


 

 
 

Cc: Davin Robinson, Deputy Director, Outreach, Prevention & Support   
 Nikki O’Meara, Director of Operations, Forensics  

Melissa Finn, Director of Quality and Compliance, Forensics 
 Angelina LoCascio, Acting Supervising Facility Review Specialist, Forensics 
 Dr. Anne Sullivan, M.D., Commissioner, OMH   

Danielle Dill, Executive Director, CNYPC  
 William Vertoske, Deputy Director Psychiatric Center 2, Corrections-Based Operations 

Lisa Murphy, Acting Director of Quality Management, OMH 
 Maureen Morrison, OMH 
 Meaghan Bernstein, Advocacy Letter Coordinator 
 Bryan Hilton, Associate Commissioner, DOCCS 
  
 
NOTE:  All correspondence related to this matter will be available for public inspection under Article 6 of the Public Officers Law.  
Material which will be required to be kept confidential or which is protected from disclosure under the Public Officers Law or other 
laws will be redacted prior to such disclosure. 
 
 









 

 
 

Justice Center Findings 
 

1. The incarcerated individual was last seen alive at 8:45 pm during rounds in the 
infirmary.   
 
While conducting rounds in the infirmary on  at 9:40 pm, security 
staff discovered the individual hanging in the shower stall with the shower hose around 
their neck, and they were unresponsive.  It was noted that they were last seen alive at 
8:45 pm during rounds 
 

2. There was no documentation of efforts by mental health staff to understand more 
about the incarcerated individual’s mental state or form a therapeutic alliance with 
the individual.      
 
Throughout their mental health sessions, the individual indicated they were experiencing 
symptoms of depression, “feeling down,” their mood being “so, so, it’s up and down,” 
having difficulty sleeping, a death in the family, and detailing the medical conditions they 
were experiencing. While the progress notes reviewed by the Justice Center often 
included details about what the incarcerated individual said, there was no indication of 
probing, in-depth conversations about their mental state. In addition, a number of the 
progress notes ended with the same boiler plate statement: “My role was supportive. 
Chronic risk factors remain the same. At this time the patient is not acutely suicidal, 
homicidal, delusional or psychotic, nor is he cognitively impaired to the point where he 
cannot function in his current environment, therefore he is not currently an acute risk to 
himself or others at this time.”4  
 

3. The OMH Unit Chief requested that mental health staff assess the incarcerated 
individual while conducting rounds in the infirmary on the day of their completed 
suicide.   
 
On December 20, 2021, the individual had been exhibiting , was 

.  They were admitted to 
infirmary ISO #2 until all  had been met.  On December 22, 2021 at 
9:30 am, the Unit Chief requested that mental health staff assess the individual while 
conducting rounds in the infirmary.  When mental health staff arrived at their cell, the 
individual “was observed through the ISO room windows laying in his infirmary bed and 
appeared to be sleeping.” 5 Mental health staff knocked on the window, but they did not 
acknowledge mental health staff.  Mental health staff attempted to conduct a Patient 
Safety Screener (PSS-3M), but it was not completed due to their refusal of a private 
interview. 6 It was noted that mental health staff would “inform MHU treatment team that 
patient was not assessed due to being asleep and inquire regarding how to proceed with 
future assessment due to patient being .” 

Justice Center Recommendations 
 

4 Progress Notes dated June 24, 2021, July 22, 2021, August 17, 2021, September 17, 2021, October 19, 2021, November 19, 
2021, and December 17, 2021.  
5 Progress Note dated December 22, 2021. 
6 Patient Safety Screener-3 Modified dated December 22, 2021.  



 

 
 

 
1. Please provide the Justice Center with documentation demonstrating rounds in the 

infirmary were completed and the protocol for how often they are supposed to be 
completed specifically if an incarcerated individual has been diagnosed with .   
 

2. OMH staff at the Five Points CF should be re-trained on CBO Policy #9.30- Progress 
Notes to ensure they are clear on their responsibilities and are asking questions to better 
understand what the individual is struggling with and documenting the answers to those 
questions.  The Justice Center also discourages the “cut and paste” practice when 
completing progress notes.  
 
 

3. While the Justice Center understands that it is an incarcerated individual’s right to refuse 
to meet with mental health staff, it is concerning more efforts were not made to engage 
an individual exhibiting symptoms of depression.  Prior to being placed in the infirmary 
after being diagnosed with , they had repeatedly expressed to mental health 
staff that concerns about their family that were causing them stress and often spoke 
about their significant medical issues. Following their refusal to see mental health staff at 
9:30 a.m., there is no documentation another attempt to assess them was completed 
prior to their suicide .  While the Progress Note does not offer indication as 
to why, it was noted that the Unit Chief requested they be assessed during rounds in the 
infirmary, which would indicate they were someone who might require mental health 
assistance.   
 
Please provide the Justice Center with documentation demonstrating if another 
assessment was attempted with the incarcerated indivual on .  If 
there is no such document, please explain if any steps were taken to follow up with him 
while in the infirmary on that date prior to their death.       
  

     Review conducted by: __________________________ 
        Angelina LoCascio 
        Supervising Quality Care Facility 
        Review Specialist, Forensic Unit 
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September 2, 2022 
 
 
Davin Robinson 
Deputy Director of Outreach, Prevention and Support 
Justice Center for the Protection of People with Special Needs 
161 Delaware Avenue 
Delmar, New York 12054 
 
 
Dear Ms. Robinson: 
 
We received your letter dated July 8, 2022, in response to the Justice Center’s (JC) review of the 
mental health services provided to  (DIN  an inmate/patient who 
died on , at Five Points Correctional Facility (CF).  
 
Below are the Justice Center’s findings and recommendations from the above-referenced review, 
and OMH’s response to each. 
 
Recommendation #1: 
“Please provide the Justice Center with documentation demonstrating rounds in the infirmary 
were completed and the protocol for how often they are supposed to be completed specifically if 
an incarcerated individual has been diagnosed with .” 
 
OMH Response: 
OMH defers to the Department of Corrections and Community Supervision (DOCCS) regarding 
this recommendation. 
 
Recommendation #2: 
“OMH staff at the Five Points CF should be re-trained on CBO Policy #9.30- Progress Notes to 
ensure they are clear on their responsibilities and are asking questions to better understand what 
the individual is struggling with and documenting the answers to those questions. The Justice 
Center also discourages the ‘cut and paste’ practice when completing progress notes.” 
 
OMH Response: 
It is important to acknowledge that the actual clinical care provided to  was 
determined to be adequate, and this is specifically a matter of documentation practices. Both 
clinicians responsible for these progress notes no longer work for CNYPC, and therefore, policy 
reviews could not be completed. The matter was referred to the facility Unit Chief and Acting 
Director of Social Work so they can continue to be cognizant of this when completing future quality 
assurance reviews. 
 
Recommendation #3: 
“…Following their refusal to see mental health staff at 9:30 a.m., there is no documentation 
another attempt to assess them was completed prior to their suicide . While the 



Progress Note does not offer indication as to why, it was noted that the Unit Chief requested they 
be assessed during rounds in the infirmary, which would indicate they were someone who might 
require mental health assistance. 
 
Please provide the Justice Center with documentation demonstrating if another assessment was 
attempted with the incarcerated indivual [sic] on . If there is no such document, 
please explain if any steps were taken to follow up with him while in the infirmary on that date 
prior to their death.” 
 
OMH Response: 
As part of the CBO Risk Management Special Investigation, it was learned that the Unit Chief 
requested  be seen earlier on  because a DOCCS extra service nurse 
working the previous evening shift [D.M.] indicated he requested to see mental health (a specific 
reason was not provided). In response, mental health staff attempted to meet with him at 9:30am, 
as noted by the Justice Center. As  did not provide a reason for wanting to see 
mental health, and there was no indication at the time that there was an imminent concern, per 
policy OMH staff had 14 days to respond to the referral. Therefore, there was no indication that 
the mental health clinician needed to attempt to see  again that same day. 
 
It was learned during the Risk Management investigation that the facility Deacon verbally notified 
an OMH nurse [B.J.] around 5pm on  that Mr. Maldonado was “really angry,” and the 
Deacon had concerns about him. As a formal written referral was not received from the Deacon, 
it is unknown if any additional information would have been provided about  
presentation and concerns. In her interview with Risk Management, B.J. advised that she met 
with  cellside in response to the Deacon’s concerns, but he stated he was fine and 
did not want to talk.  
 
Two hours later, around 7pm,  was throwing his medication during medication 
pass. The nurse administering medications [D.M., now working in an OMH capacity] shared this 
with B.J. who attempted to speak with , but again he would not speak with her. 
B.J. reported during her Risk Management interview that, due to his behavior and presentation, 
she told a DOCCS officer that  needed to be placed on a 1:1 watch. It does not 
appear that this watch was initiated by DOCCS, or that formal paperwork was started by B.J. 
Additionally, B.J. did not write progress notes for her interactions with  on 12/22/21. 
As such, CBO Risk Management made recommendations for policy reviews and supervision as 
indicated to address these noted issues. The Special Investigation has not been closed at this 
time; a copy will be sent to the Justice Center once it is. 
 
We thank you for bringing your concerns to our attention. 
 
Sincerely, 
 
 
 
Li-Wen Lee, M.D. 
Associate Commissioner 
Division of Forensic Services 
 
cc:  Danielle Dill, Psy.D., Executive Director, CNYPC 

William Vertoske, Deputy Director, Corrections Based Operations, CNYPC 
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