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Foreword

Change again set the tone at the Commission this past year. In April, we moved our office to Schenectady.
As any homeowner knows, moving can be both difficult and challenging. Fortunately, we were blessed with
a great committee within our agency who incorporated the concerns of staff and kept us posted on the
progress of the renovations. Their effort, coupled with a gracious welcome by Mayor Al Jurczynski, the
people and the merchants of the City of Schenectady, provided for a smooth and efficient transition.

During the year, I had the privilege to visit throughout the state, meeting with family members,
consumers, and providers of service. These visits provided me with an opportunity to witness firsthand
what was happening in various regions of our state and to listen to the concerns and hopes of those we serve.
I was gratified to hear consistently how grateful people felt for the compassionate and professional manner
in which Commission staff responded to their issues and requests. The pages in this report provide the
highlights of our work this past year, outcomes achieved because of the values expressed in our mission
statement.

Since the creation of the Commission over twenty years ago, the mental hygiene system has been
radically transformed. We have moved from a system marked by large institutions to smaller community-
based residences, from a one-size-fits-all method of service delivery to a more person-centered approach,
from a state-dominated system to one sponsored by voluntary, not-for-profit providers. The changes have
been revolutionary. With these changes, new challenges arise for the role of the Commission.

To  improve our efforts, we are in the midst of a process of strategic planning. While we will always
continue to respond to the calls for help brought to our attention, we will also be exploring newer options
that are in accord with a changing system. As catalysts for change, the Commission has to be open to a
variety of ways to improve the quality of life for persons with disabilities. But no matter what form our
efforts take,  they will remain in fulfillment of our mission of ensuring excellence in the quality of service
and protecting the rights of the citizens we serve.

I want to commend the members of the Commission, all our staff, and all of you for your assistance this
past year. With gratitude for the past, I look ahead to the coming years with confidence and hope!

Gary O�Brien
CHAIR
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Ensuring and Advancing Programmatic
and Fiscal Accountability...

�Ensuring and advancing programmatic and fiscal accountability within the State�s mental hygiene system
through independent oversight,� and �Offering impartial and informed advice and recommendations on
disability issues to government officials, program operators, individuals with disabilities and their families
and advocates, and the public-at-large� are key objectives in the Commission�s mission and part of its
statutory obligations.

During the past year the Commission was called upon to fulfill these mission objectives in various
significant ways, including investigating the tragic incident of an individual with an extensive history of
receiving mental health services alleged to have pushed a young woman to her death in a New York City
subway station; monitoring incidents of alleged violent and sexual assaults in a psychiatric center;
investigating and reporting on the numbers and treatment of homeless individuals with developmental
disabilities; visiting and recording care and treatment of individuals with mental illness residing in adult
homes; and making available to the public and provider community Commission staff experience and
expertise on issues related to people with disabilities.

Findings and recommendations from these investigations and activities have resulted, the Commission
believes, in �improving the quality of life for individuals with disabilities in New York State, and beyond.�

In the Matter of David Dix
In January 1999, David Dix (a pseudonym), an individual with an extensive history of psychiatric
treatment, allegedly pushed a young woman to her death in front of a Manhattan subway train. The
Commission and its Mental Hygiene Medical Review Board conducted an investigation to determine what
mental health services Mr. Dix had received, to assess whether the services were adequate and appropriate,
and whether they represented a cost-effective expenditure of public funds. This investigation concluded
with a report, In the Matter of David Dix, which included recommendations for improving the care of
individuals who are seriously and persistently mentally ill, whose histories include behaviors dangerous to
themselves or others, and who are uncooperative with outpatient mental health services.

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

The two-year period after Mr. Dix left the adult home to live in an apartment in 1997 was marked by
frequent visits to emergency rooms and numerous inpatient admissions, sometimes precipitated by his own
requests for treatment and at other times by his aggressive behavior towards others. His treatment sources
were multiple, the care uncoordinated, costly, and, according to the Commission�s Medical Review Board,
often inappropriate in its failure to recognize his need for intensive, daily contact. Mr. Dix received 199
days of inpatient and emergency room services, on 15 different occasions, in six different hospitals from
1997 to 1999. Four different clinics provided outpatient services in this time period. In 1998 alone, mental
health services for Mr. Dix cost over $88,000.
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Recommendations
In an effort to address the fragmented and often inappropriate care afforded Mr. Dix and identify

available alternatives that have proven more effective and less costly, the Commission�s investigation
report concluded with the recommendation that the Office of Mental Health conduct a comprehensive
assessment of current housing resources�including, but not limited to, state and voluntary community
residences and supported living programs�and the current availability of Intensive Case Managers and
Assertive Community Treatment teams to determine the need for additional residential and community
support services for individuals whose serious and persistent mental illness has represented a danger to
themselves or others or has resulted in frequent rehospitalizations.

Among a series of other recommendations, the Commission and Medical Review Board also recom-
mended that all facilities discharging individuals with serious mental illness and a history of non-
compliance with aftercare ensure, through training and supervision, that staff who prepare discharge plans
are aware of and consider the full array of services in the community which may be needed to support the
individual. Additionally, case managers should be assigned and held responsible for monitoring compli-
ance with clinical recommendations and prompting additional interventions as they become necessary.

Kendra�s Law
On August 27, 1999, Governor Pataki approved legislation (Chapter 408, Laws of 1999) inspired by the
death of of the young woman who was pushed into the path of the subway train.

The Governor, Senate Majority Leader Joseph L. Bruno and Assembly Speaker Sheldon Silver reached
a three-way agreement on this legislation which they said has been �designed to protect the public and
individuals living with mental illness by ensuring potentially dangerous mentally ill outpatients are safely
and effectively treated.�

�Kendra's Law� authorizes courts to issue orders that require mentally ill persons who are unlikely to
survive safely in the community without supervision to accept medications and other needed mental health
services.Under this law, close family members, roommates, qualified psychiatrists, directors of psychiatric
hospitals, and local mental health officials will be authorized to petition the courts for court-ordered
community-based mental health treatment.

The new law has been supported by family members and other advocates, while former recipients of
services and some legal advocacy groups and nonprofit community-based mental health agencies have
opposed involuntary psychiatric treatment.

Governor Announces New Mental Health Package:
$125 Million in Expanded Mental Health Services
On November 9, Governor Pataki announced a comprehensive package of initiatives to strengthen New
York State's mental health system, with more than $125 million in new funding for expanded children and
adult mental health services.

The cornerstones of the Governor�s package of new initiatives include:

❍ more than $52 million for new case managers and special Assertive Community Treatment (ACT)
teams of field-based clinicians, increasing the number of persons served from 15,600 to 25,000;

❍ ensuring that individuals have access to services and stay on their medications;

❍ $20 million for approximately 2,000 additional units of supported housing;
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❍ $8 million to expand special state-operated transitional residences to all five state psychiatric centers
located in New York City;

❍ $10 million to enhance oversight of community-based programs by the New York State Office of
Mental Health (OMH).

In addition, during the coming year, the number of state psychiatric center beds will remain unchanged
until there is a reassessment of bed needs for the future. This will help OMH ensure that no person in need
of an institutional placement will have to wait for admission to a state psychiatric center.

The Governor�s plan also includes 112 new community residence beds for children, using capital
funding included in last year�s enacted budget, as well as initiatives to provide additional community
services that will support the early intervention and treatment of children and adolescents with serious
emotional disturbances.

Oversight in a State Psychiatric Center
In June 1999, the Commission received a report expressing concerns regarding safety on a unit in a state
psychiatric center. The complainant reported that both patients and staff were in danger on the unit due
to low staffing levels, psychiatrists were not seeing and treating patients, and there was inadequate
administrative response to allegations of rape.

The facility concurred with the Commission�s identification of clini-
cal and risk assessment concerns. The recommendations were
implemented and the psychiatric coverage and administrative over-
sight were instituted on the problematic unit. Additionally, upon
learning of the concerns at this facility, the Office of Mental Health
initiated a statewide memorandum to all state psychiatric centers to
ensure that the same recommendations were implemented across
all New York State facilities.

The Commission visited the facility, reviewed records, incident reports, and trend data, and interviewed
administrative and unit staff. Commission staff found that in the previous September a patient with a
history of violence assaulted a staff member. This was followed by further assaults. The facility responded
with an investigation and corrective actions, including reallocation of floating staff, improvement of their
emergency response system, increased safety rounds, and hiring a new treatment team leader.

Most incidents of sexual contact were appropriately identified and reviewed through the incident
management system. However, the Commission found there was one incident, which involved a patient
with a criminal history of rape, that was not addressed in a timely or thorough manner.

Notwithstanding the improvements made by the facility, the Commission�s review found significant
problems in the area of risk assessment. Adequate clinical attention was not provided to patients with
serious histories of violence. This lack of attention may have contributed to the occurrence of violent/
criminal acts which resulted in harm to patients and staff. The Commission review identified areas
requiring further administrative response and supported a number of the concerns identified by the original
complainant. The most significant areas in need of attention included psychiatric oversight and risk
assessment/identification.

The Commission recommended that the facility increase oversight and monitoring of unit psychiatrists
by making them accountable to standards set by the clinical director; ensure that patients who are at a high
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risk for violence are adequately assessed, and that patients who are at a high risk for sexual perpetration
or victimization are clearly identified; that patients who require the more structured setting due to
behavioral problem increases be formally assessed regarding pass and privilege levels, and that primary
psychiatrists sign off on notes written by residents or covering psychiatrists to ensure that he or she has
the entire clinical picture of the patient.

The facility concurred with the Commission�s identification of clinical and risk assessment concerns.
The recommendations were implemented and the psychiatric coverage and administrative oversight were
instituted on the problematic unit. Additionally, upon learning of the concerns at this facility, the Office
of Mental Health issued a statewide memorandum to all state psychiatric centers to ensure that the same
recommendations were implemented across all New York State facilities.

Homeless Individuals with Developmental Disabilities
In August 1999, the Commission released Report on Individuals with Developmental Disabilities who are Possibly
Homeless refuting media claims that there were scores of homeless, developmentally disabled persons
known to the Office of Mental Retardation and Developmental Disabilities (OMRDD). The report also
illustrated OMRDD�s prompt response to individuals who are reported to be homeless and developmen-
tally disabled.

Overall, the Commisison found that OMRDD was correct in refuting
the media�s conclusion that 135 developmentally disabled people
were homeless in mid-1998. It was also found that OMRDD re-
sponds quickly and creatively to the needs of such individuals.

In mid-1998, media reports indicated that there were 135 homeless developmentally disabled
individuals statewide. As this figure was generated by a computer system of OMRDD, the DDP-4
Confidential Needs Identification System, the media reports implied that OMRDD was aware of the plight
of these individuals, but not responsive to their needs.

OMRDD disputed the accuracy of conclusions drawn from its computer data, and indicated that it was
vigilant in responding to the needs of developmentally disabled people whose homelessness was brought
to its attention, as evidenced by its response to the 62 homeless people referred to its attention in the one
year immediately preceding the media reports.

The Commission was called upon to investigate the matter. Commission staff reviewed a random
sample of approximately 50 individuals drawn from 135 individuals cited by the media and the 62 referred
to OMRDD within the prior year. Additionally, Commission staff interviewed Developmental Disabilities
Service Office (DDSO) staff and, where necessary, voluntary agency staff from the 11 DDSOs where the
sample clients lived. The multifold purpose was to resolve differences of opinion as to the veracity of
conclusions drawn from the DDP-4 data; develop a profile of homeless developmentally disabled persons;
assess the system�s response to such individuals; and offer recommendations for improvement.

Overall, the Commission found that OMRDD was correct in refuting the media�s conclusion that 135
developmentally disabled people were homeless in mid-1998. It was also found that OMRDD responds
quickly and creatively to the needs of such individuals.

DDP-4 data are cumulative, span time, and are not necessarily updated based on changes in consumers�
situations. Additionally, they reflect perceived, not actual, client needs, which are later verified. In
reviewing the sample clients drawn from the DDP-4 data, it was found that 44% were either never
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homeless or not developmentally disabled; that 32% were developmentally disabled and were homeless
at some point between 1992 and 1998, but had been linked to residential services prior to the media reports;
and that only eight percent were homeless and apparently developmentally disabled in mid-1998.

In reviewing a sample of the 62 clients brought to OMRDD�s attention as being possibly homeless and
developmentally disabled in the one-year period prior to mid-1998, it was found that about a quarter were
neither developmentally disabled nor homeless. But of those who were, OMRDD and/or its licensees
acted promptly to find placement and services.

The profiles of developmentally disabled and homeless individuals which emerged suggested formi-
dable service challenges, a fact confirmed by service staff interviewed. They reported that the real problem
presented by homeless people with developmental disabilities is not their numbers, but the complexity of
their service needs, including concomitant serious mental illnesses, serious medical problems, difficulties
with the criminal justice system, chemical abuse histories, and a significant percentage (22%) were parents
of dependent children.

It was found that various DDSOs had developed different and innovative approaches in responding to
the problem of developmentally disabled homeless individuals within their districts, models which perhaps
could be replicated in other DDSOs. The Commission recommended that OMRDD explore this
possibility.

The Commission also recommended that OMRDD work together with the Office of Alcoholism and
Substance Abuse Services to develop treatment approaches for developmentally disabled individuals with
chemical abuse difficulties. (OMRDD already has agreements with OMH on shared responsibilities
towards individuals with mental illness and developmental disabilities.)

Adult Homes
As a result of legislation enacted into law in 1994, the Commission�s jurisdiction was expanded to include
oversight of adult care facilities where twenty-five percent or more of the residents were receiving or had
received services from a mental hygiene provider.  Based on a 1999 report by the Office of Mental Health,
this authority provides the Commission with oversight authority of some 176 of the 453 adult homes in
the state, and to nearly 9,000 residents with a diagnosis of serious mental illness living in these impacted
homes.

The purpose of this project is to conduct systemic reviews of those
adult homes where there is some indication of possible problems
based on complaints received, deaths reported or referrals received
by the Commission from advocacy programs.

With the recent transfer of regulatory oversight of adult homes from the former Department of Social
Services to the Department of Health, the Commission decided to initiate a preliminary review of adult
homes.  From December 1998 to August 1999, the Commission�s Policy Bureau coordinated the review
of seven homes, five of which were located in New York City and two in Sullivan County. This review
found four homes with very poor living conditions and three with mediocre living conditions.

Based on the results of this review, the Commission has undertaken a six-month pilot adult home
oversight project.  The purpose of this project is to conduct systemic reviews of those adult homes where
there is some indication of possible problems based on complaints received, deaths reported or referrals
received by the Commission from advocacy programs. To carry out this project, over 30 staff of the
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Commission from every bureau of the agency have been trained to participate as members of field teams
to assist in these systemic site reviews. It is the Commission�s expectation that these reviews will allow the
agency to address individual complaints, recommend improvements needed in the home, and identify
underlying problems and exemplary practices among adult care facilities which impact upon the quality of
life for persons with disabilities living in these homes.

Speakers Bureau
During the past year, the Commission made available to the public and provider community its staff
experience for training and �targeted� presentations. Commisson staff have a considerable number of years
of experience in the fields of mental health and developmental disabilities. Many were practitioners and
administrators before becoming staff for the Commission.

The Commission initiated this service not only to provide individualized, substantive training but also
to give Commission staff an opportunity to expand their horizons and improve job satisfaction.

Commisson staff have a considerable number of years of experience
in the fields of mental health and developmental disabilities. Many
were practitioners and administrators before becoming staff for the
Commission. . . .The Commission�s Speakers Bureau participants
are all seasoned public presenters who already are well known to the
provider community for their appearances at conferences and work-
shops.

Among the questions presented to agencies and consumer/parent groups who would utilize this service
were the following:

❍ Does your staff need additional training on how to proceed with an investigation after an allegation
of abuse?

❍ Have you considered all of the ramifications concerning consumer sexuality?

❍ Have you given parents sufficient and objective information about Guardianship and Future Planning ?

❍ Are all the members of your Board of Directors aware of their responsibilities and possible liabilities?

The Commission�s Speakers Bureau participants are all seasoned public presenters who already are well
known to the provider community for their appearances at conferences and workshops. The accompanying
table lists an array of possible topic areas. However, presentations can be tailored to individual audience
need. Forums can range from 90 minutes to two days and sites may be regional or more centralized.

There have been 29 presentations since the inception of the Speakers Bureau in September 1999, and
Commission staff look forward to many more in the new year.

For more information and coordination of a future speaking engagement, call Bill Combes at
(518) 381-7098, e-mail: billc@cqc.state.ny.us, or write to the Commission.
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Ensuring Fiscal Accountability: More Specifics

The Commission�s shared vision on improving the quality of life for individuals with disabilities sometimes
requires it to look into the abuse or misuse of public funds at facilities where poor care and living conditions
have been found.

Generally, the Commission�s fiscal investigations begin as a result of input received from complainants
(sometimes anonymous) and referrals from the Commission�s Quality Assurance Investigations Bureau
and other government agencies such as the State Medicaid Fraud Control Unit. The investigative process
entails an audit of the program�s finances and determination whether or not there has been any abuse or
misuse of public funds. In addition, the Commission forms an opinion on board oversight and whether the
programs operate in the public interest.

The Commission reports on its investigative findings in the form of reports, press releases and letters
of findings and may include summary articles on its reviews in its newsletters and annual reports. The
Commission issues its reports to the mental hygiene agencies certifying the programs, as well as other
governmental bodies, to bring appropriate enforcement actions against the operators for fraudulently
diverting public monies from client care to their personal enrichment.

The Commission�s fiscal investigations begin as a result of input
received from complainants (sometimes anonymous) and referrals
from the Commission�s Quality Assurance Investigations Bureau
and other government agencies such as the State Medicaid Fraud
Control Unit. The investigative process entails an audit of the
program�s finances and determination whether or not there has been
any abuse or misuse of public funds. In addition, the Commission
forms an opinion on board oversight and whether the programs
operate in the public interest.

The outcomes which have been realized as a result of actions taken by the Office of Mental Retardation
and Developmental Disabilities (OMRDD) include the replacement of an executive director and related
family members who were personally benefitting from agency monies at the expense of the program�s eight
residents. The Commission�s review of the program�s dire living conditions prompted the OMRDD to
intervene to improve the quality of life for the residents. Another successful outcome materialized when
due to the issuance of the Commission�s report, state contract agencies took immediate and appropriate
action by terminating their contracts with the provider agency, which was illegally misapplying Medicaid
funds, and awarded the contract to another provider committed to properly serving individuals with
developmental disabilities. A third favorable outcome was the creation of a legitimate board to govern the
agency�s fiscal affairs, safeguard its assets, and expend its public monies for resident services. In addition,
the Commission�s reports and newsletters serve as a deterrent to other unscrupulous providers who may
be contemplating improperly enriching themselves with agency funds.
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Diverting Funds to the Detriment of Home Residents
After receiving an anonymous complaint, the Commission investigated and found credible evidence that
the executive director of an OMRDD licensed not-for-profit corporation located in Queens neglected and
exploited its developmentally disabled residents by depriving them of adequate food, shelter and services.

The root cause of the group home�s dismal conditions was the failure
of the board of directors to monitor the executive director�s activities
and hold her accountable for the management of the agency�s
operations.

The Commission�s investigation, documented in its June 1999 report, Abandoning Its Not-For-Profit
Purpose: The Case of Project Independence of Queens NY, Inc., found that residents were living in a run-down
roach-invested group home called an individualized residential alternative (IRA) and fed inferior diets
consisting of mostly government surplus foods. Other program deficiencies included inadequate hot water,
lack of personal hygiene items, an overpowering urine smell, unsafe fire alarm system and dirty and
unsanitary facility conditions.

The root cause of the group home�s dismal conditions was the failure of the board of directors to monitor
the executive director�s activities and hold her accountable for the management of the agency�s programs.
The board�s abdication of its oversight responsibilities permitted the executive director to place 15 of her
relatives on the payroll and to set her own salary, which amounted to $114,000 in 1997, more than double
(235%) the average salary of comparable executive directors.

The Commission�s review also found over $50,000 in undocumented credit card expenditures by the
executive director and her relatives, including questionable trips to Florida, Haiti, and the Dominican
Republic, and spending for personal items such as jewelry, clothing, and furniture. Additionally, the
executive director misappropriated another $35,000 in agency funds, which was used as a down payment
to purchase a personal home. As a result, despite what would ordinarily be adequate funding for agency
operations � over $65,000 annually per resident in government funding � the agency was required to
periodically obtain short-term loans to continue operations.

The Commission�s investigation also criticized the agency�s certified public accountant, who failed to
consistently follow professional auditing standards, inappropriately issued �clean audit opinions,� and
failed to flag serious internal control weaknesses by issuing a �management letter.�

As a result of the its report findings, the Commission has made referrals to the U.S. Attorney for the
Eastern District of New York and the Federal Bureau of Investigation (FBI) for possible criminal
prosecution related to the misappropriation of medical assistance funds. It also made referrals to the State
Department of Law for possible violations of the N.Y. Penal Law and N.Y. Not-For-Profit Corporation
Law to recover funds that may have been misappropriated, and to the State Department of Education
Office of Professional Discipline because of alleged unprofessional conduct by the agency�s certified
public accountant. Additionally, OMRDD, in cooperation with the Commission, acted to preserve the
health and safety of the program residents by monitoring the care provided to them, and by inducing the
agency�s board to replace its executive director and certain other family members.
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Wrongful Diversion of Medicaid Funds to Housing Project
The Commission�s review of the Independent Living Center of Amsterdam, Inc. (Center) began after the
Department of Law, Medicaid Fraud Control Unit, referred a complaint concerning program and fiscal
abuse at this not-for-profit agency, which was funded by the state to assist individuals with disabilities to
pursue a more independent and active life in the community.

The Center illegally misapplied Medicaid funds to underwrite  an ill-
conceived housing development for the elderly, through a closely-
held not-for-profit corporation called Veddersburg Village, which
brought both corporations to the brink of bankruptcy.

In New York State, independent living centers are evaluated, overseen and primarily funded by the
Office of Vocational and Educational Services for Individuals with Disabilities. (VESID). While their
corporate mission is broadly and generally defined, independent living centers are expressly prohibited by
state law from establishing or operating any kind of residential or housing facility. The Center was unique
among living centers in New York in that it received two-thirds of its monies from Medicaid to provide
services to individuals with developmental disabilities in family care homes certified by OMRDD.

The Commission�s August 1998 report, Diverting Public Funds: The Misguided Mission of the Independent
Living Center of Amsterdam, Inc., describes how the Center illegally misapplied Medicaid funds to underwrite
an ill-conceived housing development for the elderly, through a closely-held not-for-profit-corporation
called Veddersburg Village, which brought both corporations to the brink of bankruptcy. The dire situation
prompted state action to end further diversion of funds, and prevent a lapse in services to disabled clients.

The investigation found that the Center misled state contract agencies by assuring them that no
government monies would be used to develop Veddersburg, while it in fact was generating and then
diverting funds for that purpose by overcharging state contracts $58,000 for administration and misstating
cost and expenditures used to establish government rates. In addition, the Center received and similarly
diverted over $45,000 in Family Support Service contract funds for services to under-served individuals
with developmental disabilities, despite having no such clients. The Commission report also was highly
critical of the Center�s board of directors for failing to act as fiduciaries to protect Center assets and manage
its affairs properly. It characterized the board as �careless� in its scrutiny of the illegal and improper
transactions which placed the Center�s programs at risk and allowed both its and Veddersburg�s financial
conditions to deteriorate to near insolvency. The Commission recommended VESID and OMRDD
examine their internal monitoring mechanisms, which failed to detect the improprieties and growing
financial instability.

Upon learning of the Commission�s findings, state contract agencies took immediate and appropriate
action. VESID terminated its contract with the Center effective September 30, 1998, in the meantime
requiring a transition plan and cooperation in transferring operations to two other independent living
centers. OMRDD simultaneously terminated its contracts and removed the Center�s authorization to
sponsor services for developmentally disabled individuals. The Department of Law notified Veddersburg�s
attorney and the elderly residents that no sales of housing units should have been made and asked that
entrance fee refunds be offered to the residents.

In late 1999, the Resource Center for Independent Living of Utica, Inc. was awarded the VESID contract
to continue and expand core services for individuals with disabilities in the Amsterdam area. In December
1999, the Attorney General filed a lawsuit against the former operators of Veddersburg Village to recoup
the entrance fees of $60,000 and $40,000 paid by two elderly residents into the now-defunct retirement
community.
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Exploiting Medicaid Through a Shell Not-For-Profit
The Commission�s investigation into the financial practices of a 10-bed group home near Hudson N.Y.,

licensed by the OMRDD for individuals with autism and other disabilities, found that a husband and wife
team diverted over three-quarters of a million dollars of program funds for personal use through a shell not-
for-profit corporation to conceal and distribute ill-gotten Medicaid proceeds.

The scam at the agency was facilitated by a fiction that a board of
directors oversaw SNP and its finances, when in fact all decisions
were made by Joseph Fricano, producing unauthorized expendi-
tures for him and his family�s personal benefit.

 The Commission�s January 1999 report, Exploiting Medicaid Through a Shell Not-For-Profit Corporation: The
Case of Special Needs Program, Inc., describes how Joseph Fricano, as executive director and board president,
and his wife, Mary Ann Fricano, who was also an employee, used fraudulent documents and falsified board
records to dominate and control the agency and remain undetected by OMRDD.

The public moneys siphoned off from January 1994 through July 1997 were spent primarily for
unauthorized salaries, fringe benefits and leased vehicles. Mr. Fricano�s salary rose from $40,840 in 1987
to $153,712 in 1996, and was projected to reach $190,000 in 1997, through excessive unauthorized pay
increases and fraudulent overtime, while reportedly working 20 hours per week at most. The Fricanos�
took fringe benefits unavailable to other employees, such as a disability policy, special family medical,
dental and vision coverage, and reimbursement for tuition and books. They also had exclusive use of two
agency vehicles and �double-dipped� by taking $6,000 in mileage reimbursement despite the fact that the
agency was paying all auto expenses.

The Commission found over $10,000 in questionable credit card purchases for jewelry, airfares, and
other items including purchases made on the Home Shopping Network. In addition, the husband and wife
reimbursed themselves over $11,000 with agency funds, through petty cash and direct purchases, without
adequate documentation to support the business nature of the expenditures. Also, over $7,000 in agency
funds were spent on memorabilia and collectibles. Finally, the Commission found evidence that the
executive director filed false instruments stating he had no earned income to obtain disability benefits from
the City of New York.

An excessive Medicaid rate of $100,000 annually for each of the 10 residents allowed the couple to
�milk� the program while still delivering �reasonably good services.� The scam at the agency was facilitated
by a fiction that a board of directors oversaw SNP and its finances, when in fact all decisions were made
by Joseph Fricano, producing unauthorized expenditures for him and his family�s personal benefit. During
the Commission�s review, OMRDD regularly monitored care at the agency and ensured creation of a
properly constituted board of directors, including an OMRDD designee on the board.

Pursuant to its statute, when there was evidence that crimes may have been committed, the Commission
gave notice to the appropriate law enforcement officials including: the Internal Revenue Service for
possible excise taxes on �excess benefit transactions;� the U.S. Attorney for the Northern District of New
York, and the Federal Bureau of Investigation for investigation of possible criminal conspiracy to
misappropriate medical assistance funds; the State Insurance Department, Workers� Compensation Board
and the NYC Inspector General for false disability claims; and, the State Department of Law to recover
funds that had been misappropriated.



16

On November 3, 1999, Daniel J. French, the United States Attorney for the Northern District of New
York, who accepted criminal jurisdiction of the case, reported that a nine-count indictment was returned
by a federal grand jury in Albany on October 28, 1999 against Joseph Fricano. The indictment charged him
with a scheme to defraud by maintaining a fictitious board of directors to oversee SNP and its finances,
which purportedly approved decisions and policies, including those which financially benefitted Joseph
Fricano, when in fact those decisions and policies were set by Joseph Fricano himself.

On November 9, 1999, Louis F. Allen, Special Agent in Charge, Albany Division, Federal Bureau of
Investigation, reported that Jospeh Fricano was arrested in Cocoa, Florida by the FBI�s Orlando office. Mr.
Fricano went to Florida after he abruptly left the agency at the onset of the Commission�s financial review
in mid-1997.
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Providing Case-Specific and
Systemic Investigative Services

Quality Assistance in Individual Cases
The Commission receives approximately 1,600 calls for assistance monthly on its 800 number. In addition,
approximately 600 incident reports of possible abuse or neglect are mailed or faxed per month. Another
175 cases or so per month of deaths in New York�s mental hygiene system are reported and looked at
carefully for possible detailed investigation.

The Commission prides itself in being a place where individuals with
disabilities, their parents, family members,  or other advocates can
call or write for assistance, be respected, listened to, and followed-up
wherever and however possible.

The range of the calls for assistance can vary from a need for blankets in a facility or filthy environmental
living conditions which must be improved, to serious incidents calling for  immediate interventions to
protect individuals from harm. The following are selected examples:

Environmental Conditions

❍ A Commission review was initiated in response to an anonymous complaint alleging substandard
services at several residences run by a not-for-profit provider. Unannounced visits were made to three
residences and, although the apartments were generally clean, they were undecorated, in need of repair
and roach infested. In addition, cleaning supplies were left in the reach of consumers, and bumper and
side pads were missing from several beds, creating safety issues. One consumer�s mattress was so urine
soaked, it had to be replaced immediately. Further, documentation of medical and nursing interven-
tions was so poor, Commission staff could not determine whether or not consumers were receiving
appropriate care.

In response to Commission staff findings, the agency made needed repairs, cleaning supplies were
moved to an appropriate area, a new pest control business was hired, and the agency took steps under
the direction of the health care coordinator to improve record keeping.

❍ The Commission received an anonymous letter stating that the environmental conditions of a
residence and services provided to the consumers were inadequate and potentially dangerous. In
addition, the letter alleged that the manager was involved in acts of fraud regarding consumer�s
personal finances, forged signatures on medical orders, and had obtained personal prescriptions using
the name of a consumer.

In response, Commission staff made an unannounced visit discovering numerous deficiencies which
compromised the health and safety of the residents.  The residence was extremely dirty, personal
hygiene supplies were poorly maintained, the kitchen was roach-infested, food was improperly stored,
bathrooms lacked adequate supplies, and there was evidence that the menu was not followed.

Due to the serious conditions found, Commission staff contacted the Office of Mental Retardation and
Developmental Disabilities� Bureau of Program Certification and referred the matter to them.
OMRDD staff conducted their own site visit and, as a result, a 60-day letter was sent to the facility.



18

The agency subsequently submitted an appropriate plan of corrective actions to OMRDD, and a
subsequent site visit by Commission staff determined that conditions have significantly improved at
the residence.

Protection from Harm, Protection of Rights

❍ A mother called the Commission to complain that staff at a DDSO-operated IRA were unable to
prevent her son from being sexually victimized by other residents at the facility. In response,
Commission staff made three separate site visits to the residence where they were able to determine
that, indeed, there were several incidents of sexual contact between three men at the residence.

Commission investigators discussed with the administration of the residence a number of issues
including safety and supervision of residents, staff training, the need for medical exams, and the need
to conduct evaluations of capacity to consent to sexual activity for residents.  In response, all residents
have updated capacity-to-consent determinations, sexuality counseling is available to residents, staff
have received updated training in human relationships and sexuality issues, and supervisory policies
have been tightened.

❍ A resident of a psychiatric center called the Commission to complain, among other things, that the level
system in use on the forensic unit at the facility violated his rights because it did not allow him to make
or receive telephone calls unless he was able to maintain a specific level. The Commission investigation
clearly revealed that this was in violation of regulations. As a result of the Commission inquiry, the
hospital�s level system policy was modified.

❍ The Commission received a call from a woman complaining that she was discharged from the hospital
with only an appointment for an admission interview for residential alcohol rehabilitation. The
Commission found that, while the woman presented many challenges to the staff who attempted to
arrange appropriate outpatient treatment services, the discharge plan made for her did not adequately
address her needs for outpatient mental health treatment and was not in line with admission protocols
at the residential alcohol rehabilitation program. In response, staff were trained in Mental Hygiene Law
requirements for discharge planning and the hospital amended its policy to enter into formal, written
agreements with other providers of psychiatric services to ensure proper discharge planning.

❍ The director of a Residential Treatment Facility (RTF) complained to the Commission that a 15 year-
old young man was transferred inappropriately from a hospital�s Comprehensive Psychiatric Emer-
gency Program (CPEP) to the RTF. The young man had become agitated while waiting in the CPEP
and was given injections of Ativan, Serentil, and Benadryl. He was then released from the CPEP and
arrived back at his residence in a state of unconsciousness. He was then taken to another hospital where
the treating physician had to wait approximately five hours for the child to become fully alert. He was
subsequently admitted to a psychiatric unit for approximately six weeks.

The Commission investigation revealed that the CPEP physician who treated the young man was most
likely not aware that the RTF was ill-equipped to handle an acutely disturbed individual, and that the
child received medications commonly used to treat acute illnesses. His state of disorientation was most
likely an unusual reaction to the medication. However, Commission staff recommended that the CPEP
rewrite its transfer policy to indicate that RTF�s are not able to handle individuals in an acute stage of
a psychotic illness. In response, the CPEP rewrote its transfer policy.

❍ The Commission became concerned when it learned that an agency was not forwarding investigations
and abuse allegations in a timely manner. As a result, Commission staff reviewed agency procedures
regarding investigations and the functioning of the Special Review Committee (SRC) and found
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numerous deficiencies in policies and procedures. For example, staff were not adequately trained in
conducting investigations, the quality of investigations was inconsistent, and they were not timely.
Further, oftentimes program managers were not complying with recommendations made by the SRC.
In fact, one manager �respectfully declined� to comply with several recommendations without further
explanation.

Following the Commission�s review, the Office of Mental Retardation and Developmental Disabilities
was requested to do an additional review, and, as a result, OMRDD provided the agency with
investigations training, sexual abuse prevention training, and OMRDD staff provided on-site technical
assistance to the SRC.

❍ The Commission received a number of calls from patients at a psychiatric center, who alleged that the
facility was inappropriately using PADS restraints, a system of restraint in which an individual�s wrists
are tethered to a belt around his or her waist, and the length of the tether can be adjusted. The
Commission investigation revealed that PADS were routinely used at the facility as a preventive
intervention.  Although the hospital was in compliance with all other rules and regulations regarding
the use of this treatment device, the use of PADS as a preventive intervention is clearly not in keeping
with Mental Hygiene Law regarding the use of restraint.  As a result of Commission findings, OMH
asked the hospital to cease the use of PADS for preventive purposes.

❍ The Commission investigated an incident of sexual activity between hospitalized children, one nine
and the other four years of age. The investigation revealed that the nine year-old was admitted with
a history of fire-setting and sexual abuse. Although the child�s treatment plan addressed the need for
him to discuss his anger over being sexually victimized, it did not address his sexual acting out.  During
the child�s hospitalization, it was learned that the nine year-old and the four year-old engaged in oral
sex, at the insistence of the older boy.
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The Commission investigation revealed several problems with the care received by the nine year-old.
Although the hospital had prior knowledge of his history of sexual abuse, hospital staff provided him
with no defensive strategies to help prevent future abuse. Sexual abuse was not addressed in his
treatment plan either before or after the incident with the four year-old. The hospital did not consider
the sexual histories of children in assigning bedrooms, nor did the hospital evaluate where the
supervision of the children lapsed, allowing the incident to occur. However, most disconcerting to
Commission staff was hearing hospital staff stating that it was their belief that a child who was a victim
of sexual abuse could not be an aggressor.  This evidenced the absence of fundamental information and
understanding about the effects of sexual abuse and its various manifestations.

In response to Commission findings, the hospital developed a thorough staff training program dealing
with sexually abused children.

Reviews of Health and Hospital Corporation Facilities
The Health and Hospitals Corporation (HHC) purports to be one of the largest providers of psychiatric
services in New York City. There are eleven public HHC-affiliated hospitals within the New York
Metropolitan region that provide such services on an inpatient basis. Over the years, Commisson site visits
to the psychiatric units of several HHC facilities have resulted in findings of problematic (sometimes
egregious) living conditions, inattention to the personal care needs of patients, lack of appropriate
programming resulting in pervasive patient idleness and the impassivity of staff.  These findings prompted
the Commission to undertake a larger review of the psychiatric units of the hospitals.

Between July 1998 and March 1999 the Commission completed 11 unannounced HHC hospital
reviews. Commission staff reviewed environmental conditions, patient programming, and restraint/
seclusion records at Harlem Hospital, Kings County Hospital, Lincoln Hospital, Jamaica Hospital, North
Central Bronx Hospital, Bellevue Hospital, Woodhull Hospital, Metropolitan Hospital, Queens Hospital,
and Coney Island Hospital.

Findings at these facilities varied. Some of the hospitals had numerous environmental deficiencies,
including unsanitary conditions in the bathrooms, poor management of patient personal care supplies, lack
of adequate clothing for the patients, inadequate privacy, and a variety of minor maintenance concerns.
In addition, pervasive patient idleness and lack of meaningful treatment programs were seen as problems
throughout the HHC hospital system.

In contrast, conditions at some hospitals, notably Lincoln Hospital, were excellent, with reviewers
noting clean environments, generous staffing levels, adequate clothing and linens, and obvious attention
to patient personal hygiene and hygiene supplies. Commission staff also found that hospitals with a
treatment philosophy stressing the importance of patient programming appeared to be winning the battle
over patient idleness and treatment stagnation.

Commission staff were pleased to report that comprehensive corrective plans have been submitted by
all the hospitals reviewed in response to the findings. Substantial improvements were noted in some of the
follow-up visits.
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Watching Over the Children
Ever since the Child Abuse and Protection Act (CAPA) of 1985, the State Central Register (SCR) forwards
to the Commission allegations of the abuse and neglect of children in residential care facilites licensed or
operated by the Office of Mental Health or the Office of Mental Retardation and Developmental
Disabilities. During the past fiscal year, the Commission opened 161 such cases.

Investigation of these allegations brings Commission staff into all types of residential programs for
children with diverse disabilities: programs for children who are medically frail, children with symptoms
of mental illness, children with autism and Prader-Willi Syndrome in community residences, children who
have lived for years in long-term psychiatric settings, children who are profoundly mentally retarded, and
youths with conduct disordered behaviors.

At the conclusion of each investigation, the Commission makes a recommendation to the Office of
Children and Families Services to unfound or indicate a case. A case is recommended for indication when
the Commission has determined that there is credible evidence that a named child has been abused or
neglected, as defined by CAPA, by a named subject � an employee, volunteer, or consultant to the facility.
In addition to arriving at recommendations, the Commission also uses the investigatory process to identify
and recommend other corrective actions to further enhance the safety and quality of care afforded to
children in residential care.

Following are case examples:

❍ The Commission investigated a child�s allegation he had been choked by a staff member in a Children�s
Psychiatric Center. Commission staff shared with the Center findings that the employee had actually
instigated the incident with the child and another staff member barred his co-workers from entering
the incident area. The same employee also arranged retaliation toward the only other child who
cooperated with the investigation. The resignations of both subjects were obtained by the facility.

❍ While finding some credible evidence that children had engaged in sexual activity in an IRA, no staff
member responsible for the supervision of the children �committed, promoted, or knowingly
permitted�(the SCR standard for �indication� of child sexual abuse cases) the conduct to occur. During
the investigation, Commission staff shared concerns regarding the adequacy of resident supervision
and the need for clarity in the agency�s expectations around how staff members are to respond to
discovered sexual activity among the children. The facility developed new policies and procedures
including  a clarified role for primary counselors to have specific resident assignments. The Commis-
sion also recommended that the treatment plan of the child initiating the sexual contact needed to be
revised to ensure the safety of the other residents. The facility agreed and also developed a new activity
schedule for the residents.

❍ An investigation of a child assigned to receive 1:1 supervision in a voluntary agency�s ICF found that
1:1 supervision requirements were  not  consistently defined for staff assigned to this responsibility.
Commission staff also found no clear policy which defined the various levels of supervision being
assigned for the children. The investigation also revealed the agency�s staff training program was poorly
organized and employees were not being cleared with the SCR. The facility completed a comprehensive
and systemic approach to correcting the above problem areas and several new policies and procedures
were developed, not only for the residence under investigation but for all the residences operated by
the agency.

❍ The Commission recommended � indicating� a report where Commission staff found that a child care
worker in a private school had twisted a child�s arm and caused a spiral fracture of the humerus.  In
completing the case Commission staff consulted a member of the Commission�s Medical Review Board
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who confirmed the injury as a spiral fracture and noted the injury was consistent with the incident as
it was described by the child. He emphasized it was highly unlikely that the injury was incurred in the
manner described by the two staff witnesses. The Commission shared these findings with the facility
and asked that the statement of the staff witness to the incident also be challenged.

❍ A child residing in a developmental center, ordered  to receive 1:1 supervision, sustained multiple
abrasions to her face and shoulders. Commission staff found there was no policy defining what 1:1
supervision entailed and that existing procedures of writing progress notes daily and completing body
checklists were not followed by staff.  The  Commission requested  under the Child Abuse Prevention
Act that the facility submit a plan of correction addressing the issues within 30 days. The facility
brought disciplinary charges against the subject and finalized a written 1:1 supervision policy that was
given to all staff within 30 days.

❍ A patient residing on a children and youth services unit in a psychiatric center went AWOL while on
a supervised trip in the community. Commission staff found that there were no written definitions of
the type of supervision that staff were required to provide the children for either on-grounds activities
or off-grounds trips into the community. In response, the facility instituted a process involving the
Charge Nurse approving the purpose, goals, destination, and specific patients for the trip.  A written
policy was developed clearly describing what is expected of staff when supervising patients off the unit.

❍ Commission investigation of the alleged choking of an adolescent girl in a community residence found
that a supervisor failed to make a timely report of the alleged abuse and the child was not medically
examined promptly to document possible tell-tale signs of choking such as petechiae (reddish or
purplish spots containing blood) in the sclera (eyeball coating). Commission staff also took exception
to the program�s use of physical restraint of this particular child who had a history of severe sexual and
physical abuse. The Commission noted there was strong clinical evidence that the use of physical
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restraint on such children often places them at risk of crisis. The Commission asked that her behavior
plan be reviewed and a cautionary note about her past history of severe abuse be added. Finally, the
Commission requested that all staff receive training in how best to treat and interact with individuals
who have Post Traumatic Stress Disorder (PTSD) diagnoses. The DDSO reported that protocols had
been established for the immediate medical evaluation of alleged abuse victims. Also, the child�s
behavior plan was revised and the use of supine control was eliminated.  All staff were trained in PTSD
and retrained in  incident reporting requirements.

Children�s Elopement Review
Each year, the Commission receives several reports of children eloping from mental health facilities.  These
reports come from a variety of sources: police authorities who locate a missing child, families who complain
that their child was not well supervised, and licensed professionals who as mandatory child abuse reporters
believe that the elopement was the result of staff negligence and that it presented a danger to the safety
of the child.

In reviewing the reports, the Commission has seen cases in which children are missing from their
facilities anywhere from several hours to several days; where no harm befalls the child to those where
serious harm occurs; where staff complain that they are unable to prevent children from leaving to those
cases where children complain that they ran away to escape overly harsh disciplinary practices. In order
to better understand the nature and dimension of this problem, the Commission commenced a review of
mental health residential programs during 1999. Through this review the Commission hopes to accomplish
the following:

❍ establish the frequency with which children elope from mental health programs which are operated or
certified by the Office of Mental Health;

❍ identify the elopement experience for children including the extent of harm, and reasons for elopement;

❍ develop a profile of facilities from which children elope which may identify environmental and other
factors which pose a risk for elopement; and

❍ describe successful and innovative practices taken by facilities to reduce or prevent the elopement of
children.

During this reporting period, the Commission has received survey instruments from nearly 75 mental
health facilities including state psychiatric centers, Article 28 hospitals, private psychiatric hospitals,
residential treatment facilities, and community residence programs. Through an analysis of the data
received from these surveys, the Commission will identify those practices which help prevent children from
eloping from a mental health program.
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Monitoring Deaths

During the past year, the deaths of over 2,000 mental hygiene service consumers were reported to the
Commission and its Medical Review Board for review. Of these, 181 cases were selected for investigation
because the circumstances of death raised questions on the quality of care rendered by the treating
facilities. In selecting cases for investigation, the Commission gives added attention to those individuals
who depended most heavily on the mental hygiene system for their daily care and support. So while the
majority of deaths reported to the Commission involved outpatients, i.e., individuals who live alone or with
families and periodically visit mental hygiene clinics or day programs, most selected for investigation by
the Commission involved inpatients or residents of mental hygiene facilities who relied on the State or one
of its licensed or certified agencies for their care 24 hours a day. Additionally, the Commission flags for
investigation those cases wherein death occurred shortly following the individuals� transition from
inpatient/residential care to outpatient status, in order to assess the adequacy of plans for such transitions
and connections with needed services.

The purpose of the investigations is to offer facilities recommendations for improving care where it is
found needed by the Commission and its Medical Review Board, a panel of volunteer physicians with
expertise in psychiatry, surgery, internal medicine, and forensic pathology. Although the Commission and
Board communicate findings and recommendations directly to the involved facilities in letters, periodically
investigation results are compiled as case study teaching tools and disseminated to all facilities. During the
past year, the Commission released its second volume of these case studies, Could This Happen in Your
Program?
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Specific examples of the outcomes of deaths investigated by the Commission include:

❍ Revised investigation protocols at a county hospital as well as better training for hospital staff
in restraint practices: In this case, a 42 year-old man died while being restrained on the floor by several
staff. The facility conducted a cursory investigation into the event and, in doing so, failed to identify
how staff physically held the patient. It also did not follow up on one vague report that a staff member
may have used an inappropriate hold. The hospital completed its investigation before receiving the
autopsy report, concluding that staff performed appropriately. The Commission�s and Board�s
investigation revealed that staff indeed had used an inappropriate hold on the individual who died as
a result of positional asphyxia caused by pressure on his back while being held face down on the floor.

❍ Improved exchange of clinical information between a state psychiatric center and a local
community hospital: This change was prompted by the Commission�s and Board�s investigation of
the sudden, unexpected death of a 39 year-old woman. It was found that the woman had died of a fatal
arrhythmia possibly associated with the psychotropic medications she was receiving. Approximately
one month before her death, the patient was hospitalized for four days at a community hospital for
evaluation of a balance disorder. During this brief hospitalization, an EKG showed certain changes
which should have triggered a careful review of the patient�s psychotropic medication regimen.
However, this important clinical information was not shared with the psychiatric center when she was
discharged from the local hospital. Unaware of the EKG results, the psychiatric center started the
woman on her pre-hospitalization psychotropic medication regimen and she subsequently died.

❍ Impoved clinic scheduling practices at a Developmental Disabilities Service Office (DDSO)
and improved mortality reviews: These improvements stem from the Commission�s investigation
of the death of a 66 year-old woman who lived in a DDSO-operated residence. In May she experienced
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cold-like symptoms and was seen by her doctor. An initial and repeat x-ray revealed possible
congestive heart failure and her physician scheduled her to be seen in the DDSO�s cardiology clinic
in early June. This appointment was not kept and no information why it was cancelled was maintained,
nor was there any follow up to ensure that the primary physician was aware of the cancellation and
that the woman would be seen by a cardiologist. Following the woman�s death due to sepsis in late
June, the facility�s internal investigation or mortality review failed to address the missed cardiology
appointment, the lack of documentation surrounding the cancellation, and the absence of attempts
to ensure she received the recommended cardiac services in a timely fashion. These issues were
addressed following the Commission�s investigation and the agency revamped its scheduling and
documentation practices as well as its standards for mortality reviews.

❍ Improved notification to psychiatrists of significant changes in patients� behaviors so that
psychiatric evaluations and interventions can be carried out as needed: This change on the
psychiatric unit of a general hospital was prompted by a Commission investigation into a homicide on
the unit where one patient killed another with a fire extinguisher. The assailant in this case, who had
a prior history of manslaughter, was admitted to the hospital for an acute exacerbation of his chronic
paranoid schizophrenia. Upon admission, he appeared calm and non-threatening and was placed on
a level of supervision requiring 15-minute checks. During his second hospital day his demeanor was
much the same until about 3 p.m. at which point he became �hostile and threatening.� Specifically,
he stated he wanted to hurt someone in order to get out of the hospital and go to jail. This was followed
by a threat to rape someone in order to get out. Psychiatrists were not alerted, and the patient�s level
of supervision was not changed. Later, in between 15-minute checks, he grabbed a fire extinguisher,
ran into another patient�s room, and assaulted him causing his death. Nursing staff who saw him run
into the other patient�s room pursued him, but were unable to reach him in time.

❍ Statewide ban on a restraint technique: Following the Commission�s and Medical Review Board�s
review of a hospital�s practice of placing towels over the mouths of patients who were restrained, to
prevent biting or spitting, the State Office of Mental Health issued a statewide ban on the practice,
which was employed by a number of facilities. The Office of Mental Health agreed with the Medical
Review Board that this practice compromised patients� airways and was inherently dangerous.

Restraint and Seclusion: New York State Protections Lauded
In a September 1999 report, Improper Restraint or Seclusion Use Places People at Risk,  the United States General
Accounting Office praised New York State�s efforts to protect individuals with mental disabilities who
may be subjected to restraint or seclusion and to reduce the frequency of the use of these interventions.
The GAO points to the New York State experience as a model for national reforms to ensure the safety
and well-being of individuals with mental disabilities.

The GAO came to its conclusions following a national survey commissioned by Congress. Congres-
sional interest in the matter was occasioned by a Fall 1998 Hartford Courant series, �Deadly Restraint,�
which reported on the restraint or seclusion related deaths of 142 individuals in the last 10 years.

The Hartford Courant reported that the 142 deaths were not truly reflective of the magnitude of the
problem, as many states and the federal government do not monitor the use of restraint or seclusion or
negative outcomes, such as death, arising from such. Yet most of the programs employing these
interventions receive federal funds and each state has a federally funded Protection and Advocacy (P&A)
agency designed to protect individuals with mental disabilities from abuse.
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The GAO points to the New York State experience as a model for
national reforms to ensure the safety and well-being of individuals
with mental disabilities.

The GAO report sustained a number of the facts reported by the Hartford Courant, chiefly that restraint
and seclusion, interventions used by many facilities serving people with mental disabilities, are hazardous
to both service recipients and care providers, and that the extent of their use and risk of harm, even lethal
harm, is unknown due to insufficient state and federal oversight.

The GAO also pointed to New York as one of the few states in the nation where use of these hazardous
interventions are closely monitored through a combination of efforts by the state�s licensing agencies, the
Office of Mental Health and Office of Mental Retardation and Developmental Disabilities, and the state�s
Protection and Advocacy agency, the Commission on Quality of Care.

Among the practices cited by the GAO which made New York unique and which would serve as a model
for the country were:

❍ The mandatory reporting of all deaths and allegations of abuse occurring in mental hygiene facilities
to the Commission, New York�s Protection and Advocacy agency, for review and investigation. This
is required by NYS Mental Hygiene Law; most other states and the federal Protection and Advocacy
program itself do not require the reporting of such events to an independent entity for review and
investigation.

❍ Fairly broad access powers granted to the Commission for investigation purposes, including access to
general hospital records, peer review records, autopsy reports, etc. These are granted under NYS law
and most other Protection and Advocacy agencies do not enjoy such easy access.

❍ Careful monitoring by the state licensing agencies of restraint and seclusion use in facilities. Cognizant
that use of these interventions is more a reflection of management practices at facilities than the clinical
profile of the individuals they serve, the state OMH periodically publishes restraint and seclusion rates
for its facilities so that they can review their practices and reduce their use of these hazardous
interventions.

❍ Close cooperation and communication between the independent Protection and Advocacy investigat-
ing agency and the licensing agencies, which in New York has resulted in statewide reforms of restraint
and seclusion practices.
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Expansion of the Surrogate Decision-Making Committee Program

Governor Pataki�s 1998-99 Executive Budget provided for the statewide expansion of the Surrogate
Decision-Making Committee (SDMC) Program. This nationally award-winning program provides consent
for medical treatment for people living in mental hygiene facilities.  The Governor�s Budget, which was
approved by the Legislature, included $525,000 to support statewide expansion of the SDMC Program.

                      Expansion of the SDMC Program - Counties added 1998-1999

Nov �98 � Orange and Sullivan Counties
Mar �99 � Clinton, Essex, Franklin, Hamilton

Jefferson and St. Lawrence Counties
Jun �99  � Nassau and Suffolk Counties
Nov�99 � Broome, Chenango, Deleware, Otsego

Tioga and Tompkins Counties

The SDMC program is a volunteer-based and free alternative approach to the court system for obtaining
informed decisions about major medical treatment for persons with mental disabilities who lack capacity
to make an informed decision and have no willing or available legally authorized surrogates to act on their
behalf.  The program is available to both voluntary and state-operated providers of service. SDMC
exercises its functions through panels of volunteers.  From the list of over 500 volunteers statewide, four-
person panels are convened within a region on an as-needed basis to provide consent or refusal of non-
emergency major medical care and/or treatment. The panelists review declarations and hold hearings to
evaluate documents and listen to testimony regarding the individual�s capacity, the willingness and
availability of a legally authorized surrogate and need for treatment.  Panel members assist persons with
mental disabilities by working to protect their autonomy and best interests in decision-making.

Since the inception of the program in 1986, over 4,800 cases have been brought to a panel for a decision.
The average time from the time a case arrives in the SDMC progam office, to the time it is heard by a panel,
is 14 days.  The vast majority of decisions are rendered on the day of the hearing, although panels have the
right to ask for more information before making a decision.  The SDMC program has also been proven to
be more flexible than the court system and decisions have been made in as little as one day when an
expedited decision is required.

The SDMC Program currently operates in 37 counties and is currently available in Bronx, Kings, New
York, Richmond, Queens, Columbia, Dutchess, Orange, Sullivan, Putnam, Rockland, Ulster, Albany,
Fulton, Greene, Montgomery, Rensselaer, Saratoga, Schenectady, Schoharie, Warren, Washington,
Westchester, Nassau, Suffolk, Clinton, Essex, Franklin, Hamilton, Jefferson, St. Lawrence, Broome,
Chenango, Delaware, Otsego, Tioga and Tompkins Counties.  Eight (8) additional counties, in Central
New York, including Cayuga, Cortland, Herkimer, Lewis, Madison, Oneida, Onondaga, and Oswego
Counties will become operational on March 1, 2000.  Further expansion plans are being implemented.  It
is expected that the SDMC Program will be operational statewide by June 2001.
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Providing Advocacy Services

The strength of the Commission�s Advocacy Services program is in its unique blending of statewide and
regional services. The regional offices provide a statewide network of accessible and individualized
services to persons with disabilities. Moreover, the Commission�s other bureaus provide a perfect
complement to these services, particularly in the area of abuse and neglect investigation and policy studies.
The Commission administers the regional programs from its central office in Schenectady through
contracts with private, non-profit legal services and advocacy agencies. Services range from legal
representation to nonlegal assistance and include training opportunities and informational materials.

The Commission on Quality of Care and regional advocacy offices are very fortunate in having an
experienced group of legal and lay advocates. Their continued enthusiasm and willingness to challenge
their own limits and the limits of the delivery system on behalf of persons with developmental disabilities
is what continues to make the program a success.

PROTECTION AND ADVOCACY

FOR PERSONS WITH DEVELOPMENTAL DISABILITIES

Approximately 32,000 New York State citizens with developmental disabilities were served by the New
York State Protection and Advocacy for Persons with Developmental Disabilities (PADD) program this
past year. These services included legal assistance and non-legal individual advocacy and encompassed a
variety of educational and training programs and special efforts fostering community integration of persons
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with disabilities. The Commission also has been actively involved in advocacy for systems reform of
services and programs for persons with developmental disabilities as well as the investigation of alleged
abuse and neglect of institutionalized children and adults with developmental disabilities.

Statistically, the PADD program provided the following services:

❍ Case advocacy services were provided to 2,220 persons;

❍ Another 6,200 individuals were served in group advocacy;

❍ 3,000 individuals were represented in class action litigation;

❍ Over 13,334 cases of alleged abuse were investigated by PADD staff;

❍ Additionally, 4,404 individuals received training;

❍ There were 2,933 responses to requests for information, materials, referrals, and technical assistance
services.

Non-legal Individual Case Advocacy
Each of the PADD offices engages in non-legal advocacy to promote the rights of individuals with
developmental disabilities. The offices have assisted large groups of parents of children with autism. These
parents, who live throughout the state, wanted to use Applied Behavioral Analysis (ABA) for their children
and the school districts balked at delivering such a service. In another issue, with the changes in childhood
Supplemental Security Income (SSI) eligibility, came a large demand for representation. Each office
developed procedures for handling large caseloads. With regard to residential need, parents of adults with
developmental disabilities lobbied our New York Lawyers for the Public Interest (NYLPI) office to find
a way to seek placements under the Medicaid program. Finally, a group of adults with developmental
disabilities inappropriately placed in Westchester County shelters were in need of immediate placement.

Many times, after resolving an issue, the offices must monitor the situation to make sure that promises
and settlement agreements are kept. The Buffalo office, Neighborhood Legal Services (NLS), is following
the after-effects of a settlement reached with a Rochester college on granting reasonable accommodations for
a person with developmental disabilities. The office at Westchester/Putnam Legal Services (WPLS) is
ensuring the success of plans to move a woman with cerebral palsy from an inappropriate Office of Mental
Health-certified program to an Office of Mental Retardation/Developmental Disabilities-certified home.
The Albany Law School (ALS) program is monitoring the activities of a local Committee on Special
Education (CSE) which has routinely violated state and federal regulations. ALS individual interventions
have provided the necessary change, but there may be a need for a more systemic Office of Civil Rights
approach.

The Commission is proud of the accomplishments of the PADD program over the past year, reflecting
many hours of hard work by attorneys and lay advocates who strive to improve the lives of individuals with
developmental disabilities. It is a credit to the creativity and dedication of all the staff within the statewide
network.

There are hundreds of cases involving issues of concern for individuals and families which can be
addressed outside the courtroom. Many cases may require the use of an impartial hearing or negotiation.
Still others require the brokering of services in a coordinated way which will bring about a change in the
life of the person with a developmental disability. The following case examples highlight the work of
various PADD staff:
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❍ Albany Law School Assists Medically Frail Child To Receive Insurance Coverage
at Boston Children�s Hospital (BCH): The child�s HMO, Wellcare, was refusing an inpatient
assessment at this out of plan provider (BCH). However, the child�s disability was so rare that Boston
Children�s was the only facility capable of treating her. The ALS staff assisted the parents with a
grievance appeal and got the approval of Medicaid to cover transportation expenses. The case was
finally approved and the child received her very necessary treatment.

❍ Long Island Advocates (LIA) Challenges Exclusion of Individuals under Age 21 from HCBS:
The Long Island Developmental Disabilities Services Office (DDSO) had routinely denied admission
to the Health and Community-Based Waiver System for anyone under age 21. LIA had a client who
was 19 years-old and could not be contained in the local school system. He was awaiting a residential
school placement but no facility would accept him. The family was unable to assure the young man�s
safety at home and the situation had escalated to dangerous proportions. The LIA advocate appealed
to the Long Island DDSO and won approval to provide HCBS habilitation and respite service for the
young man.

❍ Western New York Advocacy for the Developmentally Disabled (WNYADD) Wins Continued
Music Therapy for a Child with Autism: At first the Monroe County Department of Health agreed
to pay for music therapy for this two year-old child despite some controversy with the New York State
Department of Health which administers the Early Intervention program. The State Department of
Health did not consider music therapists as qualified professionals and it was at the State Department of
Health�s urging that Monroe County reconsider its decision. After a year of providing the service,
Monroe County terminated music therapy. With WNYADD�s help, the parents went to mediation
which wasn�t productive. Then WNYADD asked for an Administrative Law Judge (ALJ) Hearing. The
ALJ ruled that the music therapists were qualified professionals and directed Monroe County to reimburse
the parents for music therapy and restore services which were provided previously.

❍ North Country Legal Services (NCLS) Provides Representation in 47 Cases Challenging
Childhood SSI Terminations: The legal staff at NCLS provided assistance at every level of the Social
Security Administration�s Appeals process. At the initial level before a non-lawyer Disability Hearing
Officer (DHO), NCLS was successful in 25 cases. At the Administrative Law Judge (ALJ) hearings,
6 cases were heard but await decisions and another 8 cases remain to be scheduled before an ALJ. One
case is being appealed at the Appeals Council after an adverse ALJ decision. In the remaining 7 cases
representation was declined or the parent withdrew after an unfavorable DHO decision. In all the
successful cases, the benefits were sorely needed to provide care and treatment for these children with
disabilities who live in the more rural and poverty-stricken areas of New York State�s North Country.

Legal Intervention
The power to litigate has been the tool of last resort when other means of problem resolution prove
unsatisfactory. Over the years, litigation has been used in reaffirming constitutional rights, and, in some
instances, defining new rights for persons with developmental disabilities. This year the Commission�s
PADD program was very successful in its litigation. The following is an example of one of the significant
cases:

New York Lawyers for the Public Interest (NYLPI) Sets Precedent with the Help of
Former PADD Attorney (People v. Martin)

When the call came into NYLPI�s Manhattan office that a Willowbrook Class member had been arrested
in Utica, New York, an urgent call went to the PADD director to help find an attorney within 24 hours.
Fortunately, a former PADD attorney from the Binghamton office now was in private practice in Utica and
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he �juggled� his criminal court calendar to make an appearance on behalf of class member, Martin. Mr.
Martin was charged with assault by the therapy aide who was assigned to his care during a field trip in Utica.
The judge agreed to have the former PADD attorney assigned as Mr. Martin�s attorney, rather than a public
defender, because of his background with individuals with developmental disabilities combined with his
criminal defense expertise. NYLPI assisted in drafting a �Clayton Motion� to dismiss the case in the interest
of justice. The judge was convinced that the therapy aide had not followed Mr. Martin�s treatment plan
for dealing with problem behavior and, further, that the court was not the place to deal with clinical
problems. The Office of Mental Retardation and Developmental Disabilities offered expert testimony and
affidavits supporting the NYLPI/attorney defense that justice would not be served in prosecuting Mr.
Martin. The OMRDD staff opined that it was not clinically appropriate for the criminal courts to be
involved in the treatment of residential consumers. The case is significant because the public employee
unions have been advising their members to file criminal actions when staff come into conflict with
residents. In addition, there is a union-sponsored insurance policy which assigns benefits to staff �held
hostage� on the job, which apparently requires the staff to bring criminal charges.

There was also PADD litigation concluded after many years and new initiatives which have expanded
entitlement to services and benefits:

North Country Legal Services (NCLS) Saves Individual with Developmental Disabilities
from Unfair Debt Collection

NCLS was approached by a local ARC to assist a client who had been sued by the Essex County
Department of Social Services for an alleged Medicaid overpayment. NCLS argued a motion to dismiss on
the grounds that the client�s lump sum insurance settlement in another matter did not factor into the alleged
overpayment. Essex County withdrew the court case but referred the matter to a collection agent. The
NCLS attorney made an affirmative defense under the Fair Debt Collection Practices Act requiring that
all future collection activity be made through NCLS as the client�s representative. This action terminated
any further collection attempts.

Albany Law School (ALS) Holds Hospital to its Promise (Neale v.. Community Hospital of
Schoharie County)

As a result of a 1992 confidential U.S. District Court-ordered settlement in the Neale employment
discrimination case, the defendant, a community hospital, had agreed to provide medical services without
charge to residents with disabilities of Schoharie County for a period of one year. However, before all
settlement obligations could be performed, the hospital filed for bankruptcy. This year, a successor hospital
assumed control and sought to expunge the claims against it, including the ALS community services
agreement. ALS filed objections in the U.S. Bankruptcy Court. ALS was one of many creditors making such
claims, but the successor hospital agreed to honor the community service portion of the settlement and
provide services to children with disabilities as contemplated in the agreement. Further, the hospital agreed
to maintain records as to the recipients of service, services provided, and the cost of such services.

Neighborhood Legal Services (NLS) Wins Interpretation That Cost of Job Coach is a SSI
Subsidy (Nazarro v. Chater, U.S.D.C. WDNY)

 Neighborhood Legal Services (NLS) achieved residual benefits for individuals who receive SSI while
working with the assistance of a job coach. In Nazarro, the U.S. Court of Appeals for the Second Circuit
ruled that the use of a job coach could be considered as a subsidy and therefore the value of the actual wages
would be lowered.
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Education, Training, and Special Activities
The work of the Commission�s PADD program goes beyond individual case representation. Each office
sets an agenda for the year for providing trainings, conferences or small workshops to groups throughout
the assigned catchment area. The topics are generated according to the needs of a particular group and
trainings serve as a significant way of providing outreach. The following represents a sampling of Statewide
PADD trainings.

North Country Legal Services (NCLS) Makes Inroads at the St. Regis Mohawk
Reservation

After many years of bi-weekly visits to the St. Regis Mohawk Reservation, NCLS staff have developed
a level of trust with the Native American residents. The turning point came about after one of the attorneys
assisted a resident with an adoption. Later came an invitation from the Elders to give a presentation to the
tribal members. As a result of these efforts, there has been an increase in requests for NCLS service from
families on the reservation.

New York City Staff Continue Outreach to Diverse Groups
With the help of staff person Loretta Goff , the New York City PADD office continues its efforts to reach

out to newly arrived immigrant groups. NYLPI has assisted in this effort by coordinating a pro bono initiative
to help individuals with developmental disabilities to become citizens. This activity has helped in
establishing linkages which will be used to notify families about the Governor�s NYS Cares program which
will eliminate the waiting list for residential services within five years.

New York City PADD Office Completes 17th Year of Guardianship and Future Planning
Training

The New York City staff have completed over 300 trainings for parents and advocates on how to do
an Article 17A guardianship petition pro se (without an attorney). Families report back their success in
completing the petition, gathering the evidence and serving papers on all the relevant parties for the
Surrogate Court hearing. In addition, families have been able to plan better for their son/daughter�s future
needs through the use of the Developmental Disabilities Planning Council publication: Planning for the
Future, A Guide for Families and Friends of People with Developmental Disabilities. Although the goal of the
number of trainings projected from last year has been met, the demand for trainings continues with each
group of individuals who reach the age of majority (18).

New York Lawyers for the Public Interest Co-Sponsors New Training for Attorneys
NYLPI joined the Fordham University School of Law, Volunteers for Legal Services, Legal Services of

New York City and Mental Hygiene Legal Service to present a conference on Diminished Capacity In Civil
Legal Services. In addition, NYLPI has prepared a training for the next fiscal year which will prepare pro bono
and other attorneys to assist in the representation of the members of the Willowbrook Class. The training
will address the basic elements of the permanent injunction in the Willowbrook case, the role of the
Consumer Advisory Board, rights of individuals under the OMRDD regulations, and the elements of a fair
hearing. It is expected that a cadre of attorneys will be developed to help with the enormous 4,000 member
caseload.



34

PROTECTION AND ADVOCACY FOR INDIVIDUALS WITH MENTAL ILLNESS

The United States Congress created the Protection and Advocacy for Individuals with Mental Illness
program (PAIMI) to protect vulnerable individuals who are mentally ill. The PAIMI mandate is twofold:
(1) to investigate either reported or suspected abuse and neglect of eligible individuals and (2) to provide
eligible individuals with both legal and non-legal advocacy assistance to enforce their legal rights under all
federal and state laws.

The Commission on Quality of Care, together with its six regional Protection and Advocacy for
Individuals with Mental Illness (PAIMI) offices throughout New York State, provided protection and
advocacy services for more than 1500 eligible individuals during the past year. Additionally, more than
10,000 individuals benefitted by systemic advocacy and class action litigation initiatives provided by the
PAIMI system and 11,000 persons received training from the PAIMI system or were part of public
information and awareness activities presented by the PAIMI system.

The following case summaries provide examples of the work of the PAIMI regional advocacy system.

Advocating for Prisoners with Major Mental Illness
Disability Advocates, Inc. is advocating for prison inmates who have major mental illnesses and who

are not receiving adequate care and treatment in New York State Department of Corrections facilities.
They have attempted to address both individual problems as they are presented as well as systemic
problems which cause inadequate care.

For example, one inmate received antidepressive medication he needed after Disability Advocates
intervened on his behalf. The New York State Office of Mental Health, which provides mental health care
within prisons, had refused to provide him the medication because it was not on the Department of
Corrections formulary, although the medication he was receiving caused unacceptable side effects. In
addition, the inmate had not received any medication for several days when he was transferred from one
facility to another. Because of delays in transferring his medical records, the receiving facility knew nothing
of his mental health needs. After an attorney from Disability Advocates demanded an investigation, the
Office of Mental Health agreed to provide the medication even though it was not on the formulary,
acknowledged the errors in the transfer process, and implemented corrective measures to prevent future
inmates from missing medications.

Eviction Prevented for Individual in Psychiatric Center
North Country Legal Services, Inc. successfully represented an individual who was hospitalized at St.

Lawrence Psychiatric Center, but who had continued to pay her rent so she would have housing upon her
discharge. During the course of her hospitalization, she received a letter from her landlord�s attorney
advising her that her lease had been terminated, that she was forbidden to return to the apartment, and that
if her belongings were not removed immediately they would be placed in storage at her expense. The
landlord also turned off all utilities in the apartment.

After intervention by the PAIMI attorney, the landlord restored the utility services and did not remove
her belongings from the apartment. He did, however, commence a summary eviction proceeding against
the client, but this was adjourned until she was discharged from the hospital. After her discharge, the client
had adequate time to move to a place of her choosing.

Informed Consent and Protections for Subjects of Experiments
Since 1991, Disability Advocates, Inc. and New York Lawyers for the Public Interest, Inc. have been

leaders in advocacy on behalf of both child research subjects and adults who are incapable of providing
informed consent for participation in research. These two PAIMI offices, together with Mental Hygiene
Legal Service, First Judicial Department, filed T.D. v NYS Office of Mental Health, challenging regulations
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which governed human subject research that permitted experiments on children and adults with mental
illness in psychiatric institutions. In 1995, the trial court invalidated the regulations of the Office of Mental
Health because OMH lacked the authority to promulgate such regulations. The court also required that
the NYS Department of Health approve or disapprove all non-federally funded experiments involving
children and adults with mental disabilities.

In 1996, the Appellate Division affirmed the lower court decision and, in addition, ruled that the State�s
scheme for experimenting on psychiatric patients violated state and federal constitutions, state law, and
longstanding public policy precepts supporting personal autonomy and bodily integrity. The Appellate
Division decision, however, did not apply to federally funded experiments and less-than-minimal risk
experiments. This narrow finding was appealed by the plaintiffs to the NYS Court of Appeals. In late 1997,
the Court of Appeals dismissed the plaintiffs� appeal on procedural grounds. The decision left in place the
lower court rulings which invalidated the regulations.

In response to the rulings in T.D. the Department of Health has convened an advisory panel to assist
it in drafting regulations governing psychiatric research. All parties for the plaintiffs have provided
comments to the advisory panel in response to several questions posed. The panel deliberated and recently
released a report entitled �Recommendations on the Oversight of Human Subject Research Involving the
Protected Classes,� inviting comment on the recommendations from interested parties.

In addition to the T.D. litigation activities, New York Lawyers for the Public Interest and Disability
Advocates have taken an active role in discussing experimentation on human subjects in other arenas. A
complaint was filed with the federal Office for Protection from Research Risks concerning an experiment
at New York Psychiatric Institute, a facility of the NYS Office of Mental Health. The experiment involves
a fenfluramine challenge (fenfluramine was withdrawn from the market in 1997 by the FDA because of
evidence that the drug caused heart valve damage in a significant percentage of people who took it) on
healthy boys, mainly African-American and Hispanic, that subjected the children to significant risks and
no possibility of benefit. The experiment appears to violate federal regulations governing experiments on
children. A complaint was also filed regarding fenfluramine experiments on children at Mount Sinai School
of Medicine. These experiments received widespread publicity. As a result of this intervention, the Office
of Mental Health has agreed not to perform experiments involving fenfluramine in facilities which it
operates.

Mother Assisted with Care for Daughter
Disability Advocates, Inc. was contacted by a mother who was a patient in a private psychiatric hospital.

The mother expressed concern for her adolescent daughter, who also has a mental illness and resided in
a Residential Treatment Center under the custody of the the Office of Children and Family Services. This
Office had threatened to discharge the daughter to the mother�s home when her mother was unable to
provide the necessary care, and without the offer of necessary support services.

As a result of the PAIMI intervention and two family court appearances, all parties agreed to a plan to
discharge the daughter into the mother�s custody after she had been placed in a Job Corps program. This
plan was satisfactory to everyone involved.

Isolated Student Receives Appropriate Educational Setting
Neighborhood Legal Services, Inc. assisted a teenage girl who needed a special education placement

because she had been unable to function in a regular school environment for some time. After she was
discharged from a psychiatric hospitalization, she was placed on home instruction and had little interaction
with her peers. Recognizing a need for integration with peers as well as a need for special education services,
mental health providers unsuccessfully advocated with the school district for CSE (Committee on Special
Education) classification and placement.
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After initial efforts failed, the child�s case manager contacted the PAIMI program and an advocate
participated in two CSE meetings on behalf of the client. The CSE�s primary argument was based on an
unwillingness to classify the client because she did well on standardized tests. However, failure to classify
her would make her ineligible for special education placements. After much discussion and negotiation,
the CSE agreed to classification and placement in a day treatment program. The client is doing well in that
setting.

Inappropriate Discharge Prevented
At 4 pm on a Friday afternoon, Disability Advocates, Inc. was contacted by the parents of a child with

mental illness who had just been advised that a private psychiatric hospital was about to discharge the child
to the parents� home even though the child, the parents, and the treating physician believed that the child
needed a residential placement. The parents reported that the hospital threatened to �hotline� them to
Child Protective Services if they did not come to get their child. It appears that the push for discharge by
the hospital was based on the amount of remaining insurance coverage.

After the attorney contacted the hospital, discharge was halted and assurances were made that the
hospital would not make a report to Child Protective Services. The child remained in the hospital until the
treatment team, the patient, and the parents agreed to an appropriate discharge plan.

Lack of Interpreter Service Addressed
Legal Services of Central New York, Inc. assisted a young deaf and mentally ill man who was brought

to an emergency room because his emotional state deteriorated when he stopped taking his medication.
No interpreter service was provided at the emergency room despite repeated requests by the young man
and his family. The client was then admitted involuntarily to a psychiatric unit for one week, where he was
provided with interpreter services on only two occasions during the entire week.

The advocate met with the hospital administrator, the chief nurse and the unit social worker to discuss
the issue of interpreter services in general and his client�s experience in particular. As a result, the hospital
administrator agreed to make certain policy changes to accommodate the needs of individuals who require
interpreter services.

Traumatized Child Assisted in Discharge
North Country Legal Services, Inc. was contacted by staff at St. Lawrence Psychiatric Center on behalf

of a 14 year-old patient who had witnessed her father murder her brother. The father had been convicted
and incarcerated based on evidence provided by the young girl. The trauma of witnessing the murder and
her father�s incarceration resulted in her hospitalization.

When the girl had been stabilized, discharge planning became a problem, since the staff were unwilling
to discharge the girl to her mother (who apparently blamed her for the father�s incarceration). The plan
called for the girl to be discharged to a relative who lived outside New York State once legal custody could
be arranged.

After interviewing everyone involved, the attorney developed affidavits to support a custody petition
and obtained an Order to Show Cause transferring custody of the child to the relative. The psychiatric
center then discharged the girl to her relative and coordinated her outpatient treatment in her new
community.
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Training and Public Awareness Activities
In addition to providing case investigation, legal and non-legal remedies for its clients, the PAIMI program
sets a high priority on the provision of training to members of its constituency groups and on making
members of the general public aware of the issues involved in its advocacy work.

During the past year, 1,979 individuals received training from PAIMI program staff. Another 9,000
persons received information from the PAIMI system. For example, training events included:

❍ Challenging Stereotypes through Legal Advocacy

❍ Legal Rights of Parents of Adults with Mental Illness

❍ Legal Issues for Parents with Psychiatric Disabilities

❍ Overview of PAIMI Program and Rights in Residential Facilities

❍ Overview of Advance Directives, Housing, and Family Law

❍ Housing Issues for People with Disabilities

❍ Pregnancy, Parenting, and Mental Illness

❍ Specific Changes Related to the Balzi/Brogan settlement

❍ Article 81 Guardianship

❍ Changes in SSI Rules

CLIENT ASSISTANCE PROGRAM

The Commission has been administering the New York State Client Assisance Program (CAP) since 1984.
CAP is a federal program with the mission of promoting access to quality vocational and rehabilitation
services driven by consumer abilities and preferences. In order to receive funds authorized by the Federal
Rehabilitation Act, each state is required to have a CAP program to provide legal and advocacy services
to persons receiving services.

The Commission and its statewide network of participating CAP agencies assists individuals with
disabilities to secure quality vocational and other services related to employment, education, transitioning
from school to work and self-support. For many individuals CAP serves as an indispensable link for
accessing quality vocational and rehabilitation services. CAP professionals are mediators, advocates, and
legal representatives who use an array of strategies, including administrative and legal remedies, to ensure
effective rehabilitation and related services.

During the past year, 828 individuals were provided with intensive case advocacy services. In addition,
more than 2,300 individuals were trained by CAP professionals on their rights in the rehabilitation process,
and nearly 2,000 more individuals were provided with information and referral services, linking them to
appropriate vocational and related services.

The following are examples of CAP cases.

Home Modification
Mr. E. was a consumer of the New York State Office of Vocational and Educational Services for

Individuals with Disabilities (VESID) since 1996 and contacted CAP for assistance in resolving problems
resulting from VESID-sponsored home modifications. Mr. E�s multiple sclerosis had progressed to the
point that he relied on a wheelchair for mobility and could no longer independently enter and exit his home,
or utilize the bathroom facilities.
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During the home modification process the contractor approved by VESID had dismantled the doorway
to the bathroom at the outset of the renovation, rendering his entire home almost impossible to live in.
Following several delays, the modifications were completed and Mr. E. signed off on the job, believing the
work had been satisfactorily completed.

Soon after the modifications were completed, the bathroom started to leak, which resulted in damage
to furniture in the living room and family room. CAP contacted the contractor and VESID in an effort to
determine what was causing the leaks and who was responsible. When these efforts proved unsuccessful,
members of Mr. E.�s family contacted their own insurance company which dispatched an assessor, who
determined that the floor liner had not been properly installed and suggested that any licensed contractor
should know it would leak.

Based on CAP�s recommendation, Mr. E. and family members diligently documented the findings of the
insurance company and their protracted effort to compel the contractor to rectify his mistakes and
compensate the family for their losses. CAP lobbied the VESID counselor and business manager to
determine that the contractor was at fault and to approve a second round of renovations. VESID ultimately
concluded that the contractor was at fault and approved the additional renovations. There were additional
delays in the second round of modifications and Mr. E. was about to request the fair hearing when the work
was ultimately completed nearly a full year after the first round of modifications had begun.

Steps Toward Achieving Employment Goals
Mr. T. is a VESID consumer in his early 40s with a long history of psychiatric disorders. He approached

CAP for assistance following VESID�s denial to fund the costs associated with a series of certification tests
necessary for him to complete network computer training and seek employment. Apparently, VESID had
been slow in processing the vouchers for the certification tests and, as a result, Mr. T. personalized the delay
and became extremely agitated. His demeanor when he contacted CAP was hostile and threatening. By this
time he had also threatened his VESID counselor and communication had broken down.

CAP determined that the threatening behavior was simply Mr. T�s way of releasing/channeling his anger
and frustration. CAP worked with Mr. T. on his approach to communicating his needs and desires in a non-
threatening manner. It took nearly two months before CAP considered Mr. T. prepared for a meeting
between his counselor, the senior counselor, and CAP to calmly discuss VESID concerns and require-
ments. VESID viewed Mr. T. as having transferable skills and not requiring the additional training. With
coaching from CAP, Mr. T. calmly demonstrated that, following an exhaustive search, he had secured
alternative funding for his continued studies. He also secured alternative funding for transportation, books,
and supplies. He documented his continued success in securing high-grades.

Realizing just how devoted Mr. T. was to achieving his employment goals, VESID approved defraying
the costs associated with seven certification tests at $250 each. VESID appreciated the apparent effort Mr.
T. had undertaken to control his anger, improve his communication skills, and was impressed with his
ability to continue to secure high grades.

Success in College
Mr. K. is a VESID consumer recovering from substance abuse. VESID sponsored Mr. K. in a human

services training program at the International Center for the Disabled (lCD). Upon completion of the
training, Mr. K. decided he would like to pursue a career as a drug/alcohol abuse counselor. His VESID
counselor was reluctant to support any additional training because she felt that Mr. K. lacked the ability
to successfully complete the course work and had completed training that should allow him to seek
employment immediately.
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The regional CAP Coordinator met with Mr. K�s counselor to discuss the possibility of supporting him
for a trial semester. CAP also suggested that VESID consider a college preparatory training program at a
nearby university. The college prep program is offered during the summer and combines one college course
with study skill development and discussion groups. The program provides students with ongoing
feedback and, upon completion, VESID receives a comprehensive evaluation report.

Mr. K. performed extremely well and the evaluation strongly supported continued studies on the college
level. VESID agreed to continued sponsorship and Mr. K. began full-time college studies at the university.

Achieving Vocational Goal
Mr. V. is a VESID consumer who was seeking additional training to pursue a career as a technologist

or engineer�s assistant. Mr. V. approached CAP for assistance after he had completed an associate�s  degree
program from Devries Institute of Technology with VESID sponsorship. Initially, Mr. V. had entered the
Devries program when it was a certificate program. During his study he required medical treatments that
delayed his graduation. During the course of his studies Devries converted the program from a certificate
program to a degree program. It was Mr. V�s strongly held belief that he requires a bachelor�s degree in
computer engineering to reach his goal of technologist, or engineer�s assistant. Mr. V. indicated he had
approached the VESID district office manager with the request for continued sponsorship. Mr. V. reported
that the district office manager stated that he could not honor the request and recommended that he
contact CAP.

The regional CAP Coordinator supplied VESID with a vocational market analysis demonstrating that
in order to secure employment as a technologist or engineer�s assistant, the applicant must acquire a BA
in computer engineering or a related major. Mr. V. also argued that, while his academic progress was
delayed due to his medical treatments, the technological advances in the field necessitated more advanced
training. VESID granted Mr. V. the additional sponsorship.

PROTECTION AND ADVOCACY FOR INDIVIDUAL RIGHTS PROGRAM

The Protection and Advocacy for Individual Rights (PAIR) program is an advocacy program authorized
by the Rehabilitation Act to provide authority and funds to states and territories to represent persons with
disabilities who do not qualify for other existing advocacy programs. The Commission also administers
this program through contracts with regional offices. Typically, persons with mental illness living
independently in the community and persons with adult-onset disabilities are served in the program.

The major goals of the system include the provision of assistance to people to secure their rights to
accessible and affordable housing in the communities and neighborhoods of their choice, and the
reduction of accessibility, communication and transportation barriers. Projects also increase the availabil-
ity of supports enabling people with severe disabilities to participate freely in community life.

PAIR, in combination with CAP, and the programs authorized under DDA and PAIMI, allows P&As
to serve all individuals with disabilities and provide a full range of legal services and advocacy.

During the past year, the New York State PAIR program served approximately 4,600 persons with
disabilities, their families and advocates. Legal representation or intensive case advocacy services were
provided to 532 persons. Another 1,469 persons were provided with information or appropriate referral
and 2,626 persons were trained at 75 educational settings.
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The following are examples of PAIMI cases:

Securing Housing/Safe Haven
Restoration Society, et. al. v. City of Buffalo, 98-CV-0041S(H) (WDNY).

Neighborhood Legal Services obtained a preliminary injunction in federal court against the City of
Buffalo, under the ADA and Section 504, allowing an overnight drop-in center for homeless people with
mental illnesses to open. The purpose of the center is to provide a safe haven for homeless people with
mental illnesses and to attempt to link these individuals with community services in a nonthreatening
manner, with the ultimate goal of providing permanent housing. Many of the intended clients of the
program have historically been extremely resistant to such interventions and assistance.

The City of Buffalo had denied a special use permit to a nonprofit agency which was seeking to open
the drop-in center based on classic �not in my back yard� pressure from the neighbors of the center. Prior
to initiating the lawsuit, NLS appeared with the agency at several hearings before the City of Buffalo
Common Council, as well as at community meetings, in an effort to obtain approval for the center without
resort to litigation. When that failed, NLS filed a court action.

After several appearances in Court and a hearing on the motion, the Court granted a six month
preliminary injunction to the agency, allowing the program to open. The Court found that NLS was likely
to prevail on the claim that the City had impermissibly discriminated against the agency and its clients on
the basis of disability in violation of the ADA and Section 504. Plaintiffs have since received two additional
six month extensions to the preliminary injunction order and are negotiating settlement of the lawsuit with
the City.

In the meantime, the program has been in operation for almost a year and is considered a huge success
at providing a place for homeless people with mental illnesses to go to get off the streets at night. A large
percentage of these people have accepted referrals to community service agencies and are no longer
homeless, thus meeting the ultimate goal of the program.

Reducing Accessibility, Communication, and Transportation Barriers
During this year, New York Lawyers for the Public Interest began an Access Campaign with the

intention of enhancing the public�s understanding of the importance of access for all.

A major part of the Access Campaign will be increased advocacy. This effort involves surveying facilities
to make sure they are accessible and taking action to ensure that inaccessible places and programs are made
accessible. The Access Campaign emphasizes the places that are important for the daily lives of people with
disabilities, especially for those who are poor. These include stores, schools, post offices, government
buildings, transportation services, medical services and other public accommodations that are part of
everyone�s day-to-day life. The Access Campaign also plans to continue NYLPI�s work in supporting the
rights of people with disabilities to services such as appropriate education and psychiatric treatment in
one�s native language.

Community outreach and education are also a major component of the Access Campaign. Strategies
include distributing easy-to-read information on the ADA, public service announcements and advertise-
ments and increasing people�s awareness of assistance available to them, including legal assistance.
Education is also aimed at the general public, including employers and architects. The Access Campaign
seeks community feedback on a frequent basis to ensure that its work is helpful and effective.
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Enabling Participation in Community Life
Lupo v. Wing, CV 97-0986 (E.D.N.Y.,)

Plaintiff, represented by counsel from NSLS and the Touro Law Center, prevailed in his claim
challenging the failure of the Suffolk County Department of Social Services (SCDSS) and the New York
State Department of Health (NYSDOH) to permit recipients of Medicaid Personal Care Services (PCS)
to go on activities of daily living performed outside the home, such as shopping and banking, with their
PCS aides. Plaintiff challenged the defendants� restrictive PCS policies as violating the State Medicaid
Statute and Title II of the Americans With Disabilities Act, providing for government programs and
services to be offered in the least restrictive manner.

United States District Court Judge Thomas Platt ordered a stipulation of settlement in the case on
February 4, 1998, pursuant to which plaintiff is permitted to go with his PCS aide on activities of daily living
included on the plaintiff�s PCS care plan, which include shopping, banking, haircuts, and other activities.
The stipulation provides for the use of Suffolk County paratransit for the performance of activities
performed by Mr. Lupo and his aide outside the home.

Education, Training and Outreach
Educational Advocacy Training

An important component of the Commission�s statewide training program is the provision of specially
designed workshops focusing on special education issues for PAIR clients.  During this past year a variety
of  sessions were scheduled throughout the state.  These sessions focused on advocacy skills for parents,
including how to understand evaluations and assessments; how to write an Individualized Education Plan;
and how to monitor a child�s special education program.  Many of the  workshops were co-sponsored with
other disabilities organizations such as the Learning Disabilities Association, the Parent Network, the
Mental Health Association, the SUNYA TRAID Program, and Taconic Resources for Independence, Inc.

Minority Outreach Project
The Commission�s Statewide Minority Outreach Project continues its primary mission of assisting the

Commission and its related advocacy partners to effectively serve the state�s minority groups.  Although
housed in New York City, the Project serves as a valuable resource to all the regional PAIR programs.

Hispanic Outreach and Training Project
Complementing the Minority Outreach Project is a statewide Hispanic Project. The Hispanic Access

coordinator has focused her efforts on making the State�s Hispanic organizations aware of the Commission
resources, and on the delivery of educational advocacy training.

National Association of Protection and Advocacy Systems Minority Award
In recognition of the Commission�s outstanding minority outreach activities, the National Association

of Protection and Advocacy Systems (NAPAS) bestowed its national minority outreach award to the
Commission at the NAPAS annual conference.
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Disability Awareness Program
The Commission on Quality of Care, along with nine other co-sponsors, has for the last several years

conducted a statewide disability awareness program.  This program is designed to provide information to
students to help promote positive attitudes toward persons with disabilities. Over the years, Commission
staff have conducted a variety of school presentations and activities for students including essay, art and
photography contests.  Judging from the more than 2,000 entries annually, the program has been a success
in helping to focus attention on the many similarities among persons with disabilities and those without
disabilities. Materials developed for and emanating from this project have been featured on the
Commission�s website.

Disability and the Law
Disability and the Law is an ongoing video series which deals with relevant issues in disability law.  This

award-winning series is co-produced by the Commission and the NYS Bar Association and broadcast on
local cable television stations throughout New York.  Videos are also available for purchase. This  year
featured shows were on guardianship and special education issues.
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STATE
OF

NEW YORK STANDARD VOUCHER
AC 92 Rev. (4/82)

Voucher No.

ANNUAL
REPORT
1998-99

 QUANTITY DESCRIPTION OF SERVICES-April 1, 1998 to March 31, 1999

57,114 Persons Served Through PADD, CAP,PAIMI
& PAIR Networks

18,058 1-800 Calls Received
7,556 Reports of Suspected Adult Abuse Reviewed
1,710 Recommendations Made

451 Site Visits
369 Surrogate Decision-Making Cases Reviewed
266 Individual Quality Assurance Complaints

Acted Upon
181 Deaths Investigated
148 Reports of Suspected Child Abuse Responded To

7 Published Reports

Payee Name  (Limit to 31 spaces) Commission on
Quality of Care for the Mentally Disabled

Address  (Limit to 29 spaces)

City & State  (Limit to 24 spaces)

Schenectady, New York

401 State Street

1 PAY TO:

12305
Zip Code

PAYEE CERTIFICATION:
I certify that the above bill is just, true and correct; that no part thereof has been paid except as stated  and that
the balance is actually due and owing, and that taxes from which the State is exempt are excluded.

PAYEE’S SIGNATURE IN INK Title

Chairman

Name of CompanyDate

1998-99
Commission on

Quality of Care for the Mentally Disabled

Discount

           %

Amount

TOTAL  $8,029,538

NET $8,029,538

TOTAL EXPENDITURES FOR SERVICES

State Operations
General Fund $2,813,702
Special Revenue Fund - Federal 3,074,495

Special Revenue Fund - Other 1,946,271

Aid to Localities
General Fund $  195,070
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1998-99 Publications
Could This Happen in Your Program? A Collection of  Case Studies Provoking Reflection,
Discussion, and Action, Volume II, 1998.

Diverting Public Funds: The Misguided Mission of  the Independent Living Center of
Amsterdam, Inc., August 1998

Exploiting Medicaid Through A Shell Not-For-Profit Corporation: The Case of  Special
Needs Program, Inc., January 1999

Abandoning Its Not-For-Profit Purpose: The Case of  Project Independence of  Queens NY,
Inc.,June 1999

A Report on Individuals with Developmental Disabilities Who are Possibly Homeless, August
1999

Watching Over the Children: A Review of  1998 Commission Activities on Behalf  of  Children
with Mental Disabilities, August 1999

 In The Matter of  David Dix, November 1999
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Mental Hygiene
Medical Review Board

Michael Baden, M.D.
Harvey Bluestone, M.D.
John Calvert, Pharm.D., Consultant
Miriam Friedenthal, M.D.
Stanley Gross, M.D.
Irwin Hassenfeld, M.D.
Arnold Merriam, M.D.
Saul Moroff, M.D.
Russell Newkirk, M.D.
Sophia Socaris, M.D.
H. David Stein, M.D.
Barbara Wolf, M.D.
Robert Yates, M.D.

Advisory Council
to the Commission

Sr. Bernadette S. Downes, C.I.J., Chair
Al Agovino
Dale R. Angstadt
James Bopp
Grace E. Clench
Mary H. Derby
Adam Denenberg
Judy Eisman
Deborah S. Lee
David Mandel
Francis C. McCune
E. Regis Obijiski
Milo I. Tomanovich, Esq.
Elizabeth Wickerham
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PPPPPrrrrrotection and Aotection and Aotection and Aotection and Aotection and Advdvdvdvdvocacyocacyocacyocacyocacy
for Dfor Dfor Dfor Dfor Devevevevevelopmentally Delopmentally Delopmentally Delopmentally Delopmentally Disabled Pisabled Pisabled Pisabled Pisabled Personsersonsersonsersonsersons

RRRRRegions and Oegions and Oegions and Oegions and Oegions and Officesfficesfficesfficesffices

North Country Region

7. North Country Legal Services, Inc.
100 Court Street
Plattsburgh, NY 12901
(518) 563-4022

8. North Country Legal Services, Inc.
P.O. Box 648
Canton, NY 13617
(315) 386-4586

Western Region

9. Western New York Advocacy for the
Developmentally Disabled, Inc.
Medical Arts Building
277 Alexander Street, Suite 500
Rochester, NY  14607
(716) 546-1700

10. Neighborhood Legal Services, Inc.
295 Main Street
Ellicott Square Building, Rm 495
Buffalo, NY  14203
(716) 847-0650

Southern Tier Region

11. Legal Aid for Broome/Chenango Cos., Inc.
30 Fayette Street
P.O. Box 2011
Binghamton, NY  13902
(607) 723-7966

Long Island Region

12. Long Island Advocates, Inc.
4250 Hempstead Turnpike, East Building, Suite 19
Bethpage, NY  11714
(516) 735-5466

1. NYS Commission on Quality of Care
Bureau of Protection and Advocacy
401 State Street
Schenectady, NY 12305
(518) 381-7098

New York City Region

2. NYS Commission on Quality of Care
Bureau of Protection and Advocacy
55 Hanson Place, Room 1069
Brooklyn, NY 11217
(718) 923-4305

3. New York Lawyers for the Public Interest, Inc.
151 West 30th Street, 11th Floor
New York, NY 10001-4007
(212) 244-4664

Lower Hudson Region

4. Westchester/Putnam Legal Services
4 Cromwell Place
White Plains, NY 10601
(914) 949-1305

Central Region

5. Legal Services of Central New York, Inc.
The Empire Building
472 South Salina Street, Suite 300
Syracuse, NY  13202
(315) 475-3127

Upper Hudson Region

6. Disabilities Law Clinic at Albany Law School
80 New Scotland Avenue
Albany, NY 12208
(518) 445-2328
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1. NYS Commission on Quality of Care
Bureau of Protection and Advocacy
401 State Street
Schenectady, NY 12305
(518) 381-7098

New York City Region

2. New York Lawyers for the Public Interest, Inc.
151 West 30th Street, 11th Floor
New York, NY 10001-4007
(212) 244-4664

Long Island Region

3. Touro College
Jacob J. Fuchsberg Law Center
300 Nassau Road
Huntington, NY  11743
(516) 421-2244 ext. 331

Western New York Region

4. Neighborhood Legal Services, Inc.
295 Main Street
Ellicott Square Building, Rm 495
Buffalo, NY  14203
(716) 847-0650 (716) 847-1322 (TTY)

Central New York Region

5. Legal Services of Central New York, Inc.
The Empire Building
472 South Salina Street, Suite 300
Syracuse, NY  13202
(315) 475-3127

PPPPPrrrrrotection and Aotection and Aotection and Aotection and Aotection and Advdvdvdvdvocacyocacyocacyocacyocacy
for Ifor Ifor Ifor Ifor Individuals with Mndividuals with Mndividuals with Mndividuals with Mndividuals with Mental Iental Iental Iental Iental Illnessllnessllnessllnessllness

RRRRRegions and Oegions and Oegions and Oegions and Oegions and Officesfficesfficesfficesffices

North Country Region

6. North Country Legal Services, Inc.
38 Gouverneur Street, POB 648
Canton, NY 13617
(315) 386-4586 1-800-822-8283

7. North Country Legal Services, Inc.
100 Court Street, POB 989
Plattsburgh, NY 12901
(518) 563-4022 1-800-722-7380

Hudson Valley Region

8. Disability Advocates, Inc.
5 Clinton Square
Albany, NY  12207
(518) 432-7861
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Client Assistance PClient Assistance PClient Assistance PClient Assistance PClient Assistance Prrrrrogramogramogramogramogram
RRRRRegions and Oegions and Oegions and Oegions and Oegions and Officesfficesfficesfficesffices

New York City Region

7. New York Lawyers for the Public Interest, Inc.
151 West 30th Street, 11th Floor
New York, NY 10001-4007
(212) 244-4664

8. Center for Independence
of the Disabled in New York, Inc.
841 Broadway, Suite 205
New York, NY  10003
(212) 674-2300 (Voice or TTY)

9. Brooklyn Center for Independence
of the Disabled, Inc.
2044 Ocean Avenue, Suite B-3
Brooklyn, NY  11230
(718) 998-3000 (718) 998-7406 (TTY)

Long Island Region

10. Long Island Advocacy Center, Inc.
Herricks Community Center
999 Herricks Road
New Hyde Park, NY  11040
(516) 248-2222 (516) 877-2627 (TTY)

11. Long Island Advocacy Center, Inc. (Satellite Office)
490 Wheeler Road, Suite 165C
Hauppauge, NY  11788
(516) 234-0467

Denotes Outreach Center

Denotes Legal Service Unit

Western New York Region

1. Rochester Center for Independent Living, Inc.
758 South Avenue
Rochester, NY  14620
(716) 442-6470 (Voice and TTY)

2. Neighborhood Legal Services, Inc.
295 Main Street
Ellicott Square Building, Rm 495
Buffalo, NY  14203
(716) 847-0650 (716) 847-1322 (TTY)

Central New York Region

3. Resource Center for Independent Living, Inc.
409 Columbia Street
Utica, NY  13502
(315) 797-4642 (315) 797-5837 (TTY)

4. Legal Aid Society of Mid-York, Inc.
255 Genesee Street
Utica, NY  13501
(315) 732-2131 (Voice and TTY)

Hudson Valley Region

5. Capital District Center for Independence, Inc.
855 Central Avenue, Suite 110
Albany, NY  12206
(518) 459-6422 (Voice and TTY)

6. Westchester Independent Living Center, Inc.
200 Hamilton Avenue
White Plains, NY  10601
(914) 682-3926 (914) 682-0926 (TTY)
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Advocates

Stephen J. Acquario
Roberta Abbott
Carrie Allen
Daniel Aliberti
Barbara Anderson
Carol S. Anderson
Steven Assael
Dawn Barthel
Marilyn Baxter
Allan Berkowitz
Madeline Bobet
Juhi Beri
Barry Berman
Elizabeth Berman
Erica F. Berman
Walter C. Blount, Jr.
Neville Brathwaite
Francis Burke
Doug Burleigh
Celia Burnett
Mary Cannon
Timothy Carey
Shawn Philip Carlson
Becky A. Carman
Barbara Carney
Jill Carr
William Carroll
Charlotte Carter
Marianna Carter
Marc Charton
Bob Cincotta
Ronnie Cohn
Caroll Congo
Amanda-Beth Crowley
Robert Davey
Mark Davis
James DeBerry
Jean Ann Decker
Dianne F. DeCurtis
Victoria DeNinno
Nancy DeSando
Joy DeVita
Becky Dishaw
Patricia Donohue
Cheryl Dorn
Wendy Dressler
Jean DuCoffe
Gary J. Duryee
Lori Edwards
Charlene Endal
Susan Evans
Barbara A. Fenton
Beverly Ferland
Martin Fink
Martin L. Fisch
Gail Fishkind
Nancy A. Fogel
R. Adam Forno
David F. Freschi
Anita Frey
Muriel Friedman
Julianne J. Furlong

Joseph Gagnier
Joann M. Galley
Evelyn Goldberg
Anna L. Goodsell
Patrick Griffiths
Mark D. Gustin
Claire Harnick
Helen Hauser
Robert Havlena
William Herrick
Helen Hines Farrell
Stephan Hittmanm
Arthur Holmberg
Salvatore Iacullo
Beth Imperial-Rogers
Paige Ann Ingalls
Dorothy Januszewski
Gerald D. Kampfer
Kate Kaufman Burns
Alice Kayser
Mark Keller
Paul Kelly
Earl Klein
Marie Knapp
Patricia Knuth
Margaret Kolodzey
David Landa
Ann Marie LaVallo
Susan Leone
Marie Levy
Frederick Lewis
Lynette Loadholt
James Love
Lisa Lovelock
Rhys Ann Lukens
Kathleen Mason
Thomas McCluskey
Angel Mejias
Rosa Miller-Martin
Judith W. Mills
Richard C. Monck
Sallie Moore
David Morency
Kim Mosteller
Eileen Murphy
John Murphy
Ellen Naidus
W. Bruce Newman
Robert Nugent
Sandra Howard O�Brien
Barbara Pancari
Jill H. Patel
Eleanor C. Pattison
Jane Ann Peer
Collette Phillips
Jacqui Phillips
Seibert Phillips
Daphne Pickert
James Pine
Aileen Pollack
Davis Pollack
Carol Poisman
John Quain
Stephen Ramos

Elaine Reinke
Lorraine Reit
Donna Robinson
Rev. Melvin Robinson
Matthew Rock
Robert Roe
Lisa Rosen
J. Paul Rosenbaum
Richard Rowe
Julio Vernon Ruiz
Maria Sanchez
M. Madeline Sansevere
Dave Saunders
Iabel Schwartz
John T. Servodidio
Millicent Silver
Marjory Scarlet Simmons
Brenda Smith
Victoria Stark
Ronnie Steinwolf
Philip Sterdt
Maureen Stewart
Wendy Stickley-Ocker
Susan Streeter
Diane C. Swingle
John Szolnoki
Anne Thompson
Monica Toye-Smith
Marjorie Travis
Thomas Trevett
James C. Tunny
Tom Turner
Linda Tynon
Viena Victoria
Ralph Vinchiarello
Linda Virelli-Gucker
Amy Walsleben
Harry L. Watson
Ellie K. Weinstein
Lauren Welsh
Lesmore Willis, Jr.
Diane Yaddow
Jennifer Zagami
Thomas M. Zimmerman
Elissa Zucker

Attorneys

Edward R. Adams
Meryl Amster
William Banks
Claire Barabash
C. Thomas Barletta
Anthony Bernini
Michael Bosquet
Patricia Broadbelt
Mark A. Burger
Tyrone Butler
Keith P. Byron
Patricia Campanaro
Paul P. Carlucci
James A. Cashen
David Commender
Dennis Consumano

SSSSSurrurrurrurrurrogate Dogate Dogate Dogate Dogate Decision-Mecision-Mecision-Mecision-Mecision-Making Paking Paking Paking Paking Panel Manel Manel Manel Manel Membersembersembersembersembers
Sonja Cooper
Mark E. Davidson
Herbert Dicker
Paul Drager
Elizabeth M. Dumas
Michael T. Dwyer
Patrick J. Dwyer
Anthony Earley
Tina Rae Eskreis Nelson
Frank Fanshawe
Elizabeth Argar Fass
Lawrence Faulkner
Stuart M. Fischman
Margaret Flint
Ellen Flowers
Robert Friedlander
Lisa K. Friedman
Jeffrey Frydman
Miriam Frydman
Linda Geraci
Barry Gold
Karen Grant
Rachel Green
Judd D. Grey
Jean Marie Grout
Sharon Kovacs Gruer
Susan Harmon
Joanne Harpel
Lynne Harrison
Bruce V. Hillowe
Norma E. Hogan
Jeffry Hollander
James F. Horan
Roberta Horne
Paul Jaffe
Kalimah J. Jenkins
Judith Kahn
Jonathan Katz
Charles Kirschner
Stacy Kitt
Allen Kozupsky
Jocelyne S. Kristal
Anthony Lamberti
Fran I. Lawless
Donald M. Lefari
Juliette S. Levin
Geoffrey Long
Guido A. Loyola
Robin Malsky
David S. Martin
Jean Martin-Cinelli
Jane A. McGrady
Judith M. Menschik
Alan Merkin
Mark J. Metzger
Edward R. Mevec
Stuart Mitchell
Michael J. Monahan
Claire Mondora
Stephanie E. Moriarty
Steven H. Mosenson
Christine M. Napierski
Alicia Nemec
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Jerrold L. Neugarten
Mary Nicholls
Christine Northrop
Timothy J. O�Connor
Joanne Ossi Vega
Gregory M. Owens
Rev. Donald S. Pangburn
Ralph Pennington, Jr.
Marilyn Podgainy
Erno Poll
Lynn Poster-Zimmerman
Valorie Joy Promisel
Jack Rabin
Joseph Ranni
Richard Reich
Fiona Reid
Glenn Rickles
Irene K. Ropelewski
Neal H. Rosenberg
Philip Rosenberg
Wendy A. Rothstein
Michael Ryan
Rubin R. Salz
Sandra Samimi
Margaret B. Sandercock
Michael Sarner
Carol Scal
John Scheffel
Michelle Schleider
Mary Scranton
David A. Sears
Ann Silberman
David Silverman
Philip Simpson
John Peter Sipp
Erica M. Slezak
Merryl Snow-Jackson
Lloyd Sokolow
Brenna Stewart
Charles E. Stewart, III
Timothy Stickelman
Oscar Straus
Howard Strongin
Risa Sugarman
Patricia L. Swolak
Lillian K. Tapp
Eli I. Taub
John H. Thomas, Jr.
Maryellen Tria
Jan Louise Ulman
Dorothy Vivas
Carolyn Wade
H. Elliot Wales
Maureen Walsh
Timothy C. Walsh
George Weinbaum
Barry M. Weiner
Edward V. Wilcenski
G. Kimball Williams
Jeffrey A. Wise
Ronald L. Wozniak
George Xixis
Judith Zirin-Hyman

Family

Al Agovino
Mark Applewhite
Kermit Augustine
Seymour Barasch
Irving Berkowitz
Maria Bernal-Rabasco
Paula Bossert
Colleen Brosnan
Ginette Brouard
Barbara Brown
Robert S. Burger
Gail Bush
Marianne Calise
Karen Cornwell
Mary Corrigan
Anne M. Dollard
Ellen Fein
Susan Fitzmaurice
Rabbi Sinai Halberstam
Patricia D. Hall
Lydia Hucker
Mary Ann Husnay
Ellen Kanner
Charles King
Joan E. Klink
Diane Kopitowsky
Walter Krudop
Sylvia Lask
Carl Lobdell
Sandra R. Longworth
James McKiernan, Jr.
Marcia Menasse
Henrietta Messier
Linda Miele-Cavallaro
Joanne M. Moore
Ann Nehrbauer
Jane Nelson
Polly Panzella
Margaret Raustiala
Ann Reilly
Mary Jane Rice
Linda Rippel
Rain F. Rippel
Isaac D. Rubin
Judith Rubin
Rebecca Salerius
Anthony Salerno
Theresa Sgrulletta
Carolyn Smith
Mary Ellen Smith
Kevin Snidere
Evelyn Stefos
Sandra Stevens
Helen Swanwick
R. Clinton Taplin
Joan Taylor
Gerry Trautz
Linda Venezia
Mel Zalkin
Jay Zuckerman

Medical

Lucy Alexander
Norine E. Allen
Eleanor Ayers
Connie Baird
Angela B. Balletto
Bruce Barrett
Janet Bedney
Sheldon Blackman
Sheldon Blitstein
Mary Boscardin
Mary Browne
Patricia Brunetti
Lynne H. Brush
Sr. Marie P. Buckley
Karen Butler
Eleanor Campbell
Marie A. Carlucci
William Carroll
Frances S. Cauldwell
Seymour Cohen
Danelle V. Colistra
Barbara C. Coon
Lydia Craig
Joann Davis
Dorothy C. Dempsey
Michael F. Dempsey
Vincent M. Dicks
Vincentia Dondero
Barry Donowitz
Nancy Dougherty
Martin B. Duke
Evelyn Elson
Rose Marie Fairley
Alice Farbotko
Joan Fertig
Blanche Fine
Maryl C. Fish
James S. Fishler
Susan Fleisher
Pamela Ford
Paulette Francois
Mary C. Gage
Louis Gallagher
Geneva Genovese
Amy Gillette
Kathleen Gilliam
Sushila Gillis
Noreen Gilmartin
Donald Goldfarb
Nancy Grant-Miller
Evelyn Gulliksen
Rita J. Haahn
Rosa Hall
Susan Harwin
Karen Henley
Marsha S. Herman
Henry Hertl
Cathleen Hollywood
Eve Horbat
David Hornick
Marie Horton

Grace J. Hudak
Rosemary Hyatt
Beth Imperial-Rogers
Raji Iyer
Seymour Jacobson
Marla Jonas
Myra Kahn
Janet Kazes-Garrison
Barbara Kelly
Elsie Kent
Alice Kiley
Darlene R. Kinney
Deborah Kolomick
Ann Korabik
Cathy LaBarge
Eunice Lalonde
Adele Landesberg
Susan Laplante
Robert B. Lazow
Ronald S. Lehrer
Risa A. Leonard
Martin Liberman
Dora Lipman
Constance Lopez
Linda Mainetti
Polly Maouris
Barbara Margolis
Stella Marrs
Rita M. Martin
Victor Martini
Robert C. Mayo
Peter McHugh
Linda Meyer
Patricia Monteverde
Margaret Montroy
Debbie Murray
Catherine B. Myers
Elaine Nakovics
Joan Niles
Toni Norton
Elaine O�Brien
Oliver Ogbonna
Virginia O�Halloran
Patricia Okoniewski
Marion Ostrander
Melissa Ottenstein
Laura Panek
Margaret Parise
Phyllis Pellet
Barbara Petak
Jean Petela
Flo Pflaster
Gary Piccione
Barbara Pioli
Cynthia Raymo
Sue Reed
Judy Rhodes
Diane C. Richter
Corinne Romanotto
Michael W. Rosenberg
Linda J. Ross
Kathleen Ryan

Mary Ellen Ryan
Patricia Ryan
Suzanne Schein
Irene Schukin
Mary Healy Sedutto
Shelly Seidenberg
Rita Shantzis
Wilhelmina Sheridan
Joanne Siegel
Albert B. Siewers
William Simmons
Arthur M. Small
Jill Sussman
Helen Swanwick
Roy C. Swingle
Jan Tacoronti
Richard Timo
Susan Torres
Nicole Lyn Uterano
David VanDenburgh
Barbara Vente
Cynthia Weissend
Frederick M. Wetzel
Christine Wheeler
Daniel F. White
Amy Winn-Claus
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To improve the quality of  life for individuals with disabilities in New York State, and beyond, and
to protect their rights by:

◗ Ensuring and advancing programmatic and fiscal accountability within the State�s mental hy-
giene system through independent oversight;

◗ Providing case-specific and systemic investigative and advocacy services, and

◗ Offering impartial and informed advice and recommendations on disability issues to government
officials, program operators, individuals with disabilities and their families and advocates, and
the public-at-large.

VALUED AND GUIDING PRINCIPLES

Charged with a variety of  investigatory, advocacy and educational activities, our work is guided by
the following principles:

◗ Committed and Courageous Independence

We will carry out the agency�s mission on behalf  of  individuals with disabilities undeterred by
extraneous factors.

We will gather information and data independently, making findings and recommendations as we
see them, consulting with but not controlled by outside parties.

We will be a voice for the often voiceless, �the everyman� disabled or not, singing praise where
praise is due, explaining ways in which services could be improved and expressing righteous
outrage when they are not.

◗ Compassion

We will walk in the shoes of  the Commission�s stakeholders, enter their lives by listening and
responding with truthfulness and caring.

◗ Integrity

In our labors, we will exercise diligence in our quest for accuracy, fairness, and the truth through
careful research and analysis, attention to detail, application of  reasonable standards, and the
invitation of  peer review and dialogue.

◗ Respect

In our efforts to uphold their rights and improve the quality of  life for people with disabilities, we
will always treat each other as we treat the people we serve.
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