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EXECUTIVE SUMMARY

On January 3, 1999, David Dix [a pseudonvm] 1s alleged to have pushed a voung woman to her death 1n
front of an oncomung subway train in New York Ciry. Followng this tragic inaident. the Commussion and
its Mental Hygiene Medical Review Roard conducted an invesnganon to determine what mental health
services Mr. Dix had received, to assess whether the services were adequate and appropnate. and whether
thev represented a cost-effecove expendirure of public funds. Thus invesngauon concluded with recom-
mendagons for improving the care of individuals who are senously and persistenty mentaliv ili. whose
histones include behaviors dangerous to themselves or others and who are uncooperaave with outpauent
mental health services.

David Dix began receiving mental health services as a voung adult and, as he aged. frequenty evi-
denced hallucinadons, delusions and spontancous, unprovoked acts of aggression when not taking psy-
choactive medication. He consistently failed to take prescribed medication after discharge unless he was
in 2 supervised setting. Despite an awareness over the years by several mental health care providers that
Mr. Dix required a supervised living situation and close monitoring of his psychiatric symptoms and medi-
cation compliance, and despite his mother’s pleas that he be discharged to a supervised serung, he was
repeatedly discharged to live in an apartment with periodic therapy and medicaton management from 2
clinic—an arrangement that never successfully kept Mr. Dix from decompensatng.

By the ume he was 27, Mr. Dix had twice been admitted to a psychiatric center and had lived in a State-
operated community residence and in an adult home. His nearly four-year stay in the communiry residence
and adult home, during which tme he required no hospitalization and where he received on-site services,
including cnidcal medication monitoring, represented the last period of stability in his life, prior to the
January 1999 incident. (Pages 1-4)

The two vear period after Mr. Dix left the adult home to live in an apartment in 1997 was marked by
frequent visits to emergency rooms and numerous inpatient admissions, someames precipitated by his
own requests for reatment and at other dmes by his aggressive behavior towards others. His treatment
sources were multple, the care uncoordinated, costly, and, according to the Commission’s Medical Review
Board, often inappropnate in its failure to recognize his need for intensive, daily contact. Mr. Dix received
199 days of inpatent and emergency room services, on 15 different occasions, in six different hospitals
from 1997 to 1999. Four different clinics provided outpatient services in this ime period. 1n 1998 alone,

mental health-services for Mr. Dix cost over $88,000. (Pages 4-10)

' In an effort to address the fragmented and oftentimes inappropniate care afforded Mr. Dix and identify
available alternatives that have proven more effecuove and less costly, the Commission’s report concludes
with the recommendanon that the Office of Mental Health conduct a comprehensive assessment of cur-
rent housing resources—including, but not limited to, state and voluntary community residences and sup-
ported living programs—and the current availability of Intensive Case Managers and Asseruve Commu-
nity Treatment teams to determine the need for additonal residental and community support services for
individuals whose serious and persistent mental illness has represented a danger to themselves or others or
has resulted in frequent rehospitalizadons.



INTRODUCTION

On Januarv 3, 1999. 29 vear-old David Dix  allegedly pushed 2 voung woman 1n front of an oncoming
subwav train 1n New York Ciry, causing her death.

Mr. Dix was seriously, persistently and. at umes, dangerously mentallv 1ll and had often sougnt out
services from New York State’s public mental health system. During the one vear span immediatel prior
to January 3, 1999, Mr. Dix recerved inpauent or emergency room psychiatric treatment at four hospitals
on eight separate occasions at a cost of over $387,000. His last inpauent admussion had ended 1ust rwo
weeks prior to January 3, 1999.

The Commussion and i1ts Mental Hygiene Medical Review Board” conducted a review of Mr D'
mental health weatment. As indicated 1n the findings, Mr. Dix would often present himself for treatment
— complaiung that he was anxious, hearing voices and unable to control himself — and ask to be helped.
at nmes requesting supervised housing. His treatment history also reveals several other consistent charac-

teristcs:

failure to take prescribed psychoactive medication after discharge unless he was in a super-
vised serting;

unwillingness to accept long-acting psychoactive medication via intramuscular injection
(with two short-lived exceptions);

sponuncous unprovoked acts of aggression, mostly directed at women, over which Mr.
Dix said he had no control;

hallucinations and delusions which cleared with ant-psychotic medication;
consistent requests from his mother that he be discharged to a supervised setung;

varving rates of attendance at outpatient services, except when in an adult home where
services were provided on-site; and

awareness by several mental health care providers over the vears that Mr. Dix required a
supervised living situation and close momntoring of his psychiatric symptoms and medica-
non compliance.

The conclusions.and recommendations of the Commission and Medical Review Board address the
questions of how best to treat and support individuals who, like Mr. Dix, are senously and perststenty
mentally ill and have a propensity towards violence when not receiving-adequate treatment.

(¥

Pscudonym
The Mental Hygiene Medical Review Board is a panel of physicians, with expertise in the ficlds of

psychiatry, forensic pathology, surgerymdmmalmedmc,appomtedbyﬂ:eGovunormuamﬁn
Commission in its activities. o '



FixDpiNGs: A Brier MENTAL HEALTH HISTORY

THe EARLY YEAR:
David Dix was a gifted student who excelled i1n elementarv school and graduated from a special science

program 1n the Bronx. He went en to study for a vear at the State Universitv at Stonv Brook. majonng in
‘psvchology. In December of his freshman vear, he began to show symptoms of mental iliness. ne re-
ported hearing voices and was acung uncharactenisucallv. The private psvchiamnst treaung Mr. Din pre-
scribed medicauon to treat his symptoms. This marked the beginning of Mr. Dix’s treatment whicn would
lead him through muluple hospitals and commumnirty-based programs 1in New York Cirv.

CrizrLMOOR PsycriaTrIC CENTER 8/11/89 - 9/14/89
Mr. Dix’s first psvchiatric admission occurred in the summer of 1989 after his mother summoned the
police for assistance. Mr. Dix’s behavior had become increasingly more bizarre and included auditory
- hallucinanons and paranoid delusions. His mother reported that Mr. Dix was non-compliant with anuo-
psychotic medication which precipitated his decompensation. During the admission examinaton, he threat-
ened the phvsmia.n He also reported delusions that he hzd psychic powers and was growing extra body
_parts.

Creedmoor physicians initially diagnosed Mr. Dix as paranoid schizophrenic, with the intent to rule
out an affective disorder with psychotic features. Mr. Dix would carry the diagnosis of schizophrenia with
him throughout his adult life and would be treated with and-psychotic mcchcauon bmh as an inpatierit
and on an outpauent basis.

Mr. Dix responded to medication at Creedmoor and within two weeks he denied heanng voices.
Home visits went well, and Mr. Dix was discharged in September 1989 with medicaton. Arrangements
were made for outpauent treatment at the Clearview Clinic. He returned to live with his mother.

CrLerviEw CLINIC 9/20/89-5/22/92

Mr. Dix was seen at the Clearview Clinic and was offered standard outpatent treatment or dayv hospital
placement. 2 more intensive treatment opton. He refused the latter. He was subsequently seen in chinic
sessions, which 1utally occurred without interruption, but eventually became marked by failed appoint-
ments and non-compliance with his medicauon.

CREEDMOOR PsycHIATRIC CENTER 8/29/92-9/9/92

Three vears after his initial hospitalization at Creedmoor, Mr. Dix was brought to Queens Hospital by
the New York City Police Department (NYPD) after he threatened his family. Mr. Dix reported that he |
- had stopped taking all medicagons five weeks earlier. He was tearful, bizarre, and had delusions that he was
shrinking. Mr. Dix was transferred to Creedmoor as an emergency admission. He was stabilized on medi-
cauon and within 10 days returned home to reside with his mother.

CREEDMOOR PsycHIATRIC CENTER’s CRisis RESIDENCE 12/6/92 - 12/14/92

Mr. Dix appeared at the Creedmoor Crisis Residence in December 1992, reporting that he had been
non-compliant with medication for the past three weeks. He advised staff that he had been residing with
a roommate in the fall and early winter, but presently had no place to live. By this time, Mr. Dix’s mother
had determined his living with her was not a good situation for cither of them.

While at the Crisis Residence, Mr. Dix denied hearing voices, although he appeared to be preoccupied
and responding to internal stimuli. His stay ended in a scriously assaultive incident. Shortly after midnight -
on December 14, he unexpectedly became agitated and paranoid, believing someone was after him with a
gun and demanding to leave the residence. He bcgam to follow a female staff member and eventually
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barricaded himself 1n the nursing stavon A pnvsician was summoned. and Mr-Diny was meaicates
short ume later. Mr. Dix approached the phvsician and asked whetner he nad given nim ponor Ton
quesnonung was followed by a period of increasing agitauon which culminated 1n Mr. Dis assaulung tnree
femnale staff members with his fists. Secunitv was contacted, and Mr. Dix was restrained and taken imme-

diatelv to Creedmoor’s Secure Care Unut.

CreeEDMOOR PsycHiaTRIC CENTER 12/14/92-8/25/93

On admussion to the Secure Unut, Mr. Dix was excepunonally agitated and threatening. He trequentiv
accused staff of admunistering cvarude to him. In therapy he stated that he did not know wni he hit
people. He promused not to be assauluve agamn. But the assauluve behavior conunued. and he hut another
staff member several davs later. In subsequent weeks, chnicians recommended that Mr. Dix accept Haldol
Decanoate (long-acung intramuscular injecuon). Mr. Dix refused. Several changes were made to Mr. Din's
medicanon during March, April and May of 1993, and by May, Mr. Dix appeared to be doing well. Dav and
weekend visits to his mother were uneventful (although it was later learned that Mr. Dix did not take his
medication while on home visits). Consequently, Me Dix was transferred to Creedmoor’s apartment pro-
gram. He remained there for three months untl August 25, when he was placed at Creedmoor’s State
Operated Community Residence (SOCR) and simultancously admitted to the Cr:cdmoor-opcntcd Queens
Village Day Treatment Program (QVDTP).

- CreepMOOR’s SOCR AND QVDTP 8/25/93 - 11/9/94

While in the residence and at day treatment, Mr. Dix appeared to perform well. By july 1994 efforts
were made to search for other treatment-oriented residendal opdons for Mr. Dix, such as supporuve
apartments. During his interview with staff of a voluntary-operated residenual program, Mr. Dix report-
edly answered questions evasively and said his goal was to live with his mother and to stop taking medica-
von. Documentanon of the interview indicates that “when he was asked about the incident where he
assaulted three staff, he brushed 1t off as if it was nothing.” In view of his answers to the quesuons posed
and his lack of appreciation for the seriousness of his assauluve behavior, Creedmoor staff decided to
refer Mr. Dix for placement in an Adult Home “as he has failed his interviews at supporuve apartments.”

This plan was discussed with Mr. Dix’s mother, who was agreeable, noung that David “needs 24 hour
supervision, needs someone to give him his medicanon.” On November 10, 1994, Mr. Dix accepted
placement at the Leben Adult Home. His outpatent treatment was to be provided on-site by the New
York Psvchotherapy and Counseling Center (NYPCC).

Lesex HoME / NEw YORK PsYCHOTHERAPY AND COUNSELING CENTER

Mr. Dix stayed at the Leben Home from November 1994 to September 1996. Occasional notes from'
October 1995 to July 1996 state that he was waiung for supportive housing, but this never matenabized.
‘Dunng that ume he received assistance in taking medication as well as weekly counseling sessions and
monthly medication monitoring by a psychiatrist, provided by NYPCC, which had an on-site mental
health team. Mr. Dix’s mental health treatment plans were updated each quarter, addressing his medication
comphance, lack of insight into his limitations, and his reladonships with family members.

In the fall of 1996, Mt Dix left Leben briefly to live with 2 roommate. On December 6, 1996, he was

* picked up by police at 2 supermarket, after he got into an argument with someone, and was taken to

Jamaica Hospital. He claimed that he did not know what happened, accepted voluntary admission, and
was treated with ant-psychotic medication; his symptoms cleared and he was discharged on December 23,
1996 to his apartment with arrangements for outpatient clinic treatment—a treatment, response and
discharge pattern that would become increasingly common. In this instance, Mr. Dix was discharged with
an outpatient appointment at the Jamaica Hospital Mental Health Clinic. '



Mr. Dix staved 1n an apartment unal Januarv 1997 wnen he returned to tne Leben Home 1or appron
matelyv five months. Dunng his stav at the adult home from January to Mav. ne conunued 10 recene chnidd,
services from NYPCC. According to Medicaid billing records. he also recerved on-site services frrom start
affiliated with the Staten Island University Hospural for a “developmental delav™ and “learming difficulties”
Since the Staten Island Hospital has been unable to produce anv clinucal records. the Commussion 1¢
unable to explain why services (cosung nearly twice as much as NYPCC's weeklv chinic visits were pro-
vided to a voung man with no historv of a learming disabiliry.”

On March 27, 1997 Mr. Dix took himself to the Elmhurst Hospital ER asking tor treatrment. He
reported that he had been feehing anxious and nervous for the previous three months and requested to go
back to Creedmoor where he had a “good doctor”. Elmhurst’s evaluanon found that he was mildhv anx-
1ous, but had no thought disorder. His medicanon regimen was assessed to be appropnate, and so he was
discharged. He returned to the Leben Home, only to leave within a few months.

Last Two YEARS OF TREATMENT

The two-vear period from early 1997 to January of 1999 was marked by frequent visits to ERs and
CPEPs (specialized psychiatric emergency rooms) and frequent inpatient admissions for Mr. Dix, as he
repeatedly sought help for his hallucinadons and dclusaons It was 2 period when stability and contentment
were increasingly elusive.

INTERFAITH MEDICAL CENTER 5/6/97 - 5/30/97

Within 2 day or two of leaving the Leben Adult Home, Mr. Dix was brought by EMS to Interfaith
Medical Center, complaining that he was nervous and scared and was hearing voices calling his name. He
was admitted on voluntary status and started on and-psychotic medication. Recognizing that Mr. Dix
would do much better in a supervised living arrangement, social workers arranged for him to go on pass
to visit two adult homes. The discharge summary reports that he refused placement 1n either home and,
instead, would live in his own apartment in Queens. He was to receive outpatent services at Brooklyn
Jewnsh Mental Health Clinic (a division of Interfaith) with an appointment set for June 5, 1997. According
to the outpauent records, Mr. Dix kept that appointment and attended the ciinic berween five to eight
addiuional umes berween June and September 1997.

BeLrevie MEbpicaL CENTER HosprraL 9/11/97 - 9/13/97

Three and one-half months passed and Mr. Dix again needed intensive psychiatric services. He spent
two days in an observation bed at Bellevue Medical Center Hospital after he came there asking for more
medicauon to treat persistent auditory and visual hallucinanons : He stated that he wanted to be 1n the
hospital and asked to be sent back to Creedmoor. Clinicians called the community residence at Creedmoor
where Mr. Dix had lived earlier and were told that the state-operated community residence could only
accept admissions directly from Creedmoor Psychiatric Center. Chnicians also called the Leben Home
and were told that Mr. Dix would not be welcome to return. The hospital records document conversa-
vons with Mr. Dix’s mother in which she related her son’s extensive history of psychiatric treatment, his

3

-On September 22, 1999, the New York State Attorney General announced that Staten Island Univer-
sity Hospital has agreed to pay $45 million to settle a state Medicaid overbilling case. The case alleges
that SIUH billed Medicaid for visits occurring in more than 500 part-time “clinics” that were actually
only rooms of clients living in adult homes or group residences. Additionally, the Attorney General
found.that services were allegedly unsupported by evidence of medical necessity and included more
recreational activities than therapy. .

Billing and clinical records are not consistent concerning the number of visits.

4



pattern of non-compliance with medicauon as $00n as he 1s discnarged. and her request 107w sunDOrE:
iving arrangement for him— to break the cvcle ot repeated admissions.

Mr. Dix was discharged from Bellevue back to his apartment with a two weeks supph of ano-psi-
chonc medicauon and a referral (not an appointment) to Brooklvn Jewish Mental Health Chinic. Statt lett
a voice message on the chinic ine advising clinuc staft to expect a call from Mr. Din. On September 13 and
17, Mr. Dix was treated at the chinic, but bv September 18 required inpanent admission.

Jamaica HospitaL 9/18/97 -9/26/97

On September 18, 1997, EMS brought Mr. Dix to Jamaica Hospital at his own request Records indi-
cate that Mr. Dix had gone 1nto Manhattan from Queens to buy music and had difficuley inding hus way
home. When he made 1t home, he called 911 and reported his need to go to the hospital. On admussion. he
denied suicidal and homicidal 1deanon, but stated, “I cannot cope or funcuon alone.” He was treated tor
eight days and then discharged to his apartment on Depakote and Haldol, the same anu-psychotc medica-
tion which had been prescribed consistently for him. An outpauent appomntment at Jamaica Hospital was
scheduled for October 1. '

Jamaica HosprraL 11/14/97

Within seven weeks of his last inpatient admission, Mr. Dix was again taken to the Jamaica Hospital
ER after he attacked a female doctor with no warning while he was waiting for his appointment at the
Mental Health Clinic. When questioned about the attack, Mr. Dix responded that he did not know why he
did 1t. He was placed in restraints and medicated. Because Jamaica Hospiral had no beds, he was trans-
ferred to North General Hospital. Jamaica Hospital clinicians recommended that, upon discharge, Mr.
Dix should go to 2 day treatment program where he could be monitored more closely.

NortH GENERAL HospiTaL 11/14/97 - 11/26/97

When Mr. Dix was admitted on a voluntary status, the hospital called his mother who again explained
about her son’s non-compliance and need for supervised housing. He was treated with Haldol and Depakote,
medicauons that had been helpful in the past. He was discharged back to his apartment because 'pauent
left [supervised] residence to live 1n the community,” apparently referning to his leaving the Leben Home
months earhier. His first outpatent appointment, which he kept, was for two davs after his discharge at the
Jamaica Hospital Mental Health Clinic. Durning the visit, Mr. Dix was informed that he could no longer
attend the clinic, due to the assault incident of 11/14, and that he would be referred to a day program
. which would provide closer monitoring. This plan, however, never matenalized.

ELvHURST HOSPITAL 12/15/9'? -1/2/98

Less than 2 month clapsed before Mr. Dix again needed inpauent treatment. In mid-December, Mr.
Dix was brought to Elmhurst Hospital by NYPD in response to his pushing 2 woman to the floor 1n 2
bookstore. An initial evaluation found that Mr. Dix had become troubled with poor sleep and auditory
hallucinations and, again, was requesung hospitalization. He informed clinicians that he felt that someone
else was taking him over and that this made him angry and caused him to attack women. In his own words,
“I cannot control myself.” Within three days of his admission, Mr. Dix, without provocaton, attempted
to attack 2 female resident physician, obeying the voices telling him to do so. He was placed in seclusion
and medicated. Later he claimed he did not remember the attempted attack.

On Christmas Eve, Mr. Dix informed staff that one of his friends was a master psychic who was
telling him strange things from far away, telling him that he was never born, that he was a ghost, and that’
people would come to get him. He said he knew he could not function independently in the community,



and he requested placement. Further interviews reveaied that Mr. Dix beheved sometning or somepod
entered hus bodv which caused him to push people against hus will

A December 31 note by a resident phvsician indicated that Mr. Dix was willing to go to an adult home
and a referral packet had been submutted. It also noted that “"pauent can be discharged earlv it he s willing
to go back to his own apartment.” Mr. Dix was discharged to his residence shorth after New Years Dav.,
1998. At discharge, Mr. Dix was medicated with the ano- psvchouc medicanon tradiuonaliv used to treat
him. He refused the recommendanon of !ialdol Decanoate. It does not appear that M:. Dy was given an
appointment for outpauent care following discharge; nor do billing records indicate he attended anv out-
pauent programs in the weeks that tollowed.

NORTH GENERAL HospiTar 2/17/98 - 5/5/98

Six weeks after his New Year's discharge, Mr. Dix was brought by ambulance to Jamaica Hospital.
After he had kicked down his roommate’s door, he told his roommate that he was having a psvchouc
break and asked the roommate to call the police. He was taken to Jamaica Hospital, was medicated, and the
next day he was transferred to North General Hospital for admission. Admission notes at North General
state that Mr. Dix “admits hearing voices but could not elaborate.” “Has history of rcpcatcd unprovokcd
" attacks. He claims he usually has a sudden rage with the urge to attack without provocation.”

After an approximately rtwo week stay, Mr. Dix was discharged to his apartment, with medicatons and
_an appointment in the following week for outpatient treatment at the Interfaith Hospital Mental Health
Chnic. Mr. Dix did not keep this appointment, according to billing records.

BerLrevee CPEP 4/5/98 -4/8/98

A month later, Mr. Dix walked into the Comprehensive Psychiatric Emergency Room (CPEP) at
Bellevue Hospital and asked to discuss the mental health issues of a friend of his at Creedmoor Psychiatric
Center. He then reported that he (Mr. Dix) was getting only four hours of sleep 2 might and admutted to
having had auditory-hallucinations a week earlier. He was viewed as exhibiung manic symptoms, and was
treated with anti-psvchotic medication.

While in the CPEP, Mr. Dix was approached about parucipating in a drug research protocol. On April
7, 1998, he agreed to parucipate in research to examine “the clinucal effects of cross-utrauon of anu-
psvchoucs with Ziprasidone.” No further mengon of this 1s made, and there 1s no evidence that Mr. Dix
acrually became a pardcipant in the drug study.

Outpatent services were arranged for Mr. Dix at Long Island Jewish Hospital (LI]), 1n accordance-
with, his preferences, for the following week, with back-up services at Jamaica Hospital which was closer.
Billing records indicate that Mr. Dix kept one LIJ Hospital clinic appointment on April 13 and then
received outpauent services at ]arhaica Hospital on April 17. The record documents no medicauons given
to Mr. Dix while in the Bellevue CPEP on April 8, and none given to him when he was discharged.

Jamaica HoserraL 5/2/98 - 6/11/98

Less than 2 month after his discharge from the Bellevue CPEP, Mr. Dix was voluntarily admitted to |
Jamaica Hospital following his assault of rwo people at a fast-food restaurant. Mr. Dix was not able to
explain why he attacked the other patrons, and said that he did not remember what happened. On admis-
sion, he expressed the delusion that three people were manipulating his thoughts, that one of the three was
putang him into a trance. He also admitted to auditory hallucinations, but denied homicidal/suicidal ide-
agon.

Two days into his admission, Mr. Dix punched a female patient. He was placed on constant observa-
tion. By day four of his hospitalization, the hospital records report'that he was beginning to clear and
believed that he could control himself. In therapy sessions, however, he was still unable to enter into a
contract promising to seck help from staff if he felt the urge to hurt himself or others, since he did not

6



know whv he attacked the other pauent and the restaurant patrons Conseguenthi, ne Was Kept on consiiny
observanon unul Mav 11. A phvsician’s note on Mav 12 shows Mr. Dy improving, denvinge auaitor: and
visual hallucinavons. Ten davs later, on Mav 22, 1998, Mr. Dix was discharged. The social worker< dis-
charge note reports an unusual discharge arrangement, perhaps because there was informauon to believe
his former residence was no longer available: Mr. Dix was to be transported home 1n an ambuiertc.
accompanied by a hospirtal secunty officer and 2 member ot the nursing staft. However, he was readmutted
the same dav when 1t was discovered that his rented room was “uninhabitable™ (no electncinv, non-func-
noning bathroom, vermun infestanon and other problems),

The plan was for Mr. Dix to stav in the hospiral untl suitable housing was tound. On June 5 and 10, he
was granted escorted passes to secure housing, and on June 11 he was discharged. His discharge medica-
uons were Haldol, the same ann-psvchouc medicauon used dunng each of his inpauent stavs, and Depakote
He was given an outpauent appointment for June 19 at Hillsde Hospital (a division of Long Island Jewish
Hospital.) He did not keep the appointment.

BrookparLe HosprraL 6/20/98 - 7/31/98 ‘

During this admission to Brookdale Hospital the frequency between attacks shrunk to days. On June
20, Mz. Dix was brought to Brookdale University Hospital by EMS for punching a female on a subway. Mr.
Dix reported to clinicians that he had been discharged from Jamaica Hospital about two weeks ago, and
since then had been having bizarre experiences of seeing people turn purple and himself shrinking. Remi-
niscent of earlier conversadons, he stated that he could not explain the attack, other than to sav that
someumes he could not control his arms, and that’s when he got into trouble. The unprovoked aggression
contnued, and duning Mr. Dix’s admission physical he assaulted his physician.

Two days into his admission, Mr. Dix spoke again of his assault on the female in the subway. He
informed chinicians that he had slapped and punched the woman, but he didn’t know why. He said that he
felt better after the assault. Mr. Dix’s physician’s notes comment on Mr. Dix’s indifference to the conse-
quences of the impulsive assauluve behavior.

On June 23, while preparing for a group therapy session, Mr. Dix jumped to his feet and attacked the
physician running the session. He struck the physician in the face with both hands. As staff intervéned,
Mr. Dix struck out at them on two occasions before he could be controlled.

In response to these serious, unprovoked incidents of aggression, and Mr. Dix’s overall treatment
needs, Brookdale clinicians made the decision to transfer Mr. Dix to Creedmoor Psychiatric Center, a plan
to which Mr. Dix wasulumately agreeable. According to the Brookdale record, Creedmoor responded that
there would be a three week wait for admission. A need for addiuonal medical tesung at Brookdale may
have delaved the transfer and Jengthened the wait. In an interview with Commussion staff, the Director of

- Creedmoor revealed that admission screening staff quickly recognized Mr. Dix and determined that they’
would admut him as soon as a bed became available.

By the end of June and through early July, Mr. Dix acknowledged to Brookdale clinicians that he was
~ hearning voices telling him not to go to L.A. and be in the movies. He spoke to his mother who refused to
accept him home in view of his non-compliance with outpatient treatment. Initially, Mr. Dix requested to
be released to his own apartment, but then decided to accept placement in a long-term structured setung.
Around the Fourth of July, Mz. Dix told his physician, “Hey! I feel fine. Don’t worry, I'm not going to hurt
anyone.” But, within a few days, he suddenly and without any provocation, lunged at a female aide, punch-
ing her between the eyes. Male aides interceded and Mr. Dix also struck them as they attempted to restrain
him. After Mz. Dix was controlied, he expressed to staff, in a flat affect, “It happened again”

For most of the remainder of July, M. Dix remained in his room preferring to be alone, as it allowed
him to “feel safer and not like he was going to hurt someone”. By July 15, after receiving information on
Mzr. Dix’s most recent assault, Creedmoor staff advised Brookdale that they would accept Mr. Dix as soon



as a bed became available. Therapy sessions through juiv found that Mr. Dix “...senses panic anc. witnit
seconds, will strike out... he feels controlled. bike a pupper on a smng... ™ According to chinical records. b
remamned reclusive, restless and preoccupied with hus inner thoughrts.

On Julv 28, 1998 Mr. Dix presented 2 letter to hus phvsician‘requesung discharg= from the hospital
Since Mr. Dix was on voluntary status. Mental Hrgene Law requires that the hospital erther rejease him. or
awithun 72 hours apply to the court for an order authonzing his retennon on an involuntary starus. Second
opinons from two psvchiatnists were obrained relanve to Mr. Dix’s menral status and potenual tor vio-
lence, and the decision was reached to comply with the discharge request. In preparanon for discharge to
the apartment he occupied pnior to admussion, Mr. Dix was admurustered long-acung Haldol Decanoate
on both Julv 29 and July 30, in addinon tathe oral Haldol he was prescribed. He was discharged on julv 31
. with an appomntment for ourpagent services the following dav at Long Island jewish Hospital.

Mr. Dix did not keep the ourpanent appointment. However, on August 12, he presented at the Long
Island jewash Hospital complaiming of ngidiry, slecplessness, decreased uninaton, dryv mouth and de-
creased appetite—side effects of the Haldol. He was seen by a physicdan who assessed his symptoms and
suggested that if the impaired urinaton continued, the oral Haldol be decreased undil the Haldol Decanoate
wore off. Mr. Dix returned to the clinic on August'17. The entry for that clinic visit is difficult to interpret,
in light of the information above. Mr. Dix was reportedly offered Haldol Decanoate (there was no men-
‘tion of the double administration on july 29 and 30 and no menton of the problem with side-effects
evident on the 12%). When he refused, he was given 2 script for a ten day supply of Haldol, an appoint-
ment for ten days hence, and a’list of clinics in the Queens and Nassau area, which were more convenient
to him. Mr. Dix did not rerurn to the clinic.

On August 11, Creedmoor sent Brookdale a signed order of transfer datcd for August 14 only to learn
that Mr. Dix had been discharged without Creedmoor’s knowledge.

BLEtLER PsycHOTHERAPY CENTER 9/18/98 - 11/18/98

On September 18 Mr. Dix made contact with the Bleuler Center requestng outpaunent treatment. Mr.
Dix was seen on two occasions (9/22 and 11/11), and he failed to appear for-other scheduled appoint-
ments (11/7 and 11/18). Subsequently, Bleuler became aware that Mr. Dix had been hospitalized at North
General Hosprtal.

BeLLeviE HospiTar. CPEP 11/7/98 - 11/8/98

In earlv November, Mr. Dix appeared again at the CPEP with vague complaints of not feeling well
and irisomnia. He reportedly had no suicidal or aggressive ideation, no hallucinations, and was described as
a pauent who “understood the nature of his iliness and follows recommendatons.” The record notes that -
. his doctor and mother were notfied of his appearance at the CPEP. (It is unclear which doctor was
notfied, as this person and his/her affiliaton were not identified, and Mr. Dix mentoned a doctor at the
Bleuler Clinic and one at Long Island jJewish Hospital). There was no documentaton of Mr. Dix having

been given medication at discharge.

Jamaica Hospitar 11/20/98 - 11/24/98

- Not quite two weeks later, Mr. Dix walked into the jamasca Hospital ER complaining that he was
unable to concentrate, and that he believed someone was forcing him to do things. He advised clinicians
that he was hearing voices of someone inhabitng him, telling him his brain had been taken out. This
entity (presumably the one he believed was inhabiting him and whose voice he heard) had been pushing
hmmbumhmupomd:cpanmmhcc:phneiAmdmgmdmhospmlrmd,thu
cxpcnmcccausedh:mmwnmmpushorbato&xm



Mr. Dix’s svmproms. inciuding feehings of ‘paranoia, continued over ths nest W davs A~ [u Wi~ Dold
and monitored 1n the ER. He was observed responding to internal sumub and to laugh mappropnateis ¢r
November 22, Mr. Dix was observed talking to the television set and having difficulny responding to himat-
setung. The next dav he requested to be sent to the inpauent service, expressing the hope that going there
would help him deal with his feehngs that something was wrong. During further sessions. nis pnvsician
documented that Mr. Dix required adrmussion but was awaiang a bed. The phvsician’s note also included
the direcnon, “do not refer to J|amaica] Hfospital] Mental Health Chinuc as pauent attacked a psvchiatnst
there.” On November 24, Mr. Dix was transterred to North General Hospital. Mr. Dix's medicauon on
transter was Haldol.

NoRTH GENERAL HoseiTar 11/24/98 - 12/15/98

On admission to North General, Mr. Dix conunued to speak of being inhabited bv an unknown
enury. He reported, “They removed my brain, I don’t know why. I am heanng voices teling me something
will happen and people will become psvchouc” Because he couldn’t see who these people were, he re-
quested eyeglasses so he could find the faces of the voices. Haldol was prescribed to treat the psychos:s.

On the first of December, North General staff made contact with Mr. Dix’s mother. She advised
treatment staff of Mr. Dix’s history of non-compliance’ with outpatent treatment and his need for 2
supervised residential program. Clinically, Mr. Dix was showing some signs of improvement but was still
. “severely thought disordered.” On December 4, Mr. Dix remained “floridly psychotic”, but signs of some
~ improvement were noted.-By December 7, he said that he felt like someone was inside him who wanted
him to do something. The next day, he denied hearing voices, but he remmained unkempt and unwashed.

On December 10, chinicians held a meeting with Mr. Dix and his mother, who was concerned over her
son’s discharge plan. At that meetng Mr. Dix agreed to accept a supervised residental program and a
housing referral applicanon was completed. According to the record, “another applicavon for a ICM
worker will be in place.” [There is no indication 1n the record that a first applicauon for an Intensive Case
Manager was made, by whom, or when.] It was recommended that Mr. Dix accept Haldol Decanoate, but
he refused. _

On December 15 Mr. Dix was assessed as improved, but still exhibiting signs of schizophrenia. He was
released to his apartment with a referral for structured residenual placement. Aftercare was to be provided
by the Bleuler Clinic, with the first appointment set for the next day. His medicanon on discharge was

Haldol in tablet form.

Last Know~ CumNicaL ConTacT: BLEULER CLinic 12/16/98

Mr. Dix kept his appointment at the Bleuler Clinic on December 16. He advised chinicians there that
he was discharged from North General with only a one-week supply of medication. A follow-up appoint-
ment with Bleuler’s psychiatnst was scheduled for December 22, so that the psychatnist could prescribe
medicaton for Mr. Dix. He did not appear for the appointment with the psychiatnist or for his scheduled
December 23 appointment with his therapist. Attempts were made to contact Mr. Dix without success
and, on December 26, a letter was sent to his last known residence advising him to re-contact the clinic by
January 6,1999 or his case would be closed. Before this could happen, Mr. Dix allegedly pushed a2 woman
into the path of a subway train and she was killed. He made no attempt to flee and was arrested.



1997-1999: Two YEARs or INTENsE Usp
OF MIENTAL HEALTH SERVICES AFTER Lravine Lusrs Hoa

OUTPATIENT SERVICES

INPATIENT SERVICES

Interfaith Medical Center 5/97 (25 davs)

Brooklyn Jewish M.H. Clinic 6/97-9/97 (6 to 9 visits)

Bellevue Med. Center Hosp. CPEP 9/97 (2 davs)

Jamaica Hosp. 9/97 (8§ days)

Jamaica Hosp. M.H. Clinic 10/97 (5 visits)

Jamaica ER 10/97-11/97 (2 visits)

‘Jamaica Hosp. M.H. Clinic 11/97 (1 visit)

North General Hosp. 11/97 (13 days)

Elmhurst Hosp. 12/97 (18 days)

Jamaica ER (1 visit) 2/98

North General Hosp. 2/98 (16 days)

Long Island Jewish M.H. Clinic 4/98 (1 visit)

Bellevue Med. Center Hosp. CPEP 4/98 (4 days)

Jamaica Hosp. M.H. Clinic 4/98 (1 visit)

Jamaica Hosp. 5/98 (41 days)

Long Island Jewish M.H. Clinic 8/98 (2 visits)

Brookdale Hosp. 6/98 (42 days)

Bleuler Clinic 9/98-11/98 (3 visits)

Bellevue Med. Center Hosp. CPEP 11/98 (2 days)

Jamaica Hosp. ER 11/98 (4 days)

North General Hosp. 11/98 (21 days)

Bleuler Clinic 12/98 (1 visit)




CONCLUSIONS AND RECOMMENDATIONS

As indicated 1n the foregomng. Mr. Dix was a voung. bnght. but senousiv mentallv il man Although he
often recogruzed his need for reatment when expenencing acute.exacerbanons of his iliness. once stab:-
bized on medicanons and released from hospitals, he would not. on his own, conanue on a course ot
treatment to sustain his well-being. He would decompensate, often mnjunng people dunng such states

In the less than two vears after leaving a supervised residennal setung with on-site mental health services.
he was hospitalized eight ames art five different hospitals and was treated 1n hospitals” psvchiatnc emer-
gency rooms on at least seven occasions. When referred to outpanent chrucs for regular care. he would
either not artend or attend oniv sporadically. Thus fragmented senes of services was insufficient to meet the
complex needs of Mr. Dix and to protect those around him. It has been the Commussion’s expenence that
the problemaunc issues reflected 1n the David Dix case are not uncommon.

In the opinion of the Commission and members of its Medical Review Board (MRB), several conclusions
can be drawn from the investigadon of Mr. Dix’s care and treatment, leading to recommendanons. The
underpinning of these conclusions and recommendations is the need to provide a coordinated network of
services, sufficient to ensure approprate treatment and supervision for seriously and persistenty mentally
ill people with histones of violence, one in which protection for both the individual and the community is
a priority, in keeping with the mission of the public mental health system.

L Adequacy of Care: Generally, the reatment Mr. Dix received during recént hospitalizatons was
appropriate, but the discharge plans were not. For example, immediately prior to and during the
Brookdale hospitalization, Mr. Dix had assaulted five individuals, yet he was discharged to live on
"his own and to receive periodic clinic services. In view of his long history of non-compliance with
medicaton and aftercare services and his recent assaultive behavior, Mr. Dix should have been
referred to a more intensive treaunent program, e.g., day hospital or contgnuing dav treatment,
where a psychiatrist is present daily to intervene as necessary. Referral to a clinic program was
unsuwtable. Put succincty by one of the MRB psvchiatrists, “He was simplv too sick for this.”
Similarly, the failure of North General to actually secure an Intensive Case Manager for Mr. Dix
seriously flawed that discharge.

Recommendation: In view of these findings, the Medical Review Board and the Commission
recommend that all facilides discharging individuals with serious mental iliness and a history of
non-compliance with aftercare ensure, through traning and supervision, that staff who prepare
discharge plans are aware of and consider the full array of services in the communuty which may
‘be needed to support the individual, and that case managers (see Housing and Community Sup-
ports at p. 12) are assigned responsibility to monitor compliance with clinical recommendatons
and prompt additional interventdons when such are needed.

| Family Involvement: Throughout the course of Mr. Dix’s treatment, his mother was a. firm
advocate for his receipt of appropriate services. On several occasions, Mr. Dix was discharged to
his mother’s care or to an independent living situaton while she proposed instead that he be
placed in a structured, supervised community placement.

Recommendation: The Commission recommends that the Office of Mentul Health alert all
hospitals to the provisions of State law governing the role of family members and other signifi-
cant persons in the treatment and dlschugeplanmngprooeumdcnmthnt thmmdmduahm '
,affmdedamelmngﬁ.drolcmsuchdeunom :
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Housing and Community Supports: Attempts to provide Mr. Diy with the ope of structarney
housing that his mother advocated for and some chinicians believed he needed. orten talied Lleari,
Mr. Dix’s requests to go back to Creedmoor indicate his percepuon of 1ts state-operated commu-
nury residence as a safe haven for hum where he would recerve the necessary care and supervision te

hopefullv avoid rehospitalizauons.

However, at umes Mr. Dix was seen as a poor candidate for communiry-based residenual programs
certified by the Office of Mental Health due to his history of violence, poor insight into hisallness,
and non-compliance with aftercare services. At other nmes, Mr. Dix'was seen as a potenual cand:-
date for, and was willing to bive 1n. adult homes, and hospitals made applicauon for such placement.
but while applications were pending. he was given the opuon of being discharged earhv1f he was
willing to live 1n hus own apartment. As he was, he was discharged. '

As much as Mr. Dix needed a supervised living arrangement (tus most successful period of com-
munity biving following his first hospitalization was the nearly four vear period he lived 1n the
_ Creedmoor SOCR and the Leben Home), he needed individuals to relate personally to him, to co-
ordinate his treatment and advocate on his behalf. Case managers in certfied residennal setungs
traditionally play these roles. But for an individual like Mr. Dix, who did not live in certfied
settings following his departure from the Leben Home, these roles could have been played by an
Assertive Community Treatment (ACT) team member or an Intensive Case Manager (ICM).

The latter carry caseloads of 12 people and are expected to be the point of accountability for each -
person they support. An ICM would have been available to Mr. Dix 24 hours a day and would have
attended discharge planning meetings; would have provided frequent reinforcement regarding the
need to contnue to take medication; would have monitored him for emerging symptoms; would
have facilitated Mr. Dix’s treatment from a consistent set of providers, instead of hop-scotching all
over the city; and would have helped Mr. Dix cope with day-to-day problems.

Some seriously mentally ill individuals who, because of their illness, resist or avoid involvement
with mental health services, respond positvely to an ACT team. This interdisciphinary chinical
team directly provides needed treatment, rehabilitanon, and support services on a long-term basis
to 1ts chients 24 hours a day, seven days, a week pnmarily 1n the client’s setung, as disunct from a
program site. In addition to treatment-related acuvides, the team helps consumers gert finanacial
‘enutlements, housing and non-psychiatric medical care. Commonly, an ACT team would include a
psvchiatrist; nurse, doctoral and master’s level professionals, and a peer speciabst (a person who 1s
or has been a recipient of mental health services for a sever mental iliness. Unlike the chimics that
were to serve Mr. Dix, an ACT team does not drop persons from its program when they fail to
keep appointments, but instead reaches out and brings services to themn.

Recommendation: To ensure that hospitals have access to adequate residenual services and/or
necessary community supports to permit appropnate and prompt discharge planning, 1t 1s recom-
mended that the Office of Mental Health conduct a comprehensive assessment of current hous-
ing resources — including, but not limited to, state and voluntary-operated community residences,
supported living programs, etc. — as well as the current availability of ICM and ACT team commu-
nity supports to determine the need for additional residental and community support services for
individuals whose serious and persistent mental illness has represented a danger to themselves or
others or has resulted in frequent rehospitalizations. It is recommended that the Office of Mental
Health undertake this comprehensive assessment and develop a plan to address identified needs,
with time frames for implementation, with input from other state agencies and local governmental
units, as well as provider, family and consumer groups. '
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Assessing Histories: Mr Dix's frequent stavs in a vanen of hospitals and treatmant in muitinl.
mental health chinics made 1t difficult . if not impossible. for treatment raciines to Issemole .
comprehensive picture of his history with the tools presently available to facihues The Commus-
sion and Board noted thar a system needs to be developed wherebv hospitals can. at a mmmimum,
learn at what programs and 1n what faciliues an individual has recerved treatment. so that inquines
can be made to these programs to assist the hospirtals 1n their reatment planning tor the person
One possible wav to implement thus recommendanon hes in the Medicaid Management Informa-
non System which can produce a billing record tor 2 Medicaid recipient. It can idenury the pro-
grams which have billed for services on someone’s behalf, without disclosing personal and conti-

denual diagnostic and treatment informanon.

Recommendation: The Commussion recommends that the Office of Mental Health. 1n collabo-
rauon with the Department of Health, review the feasibibity of affording hospitals access to the
Medicaid Management Informanon System, mdudmg necessary safeguards to prevent the nap-
propnatc use or disclosure of such informaton.

Ttammg Issues: The Commission’s Medical Review Boz:d raised 2 number of issues regarding
the adequacy of care afforded to Mr. Dix. In its review, two specific areas involving the need for
appropriate training were identified. First, no singie facility had a2 comprehensive understanding of
Mr. Dix’s treatment or his propensity for violence, especially towards women. The gathering of
historical information, such as that undertaken by the Commission, would have enabled clinicians
to make more effective decisions or ensure that Mr. Dix received adequate care and treatment.

Recommendation: The Commission and its Medical Review Board recommend that the Office
of Mental Health alert and provide technical assistance to service providers encouraging the use of
objecuve aggression scales which can be utlized to assess potental dangerousness, as well as secur-
ing detailed history from other providers and family members to promote effective treatment
planning,

Secondly, throughout the course of his treatment, Mr. Dix often complained about the side effects
of medicanons prescribed for him. Given recent development of newer anu-psvchouc medica-
uons which often have fewer side effects, it is crucial that physicians have a comprehensive under-
standing of the range of medicatons available in order to promote successful communiry treat-
ment.

Recommendation: The Commission and its Medical Review Board recommend that the Office
of Mental Health promote the continued training of physicians with regard to new and promising
anu-psychotic medicanons and the benefits of such medications in dealing with pauents who have-
a history of non-compliance with more traditional medications. Likewise, the Commussion and 1ts
Medical Review Board also recommend that clinicians educate panents about the intended effects
of medications and the management of side effects.

Monitoring and Managing Patient Violence: On a number of occasions, Mr. Dix assaulted
staff and pauents of facilities where he was treated, jeopardizing individuals’ safety and the thera-
peutic milicu of the treatment setting. Violent acts by patients must trigger'clinical and other
responses.

Recommendation: The Commission and Board recommend that in its revision of incident re-
-porting regulations the Office of Mental Health ensure that patient assaults on staff and other
patients are classified as incidents and investigated and mamaged as such, so as to reduce the likeki-
hood of their recurrence, and are reported to OMH for monitoring purposes. It is also recom-
mended that the Office remind facilities of their obligation to report apparent crimes, which would
include assaults, to law enforcement officials.
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The Cost of Mr. Dix's Mental Health &
Residential Care 1n .1998

Four Inpatient Stays at Three
Different Hospitals
$85.880

Three Emergency Room Stays at
Two Different Hospitals

$1.561*
/

SSI Aliowance for Living
——  Alone Status
$6,960

i)

Eight Outpatient Sessions at
" Three Different Clinics
‘ $674
Total $95,075

* A 4th emergency room stay at one of these hospitals had not yet been paid by Medicaid at the
time of the Commission’s review.

Cost Issues: The Commission is cognizant of the finite funds available for the treatment and
support of persons with mental illness. The Commussion carnies an obligation to ensure that its
recommendatons represent an approprate and judicious use of public funds. The history ot Mr.
Dix’s treatment documents numerous and frequent rehospitalizauons 1n acute inpauent care set-
ungs. Although such hospitalizations would generally stabiize Mr. Dix, thev did so at great ex-
pense. As noted previously, Mr. Dix’s muluple emergency room visits and hospitalizauons 1n the
last vear of treatment alone amounted t6 over 387,0003. (Addivonally, he receved 56,960 1n SSI
benefits for his private room and board.) Neither Mr. Dix nor the public were well-served by this
fragmented and costly apptoach to care. For a fracuon of that cost, Mr. Dix could have recerved -
the services of an ACT team (310,000 annually) while hiving alone on his SS1 benefits, or resided in
a supervised SRO with day services, clinic visits and an intensive case manager (325,310 annually),
or resided in an OMH-certified community residence with related services (§56,080 annually) .
Such community-based supports would have provided the structure and conunuity of care Mr.
Dix required while living in the community and may have reduced Mr. Dix’s frequent and costly
ER visits and inpatient hospitalizatnons.

This does not include the cost of his medications, clinic visits or SSI benefits for room and board.
‘These residential cost figures are based on recent OMH cost data for New York City dated July 1999.
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Cost Profiles of Three Alternative
Residential and Treatment Approaches

$70,000
$56.080
$60.00'0 Clhmc Visus S| 140
550.000 . " Day Treatment -
$17360
$40,000 - T
$30,000 $25.310 =
$20,000
$10,000 - T a2z
so | . | N AR |

Living Alone "~ SRO . SOCR

Recommendation: The Commission and its Medical Review Board recommend that the Office
of Mental Health, together with the Department of Health and Division of the Budget, examine
means to utllize resources more efficiently and effecuvely to support the development of commu-
"nury services and decrease the repeated utihzauon of costly ER and inpauent hospitahzauons by
persons such as Mr. Dix.
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APPENDIX
RESPONSE FROM THE OFFICE OF MENTAL HEALTH



Mr. Gary O'Brien, Chair

Commission on Quality of Care
for the Mentally Disabled

401 State Street

Schenectady, NY 12305- 2397

Dear Mr. O'Brien:

The Office of Mental Health has received and reviewed the draft report, /n the
Matter of David Dix*, prepared by the Commission on Quality of Care for the Mentally
Disabled which reviewed the care and treatment provided to Mr. Dix prior to January 3,
1999, when Mr. Dix pushed a woman to her death in the path of an oncoming subway
train. On behalf of the Office of Mental Health, | want to thank-you for your thoughtful
review. -

The care and treatment received by Mr. Dix prior to this incident deserves
serious consideration. As noted by CQC, “in less than two years...he was hospitalized
eight times at five different hospitals and was treated in hospital psychiatric emergency
rooms on at least seven occasions.” In addition, his medication therapy, although
consistent from provider to provider, did not include use of the latest anti-psychotic
medications. :

New York State operates the largest and most diverse system of mental health
care in the nation, a system that is unparalleled in its commitment of resources.
Notwithstanding, the New York State Office of Mental Health continually seeks ways to
more effectwely serve individuals with serious mental iliness.

New medicatio_ns and new therapies, which have emerged in recent years, have
allowed more people to lead better, fuller lives — and also required changes in the way
services are administered.

That is why Governor Pataki will be proposing a comprehensive package of new
and innovative mental health initiatives including increased case management services
and supported housing that, together with the latest science and treatments, will ensure
that individuals with mental iliness receive the best and most approprlate care possible
for their needs.

*Psel_ldonym

AN EQUAL OPPORTUNITY ' AFFIRMATIVE ACTION EMPLOYER -
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-2.

This comprehensive package will complement the recently enacted Kendra's
Law, which provides for assisted outpatient treatment of certain individuals with mental
illness who, in view of their treatinent history and present circumstances. are uniikely to
survive safely in the community without supervision. Such treatment shall include case
management services or assertive community treatment team services to provide care
coordination. The legislation also establishes a procedure for evaluating the need for
involuntary hospitalization in cases where the assisted outpatient fails to comply with
the ordered treatment. In addition, Kendra's Law provides grants to counties to provide
medications and other services necessary to prescribe and administer medication to
persons being discharged from hospitals, psychiatric centers and mental health units of
jails and prisons during the pendency of a medical assistance determination.

Another major initiative of the Office of Mental Health is the development of
Mental Health Special Needs Plans (SNPs). In July, OMH released the request for
proposals for SNP’s - a managed care option for Medicaid eligible adults who have a
mental illness diagnosis and prior service utilization. One of the major goals of SNPs is
to assure. continuity of care through service coordination, networks and case '

management.

Once again, thank you for your draft report. We appreciate the Commission
giving OMH the opportunity to review and comment on its findings and

recommendations.

Commissioner

Attachment



New York State
Office of Mental Health

RESPONSE TO CQC RECOMMENDATIONS
REGARDING MR. DIX

1) Adequacy of Care

“Recommendation: In view of these findings, the Medical Review Board and the
Commission recommend that all facilities discharging individuals with serious mental
iliness and a history of non-compliance with aftercare ensure, through training and
supervision, that staff who prepare discharge plans are aware of and consider the
full array of services in the community which may be needed to support the
individual, and that case managers are assigned responsibility to monitor
compliance with clinical recommendations and prompt additional interventions when
such are needed.”

Response: The recommendation seeks to enhance the provision of proper
discharge plans prepared by mental health providers through training and
supervision. Such educational approaches are quite appropriate and are
encouraged by the Office of Mental Health (OMH).

New York state operates the largest and most diverse system of mental health care
in the nation, a system that is unparalleled in its commitment of resources. New
medications and new therapies, which have emerged in recent years, have allowed -
more people to lead better, fuller lives and also required changes in the way
services are administered.

That is why Gavernor Pataki will be proposing a comprehensive package of new and

- innovative mental health initiatives including increased case management services
and supported housing that, together with the latest science and treatments, will
ensure that individuals with mental iliness receive the best and most appropriate
care possible for their needs.

This comprehensive package complements recent significant actions, such as
Kendra's L.aw, which contains provisions that will further enhance coordination of
care and services, including, for example:

1) the assignment of a case manager or Assertive Community Treatment (ACT)
team for assisted outpatients;

2) the provision of grants to counties to make available medication for persons with
.mental iliness discharged from psychiatric centers, hospitals, and rnental health
units of jails prior to the availability of medical assistance; and

3) the identification and planning for provision of care coordination, emergency
services, and other needed services.



2)

3)

4) the oversight of the program by the Local Government Unit (LGU) and State
Office of Mental Health.

Family Involvement

“Recommendation: The Commission recommends that the OMH alert all hospitals
to the provisions of State law governing the role of family members and other
significant persons in the treatment and discharge planning process and ensure that
these individuals are afforded a meaningful role in such decisions.”

Response: The OMH concurs with this recommendation and will implement such by
sending out an alert to all licensed and state operated mental health providers
encouraging them to include, at the patient's request, significant individuals

including relatives, close friends or other individuals concemed with the patient's
welfare, in treatment and discharge planning, consistent with part 33.02(a)(11) of the
Mental Hygiene Law. In addition, OMH already has several initiatives underway that
have sought to address these concems. One of the recent ones has been the
establishment of the Commissioner's Family Liaison Program. This Program was
created to strengthen the vital working relationship between consumers, families
and State-operated and State-licensed mental health providers.

The Family Liaison staff work closely with other advocacy groups such as the New
York chapter of the National Alliance for the Mentally Il (NAMI) and its affiliate
organizations across the state. Such organizations also provide channels for
disseminating information to the community regarding the services available through

the Program.

Housing and Community Supports

- “Recommendation: To ensure that hospitals have access to adequate residential

services and/or necessary community supports to permit appropriate and prompt

- discharge planning, it is recommended-that the Office of Mental Health conduct a

comprehensive assessment of current housing resources - including but not limited
to, State and voluntary-operated community residences, supported living programs,
etc. - as well as the current availability of Intensive Case Manager (ICM) and ACT
team community supports to determine the need for additional residential and
community support services for individuals whose serious and persistent mental
iliness has represented a danger to themselves or others or has resulted in frequent
rehospitalizations. It is recommended that the Office of Mental Health undertake
this comprehensive assessment and develop a plan to address identified needs with
time frames for implementation, with input from other state agenmes and LGU as

well as provider, family and consumer groups.”



Response: OMH recognizes the need for enhancing the availability of services. As
such, several initiatives are currently underway including increased capitol bonding
authority and the recently enacted Kendra's Law. In addition, the OMH will continue to
work collaboratively with counties through the local planning process so that ciients in
their geographic areas have access to services in the community which may be needed
to support the individuals. The New York State Office of Mental Health utilizes the local
government units with local knowledge to assess mental health priorities 1n their
geographic areas and to monitor the utilization of existing resources. and will continue
to work collaboratively with the counties. These actions will complement the previously
noted package of proposed new initiatives.

A. Housing. The 1998-00 budget funds operating costs for over 22,100 residential
units for persons with mental iliness. Several actions currently underway will
increase the number of residential units by more than 2,800 over the next few years.

An example of these actions include:

The New York/ New York |l Agreement provides for a joint state/city effort to develop .
housing for the homeless mentally ill in New York City. The targeted population
served by this agreement are homeless mentally ill shelter system users and

persons who reside on streets, or in parks, subways, and transportation terminals.
The total placements anticipated under this new agreement are more than 2,300.

In addition, the recently enacted budget includes $50 million in capital bonding
authority for municipalities and not-for-profit community providers to develop
approximately 900 new housing units (80% shall be matched on a 50/50 basis and
20% percent shall not require a match). Additional development underway includes
previously authorized actions. In addition, these numbers do not include housing
that may be developed as a result of the extension of the Reinvestment legislation.

In the last few years, the OMH has taken several steps to improve access and
quality of the residential system. A few examples are:

« New York City Field Office staff meet several times a year with housing providers
and state facility discharge coordinators on issues of access, to share best
practices and other topics of special interest. Program reviews have been
conducted with agencies which appear to have either long lengths of stay and/or
a small percentage of state facility admissions.

» The Housing Unit has just completed a Supported Housing survey to determine
whether Supported Housing has been implemented in a manner consistent with
OMH guidelines. OMH is currently evaluating the data to ascertain whether
revisions in the guidelines should be considered.

- Some counties in the state have initiated “single point of entry” systems for
residential programs, with the intent of managing the local residential system in a
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manner that will prioritize residential placement to those who are most in need of
such services. The OMH is working with other counties to explore the possibility
of initiating such systems elsewhere in the state.

B. QmeumLS_qu_oﬂ; Implementation of the Assisted Outpatient Treatment Law
will contribute to the expansion of case management services and linkages to other
community supports to facilitate treatment outside the hospital. The law specifies
that an essential ingredient of treatment plans for recipients in the new service
category, Assisted Outpatient Treatment programs (AOT).shall be case
management or assertive community treatment team services to provide care
coordination. The law also enumerates a variety of other community support
services that may be in the treatment plan as appropriate. Emphasis on community
supports in the Assisted Outpatient Treatment Law will be enhanced through the
local ptanning process. This important initiative also provides for psychiatric
assessments, medications, case management services, and education and
outreach regarding the mental health proxy program. -

Assessing Histories

“Recommendation: The Commission recommends that the OMH, in collaboration

with the Department of Health, review the feasibility of affording hospitals access to
the Medicaid Management Information System, including necessary safeguards to

prevent the inappropriate use or disclosure of such information.”

Response: OMH will explore the feasibility of CQC's recommendation, however,
there are legal issues around confidentiality which first must be addressed.

Training Issues:

“Recommendation: The Commission and its Medical Review Board recommend that

- the Office of Mental Health alert and provide technical assistance to service providers

encouraging the use of objective aggression scales which can be utilized to assess
potential dangerousness, as well as securing detailed history from other providers and
family members to promote effective treatment planning.

Secondly, throughout the course of his treatment, Mr. Dix often complained about the
side effects of medications prescribed for him. Given recent development of newer
antipsychotic medications which often have fewer side effects, it is crucial that
physicians have a comprehensive understanding of the range of medications available
in order to promote successful community treatment.”

Response: There are several standard aggression assessment tools, but the OMH
does not promote the use of any single instrument. Rather, OMH has been promoting
the use of a number of instruments to enhance clinical judgements, such as the PCLR
and the HCR20, which assess risk globally rather than a single aspect such as
aggression. OMH's Bureau of Forensic Services staff have been participating in
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Grands Rounds at state operated hospitals to encourage, educate and demonstrate
the use of such scales. While on the non-state operated side. OMH has been working
with counties and county jail staff around these issues,

- With respect to CQC's comments about physician education on newer atypical
medications, the Office of Mental Health does provide training opportunities for non-
OMH professionals through Satellite Grand Rounds, the OMH Research Conference

and other such training initiatives.

Recommendation: “The Commission and its Medical Review Board recommend that
- the OMH promote the continued training of physicians with regard to new and
promising anti-psychotic medications and the benefits of such medications in dealing
with patients who have a history of non-compliance with more traditional medications.
Likewise, the Commission and its Medical Review Board also recommend that
clinicians educate patients about the intended eﬂects of medications and the

management of side effects.”

Response: The OMH has been dedicated to training physicians in the use of new
anti-psychotic medications and will continue to do so. In OMH-operated psychiatric
centers, use of the atypicals has been discussed regularly in semi-annual
psychopharmacology training programs for OMH physicians. During such programs
case studies, expert discussion, and dissemination of information stress the importance
of these promising new medications. In addition, statistics on the percent of
non-geriatric recipients prescribed these medications are included in an quarterly
indicators report. This report is then used to track an individual facility's progress over
time.

Additionally OMH offers many of its training opportunities beyond OMH professional
staff. Among the current and ongoing initiatives to enhance physician education are
the following:

A. Research:Conference - The main .focus of the Annual NYS OMH Research
Conference is education and technology transfer. The latest findings and current
knowledge of researchers and educators are shared with clinicians, administrators,

-families, advocates, local providers and others. -Roughly 1,000 individuals have
participated each year.

B. Satellite Grand Rounds - As part of its mission to provide and support continuing
medical education to physicians both within the OMH system and beyond. Each

year the Bureau of Psychiatric Services sponsors and coordinates a series of six or
seven Grand Rounds lectures which are broadcast via satellite. The live audience
for these programs has included OMH psychiatric centers, county service providers,
and community hospitals and agencies from New York State. An even larger
audience of service providers is reached through the broadcast of Grand Rounds.
Over the past two years, approximately 15 to 20 percent of the program's total
viewing audience came from non-OMH locations.
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C. Clinical Practice Guidelines - The OMH has taken the lead in using clinical practice

guidelines for the treatment of seriously mentally ill persons. These guidelines
improve recipient care by disseminating knowledge to all stakeholders on the most
appropriate and effective treatment. The development of best clinical practice
guidelines has ailso made more efficient use of finite resources.

6) Monitoring and Managing Patient Violence

“Recommendation: The Commission and Board recommend that in its revision of
incident reporting regulations, the OMH ensure that patient-assaults on staff and other
patients are classified as incidents and investigated and managed as such, so as to
.reduce the likelihood of their recurrence, and are reported to OMH for monitoring
purposes. It is also recommended that the Office remind facilities of their obligation
to report apparent crimes, which would include assaults, to law enforcement officials.”

Response: All programs operated or licensed by the OMH are required to have in
place incident management programs consistent with the mandates of Part 524 of Title
XIV the Official Compilation of Codes, Rules and Regulations of the State of New York
(NYCRR). These incident management programs are to be reflected in an incident
management plan that is subject to OMH approval. The incident management
regulations outiine what such a plan should include. The essential components
include the identification, documentation, reporting, investigation and monitoring of
individual incidents and of incident patterns and trends.

Among the events to be identified as incidents and handled through the provider's
Incident Management Program are a wide range of occurrences, specified and defined
in Part 524. Some types of incidents, such as homicides, suicides, unexplained
deaths, allegations of abuse or neglect, and clients missing from inpatient or
residential facilities, are, by definition, considered serious and immediately reportable
to the OMH. :

For other types of incidents, including assaults, the providers are required to identify,
document, report, and investigate the incident and identify opportunities for
improvement, devise ptans of correction, if necessary, and monitor the implementation
of such plans. Unless these incidents endanger the health or safety of recipients, staff
or others, however, the current regulations do not require the providers to report these

incidents to OMH. '

Regarding the reporting of crimes, the incident management regulations require that
all cimes committed by or against clients are to be identified as incidents and reported
to Central Office. The regulations also remind the providers of their obligation to report
all crimes to the appropriate law enforcement authorities.

The incident management regulations are currently under review, and revised
regulations are anticipated which, among other things, will stress the importance of
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reporting all crimes to both OMH and law enforcement authorities, with a particular
emphasis on reports to OMH of crimes which affect or have the potential to affect the

health or safety of one or more persons.

Further, the OMH has developed a new state of the art Internet based incident
management and reporting system. This year OMH will be implementing this system
_in state operated facilities. During the year 2000, this tool will be expanded for use in
OMH licensed programs.

7) Costlissue

“Recommendation: The Commission and its Medical Review Board recommend that
the OMH, together with the Department of Health and Division of Budget, examine
means to utilize resources more efficiently and effectively to support the development
of community services and decrease the repeated utilization of costly ER and inpatient
hospitalizations by persons such as Mr. Dix.”

Response: The comparison of the cost of Mr. Dix’s inpatient care during 1998 to
other community-based alternatives needs to be assessed in context, taking into
account all variables including, but not limited to: 1) that the total service cost for
individuals residing in the community, whether in congregate treatment, supported
Single Resident Occupancy (SRO) or “Living Alone” arrangements is highly variable,
depending on the needs of the individual; and 2) receiving outpatient services while
living in the community does not necessarily preciude inpatient hospitalization when
appropriate.

A major initiative of the Office of Mental Health in promoting.the development of an
integrated and cost-efficient mental health system in the State of New York has been
the move toward Medicaid Managed Care. Special Needs Plans (SNPs) are intended
to promote a comprehensive, high quality system of services which is focused on the
rehabilitation and recovery of individuals who are diagnosed with a serious mental

illness.

Implementation of the SNPs, better use of other system-wide services such as ACT,
Intensive and Supportive Case Management Services and further use of OMH's
existing Community Residence utilization Protocol by the Community Oversight
Program will free up existing capacity in the system. This will create a flow from most
restrictive levels of care (inpatient) to the least restrictive (the array of community
residential options.) Additionally, this will provide a smoother and safer transition to
community life, while offering more clinically appropriate and less costly settings for
individuals preparing for discharge from inpatient settings.
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