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PREFACE

Adult homes licensed by the Department of Social Services (DSS) are the largest single
congregate residential option in the community for people with mental illness. With approximately
9,000 of the 25,000 beds in adult homes serving this population, they play a larger role than resi-
dential programs certified by the Office of Mental Health (OMH) like supervised community
residences (3,881 beds), Residential Care Centers for Adults (620 beds), supported apartments
(1,794 beds), and family care homes (2,828 beds).

Although intended primarily to provide residential services, personal care and supervision
for the frail elderly, adult homes have also served patients discharged from psychiatric hospitals,
many of whom are also frail and elderly. In recent years, a greater number of younger patients
discharged from psychiatric hosptials in urban areas have been placed in adult homes, usually
because other housing alternatives, including OMH-sponsored community residences and apart-
ments, are not available to them.

Such placements have occurred as psychiatric hospitais struggle to avoid overcrowding by
discharging patients who have been stabilized. The pressure under which psychiatric hospitals
operate, and the high demands for admission,* prompt discharges into adult homes, often with
insufficient scrutiny of whether such homes are “adequate and appropriate” settings (MHL Sec.
29.15) in which to meet the needs of the discharged patient for safe housing, personal care, super-
vision, and access to ongoing treatment and psychiatric rehabilitation.

This study of adult homes serving significant numbers of residents with mental illness was
requested by the legislature to examine not only the conditions in such homes but also whether
laws governing the regulation and inspection of these homes by DSS and OMH, enacted a decade
ago, are being appropriately implemented.

As documented in this report, in the course of the study the Commission found many adult -
homes that provided adequate and, at times, exemplary care and supervision for their residents, at
a modest cost (19 homes serving 21 percent of the sample population). At the same time, we
found a significant number of homes (14 homes serving 45 percent of the sample population) with
seriously deficient conditions that adversely affected the day-to-day living conditions, safety,
supervision and health of the residents.

"Admission and Discharge Practices of Psychiatric Hospitals: A Report to the New York State Legislature
Pursuant to Chapter 50 of the Laws of 1987, NYS Commission on Quality of Care, April 1988.



As this latter part of the adult home industry exists at present, it does not serve the inter-
ests of the residents who live in'deplorable conditions. These residents, often suffering from mental
iliness and other infirmities, are too afraid of jeopardizing their “home’’ to complain, and often
lack advocates to forcefully and effectively press their concerns. They must rely upon state regula-
tory agencies to ensure that operators provide them with care and services that meet minimum
standards. However, as the Commission found, the existing regulatory structure does not consis-
tently provide such an assurance. In many instances, the seriously deficient conditions observed by
Commission staff had existed for some time and had been cited by DSS inspectors during their
visits, but had remained uncorrected or had recurred repeatedly.

The conditions in these homes will not change without a significant change in the effective-
ness of enforcement of the laws and regulations already on the books. The Commission believes
that this requires a strong commitment from both OMH and DSS to the correction of entrenched
problems that have persisted in the decade since the enactment of the legal reforms. In particular,
the Commission believes that the long-term viability of adult homes serving significant numbers of
residents with mental iliness is contingent upon more consistent assurances that the needs of
patients discharged from psychiatric hospitals can be met with the level of care provided by adult
homes. Equally important, appropriate and effective outpatient mental health services must be
* available to meet their needs for treatment and psychiatric rehabilitation.

The Commission is gratified to note that, following the circulation of a draft of this report to
OMH and D5$, a Task Force on Enforcement, convened and chaired by the Deputy Secretary to
the Governor for Human Services, has been formed to coordinate agency efforts to correct the
deficient conditions at the adult homes with the most serious problems. The Commission will be
participating actively with OMH and DSS in this effort.

The findings, conclusions and recommendations contained in this report represent the
unanimous opinions of the members of the Commission. A draft of this report has been reviewed
by DSS, OMH and the State Office for the Aging. Their responses to our recommendations are

appended to the report.

Clarence J. Sundram
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Irene L. Platt
Copumissi

Commissioner
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l nfl'O d u cﬁ on In the wake of reports by Special Prosecutor Charles Hynes'

on conditions in adult homes,* the Legislature enacted Chapter
669 of the Laws of 1977. Recognizing the special needs of the
residents with mental disabilities in these homes, this law re-
quires the joint visitation and inspection by both the Department
of Social Services and the then Department of Mental Hygiene of
adult homes in which a significant number of residents have a
mental disability. It also allows the Department of Mental Hy-
giene to propose supplementary standards for these homes, In
September 1978, the Department of Social Services promulgated
regulations (18 NYCRR §485.5) which further authorized the
Offices of the Department of Mental Hygiene, including the
Office of Mental Health, to carry out these responsibilities.

In the spring of 1989, the Legislature asked the Commission
to review such adult homes and the effectiveness of the implem-
entation of this program of joint visitation and inspection by the
Department of Social Services and the Office of Mental Health in
regulating and monitoring these programs. As a backdrop to this
request, it is important to point out that adult homes are a major
supervised housing resource for persons with mental illness in
New York State. (Figure 1) As of July 1989, approximately 155 of
the 468 adult homes statewide report that at least 25 percent of
their resident population have a significant mental illness.**

Figure 1: Number of Adult Homes in NYS
Serving Many Persons With Mental Hiness

Statewide

New York City Sttty

Long isiand JACERe A

Number of Homes

Rocktang, and I! 1 23 Homes With 25% +
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*Private Proprietary Homes for Adults, An Interim Report, Charles . Hynes, Deputy Attorney General,
March 31, 1977.

Private Proprietary Homes for Adults, Charles J. Hynes, Deputy Attorney General, March 31,1979,

**The July 1989 DSS Congregate Care Facility Directory identifies 155 adult homes whose resident popu-

lation includes at least 25 percent persons with mental illness. In 1988 DSS reported data indicating that 150
adult homes statewide met this criteria. As most fiscal data presented in the report covers the period 1986-
1988, the most recent period for which financial data were available, these sections of the report focus on
these 150 homes, and especially the 147 of these homes where financial statements were available.
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From another perspective, the nearly 9,000 persons with
mental illness living in adult homes statewide comprise over
one-third (36 percent) of the total 25,000 residents of adult
homes. By comparison, approximately 9,500 persons with
mental iliness are afforded supervised residential care in the
Office of Mental Healtly's community residence, apartment,
and family care programs.

It is also important to note that funding for aduit homes,
limited to the residents’ Supplemental Security Income (SSD,
Social Security Disability (SSD), Home Relief (HR), and Sodal
Security Assistance (SSA) paymenits, is markedly lower than
for other publicly subsidized supervised facilities, like nurs-
ing homes, health related facilities, and the Office of Mental
Health community residences. The standard SSI amount for
the support of a resident in an adult home for one year is ap-
proximately $8,500;* for a resident in a community residence
for the mentally ill for a year, public funding is approximately
$24,300. The public costs of care in health related facilities and
skilled nursing facilities are even higher at approximately
$27,800 and $43,000 annually per resident, respectively. (Fig-
ure 2) While many adult homes serving persons with mental
iliness often have few private-pay residents, the Department
of Social Services’ data indicate that only 10 percent of the
residents in these homes are private-pay residents.

Figure 2: Average Annual Per Resident Public
Funding to Supervised Residential Care Settings*

. [1989]
Adult OMHK Health- Skill_ad—
Ho‘rj:es Community Related Nursing
Residence Facility Facility
$8,500 $24,300 $27,800 . $43,000

“Public tunding exciuges residents’ parsonal sliowance.

*As of January 1, 1990, an individual residing in an adult home in New York City, Nassau, Suffolk and
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Consistent with their lower level of public funding, the ex-
pectations and requirements imposed upon adult homes are
different and generally less demanding than upon facilities with
higher levels of reimbursement. Unlike skilled nursing facilities,
health telated facilities and cormumnunity residences, adult homes
are not a treatment facility and are required neither to have a
professional staff (e.g., nurses, psychologists, therapists, etc.), nor
to provide nursing, medical, or habilitative services, Rather, they
are expected to provide room and board, limited personal care,
Case management and supervision, and assistance to residents in
attending to their own needs and in accessing and using appro-
priate community services.

Meth ods The Commission made unannounced inspections to 47 of the

155 adult homes which serve many residents with mental illness.
This sample of 47 adult homes represented a diverse group of
small, medium, and large homes, and homes located in cities, in
suburban neighborhoods, and in rural areas, The Commission
also shaped its sample to be geographically representative,
including more homes downstate, where adult homes serving
the largest numbers of persons with mental illness are located.
We also visited homes which almost exclusively served persons
with mental iliness and others which served a more integrated
population. (Figure 3) During these inspections, Commission
staff reviewed living conditions and services for residents.
Photographs were taken to document observations and, where
appropriate, the consent of residents was obtained. Additionally,
written reports of the Commission’s findings for each adult
home studied were prepared and sent to the appropriate officials
within the Department of Social Services and the Office of Mental
Health, as well as to the adult home operators.

Figure 3: Characteristics of
Aduit Homes Visited
[N=47]
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Who Lives in
Adult Homes?

During the on-site visits, the Commission also inter-
viewed 144 mentally ill residents in these homes and re-
viewed their records, a random sample assuring a 90 percent
statistical confidence level. Data related to the medical and
mental health services afforded to these residents, as well as
their daily living skills and social rehabilitation needs, were
also obtained from interviews with the adult home adminis-
trator and/or other responsible staff persons in the homes.

From a fiscal perspective, financial statements for homes
serving many residents with mental illness were requested,
and available reports from 147 of these homes were obtained
to examine the profitability. costs, and staffing of adult
homes. The Commission also analyzed balance sheets for 20
of these homes to obtain a fuller understanding of the ‘‘prof-
itability”” of adult home operations with particular attention
to the equity the operators had invested in the homes.* Addi-
tionally, fiscal staff conducted on-site reviews of financial
records at ten adult homes to determine the reliability of the
financial reports submitted.

The Commission recognized that fundamental to assess-
ing the performance of adult homes serving many persons
with mental iliness was an understanding of the level of
assistance, supervision, and services these individuals re-
quire. State regulations for adult homes, as well as public
funding levels for these homes, assume that their residents
are in need of basic custodial care, some assistance with
personal care, moderate supervision and the support of
appropriate community services, but that they are not in heed
of the more intensive services provided by the more expen-
sive supervised models of care offered by the state, including
mental health community residences, health related facilities,
and skilled nursing fadilities.

The Commission’s sample of 144 persons with mental
illness living in adult homes revealed that, while a diversity
of men and women with mental illness reside in adult homes,
both young and old, a significant pecentage of these persons
were substantially dependent on staff to perform daily living
tasks and to obtain needed medical and mental health serv-
ices.

*Pursuant to New York Soclal Services Law, §461-¢, financial
statements setting forth information pertaining to the operations of
adult homes, including revenues, expenditures and other data,
must be submitted each yesr to the Department of Social Services.
Of the 150 homes whose resident population in 1988 included at
least 25 percent persons with mental illness, three homes failed to
submit financial statements during the three-year period. Balance
sheets recording homes’ assets, liabilities arid operators’ equity are
not required to be filed, but the Commission requested these
statemnents from the 47 homes in the site visit sample. Twenty (20)
of the operators complied with this request.
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- Jack Canter is 62 years old, and he has been a resident.of an adult home for eight years. Prior 1o this

~ admission, Mr. Canter-had been hospitalized in a state psychiatric center for approximately lour years.
.. Mr.Canterhas a psychiatric diagnosis of schizophrania; parancid, chironic with acute exacerbations, and
. currently he is being treated with the paychotropic medication Moban.: Reportedty, Mr. Canter has a fixed

~ delusional system which causes himtoba disorignied to time and place: Additionally, Mr. Canter suffers
trom several medical conditions including seizures, ulcerated legs, and anteriosclerctic hean diseasa.
.. Dueto his medical condilions, at times, Mr. Canter recuires staff assistance to ambulate.. According to
- adult home stafl, Mr. Canter can be verbally abusive toward others.. Adult home staif also reported that
Mr. Canter has beern awaiting piacement-in-an HRF/SNF since Febary 1689 S

for nina years. Prior to
nter for over 35'years. Ms,
and currently she is not being




Approximately two-thirds of the population was over 55
years of age, although the significant minority of younger
residents under 35 (8 percent) often stocd out to the casual
visitor. Additionally, residents with mental iliness in down-
state homes tended to be significantly younger than residents
of upstate homes. Whereas 39 percent of these residents in
downstate homes were under 55, only 18 percent of these
residents in upstate homes were under 55.

Almost all residents in the sample carried a major psychi-
atric diagnosis, and while few had signs or symptoms of acute
psychiatric illness {e.g., a recent suicide attempt, dangerous or
bizarre behavior, hallucinations, etc.) at the time of the Com-
mission’s review, more than one in three residents had been
hospitalized for a psychiatric condition in the past two years.
Additionally, all but a few residents were receiving at least
one psychotropic medication and some outpatient mental
health services to treat their ongoing mental illness. (Figure 4)

Nearly three-fourths of the residents (72 percent) in the
sample also had a concomitant medical condition, including
hypertension, heart disease, respiratory disease, diabetes, and
genitourinary/gastrointestinal disorders. Most of these
residents were scheduled to see a physician at least monthly,
and the majority were also receiving medications for their
medical condition(s). In contrast, reportedly only 5 percent of
the residents in the sample currently had an alcohol or drug
abuse problem, largely because most operators of adult
homes refused admission to individuals with such problems.

Figure 4: Clinical Characteristics of
Persons With Mental lliness

Living in Adult Homes
[N=144]
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Figure 5: Skill Deficits of
Persons With Mental lliness

Living in Aduit Homes
[N=144]
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The data also showed that most persons with mental illness
living in adult homes had not lived independently for a number
of years. Overall, 69 percent of the residents sampled had lived in
the adult home for at least three years, and only 6 percent of the
residents had resided independently immediately prior to mov-
ing to the adult home. More than half of the sample {54 percent)
had previously been on an inpatient psychiatric unit, while
another 27 percent had previously lived in another supervised
care setting, like another adult home, a family care home, a
community residence, or a health care facility.

According to adult home staff, many of the residents in the
sample also had deficits in basic personal care skills, like doing
laundry, shopping for personal needs, and maintaining a good
personal appearance. Over one-third of the residents were also
described as having problems using community resources,
managing their money, and advocating for their own needs. Most
residents also required assistance with administering their own
medications, keeping their mental health clinic appointments,
and/or following through on doctors’ advice. Many also had dif-
ficulty engaging in leisure activities, socializing with others, or -
coping with stress or frustration. Notably, in some cases it was
not possible to determine whether the residents’ difficulties in
these areas were perpetuated because they had little opportunity
to utilize these skills in the adult homes where they lived. (Figure
5) :




By design, a part of the Commission survey tool used to
review the 144 adult home residents with mental illness mir-
rored a portion of an Office of Mental Health’s instrument, the
Client Characteristic and Needs Survey, used by the agency to
assess persons living in its community residence programs.
Data from this section of the survey tool were used to com-
pare the profile of residents with mental illness living in adult
homes with residents living in the mental health community
residence programs.

As shown in Figure 6, this analysis showed that residents
of adult homes tend to be less likely to have signs of acute
mental illness than residents of community residences. Simul-
taneously, however, residents of adult homes were more
likely to evidence the debilitating signs of chronic mental
iliness, including significant deficits in basic daily living skills.
For example, residents of adult homes were more likely than
residents of community residences to be assessed by home/
residence staff as unable to do their own laundry, assume re-
sponsibility for household chores, and prepare simple meals.
In other basic skill areas, like washing regularly, dressing ap-
propriately, and using the telephone correctly, the profile of
adult home residents was remarkably comparable to that of
community residence clients.

Other significant differences between residents of the two
types of care facilities included age and length of stay. The
sampled residents of adult homes were more likely to be over
55 (67 vs. 10 percent) and to have resided two years or longer
in the adult home (69 vs. 24 percent) than their counterparts
in community residences.

Figure 6: Skill Deficits of
Persons With Mental lliness in

Adult Homes vs. Community Residences
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Inside Adult
Homes

Homes with “Good’ Conditions

As described earlier, the Commission’s sample of 47 homes
represented a geographically diverse array of homes of different
sizes and resident composition. The diversity of the sample,
however, hardly prepared us for the extent of variation in condi-
tions we witnessed. (Figure 7) (See also Appendix A.) In 19 of the
47 homes, or 40 percent, conditions were very good, with few
significant deficiencies, and 11 of these homes had no significant
deficiencies in any of the areas reviewed. From their exterior
maintenance to their inside environments, these homes evidenced
the care and attention of their owners and staff. Furnishings were
well maintained, comfortable, and attractive; housekeeping was

‘outstanding; and staff conscientiously attended to fire and safety

precautions. These homes were equally impressive in their
attention to residents’ personal care needs for proper hygiene,
grooming, and dress, and in their attention to appropriate medi-
cation administration practices.

These homes also provided a variety of activities for residents
and encouraged residents to use community resources. Most im-
portantly, staff showed respect for residents, not only in ensuring
basic residents’ rights, but more obviously in their ongoing inter-
actions with the people who lived in their home. These homes
provided examples of the potential of adult homes to provide a
safe, comfortable residence at a reasonable cost. Notably, they
represented a cross section of homes across the state.

*"in Need of
improvement”

Figure 7: Conditions in
Adult Homes Visited

[N=47]

IGMI
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g 'The common !Mng areas and msndents’bedroomswera vcry dean. ador free. we!! mamtajned
and very amactwely dscorated and the beaub'!ul view of the woods and mountains from most
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"Amonthly activity schedule was posted in the main lobby and on all butletin boards. .. Various
activitias wara scheduled and included ceramics; sewing; Resident Councit meetings, book
ciub, shopping, movie-night, and church services::; . restaurants, churches. and parks ars
~ -aasily accessible by walking.-On the day of our visit; a cooking class and a van trip to obsarve
- the foliage were offered.” AP : S

ing areas were very ciean
s’ interests and tastes.:
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Homes with ““Poor” Conditions

In sharp contrast, however, 14 of the 47 homes, or 30
percent, had deficiencies in more than half of the areas re-
viewed. The widespread deficiencies in these homes were
usually first signalled by poor exteriors and yard maintenance
even before reviewers entered the homes. Once inside, the
inattention to basic living conditions for residents was perva-
sive. Routine maintenance had apparently been neglected
long term, and often serious, long-standing plumbing and
roof leaks further contributed to poor conditions, The terrible
odors of these homes were usually the first sign to a visitor of
the serious underlying housekeeping problems. Bathrooms
and resident bedrooms, as well as commion living areas in
many of the homes, clearly had not been attended to for long
periods of time.

Furnishings in these homes were also often in disrepair,
dirty, or broken. In other homes with poor conditions, fur-
nishings were a mismatch of items, and in still others, institu-
tional-like furniture arrangements — chairs arranged in rows
or on the periphery of large day rooms — prevailed. Cutside
furnishings were often torn, broken and rusted.

These homes were also marked by inattention to residents’
needs for assistance in dressing properly and maintaining
good grooming. Medications were sometimes casually stored
on open shelves, and more commonly, there was poor and
unreliable documentation of staff assistance in administering
medications to residents.

Fire safety precautions were also often lacking. Many in-
stances of improperly stored flammable materials and storage
of hazardous materials in resident living areas were noted.
Additionally, some homes were so dimly lit that promptly
exiting in an emergency would be difficult.

Homes “In Need of Improvement”’

The remaining 14 homes fell somewhere in between the
"good” and "poor” homes described above. These homes
shared some of the positive features of the good homes, but in
other areas significant deficiencies were evident. For example,
at one of these homes which had arranged for on-site medical
services by a general practitioner three times a week, and
which offered a variety of nutritious, well-balanced meals and
an array of recreational activities, little attention had been
devoted to housekeeping, maintenance, or assisting residents
with appropriate dress. Another home had a well-organized
system for medication administration and held Resident
Coundil meetings on a regular monthly basis, but had signifi-
cant problems with maintenance, furnishings, and the care
and organization of the residents’ clothing. -
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At still another home, the environment was free of obvious
fire/safety hazards, housekeeping was adequate, and recreational
supplies were plentiful, but furnishings were in disrepair and
mismatched, and wom and dirty carpeting signalled the inatten-
tion to routine maintenance. At a fourth home in this subgroup,
the kitchen facilities and most bedrooms were clean, and the
dining room was attractively decorated, but other areas of the
home showed signs of long-term neglect, including major leaks,
dim lighting, anid cracked and crumbling wall surfaces.

Factors Related to “Good’’ Versus
“Poor” Conditions

The Commission’s study also revealed a number of factors
which were statistically significant in predicting better or poorer
conditions in the homes visited. (Figure 8) As a general rule,
larger homes, homes located in urban areas, and homes located
near or in New York City had poorer conditions. Certain charac-
teristics of the resident population were also statistically associ-
ated with homes showing poorer conditions, including a greater
percentage of younger residents, a greater percentage of residents
with histories of mental illness, and a smaller percentage of
private-pay residents. Homes with richer staffing coverage and
higher resident revenues, indicating more private-pay residents,
also tended to have better conditions.

Figure 8: Factors Significantly
Related to Poor Conditions*

SRR

_—

*Significance Level < .05

[N=47]
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Excerpts From Homes With "Poor" Conditions

e The grounds of the homs were hnered w:th garbage tha hedges needed trimming, and the
walls on the side of the home were marred with graffiti.. The interior of the home was dimly it
~and poorly ventﬂated with unattractwe. damagedmsﬁtutlonal furniture seton da:k, buckled, and




“ Tolevision rooms were dimly lit with worn furmshmgs stained, cigaretts-burned carpeting,

. one TV room had food-spauerad walls and cigarette ashes/debris on end tables. . .ceilings
had an accumulation of dead flies.", . Most bathrooms stiowed: maintenance deficienciss, with
dirt-encrustedfioor tiles, stamedporcelamfutures, and chippad woodwork ot peelingplasteron

~walls and ceilings . Medication sheets. ... frequently lacked staft initials and no documenta-
tion was evident. . . to indicate the reasons residents had not raceived medications as
scheduled. umnec numbets of staff are available.. . and in the eventof an emergency, staff
would notbe able talocate and evacuats everyone fromtha fioor. . . residents wore dirty, ill-fitting
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Figure 9: Significant Problem
Areas Across Aduit
Homes Visited
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Trends in Conditions Across the
Homes

Certain trends in problems across the 47 homes visited
also were apparent. (Figure 9) Problems in environmental
conditions, including maintenance and basic furnishings,
and/or housekeeping were noted at most homes. These basic
living condition concerns were especially prevalent in resi-
dents’ bedrooms and bathrooms, although they often also
extended to common living areas of the homes. Attention to
residents’ personal needs was also lacking in most homes.
Many residents in these homes were shabbily dressed and
pootly groomed, reflecting the homes’ inattention to their re-
sponsibilities to provide personal care for residents.

Fire/safety problems were also apparent in many homes,
and they ranged from inappropriate storage which posed fire
or evacuation hazards, to residents smoking in their bed-
rooms. Additionally, at many homes, some residents’ physi-
cal, as well as mental, disabilities appeared to preclude them
from exiting in a timely manner in case of an emergency.
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Perhaps most evident to a visitor, however, was the pervasive
Inactivity of the residents in most of the adult homes visited.
While adult homes usually had schedules indicating the potential
provision of the minimally required 10 hours of recreational
activities weekly mandated by the Department of Social Services’
regulations, sometimes activities did not take place as scheduled,
more often only a handful of residents participated, and in nearly
half the homes, recreational supplies were not accessible to resi-
dents. In many homes, most residents spent their days sitting
idly, or lying in bed, with little intervention or encouragement by
staff to participate in scheduled in-home or community activities.

Underlying many of the problems noted across the homes
were the few staff on duty. Review of the expenditure reports
'submitted by 43 of the 47 adult homes in the Commission’s
sample indicated that 44 percent of the homes failed in 1988 to
provide the minimum staffing as required by Department of
Social Services' regulations. Failure to meet minimum staffing
requirements was especially prevalent among homes located in
New York City, where 82 percent of the homes failed to meet
minimum staffing requirements. (Figure 10)

Simultaneously, the Commission found that minimum staff-
ing requirements were minimal indeed. For example, personal
care staffing requirements provide only 32 minutes of personal
. care staff services a day per resident. Minimum night coverage
requirements assure only one awake staff person for every 40
residents.

Figure 10: Compliance With DSS
Minimum Staffing Requirements

Statewide New York City
[N=43"] [N=11]

* Of the 47 acult homes reviewed, four did not fie &
fnancial satement in 1988, rom which staMmng cat
on the homes were Dbtined,
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Medical and
" Mental Health
Services

Another component of the Commission’s review looked at
the accessibility of appropriate medical and mental health
services to persons with mental illness living in adult homes.
Here, the data indicated that all homes ensured access to
outpatient mental health services to their residents, and that
64 percent of the 47 homes had made arrangements with at
least one outpatient program for the provision of on-site
services, weekly or daily. All homes also had arrangements
with at least one local physician for medical services, and 70
percent of the homes had arrangements with a physician who
made house calls. At many of the homes, podiatrists and
laboratory technicians also visited the homes to provide
services to the residents. (Figure 11)

Despite this accessibility to clinical mental health and
medical services, however, many fewer homes made arrange-
ments for the residents’ needs for mental health rehabilitative
and support services directed toward basic activities of daily
living and vocational training. Whereas the Commission
found that virtually all residents in its sample were seen by a
clinician for individual therapy at least monthly and that
many residents living in homes with on-site clinic providers
were seen weekly or more frequently, only 32 percent were
attending structured mental health day programs designed to

«address their substantial deficits in daily living skills, sodali-
zation, or vocational skills. Additionally, only 31 percent were
receiving ongoing case management from their mental health
provider. (Figure 12)

Follow-up discussions with Office of Mental Health
officials confirmed that the Office has issued no guidelines
specifying core services for on-site clinic providers and Com-
munity Support Services (CSS) teams in adult homes, and that
these providers were largely on their own to determine what
services to offer. Moreover, as many of these programs have
historically operated as “satellites” of other larger programs,
many have not been formally reviewed or individually li-
censed by the Office of Mental Health.

Another consequence of the “satellite” status of these pro-
grams is that the Office of Mental Health has no ready mecha-
nism for keeping tabs on the costs of the programs. At the
Commission’s request, the Office of Mental Health did at-
tempt to estimate total CSS funding spent for on-site service
delivery to adult homes. In 1989, the Office of Mental Health
estimated that approximately $4.3 million was spent for these
services,

The Office of Mental Health could not, however, estimate
the total public funds supporting on-site clinic or other li-
censed outpatient programs at adult homes, as many of these
programs operate as satellite or outreach programs, and all
services are billed through a licensed program of the umbrella
provider agency at another location. State Medicaid files for
115 of the 144 residents in the Commission’s sample, for
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Figure 11: Mental Health and
Medical Services at the

Adult Homes Visited
© [N=47]
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whom accurate Medicaid numbers were on file at the adult
homes, indicated, however, that on average $2,500 per resi-
dent per year were billed for outpatient mental health serv-
ices, excluding medications and transportation.

The Commission also noted that while most homes had
ensured annual mental health and medical evaluation forms
in the residents’ records, rarely did these forms meet regula-
tory requirements of providing specific information about the
residents’ current status and treatment needs. More com-
monly, the professionals filling out these forms (developed
and issued by the Department of Social Services) simply
checked the few boxes and signed the forms, entering little, if
any, narrative comment. Thus, it was not possible from these
records to determine whether or how medical and mental
health services were addressing the residents’ evident prob-
lems.

Medication Administration

Department of Social Services' regulations infer that ail
residents of adult homes must be capable of self-administer-
ing their prescribed medications, but they also state that adult
home staff may "assist"” residents in self-administering the
medications. In practice, administrators at almost all of the
homes visited (94 percent) stated titat most residents were in
need of significant or total assistance in this area. Commission
staff found that adult home staff, at all homes visited, were
assuming responsibility for the fult range of medication
storage, ordering, and administration tasks for almost all resi-
dents.

Despite their considerable responsibilities in these areas,
however, these adult home staff often had little general educa-
tion and little or no formal training in medication administra-
tion. In most cases, these staff knew very little about the medi-
cations they were administering or their intended or unin-
tended adverse side effects, and at very few homes was there
any supervision or oversight of medication administration by
persons trained in these areas. Notably, the Department of
Social Services' regulations place no training requirements on
adult home staff performing these tasks. The seriousness of
this oversight is reinforced by the literally hundreds of medi-
cations handled by staff at most homes daily, as many resi-
dents are receiving three or more prescribed medications.

At approximately one-third of the homes visited, the
Commission’s preliminary review evidenced obvious prob-
lems either in the careless and insecure storage of medica-
tions, the failure of staff administering medications to
promptly and accurately document medications given to
residents, or the lack of staff follow-up with residents who did
not present themselves at medication administration times.
(Figure 13)
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Figure 13: Medication Management

Deficiencies at the Adult Homes Visited
[N=47]
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More in-depth follow-up of these issues at several homes
indicated that anywhere from 10 to 75 percent of the residents
missed doses of their prescribed medications periodically or
regularly because home staff were not diligent in ensuring that
prescriptions were refilled as needed or in following up with resi-
dents who failed to respond to general calls for medication ad-
ministration.

The Commission was also interested in understanding the
nature of the costs of operating adult homes, how the operators

- spent the revenue received, and the relative profitability of these

homes. This analysis indicated that for the homes serving a sig-
nificant mentally ill population, the majority of revenue comes
from the federally administered SSI cash assistance program for
persons who are disabled, aged, and/or have little income or re-
sources. Eighty-two (82) percent of revenues received by these
homes came from publicly administered funding sources, includ-
ing 551, HR, SSA, or S5D, while only 18 percent came from pri-
vate fees of non-public-pay residents. (Figure 14) Notably, these
public funds usually come to adult home operators through the
“intermediary” of the resident, who typically signs over his/her
monthly SSI, HR, SSD, or SSA check to the adult home operator.
Residents on SSI receive a mandated portion ($85 per month) as a
personal needs allowance.
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Figure 14: Rvevenue Source of

Adult Homes Serving Many
Persons With Mental lliness
[1988]

Private
Fees

[N=140]

On the expenditure side, the Commission found that, over
the three-year period 1986-1988, operators of the 147 homes
filing financial statements reported total expenditures of
almost $233 million.* Across the homes, 21 percent of this
amount was spent on administration-related costs, including
administrative personnel salaries, personnel fringe benefits,
and overhead. Thirty-nine (39) percent was spent for occu-
pancy costs including rent, mortgage interest, and utilities;
and the remaining 40 percent was spent for resident services,
including dietary, housekeeping, and attendant services.

Across the 140 homes, whose resident population in-
cluded at least 25 percent persons with mental iliness, and
that had filed financial reports in 1988, per resident daily costs
averaged $21.96, with a range of $31.68 to $13.50. Thirty-nine
(39) percent of the homes had reported daily resident costs in

*In 1988 the Department of Social Services reported 150 adult
homes whose resident population included at least 25 percent
persons with mental illness. The Department of Social Services did
not have available financial statements for 10 of these adult homes
for 1988, Financial statements were not available for any of the
years 1986-1988 for three of these homes.
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the narrow range of $20.00-$23.00; another 36 percent had daily
resident costs over $23.00; and, the remaining 25 percent
operated at under $20.00 per resident day. (Figure 15)

Profitability

Recognizing that 91 percent of the homes whose resident
population included at least 25 percent persons with mental
illness are “for-profit,” the Commission sought to examine the
“profitability” of these.businesses.* Reported pretax profits
per resident averaged $2.20 per day across the 127 proprietary
adult homes in 1988, with a range of a profit of $9.29 on the
high end to a loss of $2.67 on the low end. Further analysis
showed that 9 percent of the homes showed daily profits of
over $5.00 a day per resident, 42 percent showed profits of
between $2.00 and $5.00 a day per resident, and 34 percent
showed profits of less than $2.00 a day per resident. Only 15
percent of the homes showed net losses on their expenditure
reports. (Figure 16)

Figure 15: Reported Costs Per
Resident Day of Aduit Homes

Serving Many Persons With Mental lllness
[1988]

Over $23.00

l Average = $21.96
| Range = $13.50 -
$31.68

Under $20.00

$20.00 - $23.00

[N=140]

*Profit figures are "as reported” on the adult homnes' financial statements. Adjustments were not made to
reflect other than market transactions between related parties, expenses that do not pertain to the cost of _
resident care, or inflated salaries to the operator or family members. Adjustments for such items would raise

the profits reported for adult homes.
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Figure 16: Reported Profits Per
Resident Day of Adult Homes

Serving Many Persons With Mental lliness
[1988]
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The Commission be-
lieves that revieiw and
analysis of balance
sheets, backed by com-
prehensive fiscal audits
of the homes’ finances,
are essential to a full
understanding of the
"profitability" of this
industry.

Further analysis of the cost reports loaked at reported profits
of proprietary homes as a percent of the revenue received over
the three-year period, 1986-1988. This analysis showed that 41
percent of the homes had a profit-to-revenue ratio of below 10
percent, while 32 percent of the homes had a profit-to-revenue
ratio between 10 and 20 percent, and 12 percent had a profit-to-
revenue ratio of above 20 percent. (Figure 17) Expenditure reports
of only 15 percent of the homes showed net losses, and in these
cases losses were either minimal or “explainable”” based on
unique circumstances such as low occupancy or questionable re-
lated-party transactions, which also cast doubt on the accuracy of
the cost reports filed.

In 1979, Special Prosecutor Charles Hymes found that it was
often the case that adult homes having poor conditions also had
operators who were personally benefitting from monies that
should have gone to pay for care and treatment of the residents.
Despite new regulations, including the filing of facility cost
reports, the Commission found similar fiscal abuses. (See shaded

box, p.26)

The Commission also sought to examine the profitability of
the homes by obtaining balance sheet financial statements from
the homes.* These statements, which record the total assets,
liabilities and equity of a business, are not required to be submit-
ted to the Department of Social Services, but are essential to
evaluate the financial viability of a business, Only 20 of the 47
homes in our sample responded to the Commission’s request for
balance sheets. Among this limited group of respondents, the
Commission found losses at four homes and returns on equity at
eight homes with profits ranging from 7 percent to 165 percent.**
(Figure 18)

For the remaining eight homes with profits, it was not pos-
sible to compute rates of return on equity, because the owners
had withdrawn not only their annual profits and initial invest-
ments, but additional funds, effectively placing them into a nega-
tive equity position. Significantly, these eight homes with nega-
tive equity also showed profits, ranging from $80,000 to §1.7
million over the period 1986-1988, (Figure 19) The Commission
believes that review and analysis of balance sheets, backed by
comprehensive fiscal audits of the homes' finances, are essential
to a full understanding of the "profitability” of this industry.

*The original (1978) Department of Social Services' financial require-
ments incduded a submiasion of balance sheets, but the adult home in-
dustry negotiated with the Department of Social Services to accept only
a revenue and expense filing requirement.

“*This yardstick of profitability was measured by dividing the 1986,
1987 and 1988 profits by the average equity (i.e., funds invested, earned,
and retained in the home) for these same periods.
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Figure 18: Returns on Equity
- at Eight Adult Homes
[1986 - 1988]
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Figure 19: Profits Earned by Eight
Adult Homes With Negative Equity
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Relationship of Costs to Quality

In examining the correlation between expenditures by the
homes and their conditions, the Commission found little sig-
nificant difference between overall expenditures at the homes
with better or poorer conditions. Instead, the differences
appear to be related with how the homes spend their money.
The homes with better conditions spent significantly more on
resident services and significantly less on occupancy. (Figure
20)

The Commission’s review also revealed that the small per-
centage of not-for-profit operators of adult homes tended to
have a different fiscal profile than the vast majority of adult
homes which are for-profit businesses. Specifically, at the 13
not-for-profit homes whose resident population included at
least 25 percent persons with mental illness, private-pay fees
accounted for almost half of their 1988 revenues. Not-for-
profits also tended to have lower occupancy costs, which
included, among other items, rent, mortgage payments,
interest, maintenance costs, etc., and simultaneously to spend
a considerably greater percentage of their revenues for resi-
dent services, like housekeeping, meals, and activities. Not-
for-profit homes also tended to more likely be at or above the
Department of Social Services' minimum staffing require-
ments.

Figure 20: Expenditure Patterns of
Adult Homes by Quality of Conditions
[1986 - 1988]
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Figure 21: Government Agencies
Inspecting Acgult Homes Visited

N = 47]
* DSS 100%
» Fire Department 81%
+ Department of Health 51%
« Building Department 34%

NYS Ombudsman Program 28%

Veteran's Administration 23%

Of note, conditions in the four not-for-profit adult homes at
which the Commission conducted unannounced inspections
mirrored the variability in conditions in the 43 proprietary
sample homes visited. Two of these four homes had good condi-
tions, while the other two had poor conditions. Significantly, at
the not-for-profit homes with poor conditions, expenditures for
resident services were lower than expenditures at the not-for-
profit homes with good conditions, but simultaneously virtually
identical to those of proprietary homes with poor conditions.

Given the widely variable performance of the adult homes the

Troubled Commission reviewed, and recognizing the broad discretion that
providers have in how to spend public funds in a flat rate system
H omes, such as adult homes, the role of the regulatory agency in estab-
lishing and enforcing standards and expectations is critical, In the
Tro u bled case of adult homes serving the mentatly ill, the principal respon-
. sibility for regulation lies with the Department of Social Services.
Ov e rs|g ht While a number of other agencies also periodically visited the

adult homes in the Commission’s sample, the Department of
Social Services was the only agency which maintained a regular
presence in the homes. (Figure 21)

Additionally, although the law also contemplates a role by the
Office of Mental Health in joint visitation and inspection of adult
homes providing services to many persons with mental iliness,
the Commission found that the Office of Mental Health rarely
inspected these adult homes. Furthermore, the on-site mental
health service providers do not appear to play a consistent role as
advocates for residents whose needs are not being met. Most
rarely file complaints or seek correction of even the most appar-
ent problems in the homes in which they are regularly present.
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These inspections appeared
to have little impact on
correcting conditions in

the most seriously defi-
cient homes.

The Office of Mental Health has also not maintained con-
sistent oversight of on-site mental health providers in adult
homes. As a result, there is no uniformity in the core services
these programs provide, and in practice most focus their
service provision on individual therapy sessions to the neglect
of rehabilitative and case management services which many
residents need. The Commission also noted that in many
cases cooperation and coordination of service provision
between staff of the adult homes and mental health providers
were limited. '

Additionally, particularly in the New York City area, it
was common for adult homes to be served by two on-site
mental health providers, which further compourded the
fragmentation of service provision and raised questions about
the possible duplication of service provision. When ques-
tioned about this practice, Office of Mental Health officials
acknowledged that they were uncertain of the rationale for
this practice or its evolution in the New York City region.

The Department of Social Services'
Role

In contrast to the Office of Mental Health's lack of inspec-
tion, the Department of Social Services had maintained a
considerable presence in the aduit homes visited, and most
homes had four or more visits from the Department of Social
Services' inspectors in the past year. (Figure 22) However,
these inspections appeared to have littie impact on correcting
conditions in the most seriously deficient homes. Detailed his-
torical reviews of the Department of Social Services files of 8
of the 14 homes with the most serious problems revealed that,
since 1986, none of these homes had demonstrated compli-
ance or substantial compliance on a Department of Social
Services complete inspection visit, and that they had well-
documented histories of many problems in the Department of
Social Services' files. (See shaded boxes, pp. 33 and 35.)

While most of these homes had also been repeatedly _
referred for “‘enforcement actions,” usually fines, few enforce-
ment actions had actually been taken against these homes,
and few fines were actually levied although the serious
problems recurred year after year. Only slightly over one-
third of the homes with the most serious problems had paid
any fines since 1986, and in total, these homes had paid fines
of only $3,450 over the three-year period. Ironically, a higher
percentage of homes with “‘good” conditions had paid fines
since 1986, and the average fine, $2,%00, was over four times
the average fine paid by the “poor” homes. (Figure 23)
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Figure 22: Adult Homes by Number
of Annual DSS Visitations
IN=47)
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Figure 23: Fines Paid by

"Good" Homes vs "Poor” Homes
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Thus, the bulk of the
regulatory effort appears
to rely on the coercive
effect of token fines
which, for the most defi-
cient homes, are rarely
imposed.

Additionally, while the law authorizes fines of up to
$1,000 per day, there-are less than a dozen citations in the
regulations that warrant this. Most of the fines are less than
$50 per day, and these are often compromised for 10 percent
of the initial fine. Moreover, operators are often not fined for
all citations. Thus, the bulk of the regulatory effort appears to
rely on the coercive effect of token fines which, for the most
deficient homes, are rarely imposed.

The Commission aiso found that while the Department of
Social Services' inspection reports universally cited specific
deficiencies, the current regulatory process does not focus on
identifying underlying problems or requiring owners to
correct systemic problems that result in recurring deficiencies.
Operators at homes with the poor conditions appeared to take
advantage of this regulatory approach, correcting only the
specifically cited deficiencies and coming into “technical
compliance”” upon the Department of Social Services’ follow-
up visit, which itself focuses only on these deficiencies.

Regulation of “Poor’”’ Homes

In reviewing the Department of Social Services' inspection
files, Commission staff found numerous examples of homes
with serious widespread problems where Department of
Social Services' follow-up inspections had indicated ¢compli-
ance as the result of the operator’s correction of a few specific
deficiencies, although underlying problems and serious defi-
ciencies persisted in many areas of the home. As a result,
these poor homes are invariably cited for dozens of “new”
but similar deficiencies in the next annual complete review,
leading to a new cycle of specific corrections, while underly-
ing problems remain beyond the reach of the regulatory
process.

Additionally, the Department of Social Services some-
times allows operators of “‘poor” homes to avoid correcting
problems by simply selling the home to another operator. The
Department of Social Services views these transactions as a
*‘quick fix" to the problem of a bad operator whose conduct
cannot be corrected by the ponderous regulatory process.
While in some cases, the Department reports that, following
the sale, conditions in the homes were improved by the new
operator, in other cases, such sales result in saddling the new
operator with a home with a higher mortgage and little
money left over to make the substantial renovations and im-
provements that are needed. At the same time, the home’s
offidal Department of Social Services' record is wiped clean.
While this procedure satisfies regulatory needs and operators'
interests, it sometimes provides little or no assurance to the
residents that the living conditions they have had to endure
will be quickly corrected.
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Conclusion

The Department of Social Services' oversight of the fi-
nances of adult home operators is also very limited, partly
because the actual financial condition of the home has no
bearing on the level of reimbursement provided in a flat-rate
funded system. For example, while the Department of Social
Services requires all aduit homes to submit annual expendi-
ture reports, no such reports had been filed by some homes
for several years, and the Department of Social Services had
not exerdised its authority to conduct fiscal audits of a home's
financial records since 1979. Moreover, the Commission dis-
covered that essential findings of financial records submitted
by adult home operators are not routinely shared with staff of
DSS Regional Offices who conduct inspections of the homes.
Without access to this information, inspectors are handi-
capped in their ability to assess the operator’s actual invest-
ment in capital plant, maintenance, or furnishings, as well as
compliance with minimum staffing.

Finally, the Department of Social Services’ scrutiny of the
character and competence of potential operators applying for
licenses to operate adult homes also seems limited. In two
specific incidents in the past two years, identified by the Com-
mission, operators and administrators of adult homes with
long track records documented in the Department of Social
Services' files of very poor conditions were approved to
operate another home.

As reflected in this report, the Comumission’s study found
that adult homes are a valuable resource in meeting the needs
of persons with mental illness for low-cost supervised hous-
ing, and they are a resource worth preserving. At their best,

- homes operated and staffed by caring and committed people

were found to provide pleasant residential environments, ac-
cess to mental health services, and opportunities for normaliz-
ing social and recreational activities. Twenty-one (21) percent
of the residents in the 47 homes in our sample lived in such
homes. (Figure 24)

At their worst, however, homes operating under the same
regulatory conditions offered dirty and dismal living condi-
tions, a lack of personal care and supervision, and a persistent
atmosphere that devalued the residents. Despite the availabil-
ity of on-site mental health services, sometimes from multiple
agencies, residents’ rehabilitative and support needs were
often not met. Forty-five (45) percent of the residents in our
sample of 47 homes lived in such homes. The remaining one-
third of the residents lived in homes that rated somewhere in
between, which also evidenced significant problems in several
areas.
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Figure 24: Percent of Residents

in "Good" vs "Poor" Homes Visited
[N=3,460}

"Good” Homes "Poor” Homes

Although two state agencies, the Department of Social Serv-
ices and the Office of Mental Health, share responsibilities for
ensuring the quality of residential and mental health services, the
Commission’s findings clearly illustrated that the needs of resi-
dents often fell between the cracks in this fragmented system of
service delivery and regulation. The Commission believes that
the conditions in these homes will not change substantially
without basic changes in the structure and regulation of the
industry.

Appropriate Level of Care

The Commission believes there is a need to reevaluate the role
which many adult homes are being called upon to play in serving
a large population of people who are mentally ill. These residents
often have a greater level of need for assistance than adult homes
were designed to provide — with personal care, with medication
administration, with supervision and access to rehabilitative serv-
ices, and with training in daily living skills. The demands placed
upon the homes, particularly in urban areas like New York City,
to serve increasing numbers of younger patients who are dis-
charged from psychiatric facilities as their symptoms of acute
mental iliness are stabilized, have not been accompanied by
reexamination of the roles of and relationship between the Office
of Mental Health and the Department of Social Services in ensur-
ing that the needs of these residents can and will be met.
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This fragmentation and
the division of regulatory
responsibility between
the Department of Social
Services and the Office of
Mental Health dilute ac-
countability by both .
entities and require cor-
rection.

Indeed, in the decade since the enactment of Chapter 669
of the Laws of 1977, the two agencies have not yet developed
a viable and workable partnership to carry out shared respon-
sibilities. Despite the authority granted to it, the Office of
Mental Health has not proposed any changes in regulatory
standards for adult homes which serve a significant popula-
tion of residents with mental illness. And the changes that the
Department of Social Services has proposed in its new Resi-
dence for Adults Regulations would actually diminish the
obligation of homes serving people with mental illness to
provide personal care to residents.

The Commission believes it is time to confront directly the
reality of the intensive needs of mentally ill residents of adult
homes for substantial assistance to overcome their functional
disabilities.

While the state agencies and private providers have been
relatively successful in making mental health services avail-
able and accessible to residents of adult homes, they have
been less successful in ensuring that these services are tar-
geted to assist residents with mental iliness in developing the
skills and competencies they require to live successfully in
adult homes. The fragmentation of responsibility between the
adult home provider, who provides room and board for $23
per day, and the outpatient mental health provider, who
might earn $60 for a single half-hour clinic visit, often pro-
duces a tense and uneasy coexistence between these entities
rather than collaboration in meeting residents’ needs. This
fragmentation and the division of regulatory responsibility
between the Department of Social Services and the Office of
Mental Health dilute accountability by both entities and
require correction.

There is a need to integrate the currently fragmented
efforts of the adult home operator and mental health provid-
ers to ensure the delivery of appropriate services, including
rehabilitative and support services, supervision, and assis-
tance with personal care and administration of medications.
At the same time, there should be a single locus of regulatory
responsibility with standards and expectations tailored to the
real needs of the resident population. This may well require a
different level of care, staffing and reimbursement than is
currently provided for adult homes.

While there are persuasive arguments for maintaining this
regulatory responsibility with the Department of Social Serv-
ices, the important roles that the Office of Mental Health plays
in funding and regulating outpatient mental health services,
and in operating and regulating inpatient facilities which dis-
charge patients to adult homes, suggest that this agency may
be better positioned to comprehensively regulate the condi-
tions that affect residents of these homes either directly or
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Our study found that
there is a strong corre-
lation between poor
conditions and a high
proportion of public-
pay mentally ill resi-
dents.

under a delegation of responsibility from the Department of
Social Services.* In addition, it should be noted that the Office of
Mental Health currently has responsibility and experience with
the regulation of other residential options for persons with mental
iliness.

Separate Homes for Mentally Il Resi-
dents?

During the course of this study, the Commission repeatedly
heard recommendations to adopt a formal policy of establishing
separate adult homes for persons with mental illness. In some
parts of the state and in many homes, this has become the
de facto policy with 90 percent or more of the residents of aduit
homes having histories of prior inpatient psychiatric hospitaliza-
tion. Furthermore, there appears to be a pattern developing that
as residents with mental illnass become a majority, the change in
the overall composition of the hame accelerates until it predomi-
nantly serves only these residents. As one state official put it,
“These homes serve the mentally ill because neither they nor the
residents have any choice.”

With that lack of choice, and with the diminishing ability of
such homes to attract private-pay residents who often pay higher
fees, an important “market force” for quality care is lost. Both the
residents and providers are left solely to the influence of the
regulatory structure to set andt enforce standards (discussed
below).

Although the Commission recommends confronting the exist-
ing reality that there are homes that predominantly serve resi-
dents with mental illness, we believe that there is a strong value
in encouraging the preservation of mixed populations in adult
homes that will continue to be regulated by the Department of
Social Services, so that residents with mental iliness are not segre-
gated. Our study found that there is a strong correlation between
poor conditions and a high proportion of public-pay mentally il
residents. Accelerating the concentration of residents with mental
illness in adult homes will likely lead to deteriorating conditions
of care,

*In assessing the feasibility of this shift in regulatory responsibility,
it will be important to ensure that the residents’ entitlements are not
jeopardized by the classification of these residences as Institutions for
Mental Disease under the Sodal Security Act.
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More fundamentally, the
threat of the imposition of
token fines has been inef-
fective in prompting reme-
diation of problems that
would be expensive to
correct,

One of the primary values of adult homes is that they are
generic low-income housing available to people with a variety
of needs. Recognizing that there is a need for additional devel-
opment of adult homes, the Commission believes that the
licensure of such new homes creates significant opportunities
to avoid the trend toward segregation and to broaden the
choices available to public-pay residents with mental illness
who need such housing. We suggest that the licensure of new
development be conditioned upon setting aside a portion of
these new beds for such residents (e.g., 10-15 percent of the
beds in a home).

Regulation/Enforcement

The system of inspection, regulation and enforcement for
adult homes requires significant revision. The Commission
learned that substantial efforts have been made over the past
three years ta bring order and regularity to the inspection
process and to develop and implement a system of progres-
sive fines which had been nonexistent. These measures have
unquestionably had an effect upon a portion of the industry
that has been prodded to correct regulatory violations.

However, this enforcement strategy appears to have had
little effect upon larger, better financed and more recalcitrant
providers who have successfully used the rigidity of the bu-
reaucratic process to defeat efforts to correct egregious and
long-standing deficiendes. More fundamentally, the threat of
the imposition of token fines has been ineffective in prompt-
ing remediation of problems that would be expensive to
correct.

Ironically, there appears to be considerable evidence that
Department of Social Services’ follow-up was more aggressive
toward homes evidencing overall good conditions and serv-
ices. This outcome appears to be the natural consequence of
the Department’s failure to differentiate its allocation of en-
forcement resources and efforts to homes with serious prob-
lems. Applying similar strategies and resources to homes with
overall good and poor conditions and services, the regulatory
system often missed the poorer homes, while operators of
better homes often justly complained that they were fined for
minor deficiencies that they would readily agree to correct.

The Department also rarely took advantage of the full ar-
senal of enforcement tools which the Legisiature had putat its
disposal more than ten years ago. Today, the Department has
a variety of tools at its disposal, ranging from fines, to restric-
tions on operating certificates, to receivership, to court orders
mandating compliance under penalty of criminal contempt.
Yet, despite this enhanced capability, the Commission found
that the Department continues to rely almost exclusively on
token fines as its sole enforcement strategy. For example, the
Department has rarely taken action to limit the operating cer-
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Homes with similar
funding levels had a
wide range of perform-
ance, ranging from ex-
cellent to abysmal.

tificates of poor homes in terms of their ability to admit new resi-
dents — a penalty far more consequential than the relatively small
fines that are imposed. : :

Simultaneously, the regulatory system exerts little attention to
the critical importance of the character and competence of adult
home operators in determining the overall quality of conditions
and services. There was evidence that the Department had ap-
proved individuals to serve as ‘‘operators” of additional adult
homes, even when there was substantial evidence that they had
failed to assure basic regulatory compliance in the homes where
they already served as operators. Similarly, the frequent selling
and buying of adult homes with serious problems, sometimes en-
couraged by the Department, sometimes appeared to take place
without a realistic appraisal of either the character or competence
of the new operator or his/her financial capability or willingness
to achieve the needed improvements in the home.

In the recommendations that follow, the Commission offers
several proposals to better target enforcement efforts on the rela-
tively small number of providers who account for a large portion
of the deficient beds, to broaden the arsenal of enforcement tools
used and to sharpen the scrutiny of the character and competence
of those who are licensed.

Funding/incentives

There is continued debate about the adequacy of funding for
adult homes. Homes with similar funding levels had a wide
range of performance, ranging from excellent to abysmal. The
Commission found no clear basis for recommending an across-
the-board increase in the SSI reimbursement level, particularly as
the existing levels have been set without reference to any reliable
information on the actual cost of care.

What our study did find, however, is the absence of any
positive incentives for improved performance. In the present flat-
rate funded system, there is little incentive for providers to invest
potential profits to enhance their operations, particularly since the
regulatory system demands only minimal compliance. All of the
reinforcers in the regulatory system are negative, and, as we have
described, these don’t work consistently and effectively to pro-
duce the desired resuits.

We believe there is a need for a Quality Improvement Pro-
gram that will pay cash incentives for performance that exceeds
minimal regulatory requirements in key areas affecting residents’
daily lives — e.g., physical environment, furnishings, quality of
bedrooms and bathrooms, attractiveness of common areas and
grounds, quality of meals and dining conditions, attentiveness of
care plans to residents’ needs, resident satisfaction, etc. The
Commission recommends legislative authorization for the crea-
tion and funding of such a program.
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Advocacy

Finally, the Commission was struck by the powerlessness
of the residents of many of the homes over the conditins
which determined the day-to-day quality of their lives. For
most, the adult home placement was all that stood between
them and homelessness. They were understandably wary of
provoking the wrath of the provider and jeopardizing their
“home.” Hence, they file relatively few complaints despite
the abundant egregious and persistent violations in some of
these homes.

What is less understandable is that a host of medical and
mental health professionals are in these homes regularly, and
directly witness the significant problems which affect the
daily lives of the residents they come to serve; yet they too,
for the most part, remain silent. While many were vocal and
vehement in decrying the conditions in some of the homes to
the Commission, they rarely sought assistance from either the
Department of Social Services or the Office of Mental Health
in addressing the conditions which disturbed them. They too,
it appears, were reluctant to jeopardize their relationship with
the home or their continued roie as a provider of medical or
mental health services.

The Ombudsman Program for the Elderly, which is oper-
ated at a county level, has been implemented inconsistently
and relies heavily on the efforts of volunteers. Only 28 percent
of the sampled homes were served by the Ombudsman
Program. Even where the Ombudsman Program exists, the
volunteers recognize that their best chance of being effective
in addressing residents’ complaints is to develop collaborative
working relationships with the adult home operator. Failing
that, or confronted with provider intransigence, some of the
ombudsmen report that they find the formal complaint
mechanisms which exist in the Department of Social Services
to be bureaucratic, time-consuming and ineffective.

The Commission believes it essential to ensure that men-
tally ill residents of adult homes have access to advocates
whose primary mission is to advocate for their interests. We
also believe it is important that volunteer ombudsmen have
access to legal advocates whose efforts may be required to
resolve problems that are not amenable to resolution other-
wise.
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Recommen-
dations

Appropriate Level of Care

(A) The Office of Mental Health should conduct a carefu] as-
sessment of the residents living in adult homes which have
25 percent or more residents with mental iliness to identify the
level of their needs for personal care, supervision, medical and
mental health services, rehabilitation and support services, case
management, and assistance with medications.

(B) Based on the preceding assessment, the Office of Mental
Health should propose the development of a different level of
care than the current adult home which, we believe, often fails to
meet the needs of residents with mental iliness of such homes.
This new level of care should specifically identify the skills,
qualifications, and staffing ratios required to adequately address
the needs of the residents, as well as the level of reimbursement
and the role of or relationship with on-site and off-site mental
health providers to meet the residents’ needs. This new level of
care should be regulated by the Office of Mental Health, either di-
rectly, or pursuant to a delegation of responsibility from the
Department of Social Services. The Department of Social Services
and the Office of Mental Health should jointly decide what
proportion of residents with mental illness would warrant mov-
ing a home to this new level of care.

(C) The Office of Mental Health should establish clearér stan-
dards and expectations for services from outpatient mental health
programs which operate in adult homes to provide residents re-
habilitation and support services, particularly in addressing their
needs for personal hygiene and grooming, and activities of daily
living.

(D) On an annual basis, the Office of Mental Health should
certify whether an adult home whose resident population consists
of more than 25 percent of persons with mental illness is an
“adequate and appropriate” setting to meet the needs of persons
discharged from inpatient psychiatric facilities (MHL -29.15 subd.
(h), para. 1.). This certification should be made following an on-
site inspection, as well as a review of inspection reports prepared
by the Department of Social Services. If any such home is deemed
not adequate and appropriate for discharged patients,the Office
of Mental Health should so advise the facilities it operates or
certifies and simultaneously advise the Department of Social
Services to bar further admissions of such individuals to these
facilities.

Regulation/Enforcement

The existing system of certification, inspection, regulation and
enforcement needs a critical evaluation and refocusing to ensure
that it meets the objective of assuring the character and compe-
tence of providers, and fair, equitable and effective enforcement
of the law and regulation. Accordingly, the Commission recom-
mends;
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The Department of Social
Services should target a
larger portion of its in-
spection and enforcement
resources to addressing the
need for corrections in
homes which have serious
and recurrent problems.

(A) The Department of Social Services should target a
larger portion of its inspection and enforcement resources to
addressing the need for corrections in homes which have seri-
ous and recurrent problems. Specifically, a select team of
inspectors, auditors and attorneys should be created to ensure
the identification and remediation of long-standing problems
that affect the quality of life for residents in these homes.

(B) The Department of Social Services should broaden the
focus of its inspection and enforcement efforts to not only
identify specific deficiencies in the homes, but also the under-
lying causes of such deficiendies, and ensure that facility
plans of correction correct not only the conditions but also the
underlying causes. In this connection, the Department of
Social Services should require that providers develop and an-
nually update plans and schedules for maintenance and
repair of the physical plant, and replacement of furniture and
equipment.

(C) Since the current system of imposing fines as a means
of promoting correction, particularly at homes with recurrent
defidendies, is ineffective, the Commission strongly recom-
mends that the Department of Social Services utilize the
broader range of tools provided by the Legislature, including
suspension of admissions, limiting operating certificates, and
seeking court orders and temporary receivership tQ assure re-
mediation of serious problems which remain despite the
payment of fines. At the same time, the Department of Social
Services should use its discretion to provide technical assis-
tance to homes which generally meet standards but which
have had difficulty correcting specific violations.

(D) If the conditions of a home are such that a change of
operater is deemed a viable solution, the Department of Social
Services should ensure that major problems are corrected
prior to a new operator receiving a full operating certificate.
The Department of Social Services should consider utilizing
its powers to place homes in temporary receivership to ac-
complish this objective, if necessary.

(E) In determining the character and competence of licen-
sees, both upon initial application and upon renewal of
licenses, there should be a more searching scrutiny of the
licensee’s historical performance in complying with laws and
regulations relating to adult homes or other licensed care
facilities, as well as independent fiscal audits of troubled
facilities to examine how decisions on the disposition of
available income have affected conditions at the facilities.

(F) The Social Services' Law and Regulations should be
amended to ensure that providers annually submit balance
sheets relating to the adult home. Such balance sheets are
important to accurately determine the profitability of the
home. The Department of Social Services should audit a
sampling of such reports to assist in determining the need for
adjustments in the level of reimbursement.
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We recommend that,
in lieu of an increase
in the SSI payment
level, the Legislature
authorize the creation
and funding of a Qual-
ity Improvement Pro-
gram.

(G) The Department of Social Services should develop stan-
dard procedures whereby relevant findings identified through the
review of adult home financial statements and balance sheets are
routinely shared with inspectors and appropriately integrated in
Department assessments of conditions, services, and required
improvements in adult homes.

(F) Prior to transferring or renewing the operating certificate
of an adult home, the Department of Social Services should solicit
comunents from residents, family members, mental health and
medical providers, advocates and other community agencies
which have a relationship with the adult home.

(I) The Department of Social Services should reassess its exist-
ing adult home inspection process to identify ways in which it
can provide positive reinforcement to homes which are found to
be in general compliance with regulations. Among the measures
the Department of Social Services should consider are certificates
of recognition, suitable for posting, as well as reduding the fre-
quency of inspections at such homes.

(J) The Department of Sodial Services should enforce the staff-
ing standards contained in its regulations.

(K) Fines collected by the Department of Social Services
should be deposited in a special fund and made available for the
purpose of providing training for the staff of adult homes and of *
the Division of Adult Residential Services and the provision of
technical assistance to adult homes.

(L) The Department of Social Services and the Office of Mental
Health should require annual in-service training of facility and
on-site mental health staff of all adult homes.

Funding/Incentives

We recommend that, in lieu of an increase in the S5I payment
level, the Legislature authorize the creation and funding of a
Quality Improvement Program which provides financial incen-
tives to providers to exceed minimum standards in delivering
quality services to residents of adult homes. In essence, such a
program would provide additional cash payments beyond the SSI
rate for exceeding standards in specifically defined areas such as
physical environment, resident participation in programs and
activities, quality of personal care, resident satisfaction, etc.

Similar programs have been implemented in other states and
have reportedly produced significant improvements in the condi-
tions of congregate care facilities.
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lntegration/_Separation

(A) As applications for riew adult homes are considered by
the Department of Social Services, approvals should be condi-
tioned upon setting aside a percentage of the beds for resi-
dents with mental iliness who receive 551 (e.g., 10-15 percent).

(B) At the same time, the Department of Social Services
should consider encouraging more not-for-profit agencies to
develop adult home beds and explore the feasibility of legisla-
tion authorizing the funding of construction costs through
tax-exempt bonding.

Advocacy

(A) Funding for advocacy setvices for the residents of
homes which predominantly serve mentally ill residents
should be increased. In addition, Ombudsman Pro
should be strongly encouraged to develop effective working
relationships with legal advocacy programs that are available
in their communities.

(B) Statutory and/or regulatory changes should be made
to require mental health and medical professionals employed
or retained by a mental health provider to provide services at
an adult home to report to the Department of Social Services
and the Office of Mental Health conditions and services that
are harmful to residents and substantially adversely affect the
quality of life in such homes.
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Dear Mr. Surdram:

The Department has concluded its review of the final draft of the report
of the Comission's study of adult hoames serving persons with mental
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the stady's findings amd recommendations.
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The New York State Department of Social Services (Department} recoomizes
thattherehasmtbeenamajorreviewoftheadulthmeindmtryforovera
decade. This review was requestaibytlwtegislaturearﬂomﬁuctedbythe
New York State Comission on Quality of Care for the Mentally Disabled
(Cammission) . _The pressures created by limited resources and increasing

¥While the Department may concur with many of the general cbservations
and recamendations proposed by the Commission's report, there are same
basic and specific issues raised by the report which require very careful
consideration. The Cammission report very clearly identifies the adult home
as a valuable resource for individuals with mental disabilities, 1In
addition, the report recognizes that the "state requlations for adult homes,
as well as the public funding levels for these hames, assumes that their
residents are in need of basic custodial care, same assistance with personal
care, moderate supervision and the support of appropriate cammity
services", Adult hames are not treatment facilities. As the report so
accurately portrays, the quality of care received by the residents will be
substantially compromised, when operators fail to target the limited
Supplemental Security Income (SSI) and Public Assistance/Home  Relief
benefits to the needs of residents, when cperators fail to manage admissions
or when others make placements without a careful understarding of the
service scope and capabilities of the facilities, and when the appropriate
commmity services are not available.

The following comments address various specific issues that are raised
within the body of the report.

Who Lives In Adult Homes?

‘Ihecaxparismofﬁxeraidentsofa&zlthmazﬂcmmxity residences
suffersbyitsfailuretomtethediffemntfomsarﬂsewicerangesofthe
two types of facilities. It should be understood that on the basis of
program intent and practice there are expected differences in the fimcticnal
capacities of the residents. Residents of commmity residences are

Accordingly, the Activities of Daily Living (ADL) tasks with the greatest
disparity (i.e. laundry, meals and housekeeping) must be provided for the
residents of adult hames. In contrast, these same tasks are accamplished by
the residents of carmmity residences.



Medical and Mental Health Bervices

The report accurately indicates that adult home operators are required
to ensure that access to outpatient mental health services be provided to
their residents. Although the responsibility for making arrangements for
services does rest with the adult hame cperator, the failure to provide
out-patient- mental health services 1s often caused by the lack of
availability of such services and should not be attributed to any failure on
the part of the cperator.

Medication Administration

The report notes that adult hame administrators claim that most
residents are in need of significant or total assistance in the area of
medication administration. It is the experience of the Department that many
operators overstate the residents' need for assistance in the interest of
canfortable central management ard at the expense of individual resident
autonamy ard control. It is easier for the operator to do this because
providing these services for the resident requires less resaurce time and
energy. Therefore, overstating the residents' need for assistance is
attrilbutable to the operator rather than to a measure of the residents’
actual abilities, ) .

The Cost of Care

Suplemental Security Income (SSI) eligibility is based on categorical
nead and income, ard not one or the other. Therefore, there should be a
correction in this section which reads *...SSI cash assistance program for
persans who are disabled or aged, and who have little incame or resources.®
RECOMMENDATTONS
Appropriate level of Care

Although the Department is in strong agreement with the recammendations
made in the report to canduct careful assessments of current residents
living in adult homes which have 25 percent or more residents with mertal
11iness to identify the level of their needs and to explore the possibility
of new service confiqurations, we contimie to disagree with the Commission's
conclusion that the Department’s new Residence for Adults Requlations would
diminish the dbligation of homes serving the mentally ill to provide
personal care to residents, The Department supports the integration of
persans with mental disabilities to the fullest extent possible. However,
we recognize that there are adult hames which are capable of responding to
the needs of a yaunger, more physically independent population than was ever
envisioned in the requlations for adult hames. All of the references in the
report, which indicate that operators are doing laundry, lisht housekeaping,
etc., are a reflection of the original orientation of adult homes to serve
a physically frail elderly population, rather than the younger mentally ill
client that can perform these functions on their oun.

’Asthare;x:rtmt&thxu)gtmt, one of the greatest needs of the
mentally disabled now living in adult hames is more support to overcame
basic functicnal deficits that are a result of psycho-social
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problems rather that physical limitations. The Residence Regulations do not
reduce the cbligation of the operator to respomd to these needs, but will
shift the focus fru;l having the cperator perform functions for the resident

health providers, The Department strongly believes that these reasons
provide sound justification that the Residence for Adults category is a
viable point from vwhich to begin to address the needs of many of the
physically independent mertally disabled pepulation.

ati (®)

the nead for correction in homes with serious and recurrent problens.

B. The Department requires cperators to correct conditions through  its
inspection and enforcement process. We have encouraged operators to
develcp broader corrective action plans. However, the Department has
implementad a process of issuing Conditional Cartificates during the
recertification period that will ensure in the futire that operators
adlmtoplamofmaintemmea:ﬂmpairofthemysicalplant,aswell
as correction of cother violations.

C. The Department has a variety of administrative amd judicial remadies
available te it when pursuing enforcement of law and requlations. In
d}oosing which option to employ, the Department assesses the specific

through the Regional Offices and with contracted spansors: however, we
agree that more training is necessary. In addition, as mentioned above,
we have implemented a process of limiting operating certificates to
campel operators to adiress remediation of lag-starding problems.

D. The Department does consider and pursue receiverships where it feels
that such extrazordinary action is warramted. In the vast majority of
cases, the Department has allowed the operatar to sell a facility
pzmidadthattheoparatmsztmitsanapp:wedoonectiveactimplanat
the time of change of ownership. Through this process we feel that we
can accamplish the same results in a more effective marmer with less
disruption to residents.

E. The Department concurs that more scrutiny of a licensee's historical
performance and character and competence is nacessary. We have
allocated cur limited rescurces over the last few years into inspection
amd enforcement:.
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As mentioned above, the limited resources of the Department have been
focused on the inspection process. We concur that more effort and
resources in the area of auditing would be beneficial.

The Department concurs  that financial reports can be a useful
tool. - Because of the time allowed the facility operator to file
financial reports amd for desk audits in the Department, the information
is dated by the time it would be available to the inspector. The
financial reports are not currently public information and we would
either have to use extracts of the reports or possibly pursue a change
in law if we were to distribute the report. Despite these problems, in
same instances the inspectors have successfully used the information
fraom financial reports as part of the inspection process,

The Department conamrs with the recommendation to solicit camments from
persons and entities which have a relationship with the adult hame.
However, it is scmetimes impossible to prevent operators with a lang-
standing relationship from influencing the camments received.

The Department is currently reassessing its inspection process in order
to reduce the frequency of inspections at hames found to be in general
capliance with regulations, while increasing the Department's presence
in those facilities with recurring requlatory deficiencies.

The Department cancurs with the recommendation.

The Department has attempted to establish a special fund fram the fines
collected for the purpose of training and technical assistance to adult
hame operators. Unfortunately the pressures to reduce the State budget
deficit have made this impossible.

The Departmernt concurs with the recomendation to require anmal
inservice training of facility staff. Our requlations do require
operators to camplete 25 percent of the recuired 60 hours in mental
health coursework every two years . '

. .

A.

Regarding the Oomnission's recammendation that approvals of new
applications for adult hames being considered by the Department should
be conditioned upon setting aside a percentage of the beds for residents
with mental illness who receive SSI, the Department believes that the
goal is laudable. However, cwmrent statutory restrictions and the
probable unavailability of commmity services presently make this
recamendation ill-advised.




Advocacy

B. While the Department agrees that medical and mental health providers
should be required to report corditions in adult homes which are havmewl
to, or adversely affect, the quality of residents’ lives, we would not
at this time e:ﬁorsetherecmnendatimthatthisbeenfomedthmx;m'
statute or regulation. The Department also believes that adult hame
operators should be abliged to report deficits in mental health
services. TheDepartnentpmposesthatthedevelqmentofprocedxmto
encourage such reporti:rgaxﬂtoappnpriatelympmﬂtothoserepcrts
should be included in the agenda of the DSS/MH joint work group.
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RICHARD C. SURLES. Pnh.D.. Commussioner

June 26, 1890

Clarence J. Sundram, Chairman
Commission on Quality of Care
for the Mentally Disabled
99 Washington Avenue

Suite 1002
Albany, NY 12210

Dear Chairman Sundram:

Thank you for the opportunity to review the draft refort
summarizing the Commission's findings during visits to adult
homes serving a large number of persons with mental illness.
This report clearly  illustrates the need for improvements in
several areas of the operation and management of adult homes
across the State. However, I was pleased to learn that the
Commission agrees that adult homes are a valuable resource in
meeting the needs of persons with mental illness for low-cost
supervised housing, and that they are a resource worth
preserving.

Despite the Office of Mental Health's (OMH's) shared recognition
of the need to correct problems and improve conditions and
services, we disagree with the CQC's proposed means to attain
such remedies. The CQC's proposed remedies jeopardize mentally
disabled residents' entitlements: encourage the development of
large, segregated congregate settings to serve mentally disabled
individuals; would statutorily impose a cumbersome "mandated
reporter” reporting process regarding conditions in adult hiomes;
and are unaffordable,

Alternatively, OMH suggests a five point plan directed at
correcting problems and conditions within adult homes. This plan
is detailed in the enclosed response to the Commission's report.
We believe our response does not entail the risks inherent in the
Commission's approach yet holds the promise of achieving the
desired goal. '

AN EQUAL OPPORTURITY/AFFIMMATIVE ACTION EMPLOYER Omire 2601 13 5



our continuing dialogue and hopes to have

I look forward to
sugport and advocacy for the changes needed to improve
sarvices provided and conditions in adult homes.
Sincerely,
Richard C. Surles, Ph.D.
Comnissioner
Enc.

cc: Cesar Perales
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;ommission on Quality sf Care's
Review of New York State Adult Homes
Serving Persons with Mental Illness

OMH Response

The Office of Mental Health concurs with the Commissicn on
Quality of Care (CQC) that there 1is a range of problems within
adult homes serving a significant proportion (25 percent or nore)
of individuals with a history of mental illness. The problems in
such homes, known as "impacted" adult homes, range from minor to
very serious and warrant a jointly developed strategy from the
Department of Social Services (DSS) and the Office of Mental
Health (OMH). Consistaent with the goal of the CQC's
reccmmendation, this Jjoint strategy should be aimed at improving
the quality of residential and mental health services provided to
the residents of "impacted” homes.

Despite OMH's shared recognition cf the need to correct problems
and improve conditions and services, we disagree with the CQC's
proposed means to attain such remedies, The CQC's proposed
remedies jeopardize mentally disabled residents’ entitlements:
encourage the develcpment of large, segregated congregate
settings to serve mentally disabled individuals; would
statutorily impose a cumbersome "mandated reporter" reporting
process regarding conditions in adult homes; and are
unaffordable.

As the CQC acknowledges, adult homes provide a valuable,; low
cost, permanent housing option to mentally ill individuals
capable of and having a right to live in a community setting. As
such, it i1s a resource worth preserving. A history or incident
of psychiatric inpatient care should not prohibit an individual
from residence in an adult home or cause them to be identified as
a life 1long OMH client. <Currently, almost 9,000 individuals who
have accessed mental health services reside in adult homes.

Development of separately certified, adult home settings to serve
individuals with a history of mental illness, is not a program
prototype that OMH wants to encourage. Furthermore, such an
approach presents a risk of having such settings designated by
the Federal government as Institutions for the Mentally Diseased.
If so designated, residents' Federal Medicaid and SSI benefits
are jeopardized.

As indicated, the OMH does agree that not all 9,000 residents
with a history of mental illness are appropriately served in an
adult home setting. Improvements in conditions and services are
warranted. Both DSS and OMH need to improve and expand upon
their respective quality assurance and enforcement practices
within the adult home setting.



As an altarnative to the CQC's proposal, the OMH recommends the
following approach to remedy these issues:

1.

Develop a joint MOU with DSS which defines appropriate, adult
home admission and continuing stay criteria.

D8S and OMH have &established a Jjoint work group to develcop
this MOU. The steering c¢ommittee for the work group is
jointly chaired by the DSS Deputy Commissioner for adult
Services and the OMH Senior Deputy Commissioner for
Operations. The steering committee met in June and developad
a time line for the work of this group which would reguire
completion of this MOU by June, 1991.

Develop a joint MOU regarding a process by which the
appropriate level of services would be determined and
provided to residents who are mentally i1ll. It is expected
that this work grecup will be making recommendations regarding
the organization and coordination of multiple on-site mental
health service providers. The steering committee established
time line for this group is also June, 1991.

Finalize the existing, draft DS5SS/OMH MOU regarding joint
inspections of adult homes. This document exists in drafc
and has been piloted in the Western and Central Regions.
This document can be finalized by August, 1990 at which time
a limited Jjoint 1inspection schedule will be worked out
between DSS and OMH regicnal offices. Both agencies
recognize that this document may change based on the work of
the admission/continuing stay and service MOU work groups. A&
more ambitious Jjoint inspection schedule will be developed
contingent upon the FY 1991-92 Budget approval of additional
quality assurance staff reinvested from OMH facilities.

Provide training to facility staff in June, 1991, when the
MOU work groups have completed their work. Training will be
held for facility staff {adult home and State psychiatric
center staff) to insure they share a joint understanding of
appropriate admissions and continuing stay criteria. In
addition, training for DSS regicnal and OMH regional quality
assurance staff regarding appropriate level of services and
enforcement of continuing stay criteria will be held. The
steering committee set June/July, 1991 as the target training
date for facility staff and July/August, 1981 for the target
training date for the regional gquality assurance staff.

Request regional resources to be dedicated to adult home
quality assurance issues. The OMH has agreed to propese in
its 1991-92 Dbudget request the reinvestment c¢f 10 staff from
the facilities tc the regional offices who would be dedicated
te adult home quality assurance issues,




The OMH beljeves this approach will ensure individuals aras
appropriately placed and maintained in adult homes while
simultaneously discouraging the development o©of new, separate
congregate settings for the mentally disabled. Additicnally,
residents’ entitlements will continue and development of a
targeted quality assurance system is provided for.

The OMH's responses to the four areas (Level of Care, Regulation
Enforcement, Integration and Advocacy) in which the CRC makes OMH
specific recommendations follow:

1. Appropriate Level of Care:

a. CQC: Assess mentally disabled residents of "impacted”
adult homes to identify their health, medical and mental
health needs.

OMH: The Office's proposed regional office quality
assurance presence will enable us to identify individuals
whose mental health and related needs are unmet and
access the needed assessment. This approach would be
more targeted than a "blanket” assessment of all
residents of "impacted" homes, thereby insuring it can be
done with existing and requested resources and causing
less intrusion into individuals' lives.

b. C€QC: Develop a different level of care to meet the needs
of individuals inappropriately placed in adult homes.

OMH: As indicated, OMH f£finds this recommendation
unacceptable. Alternatively, the OMH proposes tighter
oversight of admission and continuing stay criteria and
the development of a process to determine the appropriate
level of services to be provided to an individual

resident.

c. CQC: OMH should develop clearer expectations for
outpatient mental health providers operating in adult
homes .

OMH : The Office agrees and feels the MOU regarding a
process to determine the organization and 1level of
services to be provided will meet this ocbjective. As
indicated, the projected completion date for this MOU is
June, 1991.

d. ¢CoQcC: Annually the OMH should certify whether an
“impacted” adult home is an adequate .and appropriate
setting to meet the needs of persons discharged from a
psychiatric inpatient setting.



4
OMH: The 0ffice agrees and fesls the requested re,-bnal
nffice adult home quality assurance prz2sence will enakle
the Office to meet the goal cf this recommendation.

2. Regulation Enforcement:

€QC: DSS and OMH should require training of facility and on-
site mental health staff of all adult homes.

OMH: The OMH and DSS have agreed to develop Joint training
for adult home and State psychiatric center discharge and
regional office quality assurance staff. Such training will
focus on admission and continuing stay criteria and
identification and referral of individuals in need of
assessment for services and/er discharge from adult homes.
As indicated earlier, this training will commence in June,.
1991. It is the intent of both agencies to prov1de such
training on a recurring, periodic basis.

Training of on-site mental health staff is not currently
planned but may follow the deveslopment of the MCU on the
process to determine the appropriate level of mental health
services to be provided. -

3. Integration:

A. CQC: Approval of adult home Certificate of Need (CON)
applications should require providers to set aside a
certain percentage of beds for individuals who are
mentally disabled and receive SSI.

OMH: The OMH endorses the concept of setting aside beds
in newly established adult homes for people with mental
illness. This approach is consistent with the OMH goal
of accessing integrated housing and creating adequate
residential capacity in each region of the State,. The
legal implications of accomplishing this through the CON
process must be reviewed.

4. Advocacy:

B. €QC: Medical and mental health providers should, by
statute and/or regulation, be required to report
conditions in adult homes which are harmful to or
adversely affect the quality of residents' lives.

OMH: The Office of Mental Health agrees that medical and
mental health providers providing services to residents
of adult homes should be required to report conditions-
that are harmful to residents and substantially adversely
affect the quality of 1life in such homes. However, the
Qffice does not endorse the idea that such a requirement
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be enforced through statute and/or regulation. Rather,
such requirements should be enforced through the
regionally based quality assurance staff which make
periodic visits to each "impacteg" adult home.
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{ Ql ' June 22, 1990

Mr. Clarence Sundram, Chairman
commission on Quality of Care
for the Mentally Disabled
93 Washington Avenue, Suite 1002
Albany, NY 12210 .~

O
Dear Mr. Sundram: -/

Thank you for the opportunity to comment on the Commission's
draft report: Review w_Yo St omes S in
Persons Wit ness. The report is well done, and we
generally agree with its findings, many of which confirm our own
experience in the State Long Term Care Ombudsman Progran.

For perspective, we want to note that the recommendations of
this report not only focus- on mentally ill residents and their
needs but also are based on a small initfial sample (47) and an even
smaller number (12) of adult homes with serious problens,
Therefore, readers should both understand this limitation (There
are over 1300 adult care facilities in New York State, about 470
of which are adult homes with about 30,000 residents.) and not
assume erronecusly that the findings of poor care apply to all
adult homes. Nevertheless, shortcomings in the current regulatory
scheme do have nagative affects on all adult home rasidents
regardless of mental health status.

Here are our responses to the recommendations of the report:

agulation Enforceme

We agree that the regulatory system, and enforcement in
particular, needs significant revisions. The New York State
Department of Social Services needs both the tools and the
resources raquired to ensure guality care. Clearly, improvements
in the administration of the regulatory system will benefit all
residents of adult homes, not only those who are mentally ill. 1In
addition, however, we would highlight the limitations on current
enforcement options and recommend that the provisions of the Social
Services Law also be strengthened.

An Equal Opportunity Employer
1-800-342-9871 Senicr Citizens' Hot Line Call tolk-free for Information about local programs and services
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For example, Section 460-d(7) (b) (1) of the Social Services Law
prohibits the Departmen%t of Social Services from imposing penalties
if the violation is corrected within 30 days of receipt of the
inspection report, except in extreme circumstances. The result is
that this law gives providers no incentives to deliver or maintain
guality care. The only incentive is to correct a violation after
the inspection report is issued. Thus, we recommend a thorough
review of the enforcement provisions of the Social Services Law to
identify and remove all barriers to ensuring quality care and to
strengthen and expand the enforcement remedies available to the

Department.

We would support the use on an jnterim basis of a select team
of inspectors, auditors, and attorneys to target those adult homes
with the greatest current problems. However, such an approach on
a continuing basis should not be necessary in a well developed
regulatory system.

We agree that the State Department of Social Services itself
can take steps to improve its enforcement system., We suggest that
they look to the New York State Department of Health which has a
sophisticated, well-run nursing homa enforcement system which has
served as a model for other states. That system includes a wide
range of mechanisms for promoting and ensuring compliance and can
serve as a model for the State Department of Social Services.

In addition, in the Department of Health enforcement system,
the State Long Term Care Ombudsman in the State Office for the
Aging is notified of all enforcement activity. The State Ombudsman
Program then informs the appropriate substate long term care
ombudsman program which increases on-site monitoring of resident
conditions. When enforcement actions are occurring, residents are
especially vulnerable to inappropriate transfers, poor care,
violations of rights, and abuse.

The State Long Term Care Ombudsman Program also represents the
interests of residents during the State Health Department
receivership process. The Ombudsman Program organizes and supports
a temporary committee of residents, family members, and other
concerned persons to interview prospective receivers and make
reconnendations to the Health Department. The Ombudsman Program
also reviews prior complaint data, facility inspection reports,
plans of correction, sustained findings of patient abuse, and other
materials in reaching a recommendation regarding the proposed
receiver,

We suggest similar State Long Term Care Ombudsman roles with
the Department of Social Services and adult care facilities. In
addition, because it is an appropriate role for the Long Term Care
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Ombudsman to coordinate and support resident and family input into
State Department of Social Services decisions, these roles should
include the review of initial, transferring, or renewing operating
certificates as suggested by the Commission's report.

Regarding operating certificates, we believe that the
Department of Social Services must be required to issue a
conditional, time limited operating caertificate whenever the
operator has a record of persistent violation, even if corrected
within 30 days. Furthermore, we recommend much greater resident
input into individual facility inspections.

We also strongly recommend that in reviewing applications for
operating certificates the Department of Social Services carefully
examine all business relationships which might present conflicts
or improper relationships -- particularly leases, supply contracts,
and human services agreements. These arrangements have significant
effects on financing and the quality of services provided to
residents.

We support the delivery of technical assistance to adult homeg
needing specialized assistance to correct viclations. Ideally,
this assistance would be provided via a specialized organizational
unit. Therefore, we are strongly opposed to the use of Department
of Social Services inspectors during the reqular inspection process
to provide technical assistance to help facilities improve their
regulatory compliance. This situation would create a vested
interest on the part of the inspector/advisor in the advice and the
success of the recommended approach. Rather, the inspector must
direct his or her attention to the desired outcomes and allow the
facility to develop its own baest solutions to its own individual
problems. State inspectors must be experts in determining whether
standards are being met, but they do not necessarily need to be
experts in how best to meet those standards in the many hundreds
of different circumstances they encounter.

We would support the Commission's suggestion that the "better"
adult homes be inspected less frequently, if there were a strong
Long Term Care Ombudsman presence in all adult homes. Long term
care facilities routinely move in anc out of compliance, sometimes
from day to day. Our experience is that without the regular on-
site presence of State inspectors or Long Term Care Ombudsmen, the
quality of care inevitably declines. Administrators and staff tell
us of the inestimable benefit of the presence of the Ombudsman, as
a State authorized, impartial citizen advocate from the community.
In addition, that regular Long Term Care Ombudsman presence not
only reassures the residents, their families, and others that
someone is there to advocate on their behalf but it also provides
them with an expert avenue for addressing their complaints.
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Advocacy

We agree that developing additional linkages between the Long
Term Care Ombudsman Program and legal advocacy programs in the
mental health field is a good idea, and we will pursue this.
However, underlying this recommendation is the assunmption that the
Ombudsman Program currently is available to all residents of adult
homes. Unfortunately, due to funding limitations, it is not.

The State Long Term Care Ombudsman Program originally was
created to represent the interests of nursing heme residents and
to advocate on their behalf because the regulators and the
providers were well represented in the regulatory system. However,
when adult care facilities were added to the responsibilities of
the State Ombudsman Program, no new funds were provided for this
additional responsibility. The result has been the uneven coverage
noted in the Commission's report.

The State Long Term Care Ombudsman Program is funded solely
with Federal dollars which are extremely limited. Although it
plays a key role in State gquality assurance for residential long
term care, the State Office for the Aging receives no State funds
at all for the Ombudsman Program. Volunteer long term care
ombudsmen should be available to the residents of all adult care
facilities, 1including persons with mental illness. Thus, we
strongly agree with the Commission's recommendation for funding for
advocacy services.

Additjicnally, there is a need for State Ombudsman staff in the
State Office for the Aging: (1) to be responsible for enforcement
liaison with the Department of Social Services; (2) to monitor,
review, and make recommendations on Federal and State laws,
regqulations, and policies regarding adult care facilities; and (3)
to work with advocates, providers, and others to ensure that
resident rights are protected and that the services delivery system
meets their needs.

Of relevance to the Commission'’s recommendations on advocacy
are the mandatory reporting requirements of the Public Health Law.
These provisions would be a useful reference in addressing the
Commission's recommendation that professionals be required to
report harmful and substandard conditions in adult honmes.

Level of Care

We generally agree with these recommendations, except for the
development of a different level of care. Any split would be
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arbitrary and essentially eliminate a response by the mental health
system to those with mental health needs who reside in honmes below
the cut off.

Also, it is clear from the findings that, in addition to the
regulation of adult homes, the actual delivery of mental health
services needs improvement. We believe that the mental health
system must take greater responsibility for ensuring adequate
services for mentally ill persons in adult homes across the board
in all homes regardless of the percentage of residents with mental
health needs. Thus, we suggest that the delivery of mental health
services, and the quality of case management in particular, needs
further examination by the Commission,

In addition, it would appear that many residents in need of
mental health services are inappropriately placed in adult hones.
We are aware of many disturbing incidents including assaults,
unprovoked attacks, and even homicides in adult homes with many
mentally ill residents. Many adult homes are ill equipped to serve
the mentally impaired, and these situations may jeopardize elderly
adult home residents.

Punding/Incentives

We advise caution in developing incentives, and we need to be
certain that the rewards elicit the desired outcomes. Too often,
unintended consequences occur or mediocre performance is rewarded.
We would expect that before any adult home could be eligible for
a reward it would have to meet all requlatory standards on at least
one or more complete surveys,

However, before the consideration of any incentives, our
energy must be directed to improving the current regulatory system
and to “cleaning up” the non-complying facilities.

inteqgration/Separation

We share the Commission's concern that suitable mental health
services be available to the residents of adult homes, and we
advise caution in determining the proportion of residents with
mental illness for any individual adult home. The recommendation
is not clear on the source or justification of the 10 to 15 percent
figure; nor is it clear whether this is a maximum or a minimum.
Appropriate proportions can be especially difficult to determine
in both the smallest and the largest facilities and might not be
the best approach. Further, there seems to be some inconsistency
between the call for assessing homes with more than 25 percent of
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residents with mental illness and the call for a new level of care,
Regardless of any proportion, we are concerned on behalf of
residents about at which point the character of an adult home

changes to a mental health facility,
The Industry

Finally, we were disturbed by the focus of the Commission's
report almost solely on the regulators of care and the slight
attention given to the providers of care. It is true that both the
Department of Social Services and the Office of Mental Health must
improve their oversight. However, the report makes no recommen-
dations specifically directed toward providers even though they
are most directly responsible for the gquality of care and services
delivered to residents. The report well documents the shortcomings
of many of the providers themselves, and we would support
recommendations to improve the capacity of the adult home industry
to deliver quality care to residents, such as professionalizing the
staff through upgraded qualifications and training requirements,
particularly for administrators and aides. Environmental.standards
also require considerable additional attention on the part of the
industry.

Closing

The problems in the adult home regulatory system are several:
limited staff, a lengthy and cumbersome legal process, excessive
negotiations, minimal financial resources, and insufficient legal
authority. These are compounded by providers in a service delivery
system focused on collecting public funds for profit rather than
on meeting the needs of frail people.

Under the present enforcement system, truly a paper cne, it
cannot reasonably be expected that the guality of care or the
quality of life for residents in marginal or substandard adult
homes will improve. Meaningless threats and frequent compromises
have had little impact on chronically deficient facilities.

The current standards must be effectively enforcaed throughout
the adult home system.

Tha State Long Term Care Ombudsman Program must be visibly
present in all adult homes.

The Commission has completed an excellent report of findings
and recommendations. The next steps are crucial. We believe that
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there is a need for a coordinated strategy for using the findings
and recommendations for the benefit of residents, to define clear
expectations for the adult home industry, and to set a course for
the future of the industry. The Commission, the State Department
of Social Services, the State Office of Mental Health, the State
Office for the Aging, and the Executive Chamber should be included
in that effort.

Sincerely,
A

Jane G. Gould
Director

cc: Michael J. Dowling
Cesar A. Perales
Richard C. Surles
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