planning.: The importance of the
famiiy is affirmed in OMH policy which_reguires that "every
gffort shall be made to obtain.the'a;pnobal.éf.g-rgéident's
next of kin or-gﬁafdian before avfesidgh; is. placed in a
Family Care Hbme;"7 If there is an 6bjection’£o the place-
ment which cannot be resolved by staff or the Chief of
Service, the Facility.Directp: is reguired to review the
matter and détermine»if the éiacemEHt is in "the best in-
' ﬁerestvof the r'es-:}'.dtlz'nt:‘.-"-8

Based on BRC records and ¢are provider and -élient
iﬁterViews, 17 families out of theisamgle had regulaf.cbh-
tact with the family care resident, while one resident had
minimal family contact. The active involvement of sever&i
famiiies highlighted the iack of recognition of the value
of family'interactiqn by BPC'staff;. Although the staff had
made tequiredbcontaéts with the ﬁext of kin prior tO'any.
movement of the patient from one settinq-tb ahotheﬁ, there
was " evidence that staff kept the family informed of the
'personTs progress or encouraged gfeéter family involvément.
| Disreéatd'for the family and their desires by BPC staff
appeared to be an accepted practicé, and in several cases
was even documented in client records. ' In one chart, a
staff Pe?sén:noted.that a'ciient Wanted'to-se? his elderly

mother who lived ‘in the Buffalo ‘area. However, this staff
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peréoh”aésumed no responsibility for heléing'the client to
make plans for thié'much.hoped for visit. In a similar case
Tt was found that two brothers, Qho had been living in the 
’same family care home; fecently were separated from each‘
éther, In an interview with one of the brothers, he stated
that he did not know how to see hiS‘btdthef since BPC staff,
whé arranged the separation; had not hélpédvhim make ar-
- rangements for visiting or Jjust remaining in contact.

There -is additional documentation that showed an,almoét
éallodgvréSPOnse to thé desires of £amiLy—meﬁbers. In ‘one
‘case, a Sister objected to a placement and asked that a
different home be found for 'h'er' s»fi%té:rﬁ. Rafﬁ’thé'r than re-
solving the objection, as is required by OMH policy, the
sister was not given any other option except to take the
¢lient into her own home, This same indifference waé demqn?
§trated when a family objected to a placement which would be
a great distance from them. Since the family did not have: a
car, the placement would have made visiting very difficult.
In respQHSe to this objection, the staff person advised the
family rthat' "unléss they have an alternative plan...we
" (BPC) feel this is ih “the patient's best interests.”

In many cases inaccurate and incomplete information
about a family was contained in the record even though

complete and accurate information easily was obtainable from
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a client or care provider. For iﬁstance, one chart indi=
cated that the address of a client's parents was unobtain- °
able. These same parents consistently visit their son every

‘Sunday at .the care-provider‘s homeﬁ

 4» Faciiity.staff'Visitsﬁ The Office of Mental Health in
its policy manual requires that:
"Each resident in Eamﬁly:éare'Shall be
visited at least monthly by staff of

the facility and more often if neces-
sitated by the rieé€ds of the resident.”

g
However, in Treviewing the records of the different
_units, only two BPC units, Geriatrics and East Genesee III,
wgre.in~compliance with this OMH visitation standard. In
both cases, éééry rECQtd‘reviewgd:in.thé;sample showed tba?
Vé‘monthiy,yisib had ‘been made. The récbtdsiréviewed_frOm
the: Sonthern Tier, Niaéana, and North Units indicate&»only'
halfrorvaWer of the cases in which a ﬁ6nthly visit had been
made. Ih,ﬁheISOuth~Unit'and East Genesee IV Unit the rec-
~ords- showed monthly visits in four of seven ang three.of
fiVe‘c3595,1re5pectiVE1y. In the Niagara, Southern Tier and
Notth Units thefe was one case each where visits had been
documented three or less times within thé yga;.‘

: Sipce this assessment ié'based on record reviews, there
»ﬁéy be some discrepancies between visits actually made and

those recorded. This may occur either due to failing td
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record a visit or documenting a -Vis‘iﬁt which did not take
place. In several cases, workers wrote statements to the |
effect>§hat the "“client c¢ontinues to do well..." without
réﬁe:ende to how this finding was made, i.e., a telephone
Eonvefsapién or a.héme visit. In one case it was stated
that "many home visits have been mad¢ sinée the last note."
Clearly, such vague entries show little evidence that visits
have b,eje'n, made, Of ;mg_re"’ importantly, that the client is
receiving proper care -and treatment.  However, based on
inﬁerviews with care providers aﬁa clients, it is apparent
that visits seem té be made at least once every two months.
In aiffcases, Ehe°§are:p:ovide:s.were ablg”tocfdﬁntifothéir
BPC workers, as -could the majority of residents.

Although ménﬁhly‘Shaﬁf‘visfts.ate required by OMH, good
treatment would seem to dictate that '\mb‘;'»e fr‘.equzent visits be
‘made dufinbfstrESSfu1 periods for clients; including initial
placement in 4 home. Béséd on-Staff interviews aﬁd record
reviews, practicé varied among the 'differentvﬂfamily‘ care
teams. In three units, East Genesee iII and IV and Geria-
trics, staff always visited the home more frequently in the
first month of placement. On the other units, increased
visits were made only some of the time.

A céSe in which no home visits had been made in the
first two months, that dramétically illustrates the need for

increased visits upon placement, involved a woman with a
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history of failure in'numepousjothef family care homes, The
client, Qﬁo was also mentaily retarded, had failed in pre-
vious homes 'aq'e: to regressed behavior which included smear-
'ing feces on walls as Qell as wandering around naked. ‘Soon
after' the client was placed in_ a new home, the family -care
provider was. permittea'to Eakg hér résideﬂts'on a. two-=month
trip to Florida; thus, removing the,néw resident from con=-
tact "wriet'h: BPC staff during this critical period. Shortly
aftef-retutning from Florida;,; the client was readmitted to
BPC, and the provider reported that.,durihg'.her"stay in
Pi;pt.:id,_a the client had shown the same regressed behavior.
Upon the _-p'a'gife"n;tf s admission to BPC, the nurse on inpatient
. services noted that this woman was "dirty and incdntineﬁt‘gf
urine, had‘a iarge~hematﬁma (swelling.filled with blood) on
‘her left eye, bruises on her right knee, and a small move-
able mass on her right arm." ‘The nurse also notéﬁ’that.the
client had lost 28 pounds slzincet the last admission ‘to BEC.

The staff on East Genesee I1I were the only BPC'empioy—
ees who consistently responded to stressful situations and
‘made freguent home visits .duting theseg times. _Aithough
freguent wvisits during these periods seem appropria;e, it
appears that BPC staff sometimes do ndt>Aeven respond- to
complaints of disturbed behavior. An example of this in-
volved a care provider who made several calls in one month
to BPC reporting the very disturbed behavior of a resident.

As noted in the case record, the care provider stated that
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this résident was screamiﬁg at everyone in the house .and
,acccuéiqg'themvof being againﬁt her. Although such behavior
was regularly :re_pdrt’e‘d, BPC. ;st'ajff. did not v_is;i:t:‘“.the.f'home' the-
entire monﬁh.in which these calls yere‘made;

As noted in the OMH policy manual, the purpose of the
requi red - mon thi:y staff visits is to * =3Va'1:;“§t'¢ ‘tﬁe" effec~
tiveness and appropriateness df‘théuresident‘s plaqéméﬂtxind
programs in meeting - the treatment ijgctives described in
the resident's Inaividual Service Plan;"iﬁ |

The importance of these }non‘th-zly vigits in improving thé
_qﬁa;ity,og_life for residents was demonstrated in a case
where the BPC staff successfully encouraged a  client, who
had beaen a  pnofesSion§l seamstress before her hOSpitéii—
zation, to take up sewing. Notes in ‘the record indicated
‘that her sense:CfxseIwaorth was enhanced by'this aQtivi;y;“
and as a rtesult she was able to make a good .a‘dj,ustménft: to
living intfamily‘care~for the first time.

HOWeve:; most of the entries for these staff visits
merély indicated that medication was GELiﬁered to the care
) provider or an injection given to a resident. - Thé 'fec.o:rds'
provided little insigh; into how well‘or poorlyva_client was
doing., The'following are some typical examples of chart

entries:



<21~

"Ag usual the client was neat and
clean in appearance and offered no.
. cOmplalnts.
»,..continues to do well in the (T.)
home. Offered no problems or compla1nts
at this time."
"Client neat and clean. Watching
TV. <Came out to the kitchen, said 'Hello.'
Stated she was good and the weather was
nice and she went out into the yard to
“take a walk to get some fresh air. Came
back in, said ‘Hello, the fresh air was
good.' ‘and returned to watch TV. Offers
no problem to care provider..."
n those few instances where staff noted problems with
a client's treatment program, there generally was no change
made. In one case a BPC worker wrote that Mr. G, was having
difficulty managing his funds. Although this problem had
been identified, no statément‘existéd which ‘indicated any
eftort Was'made to help the resident learn to manage his
personal funds. In another case, Ms. Q.'s chart indicated
that 'she was .having_'difﬁicdltieS-rge:ting along with ‘the
other client who lived in‘the‘family care home:. There was -
no evidence that staff attempted to intervene in the situa-
tion or even encourage a family discussion to resolve the
.conflict. As such, the basic purpose of the staff visits
was not being met.
" One of the most flagrant examples of the failure of the
monthly visits to identify problems and improve care involved
a BPC employee who reported month after month that "the

client was neat and clean and friendly on approach.” This

same entry was also found in the charts of four different
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clients 'visited on three separate occasions. Commission
staff found one of the foux ¢lients living in very poor
conditions. In the one home, clients were living in a dark,
dirty, barren apartment. Although a fire éXtingdisﬁer was
found in the home, it was still wrapped in a cellopﬁane
covered sealed box and hidden behind a reéfrigerator. The
medications also appeared to be in ‘a state of disarray, with
\oid and new medicine b@ttlesvall cOntaininq medicine mixed
together. The care provider, when asked which medicines
were currently being used, P;Dintfea out a bottle filled with
vpills which, according to its label, was.prescribed one-half
year_earlier; 'Tﬁese conditions were not cited in.the re-
“cords of the homé of the clienés, and no effortsvwefe béing
taken to correct these obvious problems. In this particular
case,. intervenﬁion by BPC staff could have ~resulted in
improvements since the care prgv@der was very coOpefative_
and i,-n-'te:es'téd in making any n'e‘ede“dltchan-g-es.

The ability-OE BPC staff f@~asse§s the gffectivenes of
the treatmenf progfam is furthe:/limited‘by'their home visit
procedures. .

‘ Staff visits to‘fémily.care'homes are routinely  an-
'nodnéed visits, Rarely was a notation found in a chart
indicating that a visit was unannounced. "The only time such
visits were.,méde ‘was when BPC staff wers atﬁempting to -
document unsatisfactory conditiOns'rin* a home to Jjustify

removing the. clients or to have the 'home decertified.
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The second procedural deficiency was the general l,a‘..ck
of staff contact with 'cl"i,en,t;_s in ,.the.. ‘homes. In several
‘cases, home visits repeatedly were made by BPC staff at
‘times when clienﬁsfwéiQ,Quﬁ of the home. - In such cases,
critical aspects of family life inciuding.client-care pro-
wvider interaction could not be observed. Aﬁofhér major
drawback is that BPC staff were not able to télk_privately
with’the resident in the thé. .The Commission found that
client interviews w__'e,_t‘.e instrumen tiﬁ I in understanding the
quality of home life and the efféciiveness_Of the placement.
Finally, some employees made their visits on the same day
and at the same time on every .occasion. 1In these circum-
étances,'faﬁily care providers.knew_when:to expect BPC staff
and could prepare for the home visit.

The importance of such efforts was demonstrated clearly
by one woman in the sample who related.hgr past experiences
in other family care homes, . The woman related incidents of
past .a"b':use which were not reported since the »w0r.ke_rs "always
talked to the caretaker® and never to her or the othet
residents. - |

Ih three homes, however, not a single client was capa-
"ble of giving an accurate account of daily life{ The disa-
bilities of the cllents were sO severe that they had diffi-.
culty in descrlblng their 11v1ng conditions. In one home
where cond1t10ns were very poor, two clients appeared to be

delusional, one's speech was unintelligible, another client
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was Tmute, and ‘the fifth resident's memory was severely
impaired. In ‘another home with two residents, one client
was mute and the second had a severely impaired memory. In
the third family care home, the one resident spoke rarely
Aand'with great difficulty. Obviously, there are special
risks thch must be carefully-considered Qhen not even one
residerit is capable of describing life in the home.

The resuit of this failure to properly evaluate or
aQSess the care and preatmenﬁ in the family care home is a
perpetual danger to ensuring quality of care for the resi-
dents. Not only are the residents dénied the support and
oversight which should be provided by BPC. staff, but the
family care providers are not given the assistance or guid-
ance needed to improve the lives of the residents in their

homes .

5. Evaluations: Family caré qlients generally receive two
types of evaluations. First, for those receiving'medica-
_ tion, OMB policy reguires that a monthly evaluatiOn“bé made
of.the individual's drug iegimen,ll The second assessmént
'is a required annual examination which consists of a mental
status, physical and dental examination.lz._;n accordance
with the Mental Hygiene Law, these latter examinations must
.be made for all patients-reéeiving care and treatmeﬁt-by a
State psychiatric center, which includes. family care resi-

dents.
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A, Monthly'nedicétion~RéViews: A vast majority

of family care residents in the sample were cakihg medica-
tions that have serious effeécts and side effects. Freguent
medlcatlon reviews allow the drug reglmen to be monltored
for its effectlveness and to be modlfled or malntaxned .as
mayabenapproprlatg. OMH;pol:cy stlpulates,that no more than
a 30-day supply of medicine can Be diséeHSed and that no
prescriptions can be refilled. A review of the drug regimen
is reguired- to 'be'-madev at ieast monthly. .50wever, the
éoliqy does not reguire that physicians'be responsible for
| the. monthly review, | |
"Based on reviewS'of'tSe medical records, the practice
at BPC shows minimal’physiCianfinvolvamentvih these periodic
‘evaluations. In reviewing the medical records of the-47
residents in:the sample, in only one case had the treating
physician @éme clogse to meeting the monthly evaluation
standard. Thi$ physician had seen a éliept 11 timesrdhring
1978. Approximately 43 percent of the residents received at
 1&&9: a quarterly 9véluétion by-théirftreating physicians,
'whiie; 57 percent were seen only ;wice‘ a ,yeaf or less,
'Twenty—two percent were not seen at all by a physician

. during 1978,
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Ftegpency of b0cumentationr-;1978
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Of the eight family care f@éﬁs.inﬁbxﬁed in the sample,
four (Southern Tier, Niagara, Notrth, and Adolescent) had
documentation of physician.reviews:no;moré than three times
in 1978, Two bthef unité‘(South Uﬁit,?l_énd East Geneésee
IV), with the exception of one client .on each unit, also had
no hdre‘ihan fhrée physician évaluatiéné. The remaining two
units, Geriatrics and East Genesee III, generally had-docu-
mented evaluations by the‘hfeating'PhYsicianvpn theﬁaverage
of once everg.Other‘month.

This lack of direct involvement yith'ﬁamily care resi-
dents also &as reflected in interviews"with thsicians.
Physicians seemed to regard family care residents aé one of
their lowest priorities, and they noted that it was impos;
Sible'tolknow all the patieﬁtS'for whom they were clinically

responsible. One psychiatrist employed part-time estimated
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his caseload, including Eamiiywcare, to be between 500 and
700 clients.  However, even when physicians had a limited
numbér' of patients, family care residents still did not
feéeiVé appropriate attention. An examplegoffthis;invglvgd
aipsychiatrist who was responsible for only eight ¢lients in
three family care homes:. When asked about the naméshof the
clients, the psychiatrist responded: "I feel bad. AI’doﬁlt
know." When_ﬁsked how “mich time»Shé spent.én.fémily care,
the response was "?éry little; I think IZShéuld give it up,
I feel bad about it." The result of this neglect is that
ingreased medical responsibility is piaééd uponvnonphysié
fians. At the time df the Commission réview, nurses on the
North Onit 'were Signing physicians®  ord§rs; iﬁowévar,
documents indibated that sﬁcial workers and therapy aides
had been prévioualy rewriting and signing the monthly orders
for medicine. On the Niagara Unit, physician orders Qerg
signed by physicians, but they were Qrittenrat'irregulaf
'in;ervals with spéns.qf°éhrge to;eighttmcnths bé;wé&n,or;
ders. (See Appendix C for correspondence regarding meaicgl
care at BPC.)

B. Annual Evaluations: The ©Office of Mental

Health prefers the required annual mental status, physician
~and dental examinations to be completed by1community—based

prqfessionals.13

The findings from these evaluations are to
be sent to the appropriaté family care worker for inclusion
in the 1individual's chart to ensure necessary follow-up

care.
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In fevieWing the charts for the Samplé population,; the
required physical and dental éxaminétions‘were,not properly
documéﬁtea. Althbugh OMH reguires these examina;ions»to.be
recorded on DMH forms, Physical Exam, Form 34 Med and Dental
Chart, Form 122 Med, the only indication that some form of
medical examination had been made was the presence of Iéb
tests results in the records. Based on these records, at
least 36 clients 1in tHe .sample had some form of medical
check - in 1978V or 1979, with one other client having an
uﬁdated physiéal noted in the chart.

of the-'remaining ten persons in the sample, eight
clients had received some form of physical examination in
:i§?7; ' The other two patients had no record of such an
examination, with the‘recofd in one case containing a medi=
cal note statiﬁq that thevclient-“hgs not;héd a physical for
2=3 ?earSg". However, it was not possible toﬂdetéfmiﬁe how
many of the remaining eleven clients, as well as the oéher
36 restidents, were receiving medical care from community
health care providers. Although -faﬁiiy»veare,'pibvidgrs
indicated that they generally took thgi:ﬁ~résidents to a
family physician or clinic for medical treatment, there was
. no documentation in the BPC records of'theSé.Visits indi-
cating a lack of communication regarding medic%l treatmént.

Although it appears that some of theSE'medical exafmi-
natiohs were conducted in compliance'with.Qﬁva§licy stress-
ing ‘the use of community agehtieé, the mental status exami-

nations, which were documented, were all made by BPC medical
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staff. There were notations in the medical record regarding
the mental status of family care residents, for the previous
year, in 35 of the 47‘cas¢é éxamrhed, Of the remaining 12,
the most recent notation for four clients was in 1977, one
in 1976, 'and the remaining seven clients had no documented
mental status examination in their recprd,: The -evaluation
generally consisted of only brief modifications ‘of previous
psychiatric assessments rather than providing a comprehen-
sive psychiatric overview as reqguired by BPC, Since: no
State standards ha#evbeen set for the mental statué examina=
tion, BPC has established its own policy. The mental status
should be:

"Sufficient in content ‘to give a clear

picture of client's emotional deficits

and liabilities...summarizing diagnostic

material, progress in carée and prognosis,

recommendations regarding ongoing treat-

ment, prescription for psychotropic

medications, client's known reactions
to medication, etc., should be included.”

14
Family care residents are receiving some fofm of annual
bhysiéal, denital and mental status examination. However,
the failure 6fVBPCAstaff to‘SOIicit the findings and recom-
meﬁdétions‘ of the éommunity health care providers Aéffec-
tively impedes . a comprehensive annual assessment of _the
client'g Physical and dental conditions from being made.

The effeét of the scant mental status examinations deprives

clients from having ‘a thorough evaluation of the need for
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¢ontinued use of psychdtropic drugs. Equally -as important,
BPC staff are unable to ensure that the ‘residents obtain
follow-up care and treatment indicated as necessary by the

different examinations.

6. 'Training: In order for family care residents to re-
ceive a genuinely high quality of care and treatment, OMH
_tequires that the facility-wide Family Care cccrdiqagdr
devéiop appropriate training programs for care providers and:
facility staff involved in thefﬁrOéram,lsb |
The importancé of and_need_fq:vtraidfné wés,Sﬁﬁqutgd
in ﬁumerOus interviews with both BPC staff ana'famiIYécane
proviéérs. Although some providers had receivéaAtraining in
the rudiments of first aid%and'haﬁ'béeh given pamphlets on
_medicaﬁions, many felt that they negéed' more training,
especially in medical areas. Examples of ‘training needs
identified>by care providers included suicide prevention and
medication. Although such efﬁorté probably. are needed, BPC’
staff felt that more thorough training in the management of
psychiatric symptoms should be_aiprioriiy- As pointed out.
-by one BPC physician, unless care providers receive this
type of traiﬁing it would be difficult to expect'them to
understand and to foster the movement of their residents to

less restrictive living situations:
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1

In discussing the need for provider ‘training, one
- family care provider pointed out the inadequacy of BPC
family care staff training. Tﬁe provider said that BPC
staff efforts had been less than'satisfacxbry75ihce-thEy’haq
been inadequately trained. The~abiiity bf‘fémiiy‘care staff
to properly train care prQQidérs alsdo was raised by a mental
hygiene thérapy aide on a family care team, ang staff
person noted that her lack of knowledge in the administra-
tivé-areas of family'cafe.ptevented her from being helpful
.to care providers. Rather than praviding_@SSiStanée, she
noted that care providers often helped her, especially
regafdidg-new family cére procedures which theé often knew
about before she did. ,

BPC staff not only need to be continually updated on
new family care reguirements or procedures, bdt also neéd
training in c¢linical issues. Staff especially felt that
'their know1edge of medicationggffecté-and side effects was
inadeguate. Prior to the placement Qf a patient in a family
carevhéme, caunseliﬁg is required to be provided to the care
provider and the patient "as tc.the results expected from
proper use and some of the most common side effects” of the
presétibed medicat‘ion.l6 In order for the family care staff
to assist the care provider and monitér his or her effec-
tivenéss,.it would.seem esgsential for the sﬁaff to be fully
aware of proper administration practices and the intended
effects of thé medications. BPC staff also stated that they

needed training in the maintenance of treatment records.
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BP& had no fofmal training program fqr>new—ca:e pro=
viders and did not provide continuing education for tﬁe
_providers ité improve their skills. Based on BPC staff
interviews, iﬁ séems that the ongoing staff trainihé pro~
gréms at the Psychiatric Center are not reaching theufamily
care staff or meeting their neeés} (Subsequent to the
Commission's field work, BPC has instituted a wvoluntary
training program for new care providers and a continuing

education serviee for all care providers.)

7. BPC:Tfeatmént”Staff: As noted in the OMH Policies and
Procedures Manual for family care, each facility is feSpOn—
- sible for e""’t'lc-.iv”e];o’pingﬁr»adﬁe‘quaté‘a'r'x‘d apbropriate allocations
of staff and supportvmonigs for residents in Family Céré;"ly
- The responsibility for this function is assigned to the
Family Care Coordinator for the facility. The deficiencies
found'in the family care home and in the treatment of family
care residents can be attributed to a Qreat éxteht to the
total lack of any BPC family éare staffing plan. The inade-
guate involvement of professionals and the misuse of para-
professionals are major staffing problems.

The direct care staff on the family care teams, exclud-
ing the family care'team coordinators, consist almost en-
tirely of mental hygiene therapy aides. Out of the 18

direct care staff on the teams, 15 persons are therapy
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aides. The remaining three positions are held by a recrea-
‘tional therapist, a psychiatric social worker assistant, and
& nurse who works three days per week. These three profes-
sionals all work on the East Genesee IV family care team.

The New York State Department of Civil Service's clas-
sification standards define the: types of functions which
therapy aides should assume:

"The specific tasks performed are

directly concerned with caring for

client's personal daily 11v1ng needs

and for implementing a portion of a

treatment plan. Theése tasks are

characterized by their being ele-e

mentary and often repetitive..."

"Although positions in this class

may approPrlately be assigned to

programs within a communlty setting,

this class does not 1nc1ude outpatlent

assignments which require indepen=~

dent counselllng of clients and the

performance of social service 19

activities for a group of clients,"™
The diverse clinical and administrative functions assigned-
to the',hental, hygiene therapy aides conflict with these
State Jjob standards.

Since therapy aides are being required to perform tasks
beyond reasonable expectatiohs, supervision of the direct
care staff is extremely important. Based on interviews with
staff and family care team coordinators, supervision is, in

‘general, inadequate. Only three teams, Geriatrics and East
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Genesee IIl and IV, had ‘a structured system of’super§i5£éh;
On the other teams, the family care coordinators depended
upon the direct care staff to bring:théir problems to thém1
These coordinatOrﬁAseéme& ‘to’ have an implicit trust iﬁ”thb
capabilities of the s%ﬁfﬁ to carry out theirAassignments,
énd as such @id not periodically review the quality of their
performance. |

“AS - previously _nqﬁéd, tbé: medical care provided to
family care 'ciients';ié generally inadequate’ and poorly
coordinated. The medical care or SUPetvision'at,BPC wasg for
the most part ‘provided by phySiciansq :The:e were. nine
-PDYSicians responsible for family care, six of whom worked
‘par;t- time. Of the 8ix. part-time phy"fs,i,c i‘a ns,. flVE worked one
day or less per week on family care. These phySiciansuweré
supplemented by ‘two consulting nurses, both of whom ‘were
community méﬁtél healﬁh nurses. Onélbf the nurses wqfkéﬁ
full-time and the pﬁhgy~woiﬁgﬁ one -day a week on fémiky
care.  (See Appendiﬁ- D for the distribution of medical
staff.)

Only two teams hag nuISES'invmgdicai;rélated job posi=
'tiOPS; East Genesee, iIIfana the North Unit. .However) these
two teams had established organizational structures which
impeded the coordination of_ the physicians and nurses on
family care team staff. Thé GOmmunity Mental Health‘Nurse
on the East Genesee IiI team dealt directly with the team's

family care coordinator, while the .consulting physician
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provided assistance to the direct care staff. There was no
established relationship between ﬁh‘e physician and nurse.
In éo.x_)'tr_"_aisf?;, the Community Mental Health Nurse on the North
uniﬁ had a staff relationéhip to the three part-time con=
suitiné_“phySiciaﬁs, Again; in this CaSe,(.the‘ consulting
physicians rather than the nurse still dealt directly with
the staff on the family care team. The potential contribu-
tions of the nurses to improving medical care were limited
by these ar:anggménts- ,

Although there were:oﬁlyrtwo'nurses"involyed in médic&l-
related services, thefé wege another 'seven nurses working
on the family care teamSQ ;HoweVe?J six of these vseven
nurses were serving in a-full—time'admiﬁistrative capacity,
with the o;hér'hhrSe'we:kihg three days a week on the'Eaét
Genesee IV family care team. Out of ‘the six fuil—time
nurses, five were family care coordinators, The other nurse.
waS'a;family care placement spetialiSt_for.the.SOuth'V Unit,
the only team with such a position.

Just-as the organizational structures of the North and
East Genesee IIT teams impeded the effective utilization of
‘ithe nursing staff, the use of nurses as 'adﬁinistratots
‘likewise'detfacted frOm'theif ability to provide and super-
vise medical care. Given the major problems in the coordi-
nation of héalth care providefs and the IACk of full-time
medical ‘supervision of family care residents, mére appro-

" priate use of these staff should be instituted.
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Récommendations

‘1. MAJOR IMPROVEMENTS IN TREATMENT PLANNING NEED TO
| BE MADE IN bRpgR:mQ ENSDRE THAT PERSONS PLACED iN
FAMILY CARE ARE PLACED IN THE MOST APPROPRIATE

SETTING AND WILL RECEIVE THE. NECESSARY REHABILI-

TATIVE SERVICES BASED ON THEIR NEEDS. THE FOLLOW-

ING ARE SPECIFIC CHANGES WHICH SHOULD BE INSTI-

TUTED. | |

A. The Individual Service Plan 1iSP)vprocess should be
I'mod ified. The ISP should .SJQ,r§e as sa-‘bluéprint.~a.ocum'ent‘ing,
the individual needs of patients -;a’nja' 'idgnt;rf;ying the service
p'rgv.i&eﬁ:fs responsible for meeting these needs.

1. BPC should coordinate service planning to
include inpatient staff, fam¢1yvgarevstaff, community agen~
- cies, potential family care providers, the patient, and his
or her family or gUa:dian,'if goesibie, in the development
of the ISPy |

(Commissioner Prevost respbnds;?'fhié Recommendation is
supported by the Office of Mental Health-and has been imple-
mented athﬁffalo Psychiatric Center.)

2. OMH should establish standards. for' client
visits té day programs prior to placement invdrder to assess
the adequacy and ap?ropriétéheSs .of .the- service. = Such
preplacement visits arevcurrently reguiréd for family cafe

‘homes; and
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(Commissioner Prevost responds: The Office agrees with
the neéd for preplacement visits'to day ?rogréms prior to
placement in_family care, for those patients anticipating
long-term family care tenure. However, for those who wili'
be in family care briefly and are not hospital habituateé;
this recommendation is contra=-indicated. 'ThiS»proceduée has
beenfestabliSbéd at BPC for appropriate persons and will be
documented in the Individual Service Plan.) | |

3. OMH should require that preplacement voca-
‘tional assessments be made, when apprbpriate, priqr to the
development of the ISP.“ | |

(COmmiséioner Prevost’fespondsf With the introduction
of the Problem Oriented Medical Record (POMR) at,BPé, the
need for:preplacement'vocational.and ‘education assessménp§
will be mandated.)

B. BPC should comply with OMH standards regarding the
per formance of_pneplacgment medical examinations. “

(Commissioneér Prevost responds: OMH' 4grees with this
recommendation and will require that this be done,and.ddcu-
mented with a copy of the results of the examination in the
Individual Service Plan. A comprehensive physical examina-
£ion will be required for all clients being placed and/or
"discharged ‘unless such an examination hag been performed

within the past six months,)
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C. BPC should assess the characteristics of its family
care homes and the abilities of its family Eare‘ptbviders in
"g¥der to better ‘match patienps, with prdvider$  based_ on
client needs. ~

(Commissioner Prevost responds: B?C"sraf{ routinely
assess the characteristics of its family care homes and the
abilities of its providers. prior to ‘pi‘:atem:‘eﬁh t and during
- placement in the home in order to the extent possible to
-match client with providers based on client needs. To
further improve the,matching»Of'élients_tb familyfcamé Homes
(and providers), ‘the following measures ihﬁVé:jb2en intro=

duced.

(1) Cross=Catchment Referrals

(2) Centralized Recruitment of Homes

It should be noted that the closeness of the match
between the client and the family cate hone wighin,Whigh the
clLen; 1s placed is dependent on the availability of homes
aﬁ the time of placement. It is not OME policy to delay
siganicantiy the placement of 'aﬁ'_inaividual‘ within the
-family care program because of the uﬁévailability of the
"optimum” héme. ThuéL there must éxist a2 balance between
the available homes (and their éharacteriStics) and the

needs of the client.)
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D; BPC should comply With.OMH:Staﬁdards_regarding the
involvement of families in treatment planning. BPC.ShQuid
require family care staff to regularly contact families to
foster greater ‘family inyolvemeﬁr in the care and tréatment
of residents. |

(Commissioner ?reyost ;egponds: This is now
occurring as outlined in odur response lA :ajbos>ej‘, Famlly
contacts and further involvement will be thoroughly docu=
.mentea in ‘the Conference notes, in the "progress notes,” and
in ‘the Treatment Plan.)

E. Staff efforts should be thorOthlyvaocumehtea*to
assist in continuity of care in case of staff turnover or
reassignment.

{Commissioner Prevost résponds: ...it is agreed:
that record keeping has been.deficient.atzgﬂc with correc-
.tiv’é- aciti’éﬂ‘ to: be taken as indicated in Response 2E.)

2. -MOMIEORING'THE EFFECTIVENESS OF THE HOME PLACEMENT

AND TREATMENT PLAN SHOULD BE TIMPROVED AS FOLLOWS:

fA, BPC stéfi should comply with OMH standards regard-
inQ.monthly'vigitSs |

{Commissioner  Prevost responds: In Aprii 1979ﬁ
the RegiOnél Office directed that BPC éonfOrm~£o the OMH
réquiremeﬁt_ regarding r'monthlﬂy v:'is-its;, Tbis lias since been
monitored by the BPC‘Family Care Coordinator in weekly staff
meetings and through record reviews. The Regional Office

will conduct another review of records in October.)
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‘B | OMH shduld'require thag monthly'ViSitskbe made to
_‘the family care homes and specify thét such visits should be
made when the residents wilﬁ*bQ:QOme; Suchfstﬁndérdsgshould“
also include a minimum number of unannounced hbme=vfsits,
whicbh should be made at ‘different tji’me_.-:s of the day.

(Commissioner Prevost responds: This is currently
required. The Office will require thaf:ohe third of the
visits be unannounced.)

C OMB :should reguire 'fp:é;ri:pd,ic v;i‘é;i't_at—,,ions by family
care staff=to_day‘programs and other services being provided
to familyicare residents, in addition to the monthly home
visits in order to elicit candid resPQhSQS,to*gueétions in
*the-abSeﬁcéaoffthe.family careiprOVi&eb.

.(Commissioﬁer Prevost responds: OMH agrees with
this recommendatiqn»‘&nléSs-'this function is being accom=
plished by a case manager f'afs-s’figr‘ze‘d from a €SS or other
program, and will require on-site ‘visits by family ¢are
staff to day=progfams or other community progtam;services at
least once evefy six months. . These visits will be‘60cﬁ—'
mented in the POMR progress .note section. Also.»"progress
notes” will.be requested every quarter as ‘a minimom,. from
the Community’Day Treatment Programs  being attenaed by OMH
clients. Fufﬁhef, Tréatment”Planning Conferénces will be
held once eve:f six months with COmmunity Day Ptbgram ot

other relevant staff invited to participate.)
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D. OMH Should require that visits be made more fre-
quently ﬁhaﬁ monthly during stfessful periods such as ini—;
tial plécemEﬁt in a family cé;e home.

| (Commissione: PrévbSt'reSPOhﬁs: © OMH is in full
a‘g;ree‘rﬁ’en‘t that, following initial placements, at least
“weekly home visits should be made for the first month for
new placements. This latter practice should also apply to
¢lients moved betheﬁ homes and those returned tovfamily
care after being hospitalized.) | |

E. BPC staff should be required to more thorcughly
document their visits to v-f-'arﬁ"ily care homes. Such documen=
tation should at least include pfégness of the client, prob-
Tems 'i't.ie’n'tif’i».e“dk in the home, including physical and fire
-safety problems, and suggested improvemerits.

(Commissioner Prevost rgsgonds: ‘AS méntioned, BPC
is planning to adopt the Problem Oriented Medical Record
System which reguires 'fuli_ dé@uméntation of problems,
asseséments, plans, and progfess¢ A staff training programA
is underway and the need for full documentation is being
stressed. This training is being supplemented wiﬁh teaﬁ
-training seééions_and supervisory tfaiﬁing sessions. Addi=
ticnally; staff members from the Medical Records‘Office’ahd
the Centerwide Family ‘Care Coordinatof are visiting each
team and engaging in on-site training with specific case
materials. It is expectea_that the POMR System will be
phased into the outpatieﬂt and Family Care Programs Begin-

ningginvOCtober.)
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F. BPC should establish procedures for the vregular and

independent review of the cliﬁicai records of family care
clients. Such a review should e.val‘uaté. compliance with OMH
and BPC standards' in terms of éUbSténée and regularitY” in
suChiareéS‘as therannual physical, dental and mental status
evaluations, preplacement meaiéal,examinationsQ medical care
and medication reviews, and the apprbpriateneSS and adequaéy
of the written treatment plan.

' (Commissioner Prevost.responds: This requirement
will be metbas'parf of the POMR audit process, which willfbé
initiated in December, 1979.)

G BPC should evaluate its placementnpractiées‘and
develop appropriate standards to éencourage that at least one
-resiaeﬂﬁ in each home is capable of describing life within
the family care home. The grouping of disabled individuals,.
not capable of gxpréssing'themsé;vés, within the same hqme‘
should be avoided to the extent it is clincally appropriate.

(Commissioner Prevost responds: "OMH agrees and a
review has been initiated by the Centerwide Cdordinator to
identify homes where c;ients are not believed to be capable
of -describing thé life within the home to staff. Where
possible; given the iimited number of placemént opportu-
nities, efforts will be made to_correcf this situation. In
those instances where this .is not possible, staff will

provide more  frequent.contact and monitoring.{



3. THE QUALITY OF 'ME.D;ICAL CARE MUST BE IMPROVED AND

OF F.AMILY CARE RESIDENTS.

A. OMH should modify its po.li'?ii{cy Tegarding monthly
‘evaluations of each patient's drug regimen by specifically
requiring periodic .éx?a’m’i‘n'atigr; of residents by 1?hy.si‘cian5.-
QMHE policy wcurrently only requires a review by facility
staff.

(»C,Qmmirss:-_i."oknvé,;z" _Prejv'\ovs;t‘ responds: To pr’O‘:vi&e a 'high'
i_._e*Ve;l of med i-.c:-afl' S,u,perv--is_'i"on»‘ over ‘the d'r.ug regimen of OMH
clients, it will.b@ﬂtEQ&ffed that monthly contact with the
clients be aqtqmpanieﬁ'by the completion of a behavioral and
side-effect check iist,which ﬁili_then b® reviewed by the
assigned phyéician. ~To assure that the necessary physician
coverage is available to the family carze piovia’erf and 'éjt-aﬁf-.f,
' the facility shall have a ps?éhiatrisp immediately available
and/or on call at all timeé, Each client will be ‘seen by'a
 physician no less frequently than every six.monchs for the
purpose of medication réview; These practices shall be
iﬁplemented noAlater than November; 1979.Y% |

B BPC should ensure that all orders for medication
and any changes in dOsage level are the rQSPONSibility of
physicians. Signing of physician orders by non-physicians
must be -ended immediately. ‘

(Commissioner Prevost responds: The problem of

non physicians signing orders on one of the Units, as re~
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ported 4 months ago, was. corrected immediately. All Units:
are 1n full compl;ance with thlS polxcy 3

C BPC should comply with OMH polrcy reguiring‘pred
plaCemént education of the family care pfovid@r.qnd appro-
priate family care staff On'ﬁhe medications prescribed for

thé potential resident and its inﬁenﬂéd'effeCtS-and=possible
sige effects | |

(‘,;C;Q'mmiv'ss‘iqne‘r Prevost responds: With the sfi-gni-'r
ficant émount of provider training (introduCéa sinée’Spring,
1979i most providers have received detailed information
'Pertaiﬁing to medications and their administration. Start-
ing immediately, notes will be 1ncluded in the prov1der s
record pertalnlng to medlcatlon tralnlng and in partlcular{
information pértaining to individual client medication
instructions., Additionally, the family care staff member
‘COnQeYS thié information to the provider either:auring the
prgplécemeﬁt Qisit with the - client or immediately af the
‘time for the first home wvisit.)

D. BPC should compiy with OMH standards regarding
-annual evaluations,  BPC staff should be responsible €for
ensuring that each resident receives an appropriate physi-
cal, dental and mental status examination. theﬁeVer'such
evalhations involve the use of community health care pro-
viders, BPC‘»stafE: should be responsible for ensuring the
receipt of such evaluvations and the deiiVery of a@propriate

follow=up care.
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{(Commissioner Prevos: rvesponds: OMH Hhas encour-

« aged its facilities to gtilize to the degree.possible commu=

 nity providers for family care clients. Thus, more and
more, especially within urban areas, family caretciients,éﬁg
receiving physical and dental examinations and -_s;e\r;f,iv_e;‘e_dsA
wlthm the comminity. However, in almoest all instances,
mental status examinations have been conducted by mental
Beaifn professionals aha‘pnysi¢iaﬁs within ihgfstagg'faci;i;
ties,  Given the difficulty in obta ining physicians at
medicaid rates, it is additionally difficult to obtain
evaluations of care fpr:dv-idedl. However; this will be c_‘l;glis.:g_i.y.
Checked in POMR record reviews. Additionally, the Center=
wide Coordinator has begun ‘a monitering -'of all family care
records.) 7
B+  BPC should adopt a ﬁP?ﬁﬁIemfoﬁienﬁed:.recording
,m%#hod for physical health care documenting the shorﬁ?ténm
and 'cfh:iéqnfir'c ;p-rozb'll_e"ms of family ecare resid nts ThlS method
should identify the needs of a resident, health ‘care pro-
viders responsible for treatment, a.naf the Ap’ro"'g ress and
outcome of the tre’&tment,' ,
(Commissioner Prevost responds: As-mentionea, BPC
is adopting the POMR system for mental'healthvand health
care.) ' |
F. Given the relatively limited time available from
1physicians, as well as their general lack of interest with

family care rg;identé, BPC should make better use of nurses
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on the family care teams, including‘possible reassignment of
nurses serving as family éare-coordinators. Nurses should
be =teSPonsible for the health care; of all family care
residents in a unit. ;b-h_is responsibility should include
:identifying and monitoring the medical needs of clients and
coordinating the delivery of health care servicess

(Commissioner Prevost responds: The Office sup-
Apbrts this necomménaation. Nurses are employed‘on'aligabb
Family Care teams. They wfll;be responsible ‘for (1) review-
_ing ‘the medical history and annual physical :examiﬁatioh
reports of all resiéents, (2) for being directly responsible
for following up to. insure that needed medical <care .is
provided and, (3) for serving as a consultant to tﬁe team on
medical »matéers,: Additionally, the BPC Nursing -Program
CéQrdinatot is examining the rgSpensibiliﬁiésﬁpf the psychi~
atrie hurse within an outpatient fam;ly care unit.)

'G. OMH vshbula»‘establish mfﬁimum ‘standards for the
-required annual méntaI status examinations by thé~treating
physician to include at least an assessment of the cllent s
progn051s and on901ng need for medlcatlon.

(Commissioner Prevost responds: Minimum stan-
dards for the required ahnuél mental status examinations
will be contained within the new OMH fegﬁlations which will

be promulgated for family care and alteﬁnative living.)
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4, TRAINING PROGRAMS SHOULD BE DEVELOPED BY BPC FOR

| FAMILY CARE PROVIDERS AND FAMILY CARE STAFF. IN

ORDER 70 ENSURE THAT TRAINING EFFORTS IMPROVE THE

QUALITY OF CARE FOR THE RESIDENTS, BPC SHOULD

LG,AREF'ULm ASSESS THE NEEDS 'OF BOTH PROVIDERS AND

S'TA_F‘_F. |

A. BPC should evaluate the effectiveness and utiliza=

tion of the family caré proVidets't;aihiﬁé-progrém which wés

instituted after the completion of the Cbmmis#ion's field
analyses. |

(Commissfoner Prévost responds: A fémily» care

training pr}o:g.rém was in development :pr'ior to the Quality of

Care Commissions investigation. The ‘following is occurring:

1. Before a family care home is certified,

it is m§ndatory that a prospgc;iye~carepr§videriattend a two

full-day Orientation Program.

2. Continuing Education Program for care-

providers is strongly recoﬁmehdedt;but at this time is not
‘mandatory for all careproviders. SessiOns are held every
other month for 3 hour periods.

3. Bi-monthly Unit Family Care Provider

meetings are being held with Unit Family Care Staff.

The Office of Mental Health is establishing an
"Educational Respite” mechanism which wiil allow a respite
provider to stay in theé home a certaih numbér of hours while

the regular caretaker receives training. The only help BPC
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can p:ovide now 1is possibly ‘some Day Care assistance for
clients during training meetings. End of session assess-—
ments by caretakers and staff have thus far béenvpositive;
In Decembef, 1979;.an assessmerit by Family Care Stéff and
the Department of éducation and Training,. ana_=the'tar9F
providers, will be made as to the effectiveness and utiliza-
tion Of the program,)

| B. 'BPC_shéuldvevaluate the effectiveness of its staff.
training program in meeting the neEds'ofvairéét‘cafe staff
in family care, and develop an appropriate program geared to
their needs. |

(Commissioner Prevost responds: Staff Training

Programs, Formal Family Care Team Training ‘prodgrams were

started July 10, 1979. vThese'ﬁxainingisessions are manda-
tory-fdr all family care‘staff} that is, Family Care Worker,
Unit Coordinator; Centerwide Coordinator. The sessions are
2-1/2 hours each and are held bi-weekly. Initial emphasis
is placed on +treatment pianning ‘within the POMR system,

This Family Care Supervisory Training was'started

on September"l, 1979, and is mahdatory for -all Unit Coordi-
nators and the Centerwide Coordinator. The sessiéns are 2-
172 hours each and are held bi-weekly. Emphasis is placed

on structure, role, supervision, and decision making.)
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5. THE EXCESSIVE RELIANCE UPON THERAPY AIDES TO
PERFORM DIVERSE C:LNLCAL AND ADMINISTRATIVE FUNC-
TIONS FOR WHICH THEY ARE NOT QUALIFIED OR TRAINED

 'SHOULD. BE'‘CURTAILED AT BPC.

K. BPC should augment its family care teams with

professional staff. The addition of ‘such staff should

foster a more dctive therapeutic involvement by BPC staff in

‘the ‘ongoing treatment of the resident,  Increasing the

clinical capabilities of the family care teams i essential

if family care is to truly become a rehabilitative program.
(Commissioner Prevost responds: 1In the Centérwide

Family Care Office, two recent .changes have been made: (1)

the new Centerwide Coordinator as of 7/2/79 is a Psycholo-

gist II, and (2) an Assistant fPsych?tric Social Worker 1),

has been added to this office as of 9/17/79 to handle more

of the new centralized functions. The Assistant has a

Master's Degree in Social Work. However, reésearch has not
demonstrated any corrélation between ' the utiliiation -of
professional staff -and outcome. In fact, highly trained
professional staff are often not interested in working with
the chronically disabled. On the other hand,l competent

supervision of well-trained paraprofessionals has been

‘demonstrated to be very effective. OMH is in the process of

studying staffing patterns both at BPC and Statewide. From
this analysis, OMH will develop an organizational structure

and staffing -patterns for facility Family Care Programs. It



should also be noted that when speciality and professional
-sérvices are reguired tﬁey will be provided by another
program entity than family care, which isg bésically a hous-
ing program - not a'rehabilitatipn service.).

_B. BPC shonid set minimum standards for supervision by
the unit: fémily care cQo:aina;o:s,to impfOVe oVersight of
the perforﬁancevofvdirect cape\étaif,' Such standards should
in¢lude regular reviews of case records anad périodically
accompanying Stafﬁvon home‘visitsrl TheArecord-:eview should
specifically ensure that home visits are being made, and
that probléms in the home are being corrected.

(comﬁissioner é%eqost ‘responds: As previously
noted, all BPC unit family care coordinators (7 staff mem-
bers) are attending ;é superVisbry traihing prdgram {which
ends ﬁ/ﬁ%&@)vto strengthen their skills as first line super-
visors and to défine_their specific job role and duties.
Miﬁimumvstandards for_SuperVISiQn are to be formalized no
later than 11/15/79 by the Centerwide Family Care Coordi-
natOrvin consultation with the Unit Coordinators. This will
include regular .reviews of case re_co'rd‘sv_and accompanying
‘stgff on home visits, Under BPC's POMR syétem, regular
réviews~of client records will be done  at a miniﬁuh of six
‘month ‘intervals and these reviews will-deal with the fre-
quency and guality of home visits and the correction of

problems which have been identified.)
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Chapter II

LIFE IN THE FAMILY CARE BOME

The underlying concept of family care is to provide
patients "with a home atmosphere which will meet physical
‘and emotional needs in order to byild Strengths and abili-

‘Although OMH has stressed the importance of the
resident being viewed as a family member, in many family
care homes clients had not been inﬁegrated into the fabric
of family life.

1. Segregation of C;ien&sa Although ‘segregation of

" clients from the family can take very‘éubtle ﬁOrms; in over
one-tﬁirdiof the -homes. the residents were physically'segre;
gated: 1In mahy*of these cases clients aciuaily'had-separaté
sleeping areas and literally had to live in dgsighated¢ateas
'withiﬁ‘thevhome~WhiCh were commonly inferior"fo other pafts
of the home.

In the city, care providers frequently owned two-family
homes with clients liwving ih~one,apar£ment’and'family mem-
bers living in -Ehevothe:. Clients woula €at, sleep and
- spend léisuré. time in ‘these ‘separate Mapartments." Most
- often refrigerators and stoves in the client apartments were
‘disconnécted and clients carried their meals from the pro-
vider's kitchen back to the dining area in their own apart=-
ments. In some cases the client apartments were homelike

and furnishings were of the same guality as those of the
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family;s apartment, In other. cases, there was a marked
difference between the apartments, with the provider's area
being elaborately decorated thlezcliéﬁt.éréés were sparsely
furnished and bleak. -Alfheush residents infthése_cases are
not. integrated into, the home, tbé setting nonétheless best
could be used forvclients capable—dﬁ'fuhctioniné iﬁdepen—
dently with minimal supervision. Unfp:ﬁunateig; clients
\ Qere ‘placea_-inr such settings without. cdnsrdering their
‘strengths and needs, thus depriving the more capable pa-
tients of an.excellentfopportunity'for gpowth.‘

The other form oprHysicéljSegregatfon from the‘famiiy
involved designated living areas. .pgmily care homes both in
the e¢ity and ‘country werevfound:to-isqlate thé&r‘rQSidents
in this_manngrj One'hOme in the»cbuhtry'ﬁas'decbraﬁeduwinn
paintings; china, "’kn‘,,i-’ékk_na;cks: and. lace on the furniture.
However:;: five clients were found in A sparseiy fu:niShed-
room‘_with‘ the _chairs arranged as iiz‘in' a - day foomfvat a
psychiatric hbspital; . Even though there was a strong odor
of urine’ in the "client room," the windows remained closed
to the beautiful weather outdoors. The sensation of enter-
‘ing this room was like that of leaving a home andealking-
‘into the old "back wards" of.’psychiatfic ‘hospitals.: 1In
‘another home in»the bountry, the client's-afea was a smaliv
roon approximafely 8' x 10' in size. Four clients spent
their time sitting in this room becauée'they'had beenztold

that the 1living room was exclusively for the family,
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In two homes in’BuffalQ; Glienté spent their leisure.
time in the basement, In ‘one of theése homes there was
broken-down lawn furniture placed in the basement: There
was no covering over the CQnCrEtevflaor aﬁa‘the TOOM Was
poorly heated. {In this'case; corrective actien has been
.;akgn by BPC in responsé to an earligrﬂﬁcmmission report.
See Appendix E.) While visiting a third home, the family
care residents réturﬁe& fromvtheir.day-activity. 'Thé-éli—
ients entered the;home throngh‘the—fahiiy‘s’apartment; passed
by the care provider without a word of ‘greeting and went
Sfraight up to their ‘apartment. Although the"résidents
'stated'that therevwere'no,explicit'rules about:where clients
could go in thejhome, the only tine they wenﬁ downstairs was
at mealtime and on rare faccasions when summoned by the
provider. One client who had been in the home for several
:mbntﬁs.éai&'that hé had yet to have a qdnversation with the’
provider.

There were other incidents which demonstrated a clear
separaticn of the resident from the family. In two homes,
clients were not allowed to usé the telephone. This is in
violatiqn IJf-OMH regulations‘ﬁhich state that a "resident
has-the right to communicate by lettér or telephonevwithoﬁt
ce‘u’xs,c»,rship."'2l In another home clients were expected: to be
away from the hOme'auring working hours seven days a week.
If they returned home before a designated time, they would

not be let into the house. In one other home the clients



even had to buy their own :qilet-paper. Clients ate apa;t
from trie family in about 25 pencént:of the cases,»andvih two
cases they had to ?ufdhase theirrown snacké, .

There were, however, outstanding examples'qf the'inte—
graﬁ;gﬁ of residerits into the family'and its activities. On
:one pﬁannauhced evening visit, the client was in thé\fam-
‘ily's‘ living= room surrounded by the provider's children
mérrily playing. The - children related to this elderly
client as 1if a guandpaqédt_ ~ In _anbther home, a client
proudly showed a photograph of her provider's»gfandchildren.
In’ other cases; clients regularly -participated in suc¢h
family affairs as baby showers and holiday meals. The most
commori shared ‘event was attending religious services.

Being part of a family aisg'entaiis work. ‘The Office
of Mental Health Hhas noted thét clients "should be encour-
agedr'to share -responsibiiity— for household ‘tasks sﬁch,-as
care of theiﬁ own :ogms, help with general cleaniﬁg, meal

Preparation..."22

,Howe#er,'the'residgnts ére’nOt'to pérfarh
chores or work activities which are not performed by other
-family member53' In the sample, ciiéntS» were not being
exploited but actgaily séemed to do too few choresvréther
thén too many. In many homes the highest functioning cli-
ents were the.only residents providéd an'opportunity io,do
housework of any consequence, while lower functioning cli-
\ents did not perform household work. As such, the goal is

more to get the job done than to provide opportunities for:
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fl‘eé rning rnew skills. The only semblance of i-fnp roper work
involved Qné,thQ'Wﬁére a.fémale client did the ironihg for
the family and clients, and the two male C1ieht§‘Swept and
-mdppea;thé floors of the provider's business twice a week.
In this: ldatter situation, the men were barred ftbm»the busi-
fneéss at all other times. |

2. ,PbysiCalfCoﬁditidds: The "housekeeping® 'standards

géverning family care homes are contained in Part 87 of the
Rules and Regulationsicf tho,De?arfment of Mental Hygiene.

"(The) dwelllng un1t and the
grounds shall be clean and well ‘main=
tained, The dwelling unit shall be
kept. free of hazardous: phy51ca1 con-
ditions such as warped ot damaged
floors, loose or worn. floor coverings, >
¢racked plaster, loose tiles, broken
windows, damaged or ‘worn stair treads,
~ loose handrails, burned=out bulbs. ete,
The dwelling shall be maintained. 23
free of dampness, odors and vermin, "<

The policies and procedure$ for OMH further state that it
is thé”réspgnsibiliﬁy of the care provider tb~pr0vidé:r§si-
dents with‘aeclean,and‘cheerful environment,. abd a comfor-
table and adequate living and sleeping piace.24

Based cﬁ these standards, six of the 25 homes visited
(or mearly 25 perceﬁt) were found not to be in‘COmplianéé.

The problems found .in four of ¢the six homes include:
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1. Roaches and dirty linen ln a client's
bedroom;

2., A dirty bathtub used by clients and
a sink with little water pressure;

3, A grimy, sloppy client apartment wlth
: '1nadequatn lighting; -anhd

4. A littered, untidy living area.
:in the other two homes there were intolerable odors which
made it difficult to remain idsidég The Smeil,Aof human
urine in a client sitting area was so intense that Commis-
‘sion staff gagged as they entered the room. In the other
homé, a ddg and sevéral _cats defecated in ‘the ,baSemenﬁ
located right off the kitchen.

In ,ofdér to .ensuré that famiIY= cafe. residents are
protected from .dangeraus situyations, the Department of
Mental Bygiene p;omuigated regulations estabiishing a "mini=
mum level of safety.” These reguirements include standards
for building or construction, smoke detectors; fire extin-
guishers and fire hazards, fire evacuation plans, dqor_
sizes; night lights and sleeping ateQS;QS

Eighteen of twenty-five homes in'the sample were free
of dangerous situations. 1In the seven homes which were not
in compliance, deficiencies were identified regarding fire
extingdishers and smoke detectors. Problems related to fire
extinguiéhers were found in six of the seven non-complying
homes, while in five there were deficiencies related to

smoke detectors.
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Of the six homes with problems related’to.fife extin=
guiéhers, they were .found in .their driginal boxes never
having been'removed in'twé homes, while in a third home.
there was no fire extinguisher. The fire extLﬁgqishér was
kept in the basemént rather than in the kitchen in another
home, while in_fhé other two homes the fire extinguisher h@d
not been inspected in one of them and had not been recharged
in the dther. |

Although the ,uﬁgvailability of this 'fife: equipment
presents a potentiaily serious problem to thelvresidénts,
‘even more disturbing was the general Lack:df Enowiedge among
ﬁhe cdare providers on how to use a fire extinguisher. In
most cases, it seemed that the care providers would not use
‘their fire extinguishér; even if readily available.

All family'cére providers are reguired to practice an
evacuétion of their home in Casewa a fire.  These drills
are té.bé rehearsed in or@er to "reduce anxiety and panic
during a direbsituation,“ and should be held at least quar=
terly with all family members and reéidents participat-
’;ng;zs Based on intefviews with residents';n the sample,
only rarely could cliénﬁs adeguately describe hdw to evacu-
ate the home invan emergency. Adding to this danger was the
'finding' that,. as a rule, pﬁaéfice fire drills were not

conducted in the homes,



Ipxbraef to provide warning for a fire; all family care
homes must have smoke detectors installed. The regulations
require that the detectors be placed near the clients’
sleeping area(s) and toward the living guarters but not in
the,kitghenvhor,near any corne:3327 The following déficien—
cies were found ‘in the five homes not in compliance with
'sdeefae;ecpor requirements. - In three homes éhere were no
smoke: detectors at all. However, in one home, the provider
stated that the smoke_éetector was being repaired. In ‘the
other two Homes, a smoke détéctor was not located in the
fsleepihg area, while it was missing in the living area in

the other.

>

3. Medication Storage and Dispension: The medications
commonly used by clients in family care homes are gquite
powerful and dangerous if misused. In order to prevent any
- person: from ‘taking more medicatidén than prescribed oriftqm
obtaining drugs not prescribed, the bﬁﬁice of Mental Health
bﬁsﬁprescribéd storage standards. |

Storage and dispension of medicines is to be based on
thg,¢1ignt‘é ability to self-administer. Prior to élacement
in family care, a physician is required to examine the
patignt and determine if a client is capable of self-admin-
iStra;ién, requires supervision, or is not capable of self-
adﬁinistration. For those clients capable of self-adminis-
tration, their medications may be. stored "at the bedsidg

table, chest of drawers, oOr c-li:set.""z’B However, if this
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presentg a danger to others in the home or is not in the
bestvinterésts'of the client, the medicine is to be kept in
a locked StOfaQe'arga;.'The family care prQV1dér-iS‘téQdiged
to monitor the habits of alciient.who self-administers, .and
to report to "the féCIlity if the c¢lient requires\fféqueﬁt
prompting. -

Those persons who are determined either to be able tof'
’s-e'itsf"-‘eadmirnis’té"’r when rémind’ed' ané' closely supervised or not
to -be ab‘ie to self-administer, must_. have theitr medicine
stored in a flocked storageée area aCCQSSLble_ only to ‘the
_fémily care ptovider and desighees approved by the facility
1$t&fﬁgﬁzg AThg Ca:e_prbviaet is required t6 carefully super-
wvise the diSpeﬂns»ing of medication to ",p,,é‘f:_"s__gbqs capable of
seif%aamrniétefing when remiﬁdgd. In these cases, the care
provider must :'tak-e- ‘the client to the storage a;.ff‘ea\_,-- and after
checking 'the container, hand it over to the;' cl ient. The
individual mﬁstAbe told the proper amount to take. Persons
who age not capable of -Selféadmin18§;§tion,'mUSt have a
registered nurse or a liceﬁéed:practical nurse administer
the medicine. (The arrangement for,this.must_be stated in
the Individual Service Plan.)

OMH also requirés that the client and care provider be

informed of the medication regimen.



-60-

"Prior to the individual leaving
the facility -and entering a family care
héme, the prescribing physician, or treat-
ment team nurse, or the pharmacist, shall
thoroughly explain and discuss with the
individual and the family care provider the
dosage regimen, the time of administration
with respect to meals and other drugs, thgb

dosage form and route of administration.’

In the survey, only six providers were in fompliance
with the storage standards. The majdfity [s53 tﬁé providers
S£QredAmedica;idﬂS'in'easily accessible kitchen cabinets,
bedrooms, or medicine cabinets in the bathroom, In some of
thé,hdmésnviéited, serious_defibiéncies Qéte noted regarding
:§£bﬁag¢_and‘di59ensing pracuiceé;
| In one npmér,fou; vatietiesAgf‘medicétibns were mixed
jand stored in a single bowl and kept on an‘opgn kitchen
counter "for <donvenience.®™ This bowl contained some 20-30
pills for the five clients in the hbme; and medicine which
had beéh'delivered five days previously was being kept in
,papéf bags in anv"gnibtked Ste:eb cabinet. ,Regardfng the
administra;ion of medication in fhig home, the care provider
bstated thét oné client "gets one of these'white'pilis-iﬁ the
morning and two blue ones at night" while another resident
"gets two of these red ones...ﬁ Alsd, a meditqtion.(Gerix
,Eliﬁit) prescribed for one client was given to évergoﬁe_
since it was.ohly a fvitamin.' (Following up on on é Commis~—
sion rgportldn this hohe, BPCAhas removed all ciients and
has asked the éare provider to surrender her certificate.

See Appehdicas C and F.)
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In another home visited in late January, 1979, Commis=
‘'sion staff found indications that medications prescribed for
'c'lrie,rnts w:ere‘rn:o’t being adminjistered pfope‘tly. In examining -
the medication containers, 49 chlorpromazine ‘tablets were
fou'hid_ remaining 1n one container dated Se‘p’ter;nb.er 27, 19781.
Had the insé:uctions for administfatioﬁ been followed, the
m‘édi"f‘c:ati'On. in this containér shgu_l'dr have run out at the end
of last October.  After interviewing the provider; the
possibility exists that either the client was not receiving
. the mediiéat-i‘orf properly, or that the medication is being
transferred from one bottle to another "(',S'e_"e,, ‘Appendices C and
G)s

In regard to dispensing practices, providers generally
disﬁ'tr"ibtj’ut'e the medications hand to hand, or use paper or
plastic cups, and at mealtime will plfééfe the pill(s) by the’
-c'lierit"s table setting. Most fc,l,,i_erits,rwere"un-awax:e of the
medication and dosage bpre,_scr:«ibéd for them. Likewise, the
care providers lacked knowledge of the purpose o.'f" the medi-

cations, expected effects and possible side effects.

4.,  Medication Records: OMH poliey re,quji-res' that for

family care residents not capable of self-administration,

the family care provider must maintain a medication record
in the individual's file indicating medications, dosages,'
and ways of é-dministration.3l The care providers are re-

quired to maintain this medication record (Form 604 DMH) and
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make it avallable to approprlate facility staff. However;
the care providers also must keep records of each adminis-
tratien of all medicines which -show the name.of the'd:UgT
dosage, time and date of administraation, and the signature
" of the person supervising the administra-t-i‘or_xﬂ.n |
Although only one resident had been evaluated as ca-
pable of sélf—admiﬁiStering, more than half of ﬁhe providers
sampled had no knowledge of the s?écifiC'DﬁH_fdfm-oé had
incdﬁpleté'recoras; ‘ There was no cevidence that the record
.hadibeen;reviewéd by facility staff. 'Ev?ﬁ_fbr5th0ée care
providers fully aware of the medication record procedures,
it wgs_diffibuit for these providers to be in compliance
since the. {DMH; form provided to care providers is not ,a-_e»-,.
sigﬁed‘to re#ord daily or routine administration of drugs.

(See appendix B for a copy of this form.)

5. Incident R,'épdttiing: F'u;ndament‘é; to the '-csv:e‘rvs:fight;
_proéess is protecting and ensuring the physical health and
safety of famlly care residents, As noted in the OMH family‘
care staff manual, family care providers must notlfy the
fécili:f Qf any significant ‘events in the lives of ;esi~
dents, i}e.,’dnexplainéd absence, injury or serious illness,
and BPC»sﬁafﬁ is to take appropriate aption.33 However;,
cases wefe identified which documented deficiéncies with

this process, especially in the area of incident :eporting.
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Inadeguate action was ﬁagen relating to the absence of
résidénté frcmvtwo homes %n the sample. In one case; ‘A
client's absence was pfoperiy reported"tb=the:i¢¢al p§iice
department; the provider, however, did not;prpmptly inform
BPC. Although this incident had taken place err two years
ago, ne incideﬁt report had yet been filed ihvﬁhe.clientis
vrecbrd. " In a similar case, nod incident report :had been
filled ‘out by BPC staff, even though the staff were aware of
the ¢lient's absence from the home, The only documentation
of théf in¢ident in the patient's record was an "Escéped
_Patiént's Description™ form filled out by a BPC family care
employee. | |

. The failure to file 'incident reports was mo#t,seriousiy
noted in a case involving the return of a resident to ‘BPC
from family care. The resident, readmitted -to,,EBC-‘ior
béhavioral. problems, was found vto' have  physicai -iﬁjUries.
upon éxamination;t The client had bruises on the right knee
and a small movable mass on the right upper érm. kThe"resi;
dent also had aﬁ injury to her left eye, resulting in a
swelling. The nurse, who made the entry, called the pro-
vider who stated that the injuries were sustained when the
client fell out of bed a couple of days'ago.. This incidént
and the‘re5u1ting injuries had not been reported. ‘kithoth
BPC staff suspécted patient abuse, no investiqatidn.was made
nor was an incident report filed by staff. (See Appendix I

for correspondence related to this case.)
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6. Meals and Snacks: Family care providers are re-

sponsible for providing their reésidents with "three well-
balénced, nourishing meals and appropriate Snacks each day"
following dietary reoommendatidns made by facility staff or
physicians in the cammunityg35 ‘ | |
-In.,most cases, the meals prepared by the providers
seemed adequate;.'ln cnly a few homes the main meal con=
sisted of nothing more than a bowl of soup or <¢hili with
bfead and a beverage; or a sandwich and a beverage. In many
casés clients do not ggtISECond helpings, but most felt that
their portion was sufficient. Almost every ﬁOme complies
‘Qith OMH standards regarding the nuﬁber of‘meals, gxcept ﬁof
one home where the provider does not serve11UQch'on‘the
‘weekends. The most common complaint was that snacks are not

tegular}y provided.

7. Family Care Financing: 1In ‘the course of performing
this investigative review, twenty~-five PrOQiﬁers_were intér-
viewed. The quéStion of the adequacy of thé payment made” to
‘the provide;s, an issue which has been brought to the Legis-
lature on séveral occasions, was never raised by any pro-=
-vider. ’(See Appendix J for a discussion of the financing'of

Family Care.).
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Reconmmendations

B GIVEN THE -PATTERN OF SEGREGATION AND 'D‘E‘PENDENC’E‘ IN
MOST FAMILY CARE HOMES, OME SHOULD EXAMINE THE
VIABILITY OF THE FAMILY CARE c’oN'e:EéT OF INTEGRAT-
ING MENTALLY ILL PERSONS INTO A FAMILY AND THE
FEASTBILITY OF THE ‘PROGRAM TO TRANSITION RESIDENTS
PO LESS RBS'TR'I-GfIVE” LIVING SITUATIONS.

(Commissibnér Prevost responds: Whereas some family

care ‘placements are viewed as transitional and time limited
Qitn the objéctive of moving tesidents to’less-restrictive
énd*morevindepenaentfliving arrangements, other family care
placements will be.exten&ed or lpng term. To furtﬁei ex-
plain, it is planned that a continuum of family care homes
be developed in consonance with that discussed within the
OMH ‘Balahéed Service System concept, .namely temporary,
. transitional,-and indefiﬁite‘

 To enslre that=£he level'of‘ca:é and’léngth_of stay is
:ﬁpprdpriatebtc meet an\individuai”s,needs,;a type of Utili-

zation Review process must be established and the Office is

committed to this effort. 1In view of the large portion of
the BPC family'care_population Qhé are in the 70 and above
category,'it. is éxpected that a significant percentage 6f
these individualsvwould be most appropriate for’thé_third

category of family care homes, that is, indefinite.
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Although the physical maqifestations of ségtegation are
most easily discernible, moreAiﬁpQrpance is given 50'£he
areas of social and emotional iSpl?tiéh (segregaéion). a
suitable and  suppoftive living -environment can theﬂ. be:
prov&ded, particulanly whére there are7mul££ple placements,
wi;hqut the: pretence oflbecoming "one of the family." We
plan to adjds% our guidelines to be ﬁbte‘ realistic ,aﬁd
;xplicit on this issue.)

2, BPC FAMILY CARE STAFF. SHOULD 'ACTiVELY :KSSIST

PAMILY cARé PROVIDERS. IN DEVEEOPING A MORE REHAB-
ILITATIVE ENVIRONMENT FOR LOW FUNCTIONING CLIENTS
IN THE HOME. ENCOURAGING THESE CLIENTS TO PERFORM
HOUSEHOLD CHORES RATHBER THAN RELYING UPON HIGHER
'FUNCTIONING CLIENTS FOR ALL SUCH WORK WOULD BE AN
IMPORTANT FIRST STEP, |

(cdmmisSionet Prevost respOnas:i The BPC staff has been
. assisting family providers in creating a more active en=
virbnmént‘for the *;ow fdnctiQningF client. This_aSSiStaﬁCQ
has ‘taken the form of (1) training progtamé, ané {2) on-site
periodic wvisits for thg purpose of consulting with and
reviewing the activities of daily living (ADL) tasks being
performedAby‘clients. | | |

Iﬁ addition, the majority of the family care clients
are provided day treatment services within a range of com-
munity-based Day Care Programs."The'rehabilitation_ServiCesv

are being delivered under the supervision of knowledgeable
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staff found within the Day Care Centers. Ehe OMH does not
view the fﬁmily.cate"hpme/providar‘as Ehewprimany source for
‘providing rehabiliiation services. These servxces should be
prov1ded outside of the family care home. }

3. BEC STAFF SHOULD MORE, THOROUGHLY ASSESS. THE COM-

PLIANCE OF FKMILY CARE HOMES WIIH’OMH STANDARDS
AND INFORM T,a'-s«cmgt PROVIDERS OF ALL DEFICIENCIES:
REQUIRING CORRECTION.

A, EPC staff should immédfately e#algate'cpmpliance by:
all family care pro#iders régarﬁing the storage and dispens-
:fﬁg-Qﬁidfugstith’OMHfstaﬁdards, Corrective aCtion,shéuld
- be swiftly taken. |

(Commissionher Prevost résponds:

Medication Stciagézv'h complete on-site survey of
medication storage practices was conducted ﬁuﬁiﬁg,the latggr
part-oféAgriI, 1979, in response to a memoraﬁdum sent by the
BPC Centerwide Family Coordinator. In all instances where
mgdicatioﬁs were notAmaintéined in a iobkgd cabinet, the
staff informed provide:s'ﬁf'this regquirement and subseqﬁent
visits (monthly) were made to inspect this storage practice,.
There is now v1rtually complete compliance with this storage
spec1flcat10n‘ In addltlon to the famlly care wotker review-
'ing the storage of medications, a further monltorlng_ is
being performed by thé Unit Family Care Codrdinator {first
stage monitor). As part of its overall.responsibilitj,,the
Regional Office is performing family café héme visits and

assessing the medication storage practice.
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Dispensing Medication: Formal Training for care-
providers was’ provided during the_seCOné‘COntinuing.EduCa—
tion Program sessioﬁ, on June 21, 1979, relative to the
subject, "Medications and Clients". Anéﬁher session on this
 tQpr will be'held'aﬁte: the first of thejyear, fhe orien-
Jtati_on sessions for prospective providers also covers medi-
gation administration. (The bi-monthly Unit meetings with
the careproviders have had entire sessions devoted to medi-
cations administration.}

B. BPC stafﬁ should more accurately assess the quality
of the home environment and inform providers of deficiencies
in physieal and sanitary conditions.

(Commissioner Prevost responds: ”Theb responsi-
bility for assessing the quality of the home environment and
~establishing compliance with OMH Fire Safety Standards has
been. shifred completely to the BPC S@fety=0£ficers,-Wi;hin
the past two months. ;In'order'tovexpedite.fhé1correctron of
existing ﬂeficienCies, the Béfetyvofficer provides a b:ief.
outline report toﬂthe provider immediately after the inspec-
tion. This initial briefing is followed up by é'mofe exten-
'sive report {(Form 236 Adm.).)

| C. BPC staff should enéure that all care providers are
in compliance with OMH fire safety standards and that prompt
actions be taken to correct any existing 'deficiencies,

(See previous response.)
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4. OMH SHOULD. DEVELOPF AN APPROPRIATE MEDICATION
RECORD FORM WHICH IS DESIGNED TO RECORD THE DAILY
'AnnimlsrRATION OF DRUGS WHICH WOULD ALLOW FOR THE
"SIGNING OFF" EACH.TIME?ﬁnDOSAGE IS ADMINISTERED.
(commissioner'PneVOsﬁ teSpqndsx The charting of indi-.
vidual m_.'ed.ic_:at.i;o_n administrations provides a record of
medication administration compliancé which cannot be achieved
eI Caré.clients
whp:aﬁé not‘adjqued,by-physﬁciﬁns to bé'compepgnt.fpt'self—

administratipn_ of me&ication,A the cafe,'prOVider-'willy be

'introdueed £o and will utilize OMH-Form 223 for the record-

ing of medication administration oon a deily basis. Buffalo

Psychiatric Center  plans to develop the nécessarylinstruc~
tion prOCééures, CommunicateA?his requirement'tobeEH family
care staff and providers, and institute this form of_ﬁgdica;
tion record keeping no later fh&dvthe month of October.
'Furthéﬁ,:OMH'will-sénd a memorandum to all facilities re=
»quring théﬁ to comply wiﬁh these médication charting re—
quirements for family care clients. This action will be
 ‘taken during October, 1979.) |
5. BPC SHOULD TAKE STEPS TO IMPROVE THE‘COMMUNICA@ION
BETWEEN FAMILY'QARE PROVIDERS AND BPC FAMILY CARE
. STAFF AND DAY PROGRAMS, ESPECIALLY REGARDING THE
REPORTING OF SIGNIFICANT CHANGES IN A RESIDENT'S

LIFE. BPC FAMILY CARE STAFF SHOULD BE ASSIGNED
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RESPONSIBILITY FOR THE FILING ‘ofb ALL INCIDENT
REPORTS AS MAY BE APPROPRIATE BASED ON COMMUNI-
_CATIONS BETWEEN THE PROVIDER AND STAFF.  ALL
FA&II@Y CARE PROVIDERS AND DAY PROGRAM STAFF SHOULD
BE' INFORMED OF THE IMPORTANCE OF REPORTING ANY
POSSIBLE INCIDENTS TO THE APPROPRIATE BPC FAMILY
CARE TEAM;
(Commissioner Prévost.fesponds;

- Careproviders

on July 23, 1979, a letter was sent to all BPC
- careproviders, regarding their reporting of significant
changes in a client's life, Also enéloged with the letter
Waé Part 10.6.5 of the Family Care Manual on the topic of
"Notification to Facility Staff of Events in the Lives of
Residents” and fqrm OMH 147 'Incidentiheporﬁ“., ThisAsame
information has beeh discussed in previous facility-wide
careproviders' meetings and is SEhedulea agaiﬁ for the.next
meeting to be held in a month. -

All of the Unit Family Care Coordinators réceiVed
copieé of the letter to review with theiruteams, and it has
been discussed in the bi—weekly Unit Family Caée Coordi-

nators' meeting by the Centerwide Famiiy Care Coordinator.)
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(Commissioner*s response continued:

Day Programs

To ensure that Day Programs serving BPC family
care clients are aware of "Repoffrng any possible incidents
to the appropriate'Fémily Care team", the Centerwide Family
Care Coordinatdr1Will forward a letter; inAcoorﬂinatioﬁ with~
+he unit teams, to ‘some 4¢ programsﬁsérvinglgur-cliénts in
the community. (Target date: Mid-October, 1979).

© BBC family care staff are' r5sponsibIe for"thef
jfiling of éll incident reports, that are appropriate, based

‘on. communication between the provider and staff.)
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CHAPTER IIT

ADMINISTRATION OF FAMILY CARE

Family céte; established as Vaq, alte§Qativeb to .ihé
institufion'as'}a liﬁing arrangement for mentally disabled
.Pé:SOﬁS;~§ah be :facéd-back~t©.1935.in New York State when
itauwaé f&ﬁtablisheﬁh-éﬁ Newark State School.  The Newark
family;care_ptogram-reﬁained.the_oﬁiy.such-program at any
State facility until its expansion was authorized by Chapter
271°f tbé:LaWS of 1935 (State Purposes Budget). |

© The famiiy care program has;histo;{caliyvbeenwadmiﬁis-
cere&’hy the State psychiatric centers. (éee Appenéix 15
:which aiscusses the current ‘scope of ;bevfamiLy caxe pro-
gram.} Howevér, in 1976 the~céntna1.6ffice of the Depart=~
ment of Mental Hygiene was assigned overall rfé"swnisi,b'i:l,if.t,:y
for this program by statute (Chapter B05 of the Laws of
1975). ‘The second»mai6r eveﬁt affecting the administration
of vf‘-a'mily care was an i‘rit;e.r.na'l :rejcrga‘-nﬂilz,{a?t;,ion of DMH de-
signed to decentralize Central Office responsibilities by
assigning ;hg regional offices administrative ‘and regulatory
‘futhions. -Although these two developments have affected
ﬁhe ﬁanner in'whicﬁ.family'cafe is administered, the respon-
sibilities of thevState facili;y directots over the program
were not significantly affected. The division of» labor
among these three management levels was summarized in the
1979 OME evaluation report of famiiy‘ "care and community

residences.
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"In general, the facilities are responsible
for the day-to-day operation of the program,
the regional offices for monitoring and super=
vising the facilities, and central office for
monitoring the regions and establzshzng pollcy.

Central Office

éhapter.abs of the Lawé'of 1975 significantly expanded
the role of Central Office in the administration of family
gare. Thevlaw, along with=§pecifying-functionsvfor Central
dﬁficg, required the Commissioner of the Department of
Mental Hygiene to develop a plan for the creation of a
central office of community nesidenées and fémily care
‘homes: It was clear that the intent of the proposal was "to
-centralize reSponSibility for the administraﬁion-and coordi=
natlon of ‘community~-based servxces for patients released or
discharged to ;he‘communlty,-lncludlng family care homes, w36
Numerous functions or rgsansibilities:wene éssigneduto the
Commisgioher of DMH in order to centralize administrative
control over this program. - The Cdmmiséibner,has authorized
tos - |

1. Develop standards governing the operatlons
of a family care home;

2. Establish criteria for determining the
- appropriateness of referring patients to
family care homes and the public need
for such homes;

3. Establishing procedures for the issuance of
operating certificates to family care
providers:;

4, Prepare a care provider's manual regarding
the operation of family care homes; and



5. Develop a voucher system (how an advance
payment system) to reimburse care providers
for c¢lients' expenses related to clothing,
personal needs, and recreational -and,
cultural activities.

The Legislature, in passing the State Purposes Budget
for 1979*8@ (Chapﬁér S0 of the Laws of 1979), further cen-
tralized responsibility by establishing the program as a
"major purposes item." This is an effort "tO'enhance acs
countability of expenditure of funds™ for family care since
this change'will place administrative controls over the use
of'thé appropriation ana rEStrict.any.tranSfer of monies
‘into or out of the program to five pé=rcent.v.3"7 Any- such
trapsféré- also would be véubject ‘to: ‘the approval of thé
Division of the Budget.

In acCérdanCe with fhe provisions of Chapter 805, the
Central Office undertook tw0’major-efforts, theidevelopmenf
of a family care maﬁual,and the pECmulgat@on'bﬁ rules and
regg]atipns gOverning7f§mily care operatons. |

In August 1976).=a provider's manual was publishéd
containing information on topics such as: .

- The history and status of family care;

- Certification and evaluation;

- Acéepting an individual in'the’home;

- Activity programs;

~ Health care and nutrition:

- Transportation;
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- Civil rights.Of resiééhts;

- Record keeping; and

- Fuhding,’takation-andfiegal c0ncérns;
THis process led to the development of a staff manual which
identified, by subject matter, the leicies'ofithe Depart=
ment and persons réesponsible for ispecific procedures to
implement the policy. This manual, completed in Décember
1977, was based to a great extent on the newly adopted rules
and regulations regarding family care. The regulatons were
officially adopted on August 24, 1977. The final regula-
tions, Part 87, we&ebincluded in‘the staff manual, and both .
dbéuméntSVWEte distribuﬁed'nottonly-tdwétaff but were given
"to care prqviders as well.

Subsequent to the development of the Part 87 requla-
tions and the manuals, the Department, and now. OMH, has
gstabliéhed or proposed policies:6t§prQdidres in the fol-
iowtng.areas;'

-"Vducherihg.syStém‘for care providEf reimbursement;
- Respite and emergenéy:reSPite services:
- Personal care allowances for residents;
- FirEarms‘in'family care homes; aﬁd
- Travel expenses of cére providers.
However, although authorized by Chapter 805, OMH has not
»establighed placement standards for family care homes or

~defined criteria for use in determining public need for new
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family care homes.3® Also, the policiés and prééeaurES of
OMH relating +to annual inspgctions of family détE‘hOmés do
not comply with the,stégu;OrYV:équitements as enacted by the
Legislature. \Secﬁionv31.07 of ‘the Mgnﬁal»ﬁygieneVLaw speci-
fically requires that each provider with;anségefaﬁingucerti;
ficate, which igcluaeS' family"care,1 Se' inspected twice a
year. ©One of the two visits ‘must be announced. Although
two visits are to be made by facility 5taff;‘OMH d6es not
require that one of these bé»uﬁannGUnced133 |

| Cpaptet-ébs also reguired the-Dépi;tment%tb submit .an
annual evaluation report of the family care and témmunity
regidences ?rOgram,to the Gévérnor and t’h"e',I.'.egJ'.-v-_--,].’_a-t:_m:’ej;;.401
The»Deéattment; ana*nbw both the Office of ﬁéntal.ﬁealthband
the Office of Mental Réta:dation ~and .,nevel-.opm'en,__ﬁ‘al 1sa-
bilities, have submitted théir'aﬁnual\rqpovtsﬁto the Gover-
notr and Legisiature..fln its 1979 report, OMH repbrted the
follcwingvadministfatiye actions or-undertakingga

= The formation of a new Bureau of :
Alternative Living and Special Programs;

- A complete review and reconceptuali-
zation of the family care program;

- Holding monthly meetings with representa-
tives of Family Care Providers Association:

- - An assessment of the "level of:care" for
all family care residents; and

- A proposal to develop a pilot project in
Columbia County designed to -increase Medi-
caid funding, and to provide trained care,;
providers with additional reimbursement. :
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 Although the Legisiaﬁﬁre has reguired further admin=
istrative centralization, the OMH Family éare'hanualjand the
1979 ©OMH report -on fahiiy' care -and community fésidénéeé
indicate major aspects of the management of family care
still are 6eiegated‘to the regional offices>§nd the psychi=
atric 'centers. Central  Office remains téSpohsible for
"allocating and monitoring all family care expenditiires by

facility.“42

Regional Offiée,

The regional offices SétVe as a liaison between local
'manﬁgemenf andg service prcviders, and Centfal - Offices
.Duriﬁg the past year OMH has strengthened the role of re-
gional‘offices with regard to the family care program. The
regional offices are now responsihle for  the foilowingjmajor
functions.:

l. Certification = The regional offices are
responsible for issuing operating certi-
ficates {(as well as revoking them) based
on the  recommendations: from -the psychi-
atri¢ center and the local governmental

~unit.,  (The role of the local government
unit is limited +to assessing the public
need for any new family care homes.)

2. ‘'Periodic Assessment - Although the facilities
“maintain primary responsibility for visiting
‘and inspecting family care homes, the re=-
gional offices are charged with monitoring

the performance of the facilities by making
site visits on a sample basis.
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3. Fiscal Affairs = As previously mentioned, the
Central Office is’résponsible.for‘allocatlng
and ‘monitoring family care expenditures.
However, the reglonal offices have assumed.
respon51b111ty for monltOtlng the . financial
aspects: of famxly care at ‘the local level, 43
HoweVer,b the Western New York Regional Office is
principally concerned with certifying family care homes and
does not monitor the performance of BPC or analyze local
expendiﬁures. The principal reason for this, as cited by
‘the then'Actihg Regional Director, is the lack of an ade-
quate'staff.' Although each regionushould have a Family Care
Coordinator to serve as 1iaisdn.to-centra1 Office, and to be
fully informed -about family care matters and ‘policies,44
responsibility for famiiy' care is divided among various
program analysts who are réépbnsible for 'moﬁitoring all
services within a given geographical boundary. This staf-”
fing pattern can provide an overview of the services in -an
area and may be used to encourage greater coordination_amohg
service providers. The scope pf:reépOnsibilitiés_is exten;
sive and the reshlt,can‘be poor monitoring of ?rogramsfwith
a low priority. Tﬁis was evident when a prqgram‘analys; in
the Regional Office acknowledged that she had neither
visited any family care ﬁomes nor used ‘any system of checks
while reviewiﬁg applications for family care operating
certificates, |
As part of its review of applications f0r‘opera;ing
certificates, the Western New York Regi&nal Office should

receive from each local governmental unit an assessment of
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the,pﬁblic‘negd fof'the family care home., The local govern-
mental unit, which is the county mental hygienefagendy,.is
charged by law for performing this futhibn,-a&énngith,ﬁhe:
health systems agency and other area mental hygiene plaﬁniqg
agencies. s -re,qu}ired in  Section 31 .'.2‘3’9 of the Mental
‘Hygiene Law, this rEViewimust considetﬂtbé availability of
other facilities which may serve as an ‘alﬁernatjveg the
.adeguacy -of financial resources and sources of fﬁtﬂf@ re-
-'venu:e_,,' and the public need for the program, -and that no
action may be taken contrary to the advice of the health
.5ystems ageﬁcy, unless it is afforded an opportunity to hold
" a public hearing. “

In response to(this'legislatiqﬁrreguiring:a review of
publiC"heéd, Buffaip- Psychiatric Centét -estabiished’égn
internal policy to prevent the gggpﬁyai' pﬁ,,témily care
homes in VC,Qmmu_nit.ies saturated with such community-based
prbgrams, 'The BPCvpolicy;preclpaeﬁ Ehezmopening~qf an urban
home within_a two block radius of an eXistiﬁg family care
home or community résidence,,cr, in rural settings, within a
qua;fer of a mile."®® Althohgh BPC hBS%aevelQpea_a‘Stan-
-dard for its own review of family cafe applications, no such
standard has beeﬁ'promulgatea'byrthe~éommissioner of OMH by
which to guide the counties in making this evaluation.

Based on interviews with the Erie County Department of
- Mental Hygiene, there éppearS*tovbe a lack of coordination

between the Regional Office and Erie County which further
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limits the .efodtivéness of the certification ptocess.
Although Etie Céunty is sent a ‘standard form on all pro-
- spective family care homes, it is not able to properly
review potential saﬁuiatiop.- This is the result of twob
factors, First, the - Reg1ona1 Office has not subplled the
local governmental unit with an updated list of all family
care homES'to be used in assessing thevneeé_fdn the,prOROSed'
residence, Second, the need analysis is limited to post- .
1978 fémily caréthmes, thus,aV6iding-a réview gf"previéusiy
tertified homes whiéhvmayrbe located in 5atufated neighbqr—
hoods., The "™grandfathered" homes atre unaﬁfectéd>’by this
reviéw process. Even though thié process has added up to .
three or four weeks in ‘the prcgessing nfbfamfly care ap-
‘?liéations: its usefulness ié limited by these factors as .
well as by the Régional-Office's perpéptiﬁh-that B?C would
hbf>?écomm£hd the approval of any home which would be inap-
propriate. ,

The result 1is that the RQQLOnaL office is ﬁependent
upon-thebpsythiatric center staff, and in essence, hés’delé?
gated 1its manégement reSpdﬁsibilities to the fééility.
~Thls reliance by the Reglonal Office upon the psychiatric

cénters was explained as follows:

"The staffs of +the individual psychiatric
centers are seen as adjuncts to the Regional
Office in terms of their information-gathering,
assessment .and vrecommendation functions, In
view of the magnitude of +the Wéstern New York
Region, both in terms of the geographic size
and the family care programs, it is both neces-
sary and desirable to have many of the initial
review and evaluation functions ‘performed by the
psychiatric center family care statfs."47
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As noted by the then Acting Western New York RegionAL
. Director, :the' ability of the Regional Office to properly
oversee the family care program, as required and expected by -
OMH, is impeded by the lack of adequate staff. Withoﬁt suCh 
stafﬁ; it is 1likely that the Western New York RegiOnél
office wili cpntinue to rely upon BPC to properly operate

and manage the family care program.

Pacility Administration

‘The psychiaﬁric centers are Tesponsible, in general,
for the day-to-day operations of family care. In most
facilities, a central Family Care CCOrdinator is assigned
.the administrative funCt;Ons of familyvcare including ‘te-
cruitment of -care prcyidérs,rt;aining, and safety inspec-
tiQnS}gwhilé the c1inica1 management of the program iﬁvolv-
ing such tasks as client placement, supervision of care
prOVIBers, -and medicatién_ management is provided by ‘the
QéOQraphi¢ treatment teams.

In terms Qf éafrying out the administrative aspects 6f
fémil§ care, each Facility Director is required tO'ﬁpPOint'a
?amily Care Coordinator who is reépdnsibleAfof.establishing
facility-specific policies or,prOCedureé. Included among
‘the policies are:

o ,Ebfming a Family Care Advisory;Committeef

- - Inspecting Family Care Homes for com~

pliance with Department regulations, and
recommending approval/disapproval to’

Regional Dlrector for operatlng
wertificates;
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-  Developing adequate and appropriate
allocation of staff and support
monies for residents in Famlly
Care. 48

The:Pamily-cafe Coordinator also is responsible for:
= .Ensurlng that the policies and’
‘ procedures of the facility and
Office are distributed ‘to all
famlly care providers;
- Maintaining a review of ‘family
; tare vacancies and the character-
istics of family care providers
and homes; and
- Making arrangements with other
- facilities for the sharing of
family ‘care homes.49
However, in r'-evl.,e;wl‘.ng» the operations and polices at
Buffalo Psychiatric Cﬁnter,,adminrstratiﬁzﬂrespbﬁSibility ig
ot assigned to the facility Family Care Coordinator, but to
the Unit Chief of thée respective geographical team. The
Unit Chief, in turn, relies upon the family care coordinator
to oversee the operations of the program. This assignment
of -administrative or regulatory responsibility to ;he-clini—
cal  team was documented in a BPC memorandum regarding in-
spection of family care homes.
"It is the Unit Chief's responsibility to
- see that each family care home under ‘the
general supervision of his unit is in-
spected as required by law. The law also

indicates that inspections may be madeg,
more freguently as deemed necessary."”



"Thé Institutional Family Caxe.éoordi—

nator is available to provide consulta-

tion and assistance to staff .of the

units. The role of this centerwide

coordinator is a supportive one. The

responsibility for seeing that aporo-

priate inspections are in fact made

rests not with the Coordinator, but

with each Unit Chief."5l

The policy and procedure manual for facility staff

requires that in making these evaluations, the home muast be
inspected for safety and'quélity;sz' Based on a review of
family: care home records, the safety inspections had gener=-
ally been conducted, but in many c¢ases there was no indica- |
tion that even a yearly evaluation of the quality of life in
the home had been made. Undoabtedly, one of the contribut-
ing factor's to this problem is the lack of an appropriate
~evaluation instrument. The form which is used for this
purpose is the form designed for the initial home inspection
in the certification process. (See Appendix L for a copy of
this form:) Since most of the guestions on this form bear
little relevance to identifying deficiencies of care and
treatment, it is not possible to obtain a view of the effec-
tiveness of the provider and home in- the ciient's treatment
.program, In light of this, BPC staff have developed differ-
‘ent instruments to evaluate the quality of the homes. At

least three different inStruments have been or are being

used by BPC and the family care teams. The North Unit uses
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an outline form which reguires staff to evaluate or describe
t@évphysical appearance of the_homé; the fype of care (cus-'
todial or active), 'caré provider-staff relationship, and
care ‘_prov_.ivc}e;f—-pa"c__:i-'e.nt,, relationship. (See Appendix M.)
" In co’ntrasti‘nt’e'th;iS narrative type of evaluation, the
Geriatrics Unit' usea a detailed form which reguired the
staff to,ra;é ccnditicns as good, fair or poor. The major.
categories covered by this evaluation fotm_‘included the
gener;1 ¢ondition. of clients,-medicatidn.precédurgs;-UUtri--
tiQh,"»ciient aCtivities, condition of the home, and. care
provider aftitude toward clients -and tﬁe family care team,

The third evaluation format wasvdgvg10ped by the BPC
Famifi Care Coordinator., The form, a checklist of the home
cdnditions,' was used only in 1977 when a review of all:
family care homes was made by the'BPchamily Care Coordi-
nator. (See Appendix N.} This survey represented the on1y
cémprehensive,binthUSeA*evaIuationr of family cara  which
actually resulted in the identification of problems in the
homes. Unfortunately, BPC ;ggofds=indiCated;that the family
care téams did not require any correctivé action to be taken
" related to the deficiencies cited,

The 1977 evaluation demonstrated that problems existed
in the homes which were not being identified by the family
care teams. Unannocunced visits by Commission staff identi-
fied further problems not previously cited in the 1977

evaluation or by the family care teams. Over 75 percent of



the homes visited by Commission staff had rp;:bbl-_e.m-g tve‘qui‘ringﬁ
correction. The deficiencies found included clieﬁtgseqref
gation, imprqper ‘storage and édm;hiscration of medicine,
vina;déq;ua_te living S,p-écje. and poor: living conditiotis, includ-
ing inadequate heating and filthy client Iivingvareas in=
‘fested with cockr&aches, ipéoﬁsistent supervision by care:
providers, purchasing of own toilet paper by clients, care
pravrﬂéfs rot providing snacks,Aandano smpké detectors. out
6f the homes identified by the Commission with such prob-
lems, only one home was identified in the records by BPC
Cfamily c&reIStaff»és;hgving,any proﬁléms, In this case, it
‘was not even the efforts of the family care team, but an
ahgﬁymous phone ¢all to BPCvand'cqmpléints made by a rela-
tive of a client in the home which resulted in the home
being inspected for possible deficiencies.  The records
maintained from the 1977 BPC survey »indiéated that this
effort: was much more successful in identifying ptobiéms
than~the'yéariy evaluations and monthly visits made by the
family care teams. Nearly half of the homés identified by
ﬁhe,CommiSSion as having.deficienciés were also nofed in the
'1577 BRPC Fémily Caré_Céordinatot's*evalﬁation.

As .nofed ‘in the policies and. procedures  of” Buffalo'
Psychiatric Centef, the administrative "responsibilities
assigned to the Family Care Coordinator are 1limited to
approvihé, respite reduests made by care providers, arbi-

“trating cross-catchment placements when the respective units
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are unable to reach an agreement, and iﬁﬁo:ming unit family
care coordinators of new BPC policies and reminding them of
their Presént responsibilities. This deténtfﬁlizétion‘of
administrative responsibility within BPC is'-&emoﬁstrat¢d
further by the absence of the reguired Family Cﬁré %dvisory
Committee. | : |

The lack of aaministrativeﬁtesponSibili%g.and authority
of the BPC Family Care Coordinator also was noted in an
asseésmeﬁt of family care bg,the Western New York Regional
~ Office. In théir:répQrg, it was fédommendea-thaﬁ there be
"(more)-‘frequenﬁ and ﬂclogér"supervrsibn: by the faciiiiy
family care coordinator of the Unit Family Care Coordinators
and theii programs” and ‘that 'V(ihCréésing)»_ﬁhé= level and
intensity of these rélationships would result .in greater
program uniformity and a.-hidher level of service deliv?
ery;“53 ' |

Given ﬁhe iaCk»of any me@ningﬁulv¢VerSight of family
care by the Regional Office, and the performance of the
family.~care -teams, the need for a 'functiﬁhai "in-house"™
administrative.unit is crﬁciél. Such qntadministrative.unit
could assumevsdch regulatory functions as initial ihspec-
tioﬁs, home evalpations ’aﬁd investigatjon of cohpiaints.
The BPC Family Care Coprdinator'wéuid Seem to-be~an-appro—v

priate person to be assigned such functions. However, with
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such new authority, additio.n'a_lv:staiff would be needed \tb’
properly regulate and administer the program. Failure to
separate these distinct functions will require the treatment
teams ‘to continue to be responsible for administrative and
clihicailmanageméﬁﬁ.funCtioﬂs; This situation presents the
inherént Cf.é'nff’i’;iiic.ﬁ of regulating oneself. A’Sv'nOte..a by OMH,
such- decentralization of family care_r§quires'direct;care
s,t:af!f on the t‘.'re_,aa_tm‘-é‘_n.t ynits to. manage: a‘l,i aspects df the
family care program for which .they cannot be expected to
‘have all the _ne‘:ess&ry skills. 54

Although administrative oversight would no doubt. be
improved by establishing a regulatory unit within the facil-
ity, further centralization of the pr;.og-:vam should be made by
‘establishing the required Family Care Advisory Committee to
discuss problems and needs of family care providers and
identify possible solutions. Since BPC had not formed this
committee, RO forﬁal mechanism exists for the care providers
to communicate regularly with the administration at BPC.
The facility should establish such a committee in order to
begin 6 idenfify facilty-wide problems related to family

care ‘as well aé‘pdtential solutions.
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Boards of Visitors

Although Chapter 805 was designed to improve the admin-
ist:ation‘ahd strengthen the regulation of thé family care
program, one unintended consequence of this leg{slation was
removing the jurisdiction of theiboafdsuof visitors :ovetr the
homés. This elimination of independent bVérsighﬁ resulted

from the _1ﬁcenSing‘ of family care homes by thé;“Centrai
Office, which technically remﬁvéa the program from being
diréétky'opereted by the psychiatfic cénpéf; Since Section
7.33 of the Mental Hygiene Law limits ‘the authority of the
board of visitors to visit and inspect the psychiatric
center, the family care homes are légally"off;limits* even
though the reésidents are patients of thezfatilfty;

_ Based on the findings of the Commission at BPC, it is
clear thatzinbreaSed.and indePendent oQgtSighigbﬁ the fémily
care program is essential to improving the‘éfogram.aﬁé the

quality of life for its residents.

Recommendations

1.  BUFFALO PSYCHIATRIC CENTER SHOULD IMPROVE ITS
ADMINISTRATIVB OVERSIGHT OF ‘THE FAMILY CARE PRO-
GRAM BY TAKING THE FbLLQWING ACTIONS:

A. BPC should establish a centralized:administra:ive

unit, under the direction of the facility-wide Family Care

Coordinator, responsible for such function$ as recruitment
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and initial certification surveys, recertification and home

inspectionsg, including monitoring the correction of defi- o

ciencies, investigation of complaints and documentation for
decertifying family care homes.

(Commissioner Prevost responds: A centralized
Administrative Unit was established effective Maf, 1979, and
further expanded with the appdintmeﬁt of an ASSisfant to ‘the
Centerwide Coordinator. It is éntiéipated that by central<
izing the responsibility for recruitment, cross-catchment
_platemenﬁs, safety, monitoting, program standardization,
care ‘prbvider and staff training, that the gquality and
effectiveness of the family care program will be signifi-
cantly improved.) |

B. BPC should promptly form a Family Care Advisory
Committee as required by OMH.

(Commissioner Prevost responds: In 1976, BPC
developed a Family Care Advisory Committee composed of
providers, commuhity citizens, and BPC staff. This com-
mittee wasvfeplaced with group meetings which the Geognaphic-
Units have been holding with their Providers. These meet=-
ings, although held sporadically prior to the investiga-
tion, are now being held on a bi-monthly basis. In addi-

tion, at the request. of the providers, a facility-wide
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meeting is held every 6 months, and more often as necessary.
vThe Office will require that B?C again establish a formal
Advisory Committee with representatives ‘elected by the
Family Care Provjdér Group, and that this}be in place by the
middle of November.) _
2. THE WESTERN NEW YORK REGIONAL OFFICE HAS NOT
ADEQUATELY SUPERVISED THE PERFORMANCE OF ch‘é
‘FAMILY CARE PROGRAM. ADDITIONAL STAFF RESPONSIBLE
FOR MONITORING PROGRAM PERFORMANCE NEED TO BE
'SSSIGNED TO THE REGIONAL OFFICE IN ORDER FOR IT TO
HAVE THE'CAPABILITi"of RANDOMLY INSPECTING FAMILY
CARE HQMES'. WITHOUT ADlr)vITVIONAL STAE‘E_‘ THE REGIONAL
OFFICE WILL REMAIN DEPENDENT :'UP?JN THE FACILITY'S
ASSESSMENT AND WILL NOT BE ABLE TO EFFECTIVELY
SERVE AS A LIAISON BETWEEN THE CENTRAL OFFICE OF
OMH AND THE SERVICE PROVIDERS IN THE REGION,
A. The Western New York Regional Office should desig-
nate a Regional Pamily Care Coordinator as specified in.the
VOMHA 1979 evaluation report “on Community Residences and
Family Care, |
(CommiSSioner Prevost responds: During the early
'Spring 6f i9-79, the Westérn New York Regional Office ap=-
pointed a Regional Family Care Coordinator. Over the past
five months, the Regional Office's involvement in the BPC
Family Care Pr’og‘rram and in the rest of the Western New York

Region has c¢onsisted of the following:
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(1) Monitoring of the BPC Family Care Program has
been ass;igﬁéd to the Regional Office Family Care Coordi-
nator. _

(2) Additional staff have been édded- to the
Regional Offiée, to augment the ‘office's capacities in the
areas: of tértificaﬁiﬁn and inépectioh. | |

‘{3) A Regional Famiiy Care Couﬁci1 was estab~
lished in June 19791which includes representatives from fbe
five adult centers and the one children's psychiatric center
within the*westernvﬁew York Region,
| With Ehé enlarged staff at the Regional Office,
- the significant reorganization and re-emphasis being given
to family care by Buffalo Psychiatric Center, as well as the
othef facilities within the Western New York Region, the.
:Régional Office is developing the rapaéity-to_fulfill igs
résponsibilities and provide- liaison fbetwéenv the Central
Office of OMH and the facilities 'of the _rf_eg”iaon;_)' v

B The Weﬁ;e:n New Yprk Regional Officélshould clarify
'its procedures for involving ibcal gbVernméntal. units iﬁ
determining the néed for family care homes and saturation of
‘héighEOIHOOdS.

(Commissioner Prevost respo;ds: Beéause of con-
cerns over the deinstitutionalization practices of the past
and the proliferation of alternatiQé living arrangements,

within certain neighborhoods Qf‘thé City of Buffalo there
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has been a. moritorium oh the opening of»knew-,ﬁahily care
homes. This agreement was arrived at through’ the partici-
pation of the local gqveinment unit, the State legislators,
and the DepartmentAof'Mental_Hygiene; The Regional Office
of OMH has strictly adhered to the spirit and letter of this
agreement .
The ’Do't-ioﬂ’n of "'S'-atu-rﬂ.a‘ti‘o,,n.-":' - as: \a:p'pll-ied to the
-family' care 'pfogram.'is,,basrcally‘:repugnant‘ to OMH. It
duggests the notion that having a former patigntgreSident in
“one's home is a >neighbérﬁood' liabiiityﬂ For hundreds of
geafs=up to 50% of all hbmeSiih Geel, Belgium\hoﬁsed the
:méntally i1l without stigma. ‘The qga;itygbf dare commission
is EautiOned to avoid .credtioh of unhecessary stigma,
| Awith fhe‘establishﬁent of the newly formed Opera-
;rdns council, it wiIlibe~smggested by OMH that the issues
bﬁ.néed and saturation of neighborhoo&s for all alternate
;care'setﬁings be considered and that fébpmmendations’by the
Council be provided to the Regional Office_ for improving
current procedures.)
3. ALTHOUGH ADMINISTRATIVE RESPONSIBILITY IS PLACED
UPON THE REGIONAL OFFICES ANDiPSYCHIATRIC CENTERS,
POLICY SE%TING‘FUNCTIONS SHOULD REMAIN UNDER THE
JURISDICTION OF THE CENTRAL OFFICE, HOWEVER, OMA
HAS  NOT  ESTABLISHED CLEAR AND PRECISE POLICY
STANDARDsiTo GUIDE THE OPERATION AND ADMINISTRA-
TION. OF FAMILY CARE IN THREE AREAS SPECIFIED IN

THE MENTAL HYGIENE LAW,
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‘A. OME should establish placement standards for family
CérEq» as authorized by Section 31.04(a)(6) of the Mental
Hygiene Law,; to ensure that the'initial>referral of a pa-
tient would be to the most -appropriate CQmmuni§y living
arrangement.

{Commissioner Prevost responds: The placement of
an Oﬁﬁ client from an inpatient unit to the "Most appro-
priaté“ community living artangement is guided by the fol-
iowiﬁg thsidefagiQns:' (1) patient does not require care
and treatment és providéd-within ajpSYChiatric center set=-
tiﬁgf (2) he/she is not capable of functioning in an inde=
pendent environment, and (3) the rénge-O£ avaiiabie commu~-
hity living alternmatives. These?and'othéf standards under
.stmdy will be described in ﬁhe new :egulations.

.FuftherJ the hoiding of a discharge fplanhing
conference including representatives from the local govern-
ment uhit, and the local agencies‘(mental heaith}‘social
services, etc.),heips to ehsure that the most appropriate
éommunity living placement is béing made, At the same time,
the Office recognizes that there are weaknesses in the
currént system and between now and the end of De;ember‘the
Bureau of Alternative Living in the Office will be more
clearly defining the continuum of Housing (including family

care and communiy residences) 1in terms of levels needed,

numbers of residence requiring each level, staffing patterns



and client needs., A type of Utilization Review System to

ensﬁfe that the level of care and length of stay is appro-
prif.a.te- and V"d'de‘s not  exceed an i‘rjdividual‘s née_dsr will be
developed.)

1. In order to foster the moéément of residents
currently residing in family care to more indepeﬁdent living
arréngements where it is deemed clinically‘apbroﬁriéte,VOMH
- 8heuld ‘examine the-'feasibility of establishing a demon=
stration program which ;ould provide incentivesrto family
care providers fbf preparing residents for such placements.
sich a program  shonld contain appropriate safeguards to
prevent abuse.

(Commissioner Preévost responds: A demonstration
project in the area of Personal Care and Family Care is
being developed at Pilgrim Psychiatric Center and a site to
vbe détermined in the Wesﬁern Region of the State in Fall bf
1979. The survey designm will include an evaluation of the
effects of Personal Care on ﬁhe isolétipn of clients, ‘the
completion of physical examinations, the adeguacy of medi-
cation storage and the movement of clients to appropriate

regiaential settings., The pilot in the Western Region will

also test the feasibility of providing funding and other

incentives to family care providers to prepare clients for

‘more independent living. The,Divisionvof Budget hHS‘Qrant—

ed us preliminary approval of our’plans.)
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B. - OMH ghould define ¢ritetia ‘for determining tﬁé
pﬁblic need of family care homes &s a@thotiigd by'Section
31.04(a)(7) of the Mental Hygiene Law.

(Cdmmiséidnet Prevost respondss ‘Thé Office $ﬁpfh
‘ports this Recommendation and - as. outlined in the :abo?e;
response is presentiy engaged in a ‘process to ‘deﬁerminé
placemeﬁt standards and the mneed for all levels 0f-h6ugigg
along the continuum. This pl&n-wiil be specific by geo-
graphic area and preliminary estimates of neéed have already
beén developed fér New York Citys)

€. OMH should -nefiné its standards governing the
inspections of family care homeé‘by:

1 Médifying 1tS'pr0ce&ures to réqui;e that at
least one of the home visits be unannounced; and

{Commissioner Prevost feSands: The'acOndftidns
attendant to the inspection of family care'home§ aré ﬁ6£§§
within the Manual for Family Care Providers; August 1976
(see Paqé 8). There has been, since the issuing of this
manual, the fe’quvi.rement that there be at least semi-annual
inspectiohs with a minimum of one unschgduled visié a year.)

2. Developing an appropriate'stanaafdized form
which would rmea,suré .the quality of care in féhily care
homes, inciuding such specific items as where 'residéﬁts
Spend their leisure time,,reétrictions imposed on cliéhts,
such as lock-outs, availability of snacks, and any limits on -

visitation by family or friends; The form currentIy used to
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measure qu}a»lj’ity of care is inap'p_'r:c.)p-ti*a'te and has resulted in
‘thé development of alternative evaluation forms at BPC:-
| (Gommisaioner:Prevost responds: “The' measurement

of the qué'li»t},y of care in family care homes, within the
field of mental health alongl with other areas of human
s"e"r.".v'i‘ce_-, re_pre,sen»ts. a majvor- challenge and one to which a
significant vamouﬁt; of effort has already been allocated.
There is full agreement that am improved 1eve; of consis-
tenqyi(standardiéatiOn) for measuring family care quality
éhguld be gs&ablished, With the §romqlgation of the hew
regulations, wfitten in acordance with the JCAnguidelinési
an evaluation tool is being deveibped.to»measurg the levels
of éOmpliance of the family care home with Ehé‘standérds-s&t
by the Office 6f~Ménta1 Health. These indicators encompass
all areas of life in the famlly care home and the meéasure=
‘ment of compliance will provide an indication of the qualxty
of care: wlthln the particular home. The Office is very much
intgrested in using the expertise of the Commission in
helping us devﬂeﬂlop these instruments,)

s, THAT LEGISLATION PROPOSED BY GOVERNOR CAREY (S.
6299-A, SENATOR PADAVAN; A.8190-A, ASSEMBLYWOMAN
CONNELLY) TO PROVIDE A MECHANISM TO PERMIT ‘Bo’ARnsf
OF VISITORS TO VISIT AND INSPECT FAMILY CARE HOMES
AND COMMUNITY RESIDENCES BE ENACTED.

(Commissioner Prevost responds: The Office supports

Senate Bill 6299-A introduced in the 1979-80 Regular Session.)
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CONCLUSIONS

A Family care is an important pért of the State-mentﬁl
he?lth system., Family care prévide:s serve as a valuable
resource in;prbvi@fng economical lodging and boarding in a
less restrictive environment than a State institution.
However, many of fhe State's expecxatiOns;of this program
.appear to us to Be either uhdnly optimistic or unrealistic.

First, and rfdndameﬁtally; it is unrealistic in most
cases to exééct that the,délicate and personal relationships
within a family will adaﬁt ‘to the addition of new and
iunfamiliéf ‘members, especially pgrsohs who are mentally
disabled. This is particularly the case given the limited
_ability of the family care progtams at»BPCAﬁo match clients
ahd p:oyidgfs. Th&t so many of the cliengslin oﬂt éample
were segreated from the‘fémily is ﬁot so much a reflection
upon those who provide the care aS=upoﬁbthe concept. Part
of the reason for the fai1ure of the concept of this simu-
lated family is that there are nod readily apparent tradi-
tional family roles for an adult_mental_patiént in a familyx
'Elderly élientS'may be integrated into a family in the role
of a grandparent, but the general tendency is to treét adult
clients, who require more attention and;supervision than
non-clients, as children, creating an »énvironment which .

differs significantly from normal family life.
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Second, just as it is unrealistic to expect integ;atibn
of most c¢lients into a family,~s¢_too.is 1t unrealistic to
expect’fahilY'Eafe providers to act as staff to the psychi-
atric center ahd provide skilled care to the clients,  This
is not intended és a condemnation of the providérs, many of
whom have both thé desire and the -ability, if"propgriy
tfaihéa and supervised, to»peffbrm these functions.

third, it is apparent to us that this program'wiil be
unsuccessful in serving its purpose in providing a transi-
tion for clients from the hOSPitai to more autonomous 1ivin9
unless theré are community placement "alﬁternajtivze's offering
more independence. o ’

?ourth, even assuming the éreat{on of an integrated
network of'.communityb.placement altérnatives' that form a
continuum of care from thé'instituﬁion tQ independent living
in the community, whe:evappropriate; itVSéems t6 us essen-
tial to eStablishvincéntives fbr family care providers to

'help clients reach their full potential, even wheie it meaﬁs
leavinig the home. Such a diSchafgermusthe viewed as a
success, and rewarded as such, rather  than beingvperceivea
as a failufe for which the provider is penalized either by
the loss of income or by the burden of integraﬁing a new’
person ihto the hqme, Clearly, such’é system of incentives
will need close monitoring of the qdality of proposed dis-
chargesv to prevent dumping of clients from family care

homes.
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NEW" Y()Rl- STATE
OFFICL OF MENTAL HEALTH

AT ERINOST M Corimitanne:

September 25, 197¢

»r. Clarence J. Suncéram

NS, WSS o 5T

Comzissicn -on Quulity of Care
Tor the Mentally Pisabled

St washington Avenue

“itaryv, Nev york 12210

1 am submitting for your review my response to tht “Lalxtv of Care
iszion drart report on the family care program 2t Buttals Psyc chiatric

As vou know, I reguested this investigation ke cnnducted hecause of
concerns dbout the family’ care program at Buffalo Psvchiztric Center.
ace e neginning of your investigatiorn, OMil staff have engaged in an in=

o review and improvement effort statowide, and the rcoport which the

Comiissiol has preparcd will prove helpful to our onpoing efforts. However,
1 weuld nope that your final report will more accurately acknowledge the
Fact that we have made some major management changes in our family care and
crlior alternative 1iving proarams which have already produced o majority: of
the changes uhnuh both of our staffs apree were necessarv. For example; the

i Yowing medsurss have already been taken to 1wprove the fam11y care -prograf
av butfalo PS\CHlO;TlC Center:

1) The fomily care program has been cc1tr“112ed to provide for
increased accountability and econtrois.

)
-

A-new family care :ooraxnntcr.haa teen. appointcd.

) N

i! A refienzl fanily cdre coordinator has been Zppaintea by the
WESTETrN el Yarx hegional {ffice.

4)  Family care provider mectings are regularly held with stafr.
S:7 A tra.ning orogram has been developed for family carc providtrs;
5y & training program has bren developed for family carc sta‘f,

» A new procedure. for énsurieg compliince witn firc safety
standards lLzs been developed.

3} Thc Prohlem Oriented Medisil “ocord System is heinr, developed
at Buriatu Psvchiatri¢c Ceater:

SiHoiland Avenue, Athan Seew verk 12229
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9) Medicavibons are stered in locked cempartments I the tami ly

care hone:.

) Moathly visits dre mandated.

tnd ral Office staff hﬁyt.al<o beerl auditing other

1r;g“"m§ the svdie, dand caclh of the xc Rezional Officus

"'xreh-.nn ¢reports on family gave 'xr.'mr;., “in thr“.r refiong.

cseveh Tagilaties huve Deen ited by Centrui Office statf in

A muntus. A5 ; rERUIt of ot estigations, we ‘hive made numer-
1lows .

1) New family care scordinators have been appointed 2t somc
facilities.

.

I Family . care unirs are beingecentralized.

4} An intensive: traiming program; t¢ ‘begin ‘on September 27,
ras beeh devéloped for family care provxders

( xnd_n more s*r‘ng»n‘ certzf.cat1cn p*oc~nure, 'equ1r11g
fee tovizit 10 elall homes ‘1o be certvified. These regula- -
o drofe phose, and T would welceme your staff's reactions and
¥oRg an thys area. ‘

Although a majority ‘of the itens. in vour répoft cboitt the Family Care
Frogram at Bnffale Psyvchiatric Cehicr Have long since been reviewed ‘and
corrected where indicated, ongoing attention will be given to those defi-
ziencies still outstanding,

Your staff is to bSo commended for their diligent whrk, and I thank you -
Tor 2 most comprefensive report. .

Sincerely yours,

“James 4. [rovost, M.D.
zttackment - Commiissioner
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Recommended Esvchiatric Environment?®

Intehsive‘bsy;hia: ig - Rehabilitative
Treasment Center Psychlatrlc
' -nv1ronment

Skilled Nursing T
“ac1 Aty | 1o 7 ! q
[ &
fealth Relatad | \ !
Facility : 9 l 6 ' 3
1 o I
Supervised | i
l .
Incependent ‘ o :
Living ! 8 3 | L
| . M
Level Déscription
COMMUNITY RESIDENTIAL SETTINGS For Cllents who ‘do not manifest a
(Clients who do not reguire con-  hazard to SElVes or to others
tinuwous psychiatric care are and whose ° tal condition does not.
placed in: levels of care one to 5er10usly lnterfere with their
four according to their functional capacity and/or social
functional needs.) competence. Such clients do not
require - continuval psychlatrlc .care.,
and may or ‘may not receive treatment
as pjychlatrlc outpatlents within the
 setting accordlng to their
. Although these ¢lients may
. - not be completely free &f symptoms,
any problemmatic behavior they
rmanifest. does not differ significantly
from that of clients usually served
within the following levels of care
located in the community.
1. Independent Living : 1. For clients who are able to meet
» their own personal care needs lndepen-
dently without supervision, and to
marage their own affairs living alone,
with family or with others in con-"
gregate guarters.
2. SUpervised’Care Facility T2 For clients requiring limited

assistance and supervision in personal
care. Includes Private Proprietary
Hcmes for Adults, Halfway Houses,
Quarterway Houses, Hostels, Family

Care settings, and Community ReSLdences,



Level

3.  Health-Related Facility

4.  Skilled Nursing Facility

R~hnBILI TTVL PSYCHIATRIC
EhVIRONMENT '

{Patients requiring fehabili-

tative psychiat,lc ‘care are.
placed in levels of care five
to seven adccording to their
functional needs )

5. ‘Rehabi
Env1ronment/5uperv;sed
Care Unlt

6. _Rehabllltatlve Psychlatrlc

an;ronment/lntermedlate
Care Unit

~d

Environment/skilled
Nursing Unit )

tative Psychlatrlc

. Rehabilitative Psychiatric

{Page 2 of 3)
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Descrigtion
3. For cllents requiring 1nterm1ttent

nur51ng services of 4 sSupportive;
restorative and prevéentive nature (€.g.,
'phy51cal assistance with bathing,
dressing, feeding, or toileting), whic
go beyond room and board, but are less
comprehen51ve than those received i
skilled nur51ng facility.

4. For patients requiring 24- hour
skilled nursing care and supervision
because. ¢f chronic and/or acute somatic
illness and -a néed for skllled ‘MUrsing
services related t& lnpalred self care
ability.

For patients with mental illness which
does not constitute a hazard to self’

or -otheérs, though it sericusly 1nterfnres
with fuhctional capacity and/or the
speial ‘competence of self, or whose
behavior is intolerable byvpreriIing
community norms--a 24~hour inpatient
‘setting staffed to ptovide coritintous
‘rehabilitative psychiatric care,
superv151on and treatment 1nterventlon.

5. For patiénts reguiring rehablll—
tative psychiatric care plus llmlted
assistance :and supervision. in self
care activities, for whom skilled
nursing and medical attention for
somatic problems is -uUnnecessary.

6. For patients reguiring rehabili-
tative psychiatric care plus intermittent
nursing services of -a supportive,.
restorative .and preventive natLure (e.c..
physical assistance with bathing,
dressing, feedlng, ~e c01let1ng),

which go beyond toom and board, but

are less cnmprehen51ve than those
received 1n d skilled nursing facility.

7.  For patients requiring rehabili-
tative psychiatric care plus'24—h0ur
skilled nursing care and supervision
because of somatic illness and a need
for skilled nursing attention, combined
with major impairments in self care
abilities.



Level

INTENEIVE PSYCHIATRIC TRE‘“M”NT

CENTER

{Patients reguirinc rntengive
psychiatric care aré placed. in
levels eight through- tén
c¢erencding con their functicnal
congition.)

8. intensive Psychiatric
.*reatment Center/
oJce**‘seA Care Unit

9, Intensive Psychiatric
Treatment Center/
Intermediate Caré Unit

10. Intensive Psychiatric
Treatment Center/
Skilled Nursing Unit

*Source:
of Care Survey,”
August 19, 1977,

~107-

"The Assessment of Patient Needs:
Bureau of Program Evaluation,
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Appendix B
Description,

For patlents with mental illness
nece551tat1ng intensive observa-
tion, supervision, and treatment;
indicated by the. presence of flerid
¢hiatrie symptcms ‘O ‘dangerous-
ness to self, others, or property,
;comb;ned w;th impairment of func=
tional capacity to fulfill appro=
priate social roles.

8. For patients requiring
intensive psychiatric caré plus
1imited assistance and. supervisicn
in perscnal care.

9. For patients requiring
intensive psychlatrlc care plus
intermlt ent nursing services of
a suppor ive, restorative and
preventive nature (8.9, physlcal
assistance with bathing; dresslng,
feeding, or toileting), which go
beyond room and board, but are
less comprehen51ve than those re-
ceived in -a skilled nursing:
facility.

10, For patients requiring in<
tensive psychzatrlc care plus
24~hour skilled nursing care and
supervision because.of physical
debility due to chronic and/or
acute phy51cal illness. 1IV.

‘Description of the Level
DMH,
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March 27, 1979

br. Ra’ph Michensr
Direster

zuffalo Psych_atrlc Center
509 Forest Avenue

zlo; Naw York ;4213

Dear Dr. Hichener;

During the .course of this Commission's recent review of
Buffalo Psychlatrié Center family care hories, several problems in
‘the area: of nedication practices have been ctserved by our staff
wnich ¢all for ydur attention. :

_ The €irst issue involves the North Unit Pamily Care Team
anu the: £act ‘that pbysicia“e' orders =- on tre ghysician ordes
sheet (form 89-Med) -- are not signed or coungersiqned by physi-
‘ciare. lurses on the unit havz routinely been signing these '
oruers aﬂd, prior to six months ago, social vworkers and therapy

ides alsp rewrote the menthly orders and signed them. On tha
:Lne anit, lithius anG antxconvulsant blood levels are ‘not Geual 1y

ordered by physicians nor is there 2 standazd (or standing orders)
for . pir'od~c lak orstory evaluaticns. Nursing staff have as:z umed

“hyslclan responsibility by deciding the freguency of doing

blocd levels. This lack of diroct involveranse by phy81c1an=‘0h
Norzh TUnit wit ‘-ml;y care clients appears symptomatic of the
attitude that physicians are noz an integral part of the family
caxre hreatment team,

;.QA‘.:

On the Ni agara Famil y Care Unit, physiclan orders, while
'~gw°~ properly bv a physician, are written irzegularly with spans
of three to eight months Letween orders. There ‘also is no eysten
for assuring that the psychlatrist sees each Niagara family care
client'on a periodic basis and wmany have not been seen for six
months, ' ' ' :
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, ‘The Gﬂriabrlc.Far
-\na ding physic iqns' c:de

ily Care Umit, while in full coxpl

b 3 signaturev and phvsician visAkh,

”"9 o‘ this sit4=t*on w‘ica they obscr"ed -Iat s=ﬂ~ d“y. W
vis--lhg the S liome they founl that four varletins of
icose modication were being mixed and stored in a Yowl kept
open kitchan counter. The bowl contained some 29-350 pille £
i ution te- tha ffve e nts in ¢re home: There wis oo I-st
0f nedication on any of the clients asd no accountability. I
@isrénsed medics bionr f*o: the pharmacy, - which were deliVE:eir
duys orcv‘ouqu by a YNTA on the Gﬂrlauric staff, were still iu
naner bags in an unlocked stereo cabinet,

2

Our staff found & Plnilar situation in the g
hone in the Last Gencssee Unit. This fanlly care provider also
had n> current medicztion forms and stored the various pillsj
soargrlned and ungatcd containers, distribut‘ng therr to the clien
py rormary and color. The caretaker further sfcted that chandes in
radication dosage are relayed to her by phone by fanily care

sta;

The above incidents wouvld appear to warrant your imma=:
Giate investigation. FPlease respond by April 30, 1979 on these
issues and the corrective measures taken. IZ the Commisgioa can
i»s of any assistarce ir these matters, please do not hesltite to
cor..act usg, : . )

CLERENCE S. SUIFORAN
Chairmen
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RUEFALS PEVIHIATIC CENTER

e, Tiarence Suﬁdtam. Cazirman

(S Comnis sicn ¢n +he Duality of Lare
“ar the Verta;ly'u1¢atled

Lt vagliinrron 2vonue

AR el

Jihany, hew York 14230

Per VMzgren 27 javcer 0 obseuvvitions on
famtlv ¢ire homwes.,.

Deaz Mr; Sardram:
Yeour ietter brought to our .attention 2 number of arers In nedicaticn

oracztizes which needed attentiow: and me*cxuﬂen-. T will rasponé to the
otscrvations in the sawe sequence ‘ag ligted in vour letter:

Fivst, .or North Unit, ‘the following corrective actions have becn
Cectded upon by the Unit Chief and the unit psvchiazrists after discus-
zich of the problenms,

1. Everv 30 deys the: piysiztan with family care teanm
staif will review thne drug regime ‘of each: Tavdl:
care patient under his/her care.

2. Based cn 'the physiclan’s assesstent -of the [axily

' care patient,  the CORTUNLTY nortal bea;th nu*sc
vill wrtte ‘the wedication ozder :on’ the Fors £9
apﬂ or: .the pzascript1on slip.

3. The ohysician will reviev each medicatinn orier
and prescription slip, check for accuracv ané sign
koth,

4. The Zam2 proceduTe ac ~“tave will anp_v in the order-
irng of 1a%0TatorT tosts.

Second, in the Mlagsra/CGriceis Untt the variation in che pericd of
tine ol phvsician review of mzdicatione vas due tc the nurder n{ other
clicrt cars responsibilitics that the lirited number of phwsiclans nave
ceorecocud Lo, Wita ov awtno'iZut or’, the lipds Chief 4o mtpernsiny to
zsrrarpe with physicians ia those tvo hdun:ies to previde sere of the

Foro Ave, Lol NY, 9013 @ (710) 8535-0200
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Mr. Clarence Sundram (2) : . May 10, 1979

tequired medical sttentlon to family care clients, In addition, just
thoav: ve have been sble to hire a Board Certified psycnietrlst oy 2 half-
time basis ‘t2 increase the sraff for this units

“hitd was the  Mabel S, - family care home's medication prac-
tizes: *he Buffalo Psychiatric Lenter ;amilv care team rember visized
“his hazz cn April 10 A' this time the caretsker was instrucred in the
jo@er procebure for adgduisrras ion &f medication to insure accuracy.
ke n~edications were in chetr oripissl coatainere a¢ dis-
e phartmacy and were stared 1n.a cupbarrd. The docunmentation
: s?ccifica‘lf outlinaZ 1ia the family car:z Tanrldal was up-
¢ .2 we hdd an tnsoneduied vIRIT made 53 v fanily: care
A 1ndewendent ‘assoscement of the practices in the tome,
faté =he medic 'on: wcr‘ fotnd stored ir labele: 1rdiv1dual bot-
tlée =28 t¥ew (famé fror Iie Pharsacv, locked in * plastie caq:,_’er ;ocated

(Ltehan cuoboard. The recording on the medicatlon sHeets ‘wa's
cked. add Jound' to ‘BE decyrate. ’ :

The foiirth unit waé the East/Geresee Unit and nvolved the K

family &dre home. A-feécent Visit fo th‘s home by staff of the Eas:/Ccnesec‘
Tnit fouﬂd that, the client' pills are in: indiviuual bcttles, merked,
ddted and zre storPd in & cocntainer that is then locked ina cupboard
One e cepriou wvaé found in that -the drug, ‘Artane, which was prescrdbed for
'onlv ore client in the home, was stored in an unmarked bottle. That bor~
‘tle was identified as to contents on the label, The catetaker was in-
structed as to proper- procedures and that it was ‘incotrect ta move medica-

tions frem ‘one container to ‘another or add the contents of old ‘bottles to.
‘new bottYes: Mrs. K . "has the: proper forms for recording medications
‘and has been iInstructed on how tney are to use them.. ’

firaI;% teking ‘this as en -occasion to. address the subject: Center-ride
«aﬂd ast just in terms: ¢f the homes par:icu;arlv identifie., the: fanilv cara
y ,vdlna*o' sent the fo-lowing insttuctions April 11 to each unit:

ach Ln*t is to. {mmadiatelw develap -and implennnt a plan
Egr eorrecting these deficiencles and fer asstring the
appropriate practices relative to medications are wains
, tajned in the future. The plan should include, but not
be limited to, the following:

1, ‘Carrent prescribed redications for each client shou;d
te reviewed with all frovidsrs,

2. THe rrov;der should be insrrucczi ara/cr re‘nfor»ed
by ‘staff to assure that medication is teing cor-~
Tectlv adninﬁscered. :

b All discontinued and/or outdated medications are to
- be reroved from the fam!ly care homes an? returnad
to the EPC pharmezv Tor appropriate. disposal.
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¥r, Clarence Sundram {3) - May 10, 1770

., Pravider; are net to be driarcot of -necdlzation
chunres by telepicue. Both cl’ent and provider
are tc be inforred im persor cf any redication
¢hzngess and apnro“**ate 1nst*Lr'jon given re-
garding their adninistratien.

2. Modication récords {Ferm 60L-0VH) are to be established
tad malntained fior ezéh ¢llent. These records should
include the name and. dosage streaath of the drup, the
‘time 0 administration, and thé date the redication
wat. Dracrc- a

2 Staff should review the client's redication record
~1th the provider whenever there (s Zny. change ir
the: medication c¢rder.

3. Staff ShOuLG ascertain that medicztiong are stored in
.a Yocked ares . (Mapual - Ican lO.h.G )

. ATL home-visits hy Rtaff should tncludc a chec¥ of
the storaege arcas ior medi cations.

b. A statemon' should be placed 45 the file of each
provider attesting té hér complxance with the r“CLiTE*
ment that meddcations be :etordd in i lockeld area. Tn=
formaticn attesting to cornrisuing eempliance; ‘or disTe~
gard for the requi*ement should be rericdica) 1V up~
dated in the provider's file: ’

\ery tr"iv-vours

/// /.//—/7/’1.’/’ _.A(Z_._
kxv*y VIcm.r:R J.p. :
DIREC"‘OR

WRM:irh
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fikalt -

Distribution of Family Care Medical

- "South .| East Genesec | : -
| Total v _isouthern Tier i ILL | IV . _North | Riagara | Geriatrics

Medical Staftf
Physicians g 1 1
Nurses : . 2

Full-rime uquiValenbes S
Physicians 4.1* |0.5% . 1%
Nurses ' 1.2

oQ

Number of Clients 473 60 37 ’ 88 |1"67 | 132 32 57

* These figures are estimates since the actual time spent on family
care could not be accurately identified
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The 'J.' Family :Care Home

Dr, Ralph Miehewer
D rgctor
bu' 5 F

“uL"aWO Psychxa'rlc Lenucr ULL at‘ f ca 1 a:*hﬂ* &
i calls for your atteution.
Febru:r, 15, two Com&1551on staff m.£?Crs visited the

ft "v care hane at ‘:alcl_hﬁd Ludnd

t cliants who

side tnc. <o be sirwlfzcantly out of COTPJIJ!L( with: the Family

e Toiicies and Precedures set forth Ly the Cff*;e of Mental
et chic :

THL c;xepts, WHO WeTe each 1ntﬂrv1e\ud sepur"telv, €aid that
3 ‘uﬁ) the first floor 1livinpg area of the howme is off
except uurxng nealtines. This medns that rest of
ime is spent in ar ‘unfinished basencnt whici %23 an
r;d 5% one £looT, exj0sed hez ting ducts and oeutdsoer ratzl
g in need of rep 2ir. The othet itens i this Toom are 3
telev*s:on set and a standing ash tfay One of the clients said
he sits next to the heating ducts for warmth on cold days. The
dvy of our staff's visit was cold and they feund the roor chiliy.
#y coatrast, the upstairs lxvxub roor, dinint room and kitcacn
crea are cheerful, Hwﬂll furiisned and adequaiciy heatsea, Familv
Care-Policies and Trocedures stijulate that "...Tesiaents shcll
et be serrepated fron family menbers at .cal 1nc; or for rocrea-
tien " (Iten 10.0.4, lumbar 11, OMi Policy and Trocedure Fanuall)
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id otney usre exvectud 2 12 out of the hope on
Ve »rLtL the hours of ©:20 a.m. and 1000 5.,
, frent Joor is logisd until 000 p.p. on
, ;,so sacn ts he restrictinns on when clients
e 1p thc ﬁo“e curirs the week., There ars memorandz in the
farily core folder on the North unit from 1977 which
Jr__c," -s:t comnlaints zlout these very conditions were rade
ci0usly by otuers. Taourh torth HUuit stiff &id investigzie
“:?se"crflalnts, it is oour suinion thet 21l of the ciients in the
v chould hove besn aucstirned adboutr this matter urd shat there
’thid-haVC tern subseruont nonitorins ol conditions

ihe clients said thet on weekends the carectaler rrovides a
1:vee breanfact tut only a llfhg‘SthCT ans no lunch. If the _
cliets want luinch on wsviends they nust obtain it clecwhore. The
clicsts added that they hrave only recentlv Leen nrov;-or vith
5 d(. NS nhh t“l‘ ' tl.\.- uvt, ‘routine’\' Qrfe‘td. Pzrt 7 Of th- -ulcs
AT L,bqlaglun, o‘ o). states that "Family cdre providers mus T
wrovi 10é throe well- ba’ inced nourishing meals dnd sﬂprnrr.nte
snecrs for egcn r"'loc"* ever) av." (Sz¢ also Cilii direcstives, Je
of Ttew Number 10,6.4 wiich s th-s_*tnudard s well.)

In view of th ou~st1¢u< raised resarding the ¢onjliance of

tiie hompe witin D ru'lcy ) . and nore inmortantly the
cuuiity of 1life ‘cr RN leeut:, vie ggd that you sgcinn a senior
staff nember te evaluate the situation and to ensure that wnpros
P *crcdxo. woticns are tanca promplily.

r-igsion by
ce ta wvou

o ca. Sr of eny astlsha
irnic 12 gall umcn oS,

Sircerely,

CLARENCE J. SUNDRA
Chairzan
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W, Clerence J, Sundrar

_Ll.srwﬂﬂ on Qualitv of Care
~or the Mnnga11y Disabled
S5 s winglon Avenug

Albany, KY 12210

Lear Mr., Sundram:

L , N In response to your letter of Maveh 8, 197,,

the -North Unit Family Care Team directed by Victor Santasero; PSH Supervisor I,
has evaliuated cond rs at the J home., ;. Buffalo. 1.am
‘eng 1'sxng copies of the reports prepared by the Team: on. the1r fandincs.

Althouuah there continues te be some disurepanc1es
betweer the -rsparts or careprovuder and the clients in: the home on existing
conditions, the: findings of the Team suggests that the deficiencies can and
will be corrected. A number of our concerns appear to te attributable to
:W-HCOTmun1tat10n‘bEtweﬂn Lne proviger and the ¢lients. The Family Care Team
wi¥] be warking with Mrs. to assist heér in ‘mzking her expectations c¢lear
T2 the four men, and to 1n5ure that these expectations are cénsistent with OHM
o2iigy, Iowight add that this process nas already beghn and there w0u1d 2bpear
LG Bz shma oro"ress in ¢dining Mrs. J cooperation and cump?1gn

The overall “'oress'nr cf tre cVa]U“t,Ts w2i thay,

d&spﬁ e rﬁxeﬁ °fTCTEU.1Ea, the que’ 1ty of care proyvianed in the hum2 was
seneratly goods  For this ressen, we Lelieve that Hrs. J should be given
the OLDOrtULiITY 1O rémedy the noted QE"c1enc|es and -cortinue &5 @ family

carapraviaer, As 1n*1catea in lr. Santasera’s memc, we $nall ‘be monitdring.
closeiv the provider's efforts to mset CMH standards.

W il keen vou informed of futuve 75 101ngs and any:
ccticns taker cencerting this home,

,1n;creiy ‘
(::::Z’ L. Pl —1§z;h-1,

Al RALPH MICHENER, J. 0.
%I/\' LIRECTOR

"l vl'l/am
Enzlesures.

LA Faren Auen Buficlo, e, 15213 € 1716) L5005

Y10y Adm INVHL X TS
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flarch 29, 1879

P 3 -
3oL, W

5 refererce 19 tre- r~et1ng that V. Santasera,
¥C4. Gn Mareh 2€ 5. T thcugnrt it-wouid Le
ssues thet were dwscussed and aareed upca..

L. Mack a':
Folg 1

1. Chiedt: sr'd.H be ‘actively erceuragad to maké good use

Of cn’i‘ ’P EEeas,

2. wWhile the clicnts sn0u1d be encouraged to participate inm
procrams, ‘ther tnould Aot be restricted from being in the
‘home- when 191 in pridgrans;,

3. Clients shouls

» hare weals wich the tamily ara be able to
use all of tre

B Lf.l"OOmS .

;-*cuent f’“*’\ meetings suoule be held with clients <
jmvetvire ¢ lients in. e'tabl*s int gnd understanding rulec
S tre ene v.e. smoklng areas and meal times,

b wr- dVsiussed d4n e wee;:rq,;c.merts'are A¥een relactart
to state t aesires wivhout being =2n 0. reged by the
family Carerirgvider,

5. Finally, € any difficultice suould arise with any of the
¢hrients, it snguld be Lroucht immiadiztely te the cttention
0f Darathy Mazk or myceif. :

CTre Far ¥ty Sare <ta€f wiY) coptinys te assist
J0U in any way necesiary to condly with femuly Zare rejpulations,
Sincirely,

s s

V. Séntaserc, ESW Supr. ]

| J. C'taingr, R.K.
JC”am. ' A Farmily Care Coorcdinator, North

- LR R R iAS B BN ET NEE L
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N
6]

g Dre Micherer:

Thank vou £Br yoar levter anc rejort on tiis hene.

The Corn-951on io- 13“nrointcc, however, totlh wit

the reenonse and tﬁa proceuure tihat vas followed to in westigone
e isiuee raised in my lctter 4o ycu.

: .n..l'lG .'fb'
nm;; c~1f1c1-“.

Heore vour surver t';n 1
éeficiChriaS'my stnfd = :
¢ Feur co'u. Stent te I‘ VINY & '_man'xou“ce‘« v:i.‘i_s'i:t
: m,l;ance eva uacion of t-o JAA lorc counducted by &
”tr'*v seaff wenler ol the xr"cblatrlc Center who has not rr
:1ly had responyikility for monltorine this home. A visit'iﬁ
1 leve aftcrnoon shorn ths cli@nts are at home right bLe R
_thY;u-IV valua:le ard{;révide an opportunity to experierze
s rark conl t‘c* ‘the Lagcrient v“ere the cilents indicated

spent maet cf Lu;;r tirmz.  Such a wviszit cculd e schcduled
& rezoonalle time for c::rcc;ivc zmtien, purhans frior to

cor c*;

I look Zorward ta Yezzing frer vou,

Yours cincerely.

aTrner Jo Sonlras
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Oualiew Car\_

¥, Crarence: Sundrazm.

YNE Ceamagsicn on
Tor the ﬂen:ali?'ﬂ*sabAcn

“H Wasnipzzew Avarue

#2 Nany, Kew Yerk

AR

Re:

_ UNEW YORK: STATE
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Agpendix E
(Page 6 of 7

Dear i

Suudram:

I agree with vou that invertizacio1s ‘of the situzzidcns: in a -parti-=

= Rorar Awe, Buffale, 11Y: T4

culas homa 2re rost effecrively dene by others than t¥
rgeponsihle for ongoing liaigep whtl. that home:,

1 readily give vou a cormmifpent: t6 Wave &n unannounced visit and
compliance evaluation myde by staff .from outside thit

e evaft members

rarticular unit.

Wnen this hzs been done I will send: you Lhe findings and a statement of

-accion that we have taken or will :ake to be derertined ty the facts
found at: that time.

\our continuiu; concern for tbe qualitv of our services s one
which we shiéré and appreciate.

Sincerely,

4

/
;r. L G

W. RALPH HICdENnR . Doy
DIRECTOR

IRM:th

213 8 (745 b.. Kialo

AT g

v Ad (12M) (Y
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Mav 10, 1579

V. (lavence: Sundrat, Chalrzan

428 Cemmiseien. en the Quality of Care
f¢r the Mentally Disabl ed

93 1gLON Avenus

Albany, Hew York 12210

Re: J ramily Cife Kime

Tear Mr. Sundram:

Following up My comwitment :o_;he Co.miseion, we mide a3 unannounced,
uracheduled vigit to the J facily care neme. This visit was made
e the Center's Coordinator for -amilv care and by ovr facial Work Co-
orqinatct._ The practice in thar home of having clients spend considerahle
tize ‘in the Lasement has been totally stopped. The visit found thzt all
fu*niture ‘had ‘been removed from the basement atid. that ‘it was 1o longetr
b;inp uged.

The inclusion of clients i the activities of the home has 1rproved
and meals are more. adequate

My central supervisory staff feels that: the home s sufficiently im=
proved that we should mot close {t, but conmtinue to encourage the caretaker
te =zke further changes. We will continue to icheck the ¢sndition of this
hore independently of the unit which will bea? the continuing responsitility
for the primary improvement of conditions within ithe home.

Sincrrely;

DI RFCT R

VRM:irh

430 Forest Ave., Buffalo, MV 14213 & (716} 835.7261

¥l ud Adwm (SIH beTs
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L0 PSYCHIATRIC CENTER . The 'Mabel S.' Family Care Home

Me, Clarenze Sandrag:, Sratyesn

f“" LConrisadiny o “the "u”ltv of Cite
for the Meptally wal.lad

95 Weshingres Avf"un

Albvany, New Yorh L2210

e ; Mabel S Fanily Core Bere

‘This letter is a further repur: on: actiors taken b) Buffalo: Psyc:uatvic'
Center Ger.ac;ic Service in ‘regard to the Mabel S . ©  Fawily Care home,
I prnvio"sl\' wrote vau on Hay: 10 ix response to Your March 27 letzer on ‘&
nurber of ‘homes.

‘11 ‘patients have been removed froo the S faril¥v care home
and Lhe caretakor has “een asked e surrender her certificate,

Sinceralv,
W, RALPR VICEDNTE, J.p.,

PIRECTO™

WeM=h

SELY Adiu

A
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Ihe'T.'Faﬁly&kmelkme

, fzlrh Michener
Lirgctor ' -

e Tsyehistriz Canser
rorest sverua
sfalo, New York 14212

Lgar pr. Michener:
. . }

In my letter of Mazch 27, 1979 describing problems in
medication administraticn in tkre family care program, I neglected
2 include the deflcie“cxes fournd by mv staff in the T home
S 4 : dukfalo) of South Unict. ’

In eyaminlnc conta;nb:v from which the care provider,

s, . saild she curreqtlx gave medlcations, staff £fcund
sndicaticns that nedications prescrlbea were roz beinag admiriss

sYed eccording to directions. Oa Jenuary 25, 1979, the date of
vigitsy 45 Phlorp'orawine tablets were four® remzining in the
tiiner kelenging to George R -~ Medicesion in this cortainer
2C 8/27770) should haVE run out at the cnd of Cexober, had the
:ctions been fcllowed. There zppesrs to be no accounte Eiits
licaticen ¢n 2 nanbly baszs, and the possibility €xists thet
“:h;r the c11 it B8 not receiving “theé Leddcation proneriy, or that
fratlon 15 bLeing transferreu Trom one Nottle to anciher.  Nedtlier
J'i: ah accertarle pr::tlce and soints to the cr1t1c°-
tey +*rzininT of c= rn providﬁrs and reanlar moriteoring
uund\e“e it of controlie druysa

Ploa e include a repert of medicztion rract ces in thi’
cme oand corrective actiong thet you intend to take in your April 20
rerort to the Cormission. Again, if we can be of assls*ance, please
2t fat }‘.Cﬂitf‘et\.‘ toe :C‘.ll 'Jr‘ n h.)n :

Sincerely,

CLAKRENCT J. SULDRAL
Zhairman
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F2 {CH]ATKIF CENTER

Mz, Clarente Sundrgm, Chairman

WYE Cowmiesion on the Cuality of Care
f6r the Meantally Disakled

90 Waishingten Avenne

<

#3banv, New TYork 12210

Xe: Ydur Yetter ‘April 5 onithe
T family care home.

Deow: Clarence:

A vielt to this bome by ‘our stafr found the sams Zonditions of
medications in outdated bottles thar vour staSf reported. The %9 chlor~
rrorazine tatlets did not. exczed the méceisary amount of 'edication o
tnat aate since the client had Beer. presvribed 90 tablets at. the tice
the preserirtion was filled. This was: tc;r- vide Lhree tablets per dav

37 ‘a wonth's time. What had hsppene~ vas :hat the med ca*inn_had hggn

pouraed from cne ‘bottle into the older; outdateo fcttle.

I:'ofder'to provide correctiorn the,guidglinps on sdministration of
medication in family care homes was dlscucsed :at. the family care unit

mesting on April 26, Seccad, the administration cf medication as ‘set

a in the Family Care Manval ¢ill be Teviewed with Mrs. T on §

monthly basis by th: farflyv cave sta?f who work with the clients in her

nome.  Third, the unir famidv cdre ‘coordinator will alve monizor this

‘hiine ou ca regular basis in order to insure: thit the vroper procedures

are Jnstituted and continued.

Thank vou for vour continuing assistance as we work to provide out-
stanling care to our iam‘.ly care ¢iientss

Sincerely,
/‘/ /‘/ Je/é ‘/4'!/2’-

% RALPHCICUERER, J.D.
DIRECTOR.

30 torest Ave., Bubiale 14213 @ §016) 805.5255

(SR ES

LG ._] | OFFICE OF MINTAL HEALTH

A M)
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The Case of “Eva B.'

rpril 12, 1972

Dr. R)Lpn h*CAcnnr

5 Peychiaeric ‘ertcr
g ic'ﬂst AVERIL
Auffalo, HieW York 14213

Dear Dr. MluhEHE!'

In rev‘evinc client charts, my stafi found that on

Decexber 20, 1978, Ms. Eva E wag 2dnitted frcem fawily care
to South Unlh invatient .service with a "isrce heﬂacOW"" Ler
l2€c cte, “oll briises" on her riyhe kne;,.a, “a small mGVEa*le
mage™ on her right upper arm. Ms..lgabel Ecwitczl R.I., the vriter
of tue ertry, questicrned the care providers, irs. L .. about
tnese injuries, Mrs. L 3£22 that the injuries had been suz-

tained when Ms. b fell oug of bed two days beifore. A facility
at&-f mexber tcld my gstaff thst patient abuse was suspected. In
accardance wihh the pclicy 01 incicent rekO"L- angd ;nve;tigatzons,
Lot alleged and gucpected mictrroatment eze to be reported and
investigated,

_ lezse send uwe a copr of the incident rapert and any
csekbseguent inxestlcaflon of th-s cc~urrvuce by vour stefl.

Sincerely’,

CLARENCE J. SUNDFAM
Chairmar
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BUFFALO PSYCHIATRIC-CENTER

May 14, 1979
Mr. Clarence Sundram, ‘Chalrman
NYS' Cormission on the Quality of Care
for the‘Hentqlly Disabled
99 Washington Avenue:
Albany, New York 12210
Re: Eva B 12/20/78 -

Deat Mr.. Sundram:

1 have reviewed this allegation of pacienc abuse with Dr. Augustine
Di}i, South Unit Chief. Upon recet tpt of your letter I asked him to examime
- the case. ‘He took statements from Dr. W. Park, Ms. Betty Camp, R.N.,
¥amily Care Coordimator. Dr. Diji read the medicgiﬁzzzs?HE‘Zﬁd based upon
‘the clfilcal documentation and her response to treatment, he is strongly
of the opinion that this is not a case of patient abuse, " His conclusion.
1s that we are dealing with a very fragile and emotionally marginal pa=
tient, who basically would prefer to live in the institution rather than
being placed outside:; Her regressive behavior improved after admission.
When she became responsive to conversation she did not report any physical
abuse. by ‘the. caretaker.

On December 15, 1978, Ms. B was last observed by the family care
team. At that timeé, although a deterioration in mental function had been
noted, no injuries or bruises were either reported by the family caretaker
or noted by the team.

Eva was brought by the ca:etéker to‘inpatienc,service on 12/20/78,
the bruises, hematoma and mass on her right arm ‘were noted and documented

by the admitting and physician and nurse. After taking a history from the -

family caretaker and weighing this against her level of mental functioning
at that time, in addition to her unsteady gait, they did not feel that the

B fale NY 12273 @ {716} BB5-2261
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Mr. Clarence Sundram (2) | May 14, 1979

injuries were the result of patient abuse. Rather, they judged them to

to be the consequence of her having fallen out of bed on 12718 and of her
unisteady gairc, At 3 christmas party for family care clients on December 15,
1978 the care provider reported thatr Eva's galt ‘was unsteady.when £he vent
£rom room to_room and that she.would scd@ble and frequently hit the side
Of-zgiﬁéfgx‘ This report of the stumbling galt was “made before the Time.

of ¢ bfuises that came 'to attention on ‘December 203 1t is not ap after
the fact rationalizatbn 6f how they occurred. : .

No incident repcrt was prepared. Upon the Teturn:of the patient to.
inpatient status she was examined by a physician and nurse and & Tecord
made in the medical record of the bruises and hematoma. The mass on her’
arm was considered by Dr. Park to be a mass‘of fat ‘tissue, most likely .
lipoma. The patient's condition. did not dndicate the probability of this
:being a case of patient dbuse. The pacient made no such ¢laim.

Dr. Diji has reminded the staff on ‘South Umit of the Buffalo Psvchia—
tric Center policy on incident reperting. They have been instructed ‘to
f111 :out, as the standard operating procedure, the incident ‘report forms
for all family care patients who are being readmitted with injuries when
there is no clear documentation that there has already been an incident
report £1l1led out by the. family care team while ‘the patient was ot the

outside.

I will take the occasion from this review to have instructions for
family caretakers incorporated io our training programs that they are to -
teport incidents such as this as :soon as they occur and that they are to
make those reports to- their respective ‘family care workers or unit family
care coordinators,

Sincerely,

WRM:Th
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June 1, 19789

Dr. Ralah bl‘“:ref, ‘Director
susfale qucuia:r*c Center
400 ¥orest Lvenua

Buefinlo, Nhew York 14213

Dear Dr. Micherer:

The Cormmission has received your May 14 letter regarding
_the zllegetion of patient abuse in the case of Ms. Eva B .
family care client of the South Unit. We Ere gatinfied both. with
the thoroughness of the invescigation made by Dr, Diji and with the
corzlusions reached, namely that this was not & case of patient
abusze. However, in your report you have neg;ccted ‘to comment on

‘Ms. B rhysical condition at the present tima. Would you
pleace inform us as to whether oz not Ms. B . recovery is
coxplete. .

We were concerned to learn that upcn ciscovery of

Ms. E ~ injuries, neither the family zars team nor the
inpatient unit staff prepared zn incident “euort.v.ks You, nnow,
' thE/ccmpie’ion of Form 147, the Jeparioent's stendard iacidernt

orting form, allcws fer a $iuely review of the fiyctn related
t\ paticnt injury by a faciliry's sdniniesrotive lcrzannnl end
1te Boazd of ViniLors. Sinca Mr, B ooinsuriss wore chiy
vecaried 1n hex chart, it is reascnable o ascume tFar te the
tire of itz ocrcurrence the dnciJent wad not reviewed beyend the
trnit level, In llight of this ws undérscore the neced for staff of
all inpatient units, farmily care workers arnd, prov‘;nrv at BTC, wo
Ee rerinded of the requiremen:t that {ncident reports be prepared
an” time a petient is injured.

rncther concern we have in rrvLo»;nﬁ vour account of
M3, 3B ‘s inJu‘;es ie that of the resnonse nade by staff when
nev lehraed of the client's unc eac, gait at the family care
Il'tﬁ 28 party (you write thet the "care provider reportec that
'a's galt was ursteady when sua went. {ror roem to rcom ané that
55 vorld stwrhle an? fr equent!y hiy the cide of the dzsez™l . Whas
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actions ¢id chaff tiko to modify Ms. K “reatment prograw
whe: trneéey lear:ied of +lis bhehavior?

sreviate having e reeponte to this and
raksed at your eariicet convenience.

Sincerely,

CLARENCL &. SUNDR:M
Cheirzan
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BUFFALD OIYCHIATRIC CENYZR _

J;‘U;ﬂei 12, 1919

¥z, Clarence .. Suncram, Chairmen
Hew York State Commission on Quzlity of Care

for the Mentally Disabled

99 Washington Avenue
Albzn:, New York 12210

. RE: Eva B
3 .
Dea¥ Mr.,. Sundram:
Mey Eva ‘B made a cchplote vecovery {phkvsiczsily and mentally)
bacy to ‘hef norzcl level of functisning. Her staggerits: gait cisappeared

or admission and she was never noted ®c exkibit this benavior. Also, she
raver as observed to be Incortirent of fedes: afd vritneé taroighout her
svav im. the in-care serviée, as sho ‘displayed in the famile care Home.
Tnitisllv, Iva was noted to b withdrawn andgeprévsed . However, che
iZrreved Tapicly from the third weex of admisSicrn and had Wer antual physi-
cal deme on 1/2/79 {results were ncgative). She was put irn.self-czre awzre-
fese and self-lare zkill+ prograts on the Umit, 0On 3/19/7¢ ‘her progress
was &0 $atisfactery that the tear placed her in the family care hcne of
“Mrs: Wessie B .~ in Lackawanra 2fter an individualized treatnent plan.
Part of ‘her but-patien:'treatment rlan 4s that shewil]l attend competency
skiils training program (C.S5.S.) st Friendship House in ‘Lickawanna four
davs per week, She also will attend recreatior and socialization programs

Py

2% <he Housa. She had completely recovered from her injuriégs on discharge.

Sirce the time of the above menczicned incidert all steff, in-care oand
awily care, have been veminded of the necessity to fill cut incident report
furms (147) in the -event of any type of injury or incident a¢ defined by
2uiidlo Psvenlatris Center policy.

L,

200 forest .Ave  Buffalo, NY. 14213 @ 714) £80.222)
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Finally, the cnly covion taken \y etaff was tr ddvise fhe taretaker
te further ohserve.pa:ient before an nct1ve 1n;erven:iﬁﬁ takes place:
cortain sltuasiong widh proper duid ; : eglilar contacts. w
cuTesexer, bttt of which were litging in t Cthin course of
zar he ceemed aporif i 20 ufifecessa -?drxcsion. Tne
amily carc werkers nove been Anforned to respond i
family c= :retakers or their ovm sbrervation of. a

ienz's phrsical an¢ emotichal states. In ail cq;

in pazient 's mecical recard s reguired.

»DI&ELIOR

Wl
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o

Tutw 2, 1679

oz Dr. h.Thenir:

- of June 19, 1679 in owvhich
curreat trearvment »lans asi
ARCGw tn‘t'Hn.B- is well.

aXl PFC stalf cf tha neceusis

N ke . 00w She wnoacdditdern, waral
cLrs providers shdtild e eminded ff thelr responedbilicy o
ancery BrC Domilv cara st sopn Of Inyes

Sroinzident imvalsine g

*he vrovider 2id inforn sh
Siisese phvsimes ondicise,
©F sasthetr family care cli("

i1 ¢ Though-
S reyortcd

WwidLY pLvsr

Notie SIS DY
o aivia il % SR SlFbol
Oul revida of
e f1nd

bRty

4.
B

a5 you heve for creurinag
bil itv to irnform their

3 t conditicens. I weuld
prorresiate qur lchQESu to tJiS"Cﬂcern by July 20, 1879,

a2 sh;ulﬁ 1irs to know what ol
A _hni: respons
»

Sincerelr,

€Iy mDCE J. SINDRAN
Thalrtu b

BT
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i PG PEYCHIATRIC CENTLE

July 23, 1

D
~J
Ry

Vear Corcprovidern:
Piret, 1 would Idwe to say “helio™ @nd. to téll vouw that I am happy to be
<ith you Zu the Femily Care Program. ¥ shiall look forvard ro ceciiny

dy concern din this letter is to renind you., 4as chreprov1ce's 6i your
re$rengibility du egsus of sirnificant chanﬁg§71n “¥e physicai healih of ‘lxcnts
tu feediatoly notily thcﬁrumlly Care stalf at the Puffalo Psychiatric Center.
Tf youa are in doubt an tu whether to call or if you have questions, then
uL!.thely call yovur Fehily Lere staff{ workex, or the Fanily Ccre team.. During

c" sty huurs (eveningg, weekends and ‘holidays) , call the Nurse Adﬂxnlstrnto.

yratr wnit at the bu Zfale Psychiatric Cénzét, or call ‘the perscn your tonily
Late Teuam Hzs identified to be contacted at ‘these times. .

1 Liavié cnclosad with this letter a blank “Incident Feport” ro be used 5y
ven in: regard to eny dnjuries or accidents involving the client. In ;&é:;;én,
'“wtc is an outline "dlrectnve from the Taoily Care Manual that teils hou to
deal giLh.}Our resgonszb;lltxﬁs_mn the notification of Family Care stdff of any
in¢ident of serious illness, changa in: bhjsicdl"health, injury, -escape; Zbuse,
dealtiy increased seves ity of mental svmptems, -impact af family visits and thg
vedd for Lmer&encv seaical care outside your licne.

If you hove additicnal juestierns on this materjal, plecse feel free to
cotaet yewr workier, teim er me. 1 nr.unt1c1p1ting a cooperative vorking rcla-
“inneh:ia .1lh you ir. 9aT effo ts to provide ‘our c ients vith the best poszidle
Lor. Lad suPPOTT it the ccmmunity. -

.Cordlally,

)/ Lol /(2}3['/“

J. DAVID ROPACH
CERTERWIDE FAMILY CARE COORDILATGR

SR

Euu.

S Terest Ave ; Butfolo, MY, 14213 © (716} B85-776

1

2)

-
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‘SIATE OF NEW YORK
5Oty OuAu.v o= CA“»
hNTALLY D|CA"FD

e N L S LERAM LR e ST e

Cme &wane

HOD P SHRFIAC
PRI S

Congratulations on vour yrono’
care on Rast Genisee Uiit
fenTerwice.,

Suomdrem has given me 2 copy of the July 23,
e to all carcp*oj4Cf*s concerning the =¢

3k g .qnaﬁs in piwe”L<' -”v01cg1 nealth teo
.

[0
“
1

1'd 1ike +o Lrow vour viaws er thits poing.  Would
T oSN i o y 2

Ornes agein, congratulitions on your appeintmeént ond
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BUEFALD PSYCHIATRIC CENTER

September 27, 1979

Mg, Lisa M, Kagan )

Merntel Fygiene Fécility Peview Specialist-
croicsion ¢n Guality of Care for lentally Disabléd

zshingten Avenue

#1tsny, New York 12210

I &z résponding to yeur letter of.Augusc 14, 1279 cesncernifg the Teport-
ing 6f significant chznges in clients’ " physical ‘health. The Buffalo Psychlatric
Centér family care staff are resocnsible for the "filing" of all incident
reforts that are apprepriaté based on cormunication beti-een the prcv18er and
svaff. YNy first concern is that careptoviders notify us in the 51fLat10ﬂs out=
lined in the July 23, 1979 letter to them.

Most of the time, staff complete, or assist in the completion of, Part A
of the Incident Report (Form 147). Part A is to’be ¢ompleted by the person
Faving first knowlédge of the incident. On rost otcasions, the careprov1der is
the first contact and often medical scrvices dre rendéréd in the community,.
arranged by the cereprevicder. In such cases; the careprovlder fllls out, Part B
(to be completed by person who notified physician), and is the one to é&ssure
that Part C is completed by the exézining phv51c1an at the time the client re-
ceives the services, Tt ig mest diffdculr, and time cobsuming, to later go
back and request this uvritten information on the Incident Reyort formsy '

The caredrovider must take respensibility in these dirmediate community
situZtions, especially in regard to physician zction. This has been our estab-
lished procedure and policy at BPC in rec¢eént years. The staff will, however,
corplete the form whenever the provider hes problers wlth iv, requests our -help,
and if the staff are directly involved. In essence, staff will assist or complete
the form if they are just called or notified of the incident. Our cateproviders

.have been using this form for some time now and those who have difficulty with
it know we are avsilable to assist, It is too serious a basic responsibility
not to have careproviders 1nvolved in this reporting 2nd documenting immediately
11'\ certaln C?_SES.

As to the excessive armount of papet work, most of it is in the financial

area and in regard to the £05 funds. Ve are hoping there will soon be revisions
in the structure aod protess 6f handling 805 funds. :

200 Farest-Ave,, Buffolo, N Y. 14213 @ '71.6) BR5.2257
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To: Ms. ‘Lisa M. Kagan . -136~ _ Septecber 27, 1979

I hope this feecback will be of assistznce to you and please feél free
0. chnitact me isheuld you desire more discussion of this fssue.

Very‘truly”yoﬁfsi

oy Loy

AUGESTI‘E DIJI, M.D.
ACTIKG DIRECTOR

D iDRivm
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Financing of Family Care o

On January 1, 1974,3the'5ede£al Supplemenfal Security Income
Program (SSI) took effect and replaced Federal/State programs for
Aid to the Aged; Blind and Disabled. The SSI program is operated
by the Social Security Administration:and 9rovidesga.uniform;
hationwide guarantesa inceie £o the sged; blind and disabled.
The essential features of this ‘program, as originally enacted,
‘wer;e*‘:, _ 4

1. ‘A basic Federal ‘monthly grant of $130
‘for eligible individuals and $195 for

‘eligible couples;

2. -Optipnal*State—logal:supplementétion
of the nonthly Federal "grants;

3. "Grandfatherlng" into: SSI of all persons
' in the State's program of aged, blind
vand dlsabled and
4. A narrower definition of "disability”
under SSI than used prev1ously by
New York State. '
As of July 1, 1978, the monthly Federal grant for an individual
was 3189r4d and for a couple; $284.10.
NeW'York.Sta;e~estab1ishéd a program to supplement the
Federal SSI grant which defined the level of income needed for
persons to live in‘various residential settings. Residents
in the Department of Mental Hygiene's family care homes were

included. in the supplemental program. 'As of July 1, 1978,
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the total incdme-need was set at $313.20 for New York City
residents and $275.30 for residents outside of New York City.
(This income: level has subsequently been ralsed to 5334 46 and
5296.46,»respectively,) As.pg;t of their SSI payment; residents
maintaih{SQB_per month for persqnaluneeas.

Approximately 85 percent of the over 3,200 residents in OMH.
£émily.bare*h0mes,are»redeiying SSI payments, as of December 31,
1978. The remaining 15 percent are Eithér-aﬁaiting'placément'qn
SSl.or have been determined ineiigible,dné‘tb available'iﬁcome .
or rescurces or lack of a medically determinable disability
precluding them from Engégihg:in substantial gainful employment.
The family ?aﬁe.proyidEfS fegﬁiVé,funding,,at.the SSI»lgVél,
from a family care voucher fund maintained by OME for the re-
maihing 15 percent of the residents not receiving SSI péyments,

The ﬁoﬁal_paymen;; as ©f December 31, 1978, for all SSI and
non-$S1 xecipients was $10.8 million. The actual cost to the
Federal and Staté government was 39.3:m11110n, $4.,8 million federally
financed and $4.5 million State financed, due to the income of
_SSI recipients which offsets Federal andﬁState-expgnditures,

However,  the total payment to family care prOVideﬁs_was $8.2
million due to the $28~per50nal”alldWance retained by the reéidents

Theisécond.source of'éxpehditures for familyncare involves

payments to meet the individual or personal needs of residents.
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In general, there are thiree major sources for these paymén;s;

the personal discretionary allowances as provided for in the SST

; the special advance payments to care providers for
clothing, rQCTQatiOnal,-and personal needs of residents, as
groViaéa fbf.by SéCtiQn'Sl'Dé of the Mental Hygiene Law, énd a
special c¢lothing allowance from the imstitution's clothing fund.
as previously mentioned, the personal allowance to family care
residents amounts to $28 of the total monthly SSI payment. The
total funds for this allowance amounted to nearly $1.1 million
for 1978-79. ‘
Chapter 805 of the Laws of 1975 established the special
xpeésaﬁal‘bénéfit program to reimburse care Prcvidersvfor annual
lexpenditures on behalf of residents up to an amount of
1.  $90 for clothing;

2. $100 for perscnal requirementsgor
incidental needs; and

3.  $100 for recreational and cultural
- activities.

The. third idehtifiabléncoSt @f'f&ﬁily:éaféviﬁvolves ékpendi-'
tures for medically-related services. Persons eligible for SSI
antométically qualify,for'essehtial medical servicés under the
Medicaid program. - Coverage also includes dental care, eyeglasses,
'prQSCribed medicines, and transPOrtatioﬁ to -and from?day treatment
programs. The overall cost of Medicaid services for OMH family
care residents in 1978-79 was $4.8 million. Private providers

(dentists, private physicians, and non-State operated mental
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health services) receivea_$1.7gmillion- OME. cutpatient c¢linics:

‘received $3.1 million for psychiatric care, including day care,

¢linic visits and home visits. Medical services

provided at the

facility are not included since these services are not reimburs-

able. Fifty peréentadf'thesé health costs were reimbursed by the

Federal government with the Stategresponéible for the remaining

share.

For those residents 65 years of age and older, or who meet

the Medicare disability requirement, Medicare is

resource for hospital and medical care charges.

”agproximatély 51854000 was expended for Medicare

premiums (Part B) for OMH family care residents.
As can be seen there are several sources of
real and in-kind, available for the operation of

homes and the care and treatment of residents in

the primary

In 1978-=79,

health insurance

income, both

family care

the home. However’

the financial resources actually availgble to the care provider

are limited to three major sources. The primary

means of income

comes from the SSI payment to the resident, or if not on S$SI, the

family care voucher payment. Including the personal allowance,

this amounted to $275.30 per month for family Care residents

outside New York City. The care providers also received $290

per year for clothing, recreational, and pérsonial expenses for

each client. Although this meney is provided on

basis, the average per month allocation is about

a guarterly

$24.17.
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The final source available to care providers was the
clothing appropriaticn made to the,pSYChiatritfﬁentérs; OMH;
in 1978-79, Segrégated for the First time, a portion of this
money fbr-fami;y care residents. The potential amount available
was $94,perlyéé::be'eﬁchyrQSidéﬁﬁu’Pf about $7.83 per month.
Based on averace population of three residents per house,
the combined financial resources available for the operation of

"such a home amounts to just over $%20 per month.
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Status of Family ‘Care

?he'omé:ﬁamiiyﬂéare p;ogramJ.with,just over 4,000 résidénts;
ir 1975, has been decreasing in size sin¢ea1975, As. of
December §l?'1978, there were 1,0131h¢mé§x¢ettifiea.bY'thé
.Office of ‘Mental Health with a;;apagitg of 3¢§31 residents and
& population ©of 3,203. FIﬁ'compariSDn, the Office of Mental
Retardation and Developmental Disabilitigs has 1,684 family care
Romes with a capacity of 4,494 residents and a population of
3,850 as of December 31, 1978. The average capacity _arid popula-
tions of thé homes fqr OMH was 3,9vand.3.2 residentS'pér home.,
respectively, while OMRDD had an average capacity of 2.7 and
sopulation of 2.3 residents. ' -

In the Qes;ern region of the State (identified as the Wéstern
.CéuntY'Sérv£Cés Group by OMRDD), the family cage program repre-
sents a significant proportion of the homes-Statewide. For OMH,
this region contained 37.5 percent of the total .certified homes,
while 24}5 percent of the total OMRDD family‘cafe homeé:are in
this drea. Since'the catchment areas of psychiatric and develép—
mentél gehters are'not contiguous in this region; facility—by—»
facility comparisoqs are not included. It should be noted that
Buffalo Psychiatric Cehter is responsible for the operation of
172 family éaré homeé, :epresenting'lﬁ perceérnt of the total OMH

homes ‘and -45 percent ‘of the homes. in the OMH Western Regionf
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ewer - res;dents per home, 2

oLy

in comparlson with OMH family care homes statewide as well as within

the Western Region

(3-1} .

In terms of utilization,

‘Buffalo

Psychiatric Center has 2 slightly higher occupancy rate than

the OMH statewide average

The region

1978,

al distribution and status of family care, as of December

is shown below.

(84.6 percent compared with 81.5 percent).

i_Region

INumber of

Homes

Capacity

fice of ‘Mental Health

Population

Rate

Occupancy
(%)

Western

381

(37.6%)

1422

11178

(36.8%)

82.8

Central

1158

929

(29.0%)

80.2

(7.

0%);

885

751

(23.4%)

84.5 .

| Hudson River

New York City

-9%)

205

-.148

{ 4.6%)

72.2

Leng Island

86

{ 8:3%)

257 |

197

o 6.2%)

76.7

Total

e e

1013

3931

3203

(100%)

81.5

Office of Mental Retardatlon and Developmental Dlsabllltles

Region .

Number of

Capac;ty

Population

Occupancy
Rate (%)

Western.

415

Homes

{24.

1128

936

(24.3%)

83.0

Scutheastern: |

i

418

(24.8%)

1296

1106

(28.7%)

85.3

Northern

338

1223

1036

(26.9%)

84,7

New York Cityj
Long

id

Island |

.5%)

847

772

(20.1%)

91.1

(100%)

4494

3850

Total

(100%)

85.7




- A e A AN SN T Ay i
TNEORMAT i RS UwL ?."3 e (S )
Srzmalia) AT Tawtlw Cone Preshnd Sgw (g
L TR E oo S T 2708 rnloloeris

APPENDIN L.
(Page 1 of 3)

City

..........

Aushand

Zip

by
{1

b 51
L
0
9‘ A
W
1))
w

Cthe> £dults .

Address

Ne=ed of all there livirmg in the hKome

iame : _ Age

ST

Ui

'y
[ Bl
Pt
] -
o)
£
(Y24

[

Address

Relationship to Provider(s)

s)

affilia=ion, if any, of orovide=(

Levyel ¢of Zncome

" Sources ¢ inccme
Zank or other credit reference (o5tional)
Zelersnnes

. rnaysician
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2, List 3 Carsens, nos reliztec UL tne providar who have andtun
tng provigdar or et le3st 3 years wWno fan attest o the good
moral character of the provider.

a) Name
Address
Phone

b) Nane

Addrass

Phaone

¢) Nare

Address

‘Phone

Mzaizal Status of Provider(s)

Married o Divorced ... Separated
Unmarried Widowed

Previder!s/Providers! Family Composition

1, PFather living in home? Yes Mo, explain
2, Number of cnildren living in home

A. Living home
3. Living elsewhere

Tducation (for each provider)

Circle Highest Year Ccmpleted:

Grade School 12345678
High School 12 3 4 _
College 1 2 or more

QOther, Specily
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Al - DROSRECONINT CLITNTE Sy

Gal.

0-12 - Male | ' Female
adolescents 13=21 ’ Mals ~ Female

adults: 21+ . Male Female

INFCRMATION ABOUT LIVING CUARTERS

1. Describe general physical cenditlon of homer

>

z. Nimbeér of rooms in home:

3. Check 1f rooms are shared with family members:

Bathrocn
Xitenhen.
Ziving Rcom

__Recreational Room

Comments:

4. Condition of rooms , Genérally Good ‘Nesd Repairs
Others’

Yow many cllenss .zare in a rocz?

[42Y

tre rooms adequately spaced?

_Tes No, explain :

£

-
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£
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i

L3
i

]

e 4 OERER m eimt d Pmiieiab i
furnishing and ZIuipnens:

P

L2 3

‘X. Suffictent end safe for size and nesds of femlly/elilanis

Ve ‘No, =xglain

g

Ts there hot and cold water?
_Yes . ______No, explaln
o>

Are the client rooms adeguately heated?

To there 2ppear to be any problems in housekeeping?

Yes v _No, explain

Type of bathing facility

A. Shower

'B. Bath Tub

¢. Bo:th

Comments:
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T o Commercial
Incdustrial

Fazal

——————

Cemnunity Relatiohship:

D¢ caretakars participate in any communiiy zetivities:

A. Chiarch Yes _ No

"E. Schoel Activities . Yes _ No

C. Zluts, (Boys, Boy Scouts) Yes No

©

Other, Specify

Atcessdbility of hom% toi
A, __ School

Crhurch

1

Empioyment

]

[}

. Stores
——ee

A4S

Social/Recreational Facility

"y

‘Hospltal
G. Qther Needs

= __If no te azny ol above, explalin

'RECOMMENDATIONS
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FAMILY CARE' HOME OUTLINE

PERSONALITY OF HOME-
1. Family Composition

2. Physical Appearance and Description

TYDPE OF CARE

1. custodial

2. Active ~ Keep Busy
a.  Around Home

b; Away from Home

:CARETAKER ~ STAFF RELATIONSHIP

CARETAKER - PATIENT RELATIONSHIP

SUMMARY

HISTORY OF SERVICES, LENGTH, etc.

Appéendix M

‘RECOMMENDATIONS ~ REQUEST APPROVAL EOR NUMBER OF PATIENTS



Name ¢f Care Provider

UNIT . DATE _
ENVIRONMENT
* 1. Does the current safety report indicate compliance
with safety regulations? :
* 2. 1s the property located in a "saturated" area?
3. Does property reflect value and maintenance level
equating that of neighboring properties?
4. 1Is there recorded evidence of commmity concern
over the présence of family care homes 6r ‘other
' fental health facilitjes in the area?
* 5. Does each client have ada.;uate personal space?
(No more than two cl:Le.nts in a room;)
6. Are living arrangements conducive to interaction
with the household members?
7. 1Is the home clean, orderly, and well-lighted?
8. Are. furrushmgs in-the cllent-demgnated areas
- attractive and appropriate?
9. Dces the providér have satlsfactory faClllt'_‘LeS '
: for smoking?
*10. Are there adequate bat.hroom facilities for the
riutber of persons in the household’
PROVIDER
*11. Does the provider have adequate independent income?
*12. Do Patient Resources records or Voucher Office
records indicate any fiscal difficulty?
*13. Have there been any incidents and/or reports -
that suggest undue pressure or physical abuse?
*14. Does the provider maintain a fiscal record?
Medication record? Clothing mventory"
Daily log of unusual events’
*15. Does the provider ‘have appropriate space for

-150-

Check List for Site Evaluation

BPC FAMILY CARE

the storage of medications? Adequate )mowledge.

P U LIPS, S e ] Pk S m Y n Emre s~

Apvendix N
(Page 1 of 3J
NC: | IMPRO. I DEFICIENCY
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16. Does tne provider administer or supervise the
administration of cation?

17. Does the prov:.der have aoecLéto arrangements for
short- term, long-term supervision .in her absences?

18, Does~the provider view family care as a
transitional prog-*’am?

19. Are monies allocatec¢ for food suf‘lca.ent for the
provision of a nut“tlous diet?

20. Is transportation available?

CLIDTS

' 21. Do the clients appear t6 be cléan, well-fed, and

' '_:prop:iatelx clad?

22. &re clients privileged and/or encouraged to
participate in normal activities of daily hvmg"
Allowed free use of the phone and mails?
.Droude__d with privacy when visited?

23. Are clients encouraged to make constructive use
of leisure time? (Evidence of reading material,
games,; etrc.)

24, ' Do clients participate in any mmunlty
activities? :Rehab.? ©Other service agenicies?

25.. ‘Do clients have an -Oppo’rtmity- to-attend.
religiocus services? .

26. Do clients eat their meals with other members of
the household?

27. Do cllents have the same menu as the rest of the

' household?

28. Do clients use their own funds for snacks and/or
meals eaten in the cammmity in lieu of méals in
the hame?

29. Do clients have access to and freedom in the use
of personal funds? '

30. Have Individual Service Plans been developed for

'~ clients in the home?
31. Have clients from this home moved ‘to other levels
© of living? .

32. Does information provided by clients substantiate
other information?

33. 1Is the hame generally in compliance with the

Manual for' Family Care Providers?

- | DEFICTENCY




Appendix N
~152- TPage 3 of 3)

Summarization of Site Visit

Facility and Unit Reports

Informazion from Survey

" Recommendations

*Considered salient points in the certification decision.

Date

Reviewer




The New York State Commission on Quality of Care and Advocacy for

Persons with Disabilities is an independent, New York State government

agency charged with improving the quality of life for New Yorkers with
disabilities, protecting their rights, and advocating for change.

_ New York State
Commission on Quality of Care and Advocacy
for Persons with Disabilities

401 State Street
Schenectady, New York 12305- 239/

1-800-624-4143 (Voice/Spanish/TTY)

WWwWw.cqcapd.state.ny.us

© 1990 NYS Commission on Quality of Care and Advovcacy for Persons with Disabilities
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