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Preface 
In January 1989, the Commission issued 

an interim report, Investigation into Allega­
tions of Child Abuse and Neglect at 
Western New York Children's Psychiatric 
Center, which presented preliminary find­
ings of the agency's investigation of 32 sepa­
rate child abuse and neglect reports at the 
facility filed with the State Central Register 
for Child Abuse and Maltreatment over the 
seven-month period, March 14, 1988 - Octo­
ber 17, 1988. 

The purpose of the interim report was to 
provide an overview of the Commissin's 
preliminary findings and its recommenda­
tions for specific reforms and changes. The 
Commission recognized the likely long-term 
duration of its investigation and believed that 
the seriousness of the reported cases and its 
preliminary investigation findings warranted 
an interim report to facilitate the remediation 
of facility and systemic problems that had 
been identified. 

This follow-up report has a dual purpose. 
First, the report adds the closing chapter to 
the Commission's investigations of the origi­
nal 32 allegations of child abuse and neglect 
at Western New York Children's Psychiatric 
Center, and to the more general findings and 
conclusions contained in the interim report. 
Second, the report examines the follow-up 
corrective actions planned and/or taken by 
the Office of Mental Health subsequent to the 
Commission's interim report, both at West­
ern New York Children's Psychiatric Center 
and statewide with respect to the delivery of 
children's inpatient mental health services. 

In the year since the interim report was 
issued, officials atthe Office of Mental Health 
and Western New York Children's Psychiat­
ric Center report significant improvements in 
the facility's provision of appropriate care, 
supervision and treatment for children. Thus, 
major changes in admission practices and 
discharge planning procedures, as well as 

the enhancement of outpatient services, have 
produced a 50 percent census reduction. 
Several changes in the facility physical lay­
out both assure children more appropriate 
bedroom privacy and ensure that only chil­
dren of like ages are grouped together on 
living units. Finally, there has been a nearly 
complete change of senior management and 
clinical personnel: an expert clinical consult­
ant on abused and sexually active children is 
now available on-site; and operational pro­
cedures now ensure greater accountability 
for supervision of children, appropriate treat­
ment assessments and programs as well as 
more appropriate handling of untoward inci­
dents. At the same time, the Office also 
reports that during this time, it has under­
taken a comprehensive review and is now 
engaged in an overhaul of services and treat­
ment forthis population in all of its children's 
facilities and living units. 

The Commission recognizes that engi­
neering change of this magnitude is a formi­
dable task, and it supports the Office's deter­
mination to make radical systemic revisions 
in the delivery of inpatient care to children. 
According to OMH, critical to this endeavor 
are the deliberations of several in-house 
work groups and the outside consultation 
services to be provided by Boy's Town. These 
efforts will provide direction for revisions in 
discharge planning policies, for guidelines 
for the treatment of abused and sexually 
active children, and for the establishment of 
minimum qualifications for key administra­
tive and clinical staff. 

The Office of Mental Health has already 
spent considerable senior stafftime and has 
dedicated present and future financial re­
sources to this plan for revamping children's 
inpatient services. The results and effective­
ness of this strategy will not be clearly evi­
dent for many years. What is evident, how­
ever, is that, as reported in the Office of 
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Mental Health response to this draft report 
and in subsequent conversations, such is­
sues as revisions in discharge planning poli­
cies, final guidelines for the treatment of 
abused and sexually active children, and the 
establishment of minimum qualifications for 
key administrators and clinicians will not be 
addressed for several years until the work 
groups and consultants have completed their 
work. This delay greatly concerns the 
Commission. 

In light of this concern, the Commission 
has recommended that in its next round of 
peer reviews or quality assurance reviews, 
the Office of Mental Health identify and en­
sure the viability of those elements of treat­
ment, supervision and incident review which 
must be in place to safeguard the youths. We 
have requested that the report of these re­
views be shared with the Legislature and the 
Commission by January 1991. 
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Appended to this report is the response of 
the Office of Mental Health, as well as further 
comments of the Commission. This report 
represents the unanimous view of the mem­
bers of the Commission. 

d~/~ 
Clarence J. Sundram 
Chairman 

~~~ 
Irene L. Platt 
Co~issioner 

\\ Co,",,) ~\ • C~~t'U:3. 
Jamej A. Cashen 
Commissioner 
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Introduction 
In January 1989, the Commission issued 

an interim report of its investigation of allega­
tions of abuse and neglect at Western New 
York Children's Psychiatric Center (Investi­
gation into Allegations of Child Abuse 
and Neglect at Western New York Chil­
dren's Psychiatric Center, January 1989). 
This interim report presented preliminary 
findings of the agency's investigation of 32 
reports of child abuse and neglect filed with 
the State Central Register involving children 
at the facility over the seven-month period 
March 14, 1988 - October 17, 1988. The 
report also discussed the agency's initial as­
sessment of the underlying issues and cir­
cumstances which appeared to have con­
tributedto the high rate of serious incidents at 
the facility. These preliminary findings in­
cluded: 

• Over a long period of time, many 
young children at Western New York 
Children's Psychiatric Center had 
engaged in sexual activity with other 
children. Many of these incidents 
appear to have occurred and/or 
persisted because of inadequate 
supervision of the children by staff at 
the facility. 

• Line staff had been aware of this sexual 
activity, and had generally reported it 
appropriately to senior supervisory, 
administrative and clinical staff. 

• Although senior administrative and 
clinical staff at the facility had 
knowledge of this sexual activity, they 
took little, and often inappropriate, 
action to intervene to prevent the 
activity from recurring. 

• Senior management did not recognize 
the seriousness of the sexual conduct 
being reported; they did not take 
sufficient action to protect the children 
or to assure an appropriate level of 
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supervision; and, they did not ensure 
that the children's behavior was 
addressed in the course of their 
treatment. 

• Senior management also frequently 
failed to report the incidents promptly 
to the State Central Register for Child 
Abuse and Maltreatment, Office of 
Mental Health officials, and law 
enforcement authorities, when 
warranted. 

• Most critically, many of the children 
involved in these incidents of sexual 
activity had been admitted to Western 
New York Children's Psychiatric Center 
with a prior history of either 
inappropriate sexual behavior or 
significant physical or sexual abuse. 
The facility virtually ignored these 
histories in developing treatment plans 
for many of the children and in assuring 
these children received special 
protections. 

In this interim report, the Commission also 
made a number of recommendations for 
corrective actions to the New York State 
Office of Mental Health, some specifically 
directed to the Western New York facility and 
others related more generally to the State's 
mental health services system for children. 

The purpose of this follow-up report is 
twofold. First, the report adds the closing 
chapter to the Commission's investigations 
of the original 32 allegations of child abuse 
and neglect at Western New York Children's 
Psychiatric Center, and to the findings and 
conclusions contained in the interim report. 
Second, the report examines the follow-up 
corrective actions planned and/or taken by 
the Office of Mental Health subsequent to the 
Commission's interim report, both statewide 
in respect to the delivery of children's mental 
health services and at Western New York 
Children's Psychiatric Center. 
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Status of the Reports to the State Register 
In accordance with the Child Abuse and 

Prevention Act of 1985, the Commission 
notified the Department of Social Services 
and the facility director of its recommended 
determination, at the close of the investiga­
tion of each of the 32 reports of possible 
abuse and neglect referenced in its interim 
report on Western New York Children's 
Psychiatric Center. * Additionally, the Com­
mission's letters to the acting facility director 
(copies of which were also forwarded to 
OMH Western Regional and Central Offices) 
also made recommendations for corrective 
and disciplinary actions. Notably, such rec­
ommendations were offered in both indi­
cated and unfounded cases, as appropriate. 

Of the 32 original allegations, 23 involved 
some kind of sexual activity; 8 involved an 
allegation of physical abuse; and 1 involved 
an allegation of verbal abuse. Of the 23 
cases involving some form of sexual activity, 
15 involved allegations of child-to-child sex­
ual behavior and 8 related an allegation of 
sexual contact between a child and a staff 
member. 

Completed investigations revealed that 
there was credible evidence that the incident(s) 
related in 21 of the original 32 allegations had 
occurred, substantially as reported. More 
specifically, the Commission found that in all 
of the 15 allegations involving some form of 
child-to-child sexual activity, the alleged sex­
ual incidents had actually occurred, and that 
in four of the eight allegations relating sexual 
contact between a staff person and a client, 
the contact had occurred. Relatedly, in two 
of the eight allegations of physical abuse, 

there was evidence that the incident had 
occurred substantially as reported. (The six 
other physical abuse cases involved allega­
tions of the inappropriate restraint of a child; 
notably, in all of these cases, the Commis­
sion did determine that the restraint had 
occurred, and in two, a minor injury to the 
child had resulted, butthere was no evidence 
to substantiate inappropriate staff action.) In 
the one incident of verbal abuse, the evi­
dence suggested that the incident had not 
occurred as reported. (Figure 1) 

The Commission made a recommenda­
tion to the Department of Social Services to 
"indicate" 10 of the 32 original cases, includ­
ing 5 of the 15 cases involving child-to-child 
sexual contact, 4 of the 8 cases involving 
staff sexual contact with a child, ** and 1 of the 
8 cases involving staff physical abuse. In 11 
of the 22 cases where the Commission made 
an "unfounded" recommendation, including 
all 10 of the unfounded cases involving sex­
ual contact between children, the investiga­
tion did find, however, that the alleged inci­
dent had occurred. In these cases, the 
recommendation of "unfounded" was put 
forth, either because the Commission could 
not trace the incident to neglect by a specific 
employee, or because the nature of the 
misconduct did not fall within the parameters 
of the statutory definition of child abuse and 
neglect in CAPA of 1985. In five of these 
"unfounded" cases, although staff actions or 
inactions could not be directly linked to con­
tributing to the incident, other staff miscon­
duct associated with the incident was identi­
fied. 

*The Child Abuse and Prevention Act of 1985 provides that at the close of its independent investigations, the 
Commission shall "recommend" to the Department of Social Services its finding of "indicated" or "unfounded." 
According to statute, the Department reviews this recommendation and makes the final determination in the case. 

**In one of the indicated cases of staff sexual abuse, criminal prosecution of a staff member was initiated. 
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Figure 1: WNYCPC Cases by 
Confirmation that the Incident Occurred 
and Indication Recommendation to DSS 

[March 14 - October 17, 1988] 

Total Cases 

Cases Where the 
Harmful Incident 

Occurred 

Cases Recommended 
for "Indication" to DSS 10 

32 
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For example, in one case which involved 
two boys engaging in sexual activity, the 
Commission's investigation found the pri­
mary therapists for the boys had failed to 
provide and document appropriate clinical 
interventions with regard to the boys' sexual 
activity. The investigation also cited the 
clinical supervisor for failing to ensure appro­
priate administrative clinical supervision of 
the treatment teams for both boys. Finally, 
an administrator was cited for his failure to 
report the incident to the State Central Reg­
ister. 

In anothercase which involved an allega­
tion that a child was regularly "stripped 
searched" contrary to facility policy, the 
Commission investigation confirmed that 
inappropriately conducted searches had 
occurred over some period of time. While the 
Commission did not recommend "indicat­
ing" the case, as it was not possible to 
identify individual staff responsible for the 
specific incidents reported, the Commission 
did cite several administrative staff for their 
failure to promulgate and monitor the proper 
implementation of facility policy guidelines 
related to searches of children. In this case, 
the Commission also noted that a clinical 

staff person had intentionally misrepresented 
the facts of the situation to the child's par­
ents. 

In relating its investigative determination 
of "indicated" or "unfounded," in most cases 
the Commission also offered recommenda­
tions for corrective and/ordisciplinary action. 
In 19 of the 32 cases (3 indicated cases and 
16 unfounded cases), the Commission's 
recommendations were limited to those 
contained in its interim report.* In six other 
cases, the Commission offered more spe­
cific recommendations for corrective action, 
targeted to the needs of specific children or 
staff or an aspect of facility policy or practice 
relevant to the case. ** The Commission also 
made recommendations to the facility to 
consider disciplinary action for staff involved 
in 11 of the cases.*** In several instances, 
disciplinary recommendations related to the 
same staff person involved in two or more of 
the cases. In total, such recommendations 
were made relative to 11 different staff per­
sons. 

Correspondence from the acting director, 
dated May 15, 1989, indicates that the center 
has substantially implemented all of these 
case-specific recommendations. **** 

*See Report pp. 17-20 for a list of the recommendations in the cac Interim Report and OMH's planned 
and implemented corrective actions. 

USee Appendix A for a listing of cac's recommended corrective actions pertinent to individual cases. 

U*See Appendix B. for a complete list of cac's recommended disciplinary actions and Western New York 
Children'S Psychiatric Center's response. 

****The Commission has not verified these reports through record checks, interviews with families/other 
caregivers, or direct contact with the children. 
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Reported Corrective Actions at WNYCPC 
In addition to the case-specific corrective 

and disciplinary actions reported above, Office 
of Mental Health and Western New York 
Children's Psychiatric Center officials report 
many systemic corrective actions at the 
Western New York facility. 

Census Reduction 

Perhaps the singularly most visible change 
has been the administration's efforts to re­
duce admissions and the census of the facil­
ity. As of February 15, 1990, the census of 
the facility was 35 children, reflecting nearly 
a 50 percent decrease in the center's census 
since January 1989, when the Commission 
issued its interim report. 

According to facility officials, this census 
reduction has been achieved through ag­
gressive efforts to divert admissions through 
increased family support services, increased 
efforts to ensure intensive outpatient serv­
ices, and the creation of a Mobile Assess­
ment Team which travels to agencies (Divi­
sion for Youth, Erie County Medical Center, 
the Department of Probation, and the De­
partment of Social Services) providing as­
sessment and consultation services. Facility 
officials also report intensive efforts to en­
sure prompt discharge of children back to 
their families or less restrictive program set­
tings. These efforts have reportedly been 
facilitated by the facility's greater emphasis 
and deployment of resources to family sup­
port services and other outpatient services. * 

Management and Clinical Staff 
Changes 

The facility has also undergone nearly a 
complete change in senior management and 
clinical staff. The Facility Director, atthetime 
when most of the incidents occurred, has 
retired; the previous Deputy Director for 
Quality Assurance resigned (then retired); 
and, the Chief Medical Officer was removed 
from his duties, and later resigned. Addition­
ally, the Chief of Service was demoted, and 
three treatment team leaders were reas­
signed. A new Acting Directorwas appointed 
in December 1988, and a new Deputy Direc­
tor for Quality Assurance was appointed in 
June 1989. In addition, in the past year, a 
new Chief of Service for Outpatient Services, 
as well as two new treatment team leaders, 
have been appointed. 

A board-eligible child psychiatrist was 
also hired in July 1989, and a psychiatrist 
from the University of Rochester has been 
hired as a consultant to help develop and 
implement a quality assurance program for 
medical staff. The Office of Mental Health 
also reports that it is continuing to recruit for 
a Deputy Director for Clinical Services and 
two additional child psychiatrists for the center. 
OMH officials also informed the Commission 
that the selection process for a permanent 
director has been underway and that a final 
selection is still pending:* 

*The Commission has not verified these reports through record checks, interviews with families/other 
caregivers, or direct contact with the children. 

** As of February 19, 1990, this final selection of a permanent director was still pending. 
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Reforms in Clinical Practices 

The acting director also reports that sub­
stantial changes have been made in clinical 
practices at the center, particularly as they 
affect the initial comprehensive assessments 
and discharge planning services for children 
with histories of sexual or physical abuse or 
precocious sexual activity. Among other 
efforts, the center has ensured the on-going 
services of a specially trained consultant in 
the clinical treatment of children with sexual 
abuse histories, who reportedly is present at 
the center weekly, assisting with the treat­
ment and discharge planning for individual 
children and with staff training. 

The acting director also reports that the 
recently hired Deputy Director for Quality 
Assurance is developing a system to check 
the quality of comprehensive assessments 
for children who are admitted to the center, 
and that the discipline coordinators in psy­
chology and social work are sharing the 
responsibility of monitoring the quality of 
discharge planning activities. 

Additionally, the Medical ReGords De­
partment of the center now regularly moni­
tors all records to ensure that assessments 
and discharge planning summaries are 
appropriate. The center also reports that 
since the inception of this monitoring, record­
keeping deficiencies have decreased signifi­
cantly. 

New procedures have also been devel­
oped at the center to ensure that children 
alleged to have been involved in sexual inci­
dents receive a competent medical exami­
nation by specially trained medical person­
nel. Specifically, the facility has now estab­
lished contracts with the Erie County Medical 
Center and the Children's Hospital of Buffalo 

to perform these specialized exams. Ac­
cording to the acting facility director, it is now 
standard operating procedure to provide a 
medical exam at one ofthese two facilities for 
any child who is alleged to have had genital 
sexual contact with another child or custo­
dian. Facility physicians are accountable for 
making the decision to ensure an outside 
exam, and these decisions are reportedly 
reviewed by the Incident Review and Peer 
Review Committees. The acting facility di­
rector reports that facility physicians have 
not, however, received any additional train­
ing in interacting with or examining children 
who may have been sexually abused or 
involved in sexual incidents with other chil­
dren. 

Environmental and Procedural 
Changes 

The center has also undertaken a num­
ber of environmental and procedural changes 
designed to enhance the protection and 
supervision of children. For example, the 
children's unit has been subdivided into two 
units, one serving children 10 and under and 
one serving children 11 to 14 years of age. 
Manydouble and triple bedrooms have been 
converted to single bedrooms;* the main en­
trances of the facility are now locked to 
provide additional security; and night staff 
are now physically stationed in hallways where 
the children's bedrooms are located. Addi­
tionally, the center reports that administra­
tive unannounced rounds of the facility are 
conducted weekly during the evening or night 
shift or on weekends, and that center policies 
have been revised for special precautions 
and supervision of "at risk" children and 
children with off-grounds privileges. 

*Specifically, all bedrooms on the youngest children's unit, the intensive treatment unit, and the latency-age 
unit are now single bedrooms. 
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Reforms in Incident Reporting and 
Review 

Management staff also state that numer­
ous changes in center procedures have 
strengthened incident reporting and review 
practices. Over a six-week period, Central 
Office staff provided weekly technical assis­
tance to center staff in developing a trend 
analysis format for incidents. The incident 
review process at the center has also been 
revised to ensure that all members of the 
Incident Review Committee review each 
incident and that the Committee's meeting 
minutes are distributed to all units for review. 
In addition, three staff, one per shift, have 
been charged with ensuring that incidents 
are properly reported, and the administrative 
assistant to the acting director has been 
designated to attend Incident Review Com­
mittee meetings and to complete quarterly 
trend analysis reports of incidents. 

External Monitoring 

The Office of Mental Health has also 
assured periodic external monitoring of the 
center and its treatment practices through 
the appointment of a three-person team of 
clinical experts, who reported directly to the 
Office's Acting Chief Medical Officer. This 
team has made two group visits to the center 
since February 22, 1989, and individual 
members have each made two additional 
visits. This expert team has also completed 
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a report of their findings and recommenda­
tions (June 16, 1989) which has been sent to 
the Commissioner and is now under review. 
This report confirms and supplements the 
Commission's preliminary findings that defi­
ciencies in clinical treatment at the center 
were serious and that they require prompt 
attention and correction. 

The report identified poor psychiatric as­
sessments, inadequate treatment planning, 
the lack of written treatment rationales, and 
the failure to develop and inculcate a hospital 
mission statement as problems at the center. 
The expert consultants recommended the 
hiring of qualified psychiatrists to address 
treatment deficiencies; increased staff train­
ing; increased use of group therapies to deal 
with such topics as sex education, anger 
control, social skills, drug and alcohol abuse, 
and sexual abuse; more parental involve­
ment in treatment; and the need to help staff 
deal more openly with the sexual histories of 
the children served. 

Based on the expert team's verbal sum­
mary to the facility on April 14, 1989, actions 
have reportedly already been implemented 
to provide more intensive treatment to pa-. 
tients and to establish more clearly defined 
staff responsibilities for case coordination. 
Specifically, the facility has ensured that a 
physician or a psychologist serves as each 
child's primary therapist and that this thera­
pist will be responsible for coordinating the 
child's treatment by the entire treatment team. 
Additionally, as noted above, additional staff 
psychiatrists have been hired, and the facility 
has ensured the weekly presence of a psy­
chiatric consultant. 
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Statewide Corrective Actions 

In addition to specific corrective actions 
at Western New York Children's Psychiatric 
Center, the Commission's interim report also 
made a number of recommendations to the 
Office of Mental Health pertinent to all state­
operated children's psychiatric centers and 
children and youth units of adult psychiatric 
centers. The Office of Mental Health agreed 
to implement all of these corrective actions, 
and as noted below, in some instances steps 
have been taken to initiate implementation of 
these statewide corrections. In part, reflec­
tive of the substantial effort involved in fully 
implementing these changes statewide, and 
also because decisions on several key policy 
issues have been deferred until the major 
work of the consultants from Boy's Town has 
been completed, progress has been slower 
in achieving these desired corrective ac­
tions. (See Figure 2, Report pp. 17-20.) 

Management Review 

In view of the absence of key administra­
tive and clinical staff with substantial educa­
tion, training, and experience in working with 
children at Western New York Children's 
Psychiatric Center, the Commission recom­
mended that the Office of Mental Health 
review its policies and practices regarding 
the qualifications for directors and senior 
staff at state-operated children's psychiatric 
facilities to ensure that these personnel have 
adequate and appropriate expertise in work­
ing with children with mental disabilities. The 
Office concurred with this recommendation 
and stated that a review would be initiated 
and that based on this review, it would de­
velop appropriate qualifications and perform­
ance indicators for these personnel. 

In the past nine months, the Office re­
ported that in the context of "peer reviews" of 
each children's center and unit, the qualifica­
tions of staff in leadership positions were 
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evaluated. (See Report p. 12.) The Associ­
ate Commissioner for Children and Families 
has also provided both verbal and written di­
rectives to regional and facility directors to 
ensure that candidates forclinical and super­
visory positions have education, training, and 
experience in children's mental health serv­
ices. OMH senior staff also stated that in 
July 1990, OMH will issue a report identify­
ing the systemic training needs and describ­
ing an appropriate in-service training pro­
gram for individuals in senior management 
and clinical positions. 

During interviews with Commission staff 
(October 1989), senior OMH officials indi­
cated that no final decisions have been made 
regarding the qualifications for directors and 
senior staff of children's centers or units, as 
OMH is still considering the most appropriate 
management model for these facilities and 
programs. OMH officials reported that the 
process of making these decisions has been 
complicated by the existing variation in the 
management structures and personnel quali­
fications among children's centers and units, 
as weil as OMH's current effort in evaluating 
the appropriate future role of state-operated 
children's centers and units. In particular, 
OMH has indicated its desire to gradually 
limit the role of these facilities and programs 
to intermediate care (while vesting acute 
care in hospital-based facilities) and to re­
strict its services to children over 12 years of 
age. 

Enhancing Basic Values and Clini­
cal Treatment Practices 

A related Commission recommendation 
focused on the need for the Office of Mental 
Health to convene the directors and senior 
management and clinical staff of children's 
psychiatric centers and units to review the 
issues raised by the investigation of Western 
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New York Children's Psychiatric Center, with 
a view toward clarifying the basic values and 
principles that should guide the care, treat­
ment and nurturance of children in their 
custody. In particular, the Commission rec­
ommended enhanced guidance to staff in 
responding appropriately to sexual behavior 
among children. 

The Office of Mental Health concurred 
with this recommendation and reported that 
an initial meeting with directors and senior 
management and clinical staff to achieve the 
stated goals had already been held in Octo­
ber 1988, before the release of the interim 
report. Subsequently, two additional meet­
ings were held in February 1989 and March 
1989. The Office also reported a number of 
additional initiatives designed to meet the 
intent of the Commission's recommenda­
tion: 

(1) The development of a uniform, struc­
tured peer review process whereby all chil­
dren's centers and units would be assessed 
to identify the strengths and weaknesses in a 
program's ability to manage and treat chil­
dren safely; 

(2) Formation of a task force to identify 
education and training needs related to the 
treatment and management of sexually 
abused children and to ensure the provision 
of this training "as soon as it can be negoti­
ated;" 

(3) Formation of a task force to identify 
guidelines for staff working with sexually 
abused children, covering such topics as, 
basic value statements regarding children's 
sexual behavior, the relationship between 
inpatient programs and families, community 
norms and values, supervision and clinical 
management of children, staffing, and inci­
dent reporting, investigation, and review. 

Over the past nine months, the Office of 
Mental Health has ensured peer reviews for 
all state-operated children's centers and units. 
These reviews, which involved many staff at 
the facility, regional office, and central office 
levels, assessed each state children's center 
and unit for vulnerability to the problems 
identified in the course of the Western New 
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York investigation. Final reports of these 
reviews, which covered a variety of issues, 
including the appropriate supervision of chil­
dren and staff, physical plant layout, staff 
attitudes, patient assessment and treatment 
and discharge planning issues, and the 
handling of untoward incidents, were issued 
to each center/unit, and plans of correction 
were required and reviewed by the Office of 
Mental Health. At four facilities where the 
most serious concerns were noted during the 
peer reviews, the Office has also conducted 
follow-up reviews and noted substantial cor­
rective actions. The Office plans to conduct 
two additional follow-up reviews at Western 
New York Children'S Psychiatric Center and 
the Children and Youth Unit of Kingsboro 
Psychiatric Center. All of the remaining 
centers/units were required to conduct fol­
low-up self-assessments. 

In a recent meeting with OMH senior 
officials, the Commission was also informed 
that beginning in the spring of 1990, its Bu­
reau of Children and Families will ensure 
semi-annual focused clinical reviews at each 
children's psychiatric center and unit. Addi­
tionally, the Office has begun a similar re­
view process relying on Central and Re­
gional Office staff at state-licensed residen­
tial treatment facilities (RTFs) for children. 
The Commission is strongly supportive of 
both of these OMH initiatives. 

The Office of Mental Health has also 
convened the two task forces to examine 
staff training needs/solutions and to develop 
guidelines for working with children who have 
been sexually abused. Over the past nine 
months, members of the former task force 
have reviewed a number of different training 
programs and shared them with the senior 
staff of the children's centers and units. 
Recently, the Office has chosen one curricu­
lum, and it initiated this training in January 
1990 with "train the trainer" training ses­
sions. OMH reports that this training will 
focus on three priority areas: (1) an overview 
of sexual abuse issues; (2) treatment inter­
ventions; and (3) effective treatment plan­
ning. The 1990 training is the first of a 
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curriculum that spans five years and covers 
such topics as social skills, drugs and alco­
hol, learning disabilities, and abandonment 
and neglect. 

The Office of Mental Health has also 
recognized the value of using outside ex­
perts to provide some ofthe needed training, 
and it has recently distributed a request for 
proposals for outside contractors to provide 
additional training. As response to this re­
quest for proposals was unacceptable, OMH 
has recently referred the issue of external 
training back to a work group for further 
consideration. 

The task force developing the guidelines 
for working with children who have been 
sexually abused issued draft guidelines in 
March 1989. These draft guidelines were 
circulated to the management staff of the 
children's centers and units. The Commis­
sion was also afforded an opportunity to 
review the draft guidelines. Based on the 
comments received on the guidelines, Office 
of Mental Health senior officials originally 
reported that the guidelines were being re­
drafted and that they anticipated issuing final 
guidelines to the centers and units in Jsnu­
sry 1990. More recently, however, OMH has 
indicated that it will defer drafting final guide­
lines until the Boy's Town consultants have 
completed much of their work. 

The Commission is also concerned that 
over the past year, in part because of the 
attention centered on child abuse and ne­
glect, staff in some children's programs have 
expressed increasing concern that their 
appropriate affectionate responses to chil­
dren may leave them vulnerable to a report of 
child abuse or neglect. Notably, this fear has 
been expressed, although none of the cases 
accepted by the State Register reflect such 
staff behavior. These fears are the unfortu­
nate and unwarranted consequence of the 
investigations of allegations of abuse and 
neglect and serve as a powerful reminder 
that stafftraining on the expectations for staff 
performance and behavior requires on-going 
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attention by senior staff in children's pro­
grams. Staff need to be reassured that an 
essential aspect of providing care and treat­
ment to children is to encourage the develop­
ment of normal relationships between adults 
and children in which non-sexual physical 
contact is natural. 

Assuring More Appropriate Clinical 
Assessments 

In recognizing that for many children at 
Western New York Children's Psychiatric 
Center, their vulnerability to sexual abuse 
and/or sexual involvements with other chil­
dren was overlooked because thorough clini­
cal assessments of their prior histories of 
sexual and/or physical abuse were either not 
done or not appropriately incorporated in 
their treatment, the Commission recom­
mended that the Office of Mental Health take 
immediate steps, including the use of con­
sultants, if necessary, to ensure that clinical 
staff at all children's centers and units have 
the capability to conduct appropriate assess­
ments and to incorporate assessment find­
ings in treatment planning decisions. The 
Commission also recommended that staff 
from the Office's Quality Assurance Division 
periodically monitor clinical records to as­
sure that high standards for assessments 
and treatment are maintained. 

The Office of Mental Health agreed with 
this recommendation, stating that the "peer 
reviews" would focus on the quality of as­
sessments and that the task force develop­
ing guidelines for working with children who 
had been sexually abused would use expert 
consultants to develop an intake instrument 
and process for conducting clinical assess­
ments. The Office also indicated that training 
would be provided to staff in the use of these 
tools and in the relationship between assess­
ments and treatment planning. Additionally, 
the Office stated that the Division of Quality 
Assurance would develop a system for the 
periodic review of clinical records. 
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The Commission's review of closing re­
ports of the initial peer reviews of the chil­
dren's centers and units indicated that clini­
cal assessment issues were addressed in 
these reviews, and that all centers/units are 
working toward strengthening these proce­
dures. To date, however, the Office has not 
developed a statewide assessment instru­
ment or process to address these issues. 
According to senior OMH officials, such an 
assessment form is in use at Western New 
York Children's Psychiatric Center, but a 
final decision has not been made to use this 
tool statewide. 

Statewide training on clinical assessment 
issues has also not yet begun, although the 
Office of Mental Health reports that many 
centers/units have ensured their own in-serv­
ice training and supervision on this topic. 
OMH also reports that although to date the 
Quality Assurance Division has not begun its 
on-site monitoring efforts, in the spring of 
1990, its semi-annual clinical reviews of all 
children's centers and units will begin and 
that spot-checks of the appropriateness of 
clinical assessments will be included in these 
assessments. 

Medical Interventions/Exams 

Noting that the vast majority of the chil­
dren involved in sexual incidents at Western 
New York Children's Psychiatric Center had 
not been examined by an appropriately trained 
physician, the Commission recommended 
that the Office of Mental Health promptly 
develop and implement a policy and proce­
dure to ensure that this serious oversight in 
attending to children's needs not be repeated 
at this facility or any state-operated inpatient 
program. The Commission recommended 
that this policy and procedure should provide 
that: (1) any child who is the subject of sexual 
activity should be immediately examined by 
qualified and specially-trained medical per­
sonnel, who have ready access to evidence 
kits to preserve physical evidence of sexual 
activity; and (2) all such children receive 
appropriate follow-up treatment and coun-
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seling, as needed. The Commission also 
recommended that the Office of Mental Health, 
in developing its policy and procedure, con­
sider the applicability of adopting the pre­
existing guidelines which have been issued 
by the Department of Health for these pur­
poses. The Office of Mental Health agreedto 
implement this recommendation and to re­
view the applicability of the Department of 
Health guidelines. 

To date, senior officials of the Office of 
Mental Health report that they researched 
applicable guidelines for the development of 
a policy and procedure, but have dissemi­
nated the Department of Health guidelines to 
all the facilities. OMH officials noted that the 
Department of Health guidelines are pres­
ently being revised and that when issued, 
they hope to successfully negotiate Health 
Department training of the OMH physicians. 

The Office has indicated that it is encour­
aging centers and units to establish formal 
affiliations with a specialized hospital or rape 
crisis center to provide appropriate exams of 
children by October 1990. 

Improving Incident Reporting and 
Review Procedures 

The Commission recommended that in 
view of the many problems at Western New 
York Children's Psychiatric Center surround­
ing the prompt reporting of incidents to the· 
State Central Register and in ensuring ap­
propriate interventions and investigations, 
that the Office of Mental Health should offer 
refresher training to all senior administrative 
and clinical personnel at the facility in these 
areas. The Office responded that it con­
curred with this recommendation and that it 
had "identified the need to provide refresher 
training systemwide in the reporting, review, 
investigation, and monitoring of incidents 
involving sexual activity." (Letter from Com­
missioner Richard Surles, January 1 0, 1989) 

In its response, the Office also indicated 
that it would provide enhanced monitoring of 
all incidents involving sexual activity over a 
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six-month period, by requiring all children's 
centers and units to file all such incident 
reports with Central Office. In filing these 
reports, the Office indicated that center/unit 
staff would be required to complete a brief 
checklist indicating that they had assured 
needed interventions (i.e., medical examina­
tions for the children involved, needed revi­
sions to treatment plans, family notifications, 
needed changes in the child's environment 
and supervision). Additionally, the Office 
reported that it had already instituted a re­
quirement that each children's center and 
unit appoint a designated staff person on 
each shift to be responsible for reviewing all 
reported incidents and making appropriate 
external notifications. 

Since the issuance of the Commission's 
interim report, the Office indicated that is­
sues surrounding the proper handling of all 
unusual incidents, and especially incidents 
involving sexual activity, have been addressed 
with each center and unit in the context ofthe 
Office's "peer reviews" of each program. 
Additionally, all centers/units have submitted 
plans of correction addressing outstanding 
issues in these areas which surfaced in the 
course of the peer reviews. The Regional 
Office for the Central Region also has taken 
the additional step of providing a two-day 
retreat for the unit chiefs of its four children 
and youth units to review problems surround­
ing the incidents at Western New York Chil­
dren's Psychiatric Center and to address 
appropriate procedures and practices to avoid 
these problems at their programs. 

In subsequent correspondence (Letters 
from Commissioner Richard Surles, June 8, 
1989 and August 22, 1989), the Office has 
reported that it continued to believe that 
systemwide refresher in-service training is 
needed in these areas, and that the Office's 
Bureau of Employee Relations is developing 
an overview of current problems and a re­
quest for proposals forthe needed training at 
all centers/units. While OMH officials could 
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not provide target dates for the provision of 
this training, they noted that it remained a 
high priority. 

The Office has also reported that it fol­
lowed through on its commitment to ensure 
Central Office receipt of all sexual incident 
reports from children's centers and units 
over a six-month period. According to senior 
OMH officials, these reports were reviewed 
individually as they were received, and any 
needed corrective or follow-up actions were 
taken in regard to individual incidents. The 
Office of Mental Health has also recently 
stated, in response to a draft of this report, 
that no statewide problems were apparent in 
these incident reports. Due to resource con­
straints, however, these officials stated that 
no aggregate review or analysis of the re­
ported sexual incidents has been completed. 

Attention to Discharge Planning 

In conjunction with its review of a number 
of incidents at Western New York Children'S 
Psychiatric Center, the Commission noted 
repeated problems in discharge planning for 
children involved in these incidents and 
especially in properly informing and training 
families or other surrogate caregivers in 
addressing the children's histories of sexual 
abuse and sexual behavior upon their dis­
charge. In its interim report, the Commission 
recommended that these issues be addressed 
at Western New York Children's Psychiatric 
Center. In its response to this recommenda­
tion, the Office of Mental Health stated that it 
"is reviewing its discharge planning policy in 
order to develop a discharge planning proc­
ess and protocol for state-operated and li­
censed inpatient programs which [will] in­
clude treatment needs and recommenda­
tions regarding a child's sexual history, de­
velopment, and behavior." (Letter from 
Commissioner Richard Surles, January 10, 
1989) 
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Subsequent update reports from the Of­
fice of Mental Health indicated that discharge 
planning issues were addressed during the 
"peer reviews" of each children's center and 
unit and that all programs have submitted 
plans of correction addressing identified 
problems in these areas. An OMH Task 
Force has also been meeting to address the 
systemwide issues in discharge planning for 
children's programs; OMH initially reported 
that its final conclusions and recommenda­
tions for policy and procedural change would 
be available in January 1990. More re­
cently, in response to a draft of this report, 
OMH indicated, however, that policy and 
procedural change related to discharge plan­
ning will be deferred until the near comple­
tion of the Boy's Town consultants' work. 
The Office also reports that its upcoming 
clinical audits of children's centers and units 
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will ensure spotchecks of discharge planning 
practices. 

Environmental and Physical Plant 
Improvements 

In response to the Commission's identifi­
cation of several environmental and unit 
organizational issues which contributed to 
the incidents at Western New York Chil­
dren's Psychiatric Center, the Office of Mental 
Health made a commitment to review similar 
issues at each of its children's centers and 
units. These reviews were provided in the 
context of the "peer reviews" at each center 
and unit, and reportedly many specific envi­
ronmental and unit organizational changes 
have been undertaken at many programs. 
OMH officials report that they are in the 
process of preparing a complete list of these 
changes for the Commission's review. 
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FIGURE 2: RECOMMENDATIONS IN THE cac INTERIM REPORT AND OMH'S COMMITMENTS 
AND PLANNED AND IMPLEMENTED CORRECTIVE ACTIONS 

cac Recommendations 
(January 1989) 

1. The Office of Mental Health should review 
the suitability of the current management 
and clinical staff at Western New York 
Children's Psychiatric Center. If necessary, 
it should consider augmenting the senior 
management ofthe facility with strong and 
capable clinical leadership. . 

2. The Office of Mental HeaHh should convene 
senior management and clinical staff at 
Western New York Children's Psychiatric 
Center to review the issues raised by this 
investigation, to clarify the basic values 
which should guide the care, treatment 
and nurturance of children in their custody, 
and to develop appropriate policies, 
procedures, and training programs for staff. 
In particular, there is a need to provide 
guidance to staff in responding to sexual 
behavior among children. 

OMH Commitments 

The Office of Mental Health concurred with 
this recommendation and also agreed to 
conduct a review of the qualifications and 
experience of key administrative and clinical 
staff at its other state-operated children's 
psychiatric centers and children and youth 
units. BaSed on this review, the Office also 
stated that it would develop appropriate 
qualifications and performance indicators for 
these personnel. 

The Office of Mental Health concurred with 
this recommendation and noted that meetings 
were already underway to ensure its 
implementation. The Office also noted three 
other initiatives to address the objectives of 
the recommendation: (1) development of a 
peer review process to assess the ability of 
all children's centers and units to safely 
manage and treat children; (2) formation of a 
task force to identify the education and training 
needs of staff in treating and caring for children 
with histories of sexual abuse; and (3) formation 
of a task force to identify guidelines for staff 
working with sexually abused children. 

OMH Planned and Implemented Corrective Actions 
(As of February 1990) 

The Office of Mental Health reports that in the context of the peer 
reviews of each children's center and unit, the qualifications of staff 
in leadership positions were evaluated. Written directives have also 
been issued to regional and facility directors to ensure that candidates 
for clinical and supervisory positions have education, training, and 
experience in children's mental health services. The Office also 
plans to issue a report identifying the training needs of individuals in 
senior management and clinical positions. 

The Office has not, however, made any final decisions about the 
needed qualifications for directors and other senior staff of its 
children's centers and units. Senior OMH officials report that final 
decisions about the appropriate management structure for these 
programs are pending its overall evaluation of the future role of these 
programs in serving children with mental health needs. 

Status: Partially Implemented 

The Office of Mental Health has held three meetings with senior staff 
of its children's centers and units to clarify the values and expectations 
for the supervision, care, and treatment of children in their custody. 
The Office has also developed and implemented a peer review 
process at all of its state-operated children's centers and units, and 
assured follow-up on noted deficiencies and problems. Additionally, 
the Office has announced plans to continue these reviews semi­
annually and has begun a similar review process at its licensed 
residential treatment facilities. 

The Office has also convened the two promised task forces for 
identifying training programs and developing staff guidelines for 
caring and treating children with histories of sexual abuse. The 
"training" task force has identified a proposed training curriculum, 
and has begun the implementation of the first year of the five-year 
training project. 
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cae Recommendations 

3. Western New York Children's Psychiatric 
Center should designate a specific official 
on each shift to be responsible for reviewing 
all incidents and for making all external 
notifications pursuant to law or Office of 
Mental Health regulations. 

4. The Office of Mental Health shou Id ensure 
that Western New York Children's 
Psychiatric Center has the capability to 
obtain adequate histories of the children 
admitted, including histories of prior physical 
and sexual abuse and neglect, to enable 
appropriate diagnosis and treatment. If 
necessary, consultants should be used to 
ensure this capabiltty. Additionally, Qualtty 
Assurance staff should periodically monttor 
the facility to ensure that these clinical 
practices are in place. 

OMH Commitments 

The Office of Mental Health concurred with 
this recommendation and agreed to make 
similar designations at all of its children's 
centers and units. 

The Office of Mental Health agreed with this 
recommendation, stating that the peer reviews 
would focus on the quality of assessments 
and that the task force developing gu idelines 
for working with children who have been 
sexually abused would use expert consu~ants 
to develop an intake instrument and process 
for conducting clinical assessments. The 
Office also agreed to offer training to staff in 
the use of these new tools and the relationship 
between assessments and treatment planning, 
and to assure periodic review of clinical records 
related to these issues under the direction of 
the Office's Division of Quality Assurance. 

OMH Planned and Implemented Corrective Actions 

The task force developing guidelines for staff working with sexually 
abused children issued draft guidelines to the field in March, 1989. 
Comments from the Commission, as well as facility, regional office, 
and central office staff on the draft gu idel ines indicated that a nu mber 
of revisions were needed. OMH initially agreed to promptly revise 
these guidelines, and in December of 1989 indicated that final 
guidelines would be forthcoming in January 1990. More recently in 
response to the draft of this report, the Office of Mental Health 
indicated that the issuance of final guidelines would be delayed until 
the final stages of the Boy's Town contract. 

Status: Partially Implemented 

The Office of Mental Health has reported that this recommendation 
has been implemented at each of its children's centers and units. 

Status: Implemented 

The Office of Mental Health has assured attention to these issues in 
its peer reviews of children's centers and units; but to date, it has not 
developed an intake assessment form or process for use in state­
operated children's centers and units. Statewide training on these 
issues has also not yet begun, although the Office reports that many 
centers and units have ensured their own in-service programs on 
these topics. 

Recently, OMH officials have indicated that due to a poor response 
to its request for proposals for this training, these concerns have 
been referred back to a work group. Additionally, while no periodic 
reviews of clinical records at children's centers and units have yet 
begun, OMH officials indicate that this process will begin in May 
1990, under the joint direction of the Office's Division of Quality 
Assurance and the Bureau of Family and Children's Services. 

Status: Partially Implemented 
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5. Western New York Children's Psychiatric 
Center should ensure the development 
and implementation of policies and 
procedures to ensure that any child who is 
the subject of a report of sexual activity is 
examined by qualified and specially trained 
medical personnel. This policy should 
also ensure that all such children receive 
appropriate follow-up treatment and 
counseling. 

6. The Office of Mental Health should offer 
refresher training for senior administrative 
and clinical personnel at the facility in the 
reporting, review, investigation, and follow­
up of all untoward incidents, particularly 
such incidents which involve sexual contact 
or sexual activity among children or 
allegations of staff sexual abuse. 

OMH Commitments 

The Office of Mental Health concurred with 
this recommendation and agreed to ensure 
similar procedures and protections for all of 
its state-operated children's centers and units. 

The Office of Mental Health concurred with 
this recommendation and stated that it had 
"identified the need to provide refresher training 
systemwide in the reporting, review, 
investigation, and monitoring of incidents 
involving sexual activity." The Office also 
indicated that it would conduct a six-month 
statewide review of all incidents involving 
sexual activity among children. 

OMH Planned and Implemented Corrective Actions 

The Office of Mental Health has ensured that such arrangements 
and procedures are in place at Western New York Children's 
Psychiatric Center. To date, however, the Office has not developed 
statewide standards or guidelines for ensuring appropriate medical 
intervention and attention in its facilities for children who may have 
been involved in sexual activity, nor has it provided any statewide 
training for medical personnel in its children's centers and units on 
these issues. Rather, it has forwarded to the facilities copies of the 
guidelines issued by the Department of Health. 

The Office reports that it is researching applicable standards and 
guidelines. The Office also indicates that it is encouraging centers 
and units to establish formal affiliations with a specialized hospital or 
rape crisis center to provide appropriate exams of children by 
October 1990. 

Status: Partially Implemented 

The Office of Mental Health did assure that all incident reports 
relating to sexual activity among children were submitted to Central 
Office for review. This practice continues to date. Reportedly, 
initially these incident reports were reviewed individually as they 
were received, and OMH determined that no statewide problems or 
concerns were detected. Due to resource constraints, however, 
OMH officials reported that no systemic review or analysis of the 
received reports was conducted. 

The Office has also not yet developed the refresher training program 
which it noted was needed for staff in incident reporting procedures 
and investigation. Reportedly, this training has been delayed 
pending the response to a request for proposals for outside consuttants 
to conduct the training. The Office does report, however, that these 
issues were addressed during the peer review process and that its 
Central Regional Office has provided specialized training in this area 
for unit chiefs of its four children and youth psychiatric units. 

Status: Partially Implemented 
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7. Western New York Children's Psychiatric 
Center should ensure that all children 
discharged from the facility are afforded 
comprehensive discharge plans which 
address their treatment needs and 
concerns, including their histories of sexual 
abuse and/or unusual sexual activity with 
other children or siblings. 

8. The Office of Mental Health should review 
environmental and physical plant cond~ions 
at Western New York Children's Psychiatric 
Center that impair the adequate supervision 
and monitoring of children and develop a 
plan to correct such cond~ions. In particular, 
the Office should examine the facility's 
practice of congregating very young chik:lren 
(ages 5-8) with older children (ages 9-12). 

9. Given the seriousness ofthe events which 
have transpired, the Office of Mental Heatth 
should seriously consider assigning an 
independent clinical monitor in Western 
New York Children's Psychiatric Center 
for the coming year to review and critique 
professional judgments, to evaluate 
assessments, treatments plans, and 
discharge plans for chik:lren, and to oversee 
the facil~'s practices for reporting, handling, 
investigating, and monitoring untoward 
events occurring at the facility. 

OMH Commitments 

The Office of Mental Health concurred with 
this recommendation and indicated that it is 
reviewing ~s current discharge policy to develop 
a discharge process and protocol for all its 
state-operated children's centers and units. 

The Office of Mental Health concurred with 
this recommendation and made a comm~ment 
to conduct similar reviews at its other state­
operated children's centers and units. 

The Office of Mental Health concurred with 
this recommendation. 

OMH Planned and Implemented Corrective Actions 

The Office of Mental Health has addressed discharge planning 
issues in its peer reviews of children's centers and units, and a task 
force has been meeting to discuss statewide issues in discharge 
planning. To date, however, no new procedure or protocol has been 
issued and most recently, in response to a draft of this report, OMH 
indicated that ~ was deferring statewide action on discharge planning 
issues referenced in the Commission's report, until the latter stages 
of the Boy's Town contract. 

Status: Not Implemented 

The Office of Mental Health assured the conduct of these reviews at 
Western New York Psychiatric Center, as well as its other state­
operated children's centers and units in the context of its peer 
reviews ofthese facilities. Reportedly, many specific environmental 
and unit organizational changes have been undertaken at many of 
these facilities. OMH reports that it is in the process of preparing a 
complete list of these changes for the Commission's review. 

Status: Implemented 

The Office of Mental Health assured external review of Western New 
York Children's Psychiatric Center over the past year through the 
appointment of a three-person team of clinical experts, who reported 
directly to the Office's Acting Chief Medical Officer. This team has 
made two group visits to the center since February 22, 1989, and 
individual members have each made two additional visits. The team 
also prepared a report of its findings (June 1989) which identified a 
number of clinical treatment deficiencies at the center. Concurring 
with the findings of the Commission's Interim Report, the expert 
team's report identified poor psychiatric assessments, inadequate 
treatment planning, the lack of written treatment rationales, and the 
failure to develop and inculcate a hospital mission statement as 
significant problems at the center. 

Status: Implemented 
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Conclusions 
In conclusion, in the 14 months since the 

Commission's release of its interim report, 
many improvements and positive outcomes 
have been achieved at Western New York 
Children'S Psychiatric Center. Perhaps more 
importantly, the Office of Mental Health has 
undertaken efforts to provide enhanced safe­
guards forthe protection and more appropri­
ate treatment of children in state-operated 
children's psychiatric centers and children 
and youth units systemwide. It is also note­
worthy that the Office has initiated efforts to 
ensure comparable review practices in its 
licensed residential treatment facilities for 
children. 

As reflected in this report, these efforts by 
the Office of Mental Health reflect a commit­
ment to a comprehensive examination and 
evaluation of children's mental health serv­
ices in the state, and many will require the 
sustained commitment of resources overthe 
coming year to achieve their intended out­
comes. In particular, the Office's goals for 
the delivery of its ambitious five-year training 
schedule, the implementation ofthe first year 
of which has already begun, will require 
assurances that the Bureau of Children and 
Families within the Office is adequately staffed 
with appropriately trained and qualified per­
sonnel. 

Similarly, enhancement of clinical treat­
ment services in state-operated centers and 
units must be predicated on qualified and 
competent clinical leadership and staffing in 
each ofthese programs. The Commission is 
supportive of OMH's commitment to con­
tinue its evaluation ofthe existing administra.­
tive and clinical resources available to each 
state-operated program, although it recog­
nizes that the findings of these efforts may 
likely result in recommendations to reconfig­
ure and/or augment the senior clinical staff 
capability in some programs. 
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Providing an enhanced medical staff 
capability to respond to the needs of children 
with histories of physical and sexual abuse 
and neglect and children who are alleged to 
be abused or sexually involved with other 
children is equally important. The Commis­
sion strongly endorses OMH's goal of ensur­
ing an affiliation with a medical facility with 
competence in this area for each children'S 
center and unit and urges that the planned 
timeframe for achieving this goal be acceler­
ated. While the Commission recognizes that 
OMH is awaiting issuance of the revised 
Department of Health guidelines for the 
conduct of medical examinations of persons 
alleged to have been sexually abused and 
hopes to negotiate physician training with 
DOH, the Commission strongly urges that 
the adoption of pertinent guidelines and train­
ing not be postponed indefinitely. 

Concerns regarding the reporting, inves­
tigation, and review of incidents of possible 
abuse and neglect have also rightfully re­
ceived substantial attention from the Office 
of Mental Health, children's mental health 
facilities, and the Commission over the past 
year. This attention has yielded many posi­
tive benefits in heightening administrative, 
clinical, and line staff awareness of the 
mandates ofthe Child Abuse and Prevention 
Act of 1985, as well as in reducing the likeli­
hood that reportable allegations will not be 
filed with the State Register. 

The Commission recognizes that many 
changes in policies and practices it recom­
mended have taxed the resources of the 
Office of Mental Health, particularly at a time 
when a number of fundamental questions 
are being raised by OMH about the future 
role and direction of state-operated children's 
psychiatric centers and children and youth 
units. While progress has been made in 
implementing a number of recommenda-
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tions, particularly those specific to Western 
New York Children's Psychiatric Center, for 
most of the system-wide recommendations, 
the past year has been spent essentially in 
assessing implementation strategies and plan­
ning. Inherent in the OMH decision to await 
the completion of the efforts of internal work 
groups and external consultants before at­
tempting to implement the system-wide rec­
ommendations is the acceptance of signifi­
cant delays in addressing issues such as: 

22 

• the establishment of minimum qualifi­
cations for key clinical and adminis­
trative staff; 

• the issuance of guidelines for the treat­
ment of sexually abused and sexually 
active children; and, 

• the revision of discharge planning 
procedures. 

While these delays are a matter of con­
cern to the Commission, the effectiveness of 
this strategy will be tested with time. 
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APPENDIXA 

cac Recommended Corrective Actions Pertaining to Individual 
Cases at Western New York Children's Psychiatric Center 

• The staff at Western New York 
Children's Psychiatric Center should 
ensure that any child making a request 
to contact the Commission is provided 
access and assistance to do so. 

• Western New York Children's 
Psychiatric Center should ensure that 
staff interviewing a child in association 
with an investigation of possible abuse 
and neglect are fluent in the child's 
primary language. 

• Western New York Children's 
Psychiatric Center should use staff 
assignment and sign-out sheets on all 
units to ensure greater accountability 
for staff presence/absence. 
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• Western New York Children's 
Psychiatric Center should ensure that 
staff rounds ofthe residential units are 
staggered to preclude the ability of the 
children to easily predict the times 
staff will be checking their whereabouts. 

• Western New York Children's 
Psychiatric Center should closely 
review the histories and current 
behaviors of children in planning their 
participation in facility field trips. 

• Western New York Children's 
Psychiatric Center should develop 
clearer guidelines for staff supervising 
children on van trips, especially in 
relationship to their seating 
arrangements on the van. 
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APPENDIX B 

cac Recommended Disciplinary Actions Related to 
Western New York Children's Psychiatric Center 

and the Facility's Response 

• The facility concurred with the cac 
recommendation to discipline the 
Nursing Service Coordinator for failing 
to monitor the implementation of the 
facility's policy related to searches of 
children, and a letter of counseling 
was issued to this individual. 

• The facility concurred with the cae 
recommendation to discipline a social 
worker for failing to share information 
about an incident pertinent to the safety 
of the children involved with their 
primary therapists. 

• The facility concurred with the cac 
recommendation to discipline a primary 
therapist for her failure to document a 
child's allegations of abuse in her 
progress notes or to file an incident 
report. 

• As recommended by the cac, the 
facility took disciplinary action against 
a unit chief for failure to report 
allegations of child abuse and neglect 
promptly to the State Central Register. 
The unit chief was demoted from a 
Grade 35 to a Grade 23, and he 
received a letter of reprimand and an 
unsatisfactory performance evaluation. 

• As recommended by the cac, a 
treatment team leader was disciplined 
for failure to modify children's treatment 
plans to address significant protection 
issues related to reported incidents. 
The facility reaSSigned the treatment 
team leader from administrative and 
direct care responsibilities and is 
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pursuing other appropriate diSCiplinary 
actions. 

• The facility concurred with the cac 
recommendations to pursue discipline 
of two primai)' therapists of children at 
Western New York Children's 
Psychiatric Center for failing to address 
their histories of inappropriate sexual 
activity prior to admission and 
involvement in inappropriate sexual 
activity subsequent to their admission 
in the children's treatment plans. 

• The facility Director for auality 
Assurance resigned as of March 31, 
1989, in the face of charges that he 
had not assured the appropriate review 
and investigation of incidents. 

• The facility agreed to pursue 
disciplinary action against a facility 
phYSician and psychologist for failing 
in their capacity as children's primary 
therapists to provide and document 
appropriate clinical interventions for 
the children who had been involved in 
sexual activity. 

• The facility agreed to pursue 
disciplinary action against a social 
worker for failing to document an 
incident appropriately and for failing 
to follow up with the child's primary 
therapist regarding a reported incident. 
The facility noted that it could not 
pursue discipline against this employee 
for allegedly interfering with the cac 
investigation without more specific 
facts from the cac. 
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• The facility agreed to pursue discipline 
agai nst a social worker for 
misrepresenting the facts of an incident 
to a child's parents, but it maintained 
that it could not take action agai nst the 
social worker's other alleged acts of 
"unprofessional conduct," without 
more specific information from the 
cac. 

• The facility noted that it lacks sufficient 
evidence to bring charges, as 
recommended by the cac, against 
two staff in an alleged sexual abuse 
incident, but it indicated that it is seeking 
termination against one of the 
employees on a time and attendance 
issue. The facility also noted that this 
employee is currently on suspension 
without pay for allegedly stealing 
$20.00 from a patient. 

• The facility disagreed with the cac 
recommendation to discipline a social 
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worker for holding a group discussion 
of an incident which could have 
interfered with its investigation. The 
facility noted that the group discussion 
was really a regularly scheduled group 
therapy session, and that the special 
investigator was present. (For the 
same reason, the facility did not concur 
with the cac recommendation to 
discipline the team leader for failing to 
appropriately supervise this social 
worker. ) 

• The facility disagreed with cac's 
recommendation to discipline the 
Deputy Director for Institutional 
Administration for failing to ensure 
the proper promulgation of the facility's 
policy related to searches of children, 
noting that this individual had no 
responsibility related to policies 
pertaining to nursing services. 
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NEW YORK STATE 
OFFICE OF MENTAL HEALTH 

RICHARD C. SURLES, Ph.D., Commissioner 

Clarence Sundram, Chairman 
commission on Quality of Care 

for the Mentally Disabled 
99 Washington Avenue - Suite 2001 
Albany, New York 12224 

Dear Mr. Sundram: 

APPENDIX C 

44 Holland Avenue, Albany, New York 12229 

January 16, 1990 

Enclosed is the Office of Mental Health's response to the 
Commission on Quality of Care's December 1989 Final Report on the 
Investigation into Allegations of Child Abuse and Neglect at 
Western New York Children's psychiatric Center. Included in the 
response are several corrections and updates with regard to 
WNYCPC and statewide improvement initiatives. 

In general, the Commission's report is viewed by the OMH as 
a fair and accurate assessment of this agency's efforts to 
enhance the quality of care and treatment of sexually abused 
children in the inpatient programs which we operate. Moreover, 
the report has been instrumental in pointing to the need for OMH 
to develop a comprehensive system-wide approach to dealing with 
this issue. 

As the attached response indicates, however, OMH has serious 
overall concerns about how this investigation has been reported. 
These concerns relate to the Commission's presentation of its 
data - in both content and tenor - throughout this investigation. 
In fact, only 10 of the 32 reported cases detailed in the CQC 
report were found to be indicated. 

Also troubling is the Commission's omission in the final 
report that numerous initia·tives were well underway prior to the 
events at WNYCPC.Many of the initiatives which the Commission 
recommended have been part of a system improvement plan for 
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children's mental health services in New York state and were 
clearly referenced in the 1988 OMH state Mental Health Plan. 
others were OMH recommendations following our own reviews at 
WNYCPC which, in most areas, paralleled those identified by the 
Commission in its interim report. 

The OMH appreciates the opportunity to review the 
Commission's report prior to its publication. We look forward 
to continuing to work collaboratively with the Commission for 
improvement of the services and care we provide to seriously 
emotionally disturbed children and their families in New York 
state. 

sincerely, 

Richard C. Surles, Ph.D. 
Commissioner 
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OFFICE OF MENTAL HEALTH 

RESPONSE TO THE 

COMMISSION ON QUALITY OF CARE'S 

FINAL REPORT 

(December, 1989): 

INVESTIGATIOH INTO 

ALLEGATIONS OF CHILD ABUSE 

AND NEGLECT AT 

WESTERN HEW YORK 

CHILDREH'S PSYCHIATRIC CENTER 

January 1990 
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'!he Office of Mental Health (CHi) has revier.Ned the Canmission's final report 

on the investigation into allegations of child abJse and neglect at Western New 

York Children's Psychiatric center (WNYCPC). For the na;t part, <Hi fims the 

report to be an aocw:ate and fair assessment of the steps we have taken to 

iIrprove the quality of care and treatment for sexually abuse:i children in state­

operated inpatient programs. 

<Hi was gratified to firo that the CCmnission' s report reflected a 

sensitivity to the difficulties involved in iIIplementin;J statewide initiatives 

which sanetimes involve delayed timelines and strategy d1an;Jes. 

We have identified a fal areas in the report that are in need of correction 

or update relative to statewide and Western New York Children's Psychiatric 

Center specific iIrprovement initiatives. 'lhese are refererrecl in ~ A. 

CHI does have corx:el:nS with two issnes lwilich have pemeated the initial 

i.nvesti.gatioo at WNY~, subsequent actions by the O'mni ssioo, and this final 

report. OUr positioo on the two issnes is spelled oot to CXJuect '.IIhat we 

perceive as serious misreportin;J of events that oc::x:urred at WNYCPC and of the 

overall children's system ilrpravement initiatives. Areas to be aaD:essed are: 

rata Presentation and credit for Systan Inprovement Initiatives. 

I. D¢a Pres 4l4tim 

Of the 32 reported cases of child al:u;e and neglect filed with the state 

Central Register invol vin:] children at WNYCPC aver the seven-m:xrt:h period, 

March 14, 1988 - Oct'.c:ber 17, 1989, a'lly 10 cases 'Nere actually i.n:ticated. 

'!he data presentation of the C)"mnj asion 's interim report and final report 

sensationalizes the incidents - givin:] the reader the iIrpressioo that all 32 

incidents were of the same severity and had equal cxn::l.usiveness as to their 

cxx:urrenc::e and negligerx:e al the part of staff. It is CHI's position that 

this type of data presentation ccntril:Jutes to an inaccurate pcnlIayal of the 

severity of the issues. 
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To state that 10 incidents cx:x:urred at WNYCPC aver the course of seven 

nont.hs, for whidl there was evidence of abuse or neglect on the part of a 

staff nenbar, ani to outline the serioos system tNeaknesses \.lJ"DJIIe:red 

througha.It the facility TNOOld present the material far more accurately ani 

fairly. 'nle sensationalism that is created by the misrepresentation of the 

data has devastating consequences for the entire drild-serving system. 

CHI does not interxi to minimize the wrorgdoing to the children at WNYCPC 

or the pain experienced by the families of the drildren. CHI does believe 

that the deficien:::ies rXJted ani the inprovements to WNY'CPC am the entire 

c:h.ildren I s mental health system CaJld have oc:me aDaIt withalt as much damage 

to those staff that were innocent at WNYCPC ani to the mental health staff 

througha.It the state who were doing their jabs \/ell. 

CHI was, in fact, sw:prised by the type of data presentatioo the 

Qmni ssioo used in the WNYCPC situatioo. All pnwious reports by the 

Ccmnissioo had fcx::used on J'1UlIi:)ers of "in:ticated" cases. '!his Iepcn:t ~red 

to mask the actual. I'lUlItler of in:ticated cases beh.ini l"UDIeI'CAlS data. 

presentations of cases that, for the JOOSt part, ~ not Wicated. 

CHI has deDa1strated t.hrcugh its oatprehensive follow-up to the events 

at WNYCPC, that interface with ani responsiveness to oversight bodies is 

taken serioosly. CHI strcn;Jly reo ""ems that oversight bodies, 

specifically the Ccmnissioo, present their data ani their Ieports in a sa.n:i 

am reasooable manner - uOOerstanr::U.n that presentirr;J the facts in a 

confusing manner can ultimately delay the ability of artI state aqercy to help 

rally its staff to initiate needed corrective actioo. 
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II . Gryrli t far Syst:an T1II!1"t?VFJIR' Initiatives 

'!he Ccmnission' s reccmnen::iatians on the interim WNYCPC IE!pOl.t \¥ere sourd 

and ones with which CHi corx::urre:1. '!he rec:c:mnermtions which specifically 

addressa:i needed ilIprovements in treatin; sexually abused children \¥ere well 

targeted, and CHi awreciates the insight and directions the Ccmnission gave 

to CHi in this very critical area. It IrUSt be noted, however, that many of 

the other initial recx:tlltematians \¥ere initiatives already urrlel:way by CMH. 

'!be Ccmnission's concurrence with these initiatives provided CHi with 

additional irx::entive to llX7Ve fotward. CHi wishes to highlight the fact that 

the inpetus for these major initiatives was urxku:way prior to Al¥;JUst, 1988. 

To elucidate this point, CHI fonned a children and families task force 

to draft a backgram:i paper in response to Federal raw 99-660 which mardated 

the fonnation of the Mental Health PlanniIg and Adviscny camcU. 'Ibis 

activity was already un:3erway prior to the exposure of the events at WNYCPC. 

'lhi.s backgrcJurn paper sets forth a JIDdel. for children's mental health 

sezvices in New York state which is both family-oentered and CX'Jll!lmity-based. 

Ad:iitionally, the 8.lreau of Children and Families had recn:ganized prior 

to the events at WNYCPC. 'llle reo.tganization was to designed to ensure: a) 

responsible plant'l.irxJ for seriously eDXJtionally cli.stuJ±Ied children ani 

families on a local le.Jel.; b) the develq:ment of state-of-the-art programs 

for seriously em:Jtionally cli.stuJ±Ied children; and c) the focus of program 

iltprovement initiatives in currently operatin; PIo;r:ams. 

'Ihe Cc:mn:issioner's seardl to brin; Senior-level staff into cent:ral. Office 

with technical expertise in their respective areas and special bac:lcgrcAln:3s in 

workin; with seriously EmJtiona1ly cli.stuJ±Ied children also began prior to the 

events at WNYCPC. 

F\.1rt:hel:nx)re, the active role played by the national Child and Adolescent 

Service System PItylam (CASSP) in the Offioe of Mental Health's rureau of 
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Children anj Families lIllSt be recx:gnized. slme 1985, CASSP has been 

instrumental in settin;J a framework to effectively a<kh'ess the issues 
involved in buildin;J a respalSive system of care. 

Most i:apJrtantly, the 1988 CHI state Plan clearly established that CHI is 

mavirq toward a cx::rIIlIlJ'lity-based system of care for c::hildren anj youth, 

cutl.inin:J many of the initiatives that the CarmissiCll reo""erm in their 
o..trrent report. In fact, one of the first tasks of the CHI camdssioner in 

1987 was to reconfigure the plans for the Brooklyn arlldren' S Psychiatric 

Center. '!he new "Brooklyn nv::x3el" called for the develq:ment of a system of 

care in Brooklyn, ird.udin:] ~ sezvioes, small c:x:mmmity residences, 

HaDe-Based crisis InterventiCll, Family SURx>rt Services, anj Family-Based 

Treatment Pl:ogLans. '!he hospital itself is designed to serve as a small, 

very focused, part of the dlild mental health delivery system in Brooklyn. 

So, although CHI does mt wish to urDarvalue the CXIltribltia'l of the 

Carmi ssia'l in brinJirq sexual aDlse to the forefta1t as an issue needin:1 
hrmediate OUlLective actiCll, CHI also needs to clearly point out that this 

issue was one ilIprovement of a system avm:haul that was well urde.Lway before 

the events at ~CPC. 

It is also interestirI.J to nate that the CHI xaviews of the events at 

WNYCPC, c:::cn:hlcted by designated CHI eaployees SOC8l after the .in::idents became 

knc:Ml, inclu:Bi reo ""erDltialS for ilIprcYaDents at ~CPC and a call for a 

system revia.r in the majority of the same areas eventually ird.med in the 

C)"mnissia'l's interim Iepurt. 'l11e CHI review and reo liiiSldatiCllS wre 

presented in a manner that enabled the facility, the reqiCllS and the Central 

Office to evaluate t;henselves anj mcve forward with mald.n) J'lPleQed dlaRJes. 
'!he presl!IltatiCll style of the CarmissiCll's reports whidl inclmed presentin:J 

data with detailed scenarios of alleged events terDad to :iJmd:)ilize 

persanel fran BWi.rq fOIWard inmec'ti ately as they reacted to the aocusations 

an:! subsequent critical press attentiCll. '!he CarmissiCll'S EIIPlaSis CIl a 

cause/effect relatiooship bebIeen their problem identificatiCll and CHI 

ilIprcYaDents significantly overlookS CHI's goals and a,jectives established 

prior to the WNYCPC events. 
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In oanclusion, <::Hi ~reciates the q:.portunity to resparrl to the 

ccmni.ssia'l's dcx"IInent before it is made pJblic. Al tho.lgh <::Hi feels there was 

sane unnecessary an:! destructive sensationalism surra.D'Xiin;J the Ccmnission' s 

rep::lrts, positive benefits for the drildren an:! families needin;J care through 

CHI stat.e-cperated .irptient PL03Iams have an:! are cx:x:urr~. CHI looks 

fotward. to worJdn;J with the o:mnissim in the future to jointly an:! carefully 

work towards oantirn.ti.n;1 to inprove setVices for our seriCAlSly E!IlDtionally 

dist:uttJed children an:! their families. 
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W<RECl'!<H3jtJPI)MES 

'ID EVEN1S a:trLINm IN 'DIE 

CXHfiSSICIl CIl (JJALl'lY OF CARE' 8 

F.INM. REEUd': 

lHVES'l'IGATICI IJm) 

AI.D!CATl[H; OF CBnD AIlEE 

AMI) NfGI'B'!I' 1a 

WBS1!Hf HEIf Y(R{ 

aJIInef'8 PSYaIIA1RIC aNJ.m 

JaIll1al:Y 1990 
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A. p. 12 regardi.n:] Peer Eeview at ~. WNYCPC does not have a Peer 

Review Conmittee. '!hey have p.rt: into place a Peer Review System. 

B. p. 23 an:i 24 rega.rdin:J WNXCPC' s Assessment ''Tool ". WNYCPC does not have 

clinicians in::xn:porate histories of sexnal abuse a'l assesS"'Pnts, an:i have 

. p.rt: a process of review in place to ensure the inclusia'l a'l all 

c. p. 29 regardi.n:] M1e::rated rata fran Incident Reports. '!he Division of 

Quality AssUrance regularly c::arpletes quarterly 1ep:Jrts that .in::lude 

agglegated data am analysis a'l sexual .in::idents in all of the children's 

facilities. 'lhese reports, in fact, agg:cegate data em a 1'IJIIt)er of other 

significant areas also. '!he intent of the six-matth reportin;J to 
regiC31al ani central office of all sexual incidents was to assess the 

specifics of the agoin] reportin;J ani follow-up process at each 

children's state-cperated inpatient pro;jLam ani to incl\.D! this 

informatial as part of each prtoqlam's in:lividual plan of oonec:tive 

action. 'Ihe review actually did not point out any systemic or regional 

deficiencies. 

c. p. 16 reganlin; A leport identifyim systmjc traini.m rew:Je for senior 

management ani clinical positions. '!he target data for carpletian is 

July, 1990, not Jaruazy, 1990 (see Sept:eDi:)er bi-matthly respa1Se to the 

C)"mnissian, p.4.). 

D. p. 20 regcu"Clirg Reviews at the Residential Treatment Facilities. !he 

reviews at the Residential Treatment Facilities (Rl'Fs) actually started 

in NaYeDter, 1989. 
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II. Upiates: 

A. p. vi., p. 21, 22, 23 ani 24 regarc:iin;J '!be "train-the-tra:iner" program 

that was di stril:uted as an RFP AND a system for the npnitorinq of 

clinical recx>rds. Because the response to the RFP was inadequate, a new 

plan is ·bein:.J oonsidered for the areas that were to be included in the 

RFP. 'I1le t::rain.in;J was to have included focus on devel~in:.J clinical 

criteria for both con:iuctin:.J clinical assessments in the area of sexual 

abuse, ani for how to translate the clinical fin:ii.n;s into treatment 

plans. 

A neIIi worKgroup has been named to evaluate the areas of the overall plan 

of correctioo that have rot been acxxxrpli..shed. '!he main focus of the 

worKgroup will be to make LECCililen:1ations for a. m::nitorin:.J tool to be 

used by facilities, regional ani oentral. offices to mcnitor clinical 

recoms. 'lbi.s grrup convenes on '.I'Uesday, January 16th. 'lhe agenda will 

in::ludereviewi.rg all oot.st.anti.rxJ areas of the plan of correction, 

incl~ ~ trainirxJfor clinical staff, ani to make 

reo Miiiemation for next steps. 

B. p. 21regarc:iin;J lbe final guidelines being issued in Jannary, 199Q. 'n1e 

decision to re-draft the guidelines for lIIOrld.ng with chlldren W'ho have 

been sexually abused am to issue final guidelines on the safeguardin:] 

and treatment of all chlldren in stat:e-<:pn"ated ir;latient programs is on 

hold. '1be ~ contract with Boys Town or another cxn;ultant to 

devel.q> a Pl:og%dlU no:1e1 at WNYCPC and to provide statewide exposure 

trainin:.J to all top administrative staff of oor c:hlldren' s state­

operated inpatient programs will help CHI, with both evaluatioo data am 
input franoor top administrators (after exposure to the same systan 

expectations) to better finalize guidelines. TO p.lSh final guidelines 

before establ~ a base of treatment ani evaluative priorities and 

i.nterventi.cn; will result in a doanrent that is not. c:x:aq;n:ehensive or 

tested. In the interim, the guidelines distril::uted in March of 1989, 
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c::c:mbined with the in:tividual plans of cxlnectiat fran the peer reviews, 

CXZ1tinle to give directiat to the field at sateguarc1i.rq all of oor 

dlildren an:l treatin;J cur sexually ab.Jsed dli.ldren. 

c. p. 21 regardin;J Trainim gmjg1J um CgJtent. 'lbe "train-the-trainer' 

planned for Jaruu:y will fcx:us at: 1) an CNeIView ot sexual al:::use 

issnes; 2) general. treatmant inter.wJti.aw tor All staff; an:l 3) 

effective treatment pl.anninq. 

'lbe issue of effective cJccumantatia1 will ally be cavered briefly in this 

trainin:J initiative becaJ1S8 of tim CXI1Stra.int:s. 

o. p. 29 an:l 30 rega:rctinJ Disdw:ga Plamirp. 'lbe work at ~ eadl 

individual. taci l1ty' 8 di sctvmJe pl.anninq PEa&iII CXI1ti.rues thraJgh the 

plans of CXlllective actim am C'D1t.1maS pear nr.r18Ia. 

A final doamant no ""-r:IJn) paUcy am PEoeow'tD"lll ~ will be 

dIal.aym until tb8 ocalUact with BgyII 'nMl or anothir ocawultant has begun 

am intar1m rae # M"-ldat.icna am be avallBtad. 
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cac Response to OMH Comments 

The OMH response states, in part, 
that "OMH has serious overall concerns about 
how this investigation has been reported ... 
throughout this investigation" and that OMH 
perceives "serious misreporting of events 
that occurred at WNYCPC." These current 
assertions are at odds with the view ex­
pressed in the Office's letter of January 10, 
1989, which characterized the Commission's 
Interim Report as "an excellent summary of 
a very difficult situation." 

Since neither the response letter nor 
the attachments identifies any specific fac­
tual misrepresentation, it appears that this 
comment reflects the OMH view that the final 
report should only reference the ten "indi­
cated" cases at WNYCPC. The Commission 
does not concur with this OMH position, as it 
would misrepresent the actual gravity of the 
investigation findings. 
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Eleven cases were not recommended 
for "indication, II although there was evidence 
that the harmful activity referenced in these 
cases did occur. We recommended that 
these cases be "unfounded" because the 
serious problems in clinical and administra­
tive staff supervision at the facility, or the 
untimely reporting of the incidents, made it 
impossible to identify the specific staff per;. 
son accountable for the supervision or treat­
ment of the children at the time. A significant 
limitation of the current statute (CAPA 1985) 
is that a case may be recommended for 
indication only if an individual perpetrator 
can be found responsible for the abusive or 
neglectful incident. The Commission's view 
of the gravity of several of these unfounded 
cases is supported by the fact that the 
Commission recommended and the facility 
took disciplinary action against employees 
even though their conduct fell outside the 
scope of CAPA. 
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