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ABSTRACT

A CASE STUDY OF INVOLUNTARY HOSPITALIZATION
OF HOMELESS MENTALLY ILL ADULTS

by

Murray Itzkowitz

Adviser: Professor Robert Salmon

This case study is an exploration of the three questions of who among
the street-dwelling mentally ill in New York City from 1991-1993 were being
“designated" for trips to psychiatric emergency rooms; why these individuals
are selected for "designation"; and how and when such activity occurs. The
study also examines the social policies and statutes that establish the programs
and services which are available to assist this vuinerable patient population.

The idea for the study began with the investigator’s concern that the
increase in the mentally ill among the number of homeless was attributable
to statutes that mde it too difficult to take people to hospitals against their
wishes and the belief that hospitals were turning them away and forcing them
into “revolving door" patterns. The investigator’s bias also included a belief
that there were too few professionals and others engaged in this specialized
work and that not enough people in and outside government were concerned
with finding solutions to problems which have existed since the era of emptying

psychiatric hospitals known as "de-institutionalization".



The study’s literature review reveals only recent interest on the subject
of involuntary hospitalization of the homeless mentally ill. What has been
written highlights the debate between clinicians and civil libertarian lawyers
over issues of personal freedom and the need for treatment. Writers are either
for individual rights or for liberalizing the basis for removing people from
potentially lethal situations.

The investigator utilized a participant-observer method to study
practices and policy in the field. This method included visits to outreach
programs, reading case records, interviewing staffs, visiting the courtroom
and traveling with outreach teams.

The investigator learned that four outreach programs in Manhattan
have contacted and worked with several thousand undomiciled, mentally ill
persons and that utilizing sections of New York State Statutes (9.37 and 9.39)
have gotten many patients into hospitals and ongoing treatments. The
investigator concludes that within the areas served by outreach programs it
has become possible, through rapid response, to identify, assess and plan for
treatment of homeless mentally ill. |t appears that statutes are adequate to
insure that those who need hospital care can get it and that only those who
need it get this kind of treatment,

The investigator finds there are well-trained dedicated workers who
could train others, including police, and recommends that outreach programs
be established that are organized and administered by social workers in each

community of 100,000 persons. This is similar to the French system of
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"sectorization" which combines hospital and community-based, coordinate
services.

This case study arose out of the investigator’s concern that there were
increasing numbers of homeless mentally ill in the streets, in transportation
terminals and other parts of the city and that insufficient efforts were being
made to get them to hospitals or other safe places. The investigator assumed
at the outset that state law was restrictive and may have made it difficult
to remove mentally or physically ill persons to hospitals and that too few
professionals and other personnel were engaged in such activity. He also had
the idea that patients were being turned away at hospitals by resident
psychiatrists who were hostile to those patients or unfamiliar with them and
therefore reluctant to hospitalize them. The investigator also questioned
whether the plight of mentally ill people in the streets was of concern to anyone
in government and whether there were people who knew how to assist this

especially vulnerable population.
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CHAPTER |

INTRODUCTION

In January, 1982, a 61 year old woman, a former psychiatric hospital
patient, froze to death in a corrugated box on an out-of-the-way street corner
on the West Side of Manhattan. Police and municipal authorities, including
the New York City Commissioner of Mental Health had known that she "lived"
in the carton for some time and the Commissioner, following statutory
requirements, had ordered the woman observed to determine whether, as a
result of her way of living, she was in danger of causing harm to herself. Under
these early statutes, the individual had to be observed by the Commissioner
or her designee for 72-hours to secure a Court certificate authorizing the
Commissioner to order police to move the woman involuntarily from her
cardboard carton to a hospital. The woman was said by the Commissioner’s
office to have rebuffed earlier efforts to assist her and that she had not been
persuaded to voluntarily seek aid at a hospital emergency room or move to
a shelter. "Rebecca Smith froze to death in the home she constructed for herself
inside a cardboard box. She preferred it, she said, to any other home. Rebecca
Smith had spent much of her life in a state psychiatric hospital-life in the box
was preferable" (Ann B. Johnson 1990). The woman never was removed

involuntarily from her cardboard "home" because on the day before the



conclusion of the 72 hour observation, there was a sudden and steep drop in
temperature and the woman froze to death--a victim of exposure, hypothermia,
and social policy dilemas.

The death was followed by a public outcry that this lonely, maddened
person had been left to perish alone on the streets, a victim of the elements
and of society’s neglect and outdated policy. This tragic incident revealed to
the public and professional community the deep underlying issues and conflicts
associated with involuntarily admitting for hospital observation and treatment
those persons who are likely to harm themselves or others if left unattended.
Involuntary psychiatric admission, or commitment, has pitted mental health
professionals against lawyers, physicians against magistrates and citizens against
each other. The choice between allowing persons with obvious mental and
medical problems to suffer and deteriorate in the streets until they become
emergencies, or ordering them earlier to be transported by police to a hospital,
embroils proponents on either side of the debate in ethical, civil rights, privacy
and policy arguments.

The number of street-dwelling mentally ill rapidly increased during
and since the period from 1955 to 1978, generally referred to as the
"deinstitutionalization" of the nation’s psychiatric hospital patients. The
frenzied emptying of psychiatric hospitals greatly expanded the number of
potential recipients of emergency room psychiatric and medical care, including
those who would need to be served involuntarily. As reported by the Governor’s
Select Commission On The Future Of The State/Local Mental System-1984

New York State’s hospital census of 93,000 patients in 1955 was reduced to



76,000 in 1968, 35,000 in 1975, and is less than 10,000 in 1993. Many of those
released have been unable to adapt successfully unaided to life in the c.ommunity
and serving them required changes in statutes, policies and programs.

The shift in locus of treatment and care of the mentally ill from
hospitals to community had three ambitious goals. According to the 1984 report
of the Governor’s Select Commission these were:

--to prevent inappropriate mental hospital admissions

through provision of community alternatives for

treatment;

-- to release to the community all institutional patients
who had been adequately prepared for release;

-- to establish and maintain community support systems
for persons receiving mental health services in the
community.

The Commission Report goes on to indicate that:

...inaddition to the development of psychotropic

medications, the philosophy that community treatment

is better, other factors also contributed to

de-institutionalization. In the social reform era of the

1960’s a more activist judiciary began listening

sympathetically to patients rights advocates who challenged

the manner in which states dealt with mentally disabled

citizens.

Social reform, including improvements in the care of the mentally
ill; legal decisions; and medicines to control psychotic symptoms combined
to set the stage for the re-definition of services to the seriously and persistantly
mentally ill. The most important of these was the availability in 1953 of
tranquilizing medications, without which de-institutionalization could not have

occurred. The rapid spread of their use emboldened hard-pressed, fiscally

conservative governors and state legislators to join libertarians and physicians



in advocating the reduction of costly hospital populations and the shift of

responsibility for patient care to localities. The Select Commisison Report

states:

A concomitant development which profoundly influenced
mental health treatment at this time was the introduction
of psychotropic drugs....This breakthrough in pharmacology
changed the treatment of mental illness and led to an
optimistic perception that mental illness could be cured.
Because of this mistaken belief, the needs of some patients
for lifelong care were not fully acknowledged.

The idea that mentally ill persons could be taken care of in the
community and that such care would be curative had great appeal and was
supported by civilians as well as elected or appointed officials and those critics
of hospitals who wanted all patients "liberated" from the psychiatric care
system. The federal government in 1963 created community mental health
centers in which patients now in the community would receive their mental
health services. These local centers, together with inexpensive housing and
income supports and Medicaid were to complete the arrangement for care.

As is now known, only a one-third of the 2,000 authorized community
mental health centers were developed. Of these, few centers provide services
to seriously mentally ill. The additional required community-based mental
health and rehabilitation services required substantial expense and so were
slow to develop. The funds saved by reducing hospital populatidns did not
precede patients to communities and were slow to follow patients into the
community. Those communities into which patients were placed or found their

way were not always glad to receive them. The 1984 Select Commission Report

points out:



In the early years, it was thought that most patients
would immediately be welcomed into and respond positively
to community life. However, community services for the
chronically mentally ill were not adequately developed,
guidelines for discharge were unclear, and state/local
coordination was lacking.

In addition, many mentally ill persons who were totally
unprepared for community living were released into various
kinds of low-income housing including SRO hotels and
rooming houses.

During the 1970's and early 1980’s, many former patients
became homeless, as the sub-standard dwellings that had
formerly provided them with asylum fell prey to
gentrification pressures and were converted to
higher-income co-ops. Select Commission Report

The poorly implemented and failed policies of shifting care of the
mentally ill from the traditional long-term psychiatric hospital to the community
are the direct antecedents for the presence of street-dwelling mentally ill who
often voluntarily use emergency rooms and acute-care hospitals in a revolving
door pattern and those who also need to receive such services against their
desires. The 1984 Select Commission concluded few of those released were
actively served once they left the hospital. In New York State, the policy of
releasing most psychiatric hospital patients was accompanied by a revised
admission policy in 1968 which emphasized non-admission and diversion1. This
made it difficult to return a patient to the hospital or to hospitalize a "new"
patient. The new admissions policy has meant additional reliance on local
general hospitals and increased tensions between state and local systems. Since
the late 1980°s, New York has continued downsizing its hospital and after-care
services, including consolidating hospitals and closing community-based clinics.

The State Legislature and Budget Bureau regularly reduce the Office of Mental



Health budgets but paradoxically insist on keeping open psychiatric facilities
in their districts which no longer serve patients but which employ local residents.
There is an effort being made in 1993 to have the New York State Legislature
direct the Commissioner of Mental Health "re-invest" all savings from hospital
consolidation and closing in community-based programs, a plan which was first
proposed by the Select Commission in 1984. On November 17, 1993, it was
announced that the NY Legislature and Governor Cuomo had reached agreement
on a bill which would shift $210 million from in-patient to community-based
services over five years. The money was to come from closing 5 state facilities
and reducing the hospital services. Of the $210 million, $30 million are
specifically allocated to serving the homeless mentally ill. The compromise
bill was scheduled for passage and signing in December 1993.

Social workers have played a uniquely important role in services to
the chronically mentally ill. The psychiatric facility social worker was
historically responsible for the patients’ discharges and after-care planning.
Their responsibility for the mentally ill population with whom they had the
closest contact has carried over to community-based services which are
frequently organized as social agencies. Social workers have developed
psychosocial centers, day treatment programs, community residences, and
outreach programs which serve homeless mentally ill. They encourage
street-dwellers to "come indoors" and frequently participate in arranging
involuntary trips to hospitals. The social worker "must meet the client’s needs
without violating client rights, even though those rights are often preserved

at the expense of basic needs. (John R. Belcher - 1988)



As required by mental hygiene statutes, individuals for whom
hospitalization is requested must demonstrate that their condition warrants
such action. Hospitalization is, after all, a form of restraint, especially when
involuntarily imposed. The person who is taken to a hospital for treatment
of festering sores, bizarre behavior, infection, or worse will be seen by some
as "rescued" from the streets but others will see them as deprived of liberty
and personal choice. Some writers make the case that amended statutes now
enable all who need hospital treatrnent to receive it. Others, feel that statutes
and their interpretation by emergency room physicians are too conservative.

In their 1991 book, Madness in the Streets R.J. Isaac and V.C. Armat argue

for liberalizing standards for involuntary admission and make the point that,
in mental illness, the brain, which is responsible for making judgments, is
diseased and should not be relied on by society to make lifesaving judgments.
Since the early 1970’'s, libertarians, public defenders and other lawyers, have
opposed such liberalization and have advocated in and out of the courts, for
leaving to the individual the decision to seek medical and psychological help.
The issue of "freedom" to choose pain, suffering and even death, has been central
to the modern day debate about who will be involuntarily hospitalized and when
such admissions should occur. To this investigator it seems that removing an
individual from a potentially lethal or even seriously harmful situation is of
a higher order of priority than assuring that no civil right has been abridged.

In the period since 1972 lawyers succeeded, through case law and
statute, to add extensive legal process to the seemingly simple and humane

act of bringing a confused, suffering individual to a hospital for assessment



and needed treatment. Belcher (1988) writes that, "Before 1970, loosely defined
civil commitment statutes allowed unwarranted intrusions into people’s lives."
Libertarian lawyers used such "abuses" to create the opening for Court
proceedings and stricter limitations on involuntary' admissions. These new
hospital-based court procedures have come to resemble criminal cases. They
begin with identifying the individual brought to the hospital as a person "accused"
of mental illness and stress heavily the patient’s rights to the same safeguards
and "due process" as an accused criminal. When this includes the right to remain
silent, it makes diagnosis difficult and treatment doubtful.

The search for a standard by which to judge a person’s need to be
removed from the community was first answered by the 1972 landmark Lessard
case in Wisconsin, which provided the precedent for the standard of
"dangerousness". Under this standard the individual is to be examined by
physicians who will determine the degree of danger to the person of remaining
on the streets. "Dangerousness" became defined as evidence that the person
threatens to do physical harm to self or others. In the absence of a finding
of danger of physical harm to self or others, it- was successfully argued in the
Lessard case that the individual should remain at liberty. This case raises
questions about whether libertarians and some lawyers have swung the pendulum
too far in championing rights over needs by promoting "dangerousness" as the
only basis for admission. The debate between rights and needs seems illustrated
by citing the case of the woman in the cardboard box whose needs were not
met and who "died with her rights on".

The January, 1982 death by freezing in New York City was followed



by an easing of local policy and practice which did not require changes in the
state statutes. Following the incident, outreach workers and police began
bringing those who "gravely" endanger their health by not seeking shelter against
the eléments, to emergency rooms or shelters. In October, 1982, Mayor Edward
Koch ordered police to remove homeless mentally impaired people from the
streets to shelters when the temperature fell below 5 degrees centigrade. (In
later years, this was changed to "below freezing".) Mobile teams from newly
created outreach .programs, working from vans, were assigned to assist police
in evaluating those to be escorted to shelters. By October, 1982, outreach
programs had been developed in several cities around the nation, including New
York with the mission of locating and assisting mentally ill on the streets,
offering such services as food, medical care, shelter, and when indicated,
transportation to hospital emergency rooms. A corps of mental health
professionals were being trained, first to introduce an array of community-based
services to uninformed or resistive persons and secondly to evaluate individuals
for potential involuntary hospital admission. There appears to have been an
important shift in attitude and policy regarding more aggressive outreach and
hospitalizations in the ten years following Lessard. This may well have been
in response to a rapid build-up in numbers of homeless and street-bound mentally
ill.

In New York, Project Reach-Out (P.R.0.), sponsored by
Coddard-Riverside Community Center, funded in 1979 through the Community
Support Services was the city’s first outreach program. This was followed by

Manhattan Bowery Project’s Mid-town Outreach Program started in 1981 and



then in 1982 by Homeless Emergency Liaison Project (H.E.L.P.), and several
additional outreach programs which were organized to serve specific areas
of Manhattan.

Outreach programs have demonstrated their unique abililty to locate,
identify and refer patients who would probably otherwise go untreated and
unserved. Their mandate to track and follow-up with reluctant, resistant and
incompetent patients makes them an important player in the service continuum.
During the five years from 1982 to 1987 these projects working collaboratively
identified many street-dwelling mentally ill and were able to have a small
number voluntarily hospitalized every year. A small number were also
involuntarily taken to hospitals where emergency room physicians were not
yet familiar with the population and their needs. Although Project H.E.L.P.
was authorized to arrange involuntary trips principally to Bellevue Hospital,
it was some time before the hospital was receptive to admitting their clients.
In 1987 Mayor Koch ordered an additional initiative to alleviate the suffering
of streetbound mentally ill. By his order a special unit was created at Bellevue
Hospital to receive and treat Project H.E.L.P. admissions, with a resulting
increase in hospitalizations. It seems that bureaucracies which move slowly
needed executive orders before implementing policy changes. Such process
is the nature of this organizational form.

Dr. Luis Marcos, who was associated with the creation of Project
H.E.L.P. and later became New York City’'s Commissioner of Mental Health,
describes the 1987 initiative as, "an unprecedented policy to remove from the

streets to hospitals those mentally ill homeless individuals who were neglecting. ..
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their essential needs...and who by reason of their mental illness lacked the
capability to comprehend the need to protect themselves from obvious danger
and were at risk of physical harm". (Marcos, L.. 1990)

Shortly after the second initiative in 1987, a mentally ill young woman
who had staked out a mid-town Manhattan sidewalk space as her "turf" was
approached by outreach workers responding to numerous complaints about the
woman’s physical condition and her verbally abusive behavior. The team
determined that the woman needed care in the hospital. When she rejected
voluntary treatment at a psychiatric emergency room, the mental health team
ordered police to transport her to the hospital.

Once at the hospital, the patient, the first person admitted under
the 1987 initiative, drew immediate attention to herself by protesting her
involuntary hospitalization and psychiatric treatment and demanding her release.
Her protests mobilized patients’ attorneys stationed at the hospital to do their
part to protect her rights. They appealed to the Court to have the patient
released under the "72-hour"2 provision in the Mental Hygiene LLaw and invoked
her right to refuse psychiatric treatment. The case tested the liberalization
of rules for involuntary transportion of patients to the hospital and garnered
wide attention locally as well as from the many states that had similarly
modified "dangerousness" standards in their statutes to include self-neglect
and reasonable assumption of grave harm to self if left unattended.

A lengthy legal battle followed over whether the woman, Joyce Brown,
(also known as Billie Boggs) could be committed involuntarily or detained for

an extended period of observation and whether she could be involuntarily treated.
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Mayor Koch supported the psychiatrists’ decisions to commit the
patient and to have her treated. He and the hospital were opposed by patient’s
rights advocates such as the American Civil Liberties Union. There were a
number of appearances in the St_ate Supreme Court which is located in Bellevue
Hospital, testimony by expert witnesses including psychiatrists. There were
several judicial decisions and appeals. The proceedings, during which the patient
remained hospitalized for an extended period, were regularly reported in
newspapers and on television. This added to the cases’s notoriety which soon
resembled a criminal case and made hospital commitment seem like a conviction
and sentence.

The procedures resembling a criminal case included informing the
patient of "charges" against her, establishing her right to representation and
even informing her of the right to remain silent, making psychiatric evaluation
or treatment difficult. After a time the patient was referred by the hospital
to a community-based mental health program which provided her with housing
and supportive services. Once in the community, the patient enjoyed brief
celebrity status, including speaking to law students at an lvy L.eague university.
The patient, however, like other chronic mentally ill, has over time,
demonstrated the episodic nature of her mental illness by having several relapses
leading to revolving-door episodes of returning to emergency rooms, to the
streets, to community-based programs and, at times, disappearances.

The publicity surrounding the case led outreach professionals in New
York City to try harder to get street-bound patients to go to hospitals voluntarily

and to escort only those they felt would surely be hospitalized without publicity.
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In New York City no other case has received the attention given the Billie Boggs
case. Individuals brought to Bellevue Hospital continued to request release
after 72 hours and appear before magistrates in court where they are represented
by attorneys of Mental Health Legal Services provided by the state. These
proceedings involve testimony, evidence and can lead to court remanded
hospitalization. The American Civil Liberties Union, criticized in the press
for their over-zealous actions in the Joyce Brown case, appear to have since
taken a more relaxed position about involuntary commitment. Since this case,
Project H.E.L.P. has escorted or transported about 300 persons a year to
Bellevue Hospital, where the special unit at the hospital developed to receive
Project H.E.L.P. patients has functioned as an effective receiving unit. An
additional service operated for a short time at Creedmor, a New York State
Office of Mental Health facility. This unit cared for fifty patients transferred
from Bellevue for longer term treatment and to await admission to community-
based residential programs.

The cases of Joyce Brown and the woman who froze to death illustrate
policy changes influencing involuntary admission of mentally ill persons living
on the streets. The New York City policy and procedure changes in 1982 and
1987 occurred while state law remained essentially unchanged. Policies and
procedures are more sensitive to public sentiment than law making and
therefore, more readily modified. In recent years the acknowledged rise in
the number of undomiciled persons, especially those with mental illness, has
required states and localities to review policy, procedures, and statutes for

involuntary commitment to insure that those who need such intervention, and
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only those, receive it. Clinicians and advocates agree that reasons for
involuntary admission must be compelling and sufficiently urgent to warrant
the suspension, even temporarily, of some of an individual’s rights. In order
to do what is "right" clinicians, law-makers and others responsibie for policy
making have, over time, sought to establish standards for uniform,
non-controversial determination of who should be admitted or treated against
their wishes.

The most frequently applied standards are the level of adaptation
to street-living and the estimate of harm the person will cause to self or others
if left on the streets. This frequently includes determining whether there have
been threats or acts against self or others and whether those occurred within
hours or days of the evaluation or will be likely to occur within a definable
time period. Another measure, often meant to replace whether the person
is a danger to self or others, is that of "gravely ill" and unable to make
self-preserving decisions.

Abolitionists and anti-psychiatrists among advocates for the mentally
ill traditionally seek to eliminate all involuntary admission and commitment.
They, in turn, are opposed by radical groups on the political right and more
moderate groups who have sought to re-open psychiatric facilities to hospitalize
or rehospitalize the increasingly visible mentally ill in shelters and on the
streets. They have called on government to increase its exercise of Parens
Patrae 3 powers for the civil commitment of those seen as difficult to control
and dangerous to others and to society.

These positions emphasize the controversy between concern for the
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individual’s well-being, insistance on preserving individual rights to freedom
and an insistance on protecting society. It becomes evident that the best that
can be achieved is a statute arrived at through compromise and with periodic
shifts in policy and practice.

An emerging concept for serving mental patients in the community
acknowledges the policy of non-institutionalization and proposes the social
control of mentally ill through "outpatient commitment". As an involuntary
procedure it appears similar to the Convalescent Status release of patients
from psychiatric hospitals used for many years prior to "deinstitutionalization".
Under such outpatient commitment programs, a mentally ill person deemed
not to require in-hospital treatment would be committed by the court to a
community-based program for case management and supervision. According
to Alexander D. Brooks (1987), such commitment would provide "necessary
coercion to prevent backsliding". Brooks writes:

Thus the basic idea of out-patient commitment is that

certain chronically mentally ill persons should no longer

be released into the community as totally free agents (often

with disastrous results) but should be committed to an

agency in the community and made subject to conditions

that would ensure their ability to sustain themselves and

to remain in the community free of frequent

decompensations and rehospitalizations.

It is not likely that there will be a large-scale reopening of psychiatric
hospitals or widespread use of out-patient commitment. It is more reasonable
to assume that in response to public sentiment over time, states and localities
will evolve policies and procedures to liberalize rules for involuntary admission

and commitment. The former standard of '"dangerousness" is- under review

everywhere with a shift to a concept of self-neglect as a more acceptible basis
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for calling the person impaired and taking him to hospitals involuntarily before
he deteriorates in the streets and becomes an emergency admission, or perishes.

In the ongoing effort to assure proper treatment of seriously mentally
ill among the homeless and especially those living on the streets and not in
shelters, the idea of being "dangerous" to oneself or others had the most
widespread acceptance for many years. While this seemed adequate to allow
voluntary and involuntary hospitalization, it is losing ground to a more liberal
concept of "self-neglect" as a basis for hospitalization against one’s wishes.
A third, more structured method for insuring that identified mentally ill persons
are monitored and receive treatment after and perhaps instead of hospitalization
is being promoted. This method called "outpatient commitment" is now in use
in half the states although specifically not allowed in New York State. This
practice allows magistrates to order psychiatric patients to enroll in a specified
community-based mental health program which will provide supervision as well
as case management. It is similar to a parole system in which the individual,
in order to remain in the community, must abide by the conditions set by the
court or face some form of incarceration. Outpatient commitment is an
alternative to extended in-hospital stays.

This case study arose out of the investigator’s concrn that there were
increasing numbers of homeless mentally ill living in the streets, in
transportation terminals and other parts of the city and that insufficient efforts
were being made to get them to hospitals or other safe places. The investigator
assumed at the outset that state law was restrictive and may have made it

difficult to remove mentally or physically ill persons to hospitals and that too
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few professionals and other personnel were engaged in such activity. He also
had the idea that patients were being turned away at hospitals by resident
psychiatrists who were hostile to those patients or unfamiliar with them and
therefore, reluctant to hospitalize them. The investigator also questioned
whether the plight of the mentally ill people in the streets was of concern to
anyone in government and whether there were people who knew how to assist
this especially vulnerable population.

This case study will examine the policies, standards and practices
for involuntary admission in New York City. The study will explore the ethical,
economic, social, legal, political and clinical issues which are imbedded in policy
dilemas involving services for the homeless mentally ill. It will describe how
involuntary admissions occur, where the perceived need for services to the

homeless mentally ill is and it will compare practice with statutes and policy.

FOOTNOTES

1. Beginning in 1965, systematic efforts were made to implement a policy
of diverting patients away from general hospital psychiatric units to
community-based mental health services. Special teams were assigned
to municipal hospitals to implement this policy.

2. A patient who has been in the hospital 72 hours has the right to request
release. |f the hospital disagrees and seeks to continue hospital observation
and treatment, the matter is presented to the magistrate holding court in
the hospital to decide on the patient’s release or retention.

3. Parens Patria is the legal term to identify the state’s power to act as the
parent of citizens in matters of safety or health.
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CHAPTER 2

DEFINING THE PROBLEM

There is a long history in the United States regarding involuntary
commitment and treatment of the mentally ill. Dr. John Talbott, a leading
historian of treatment of the mentally ill writes:

Since the first public hospital opened in Williamsburg,

Virginia in 1773, (100 vyears after colonization began)

responsibility for treating the mentally ill has shifted from

local to state to federal auspices - and has not returned to

the local. In the earliest days of the colonies, the mentally

ill were left to wander the countryside or, if they were too

disruptive of community life, shunted to county workhouses,

poor-houses and almshouses.

According to Dr. Talbott’s statement, the decision to remove a person
from the community and his placement in a restraining environment (the
equivalent of today’s commitment), was made arbitrarily by local authorities
and magistrates who had no laws or standards to guide them. There was no
appeal from their decision and we know that early local governments were hard
pressed to pay for care of the disabled. Those "deemed to be disruptive"
languished in facilities tht were not designed to be therapeutic or helpful to
the detainee but rather meant to protect the community by exercising control
over the deviant individual. After 1773 and up to 1840, localities developed

a variety of institutions to provide more specific types of lodgings for different

cohorts of deviants. With their appearance, the mentally ill began to be housed
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separately from convicted criminals, but often with the destitute and disabled.
It appears that all such early civil commitments were involuntary and, one
wonders whether individuals voluntarily requested care in the early institutions.

Beginning in the 1840’s, advocates for the mentally ill, led by the
legendary Dorothea Dix, were instrumental in creating "asylums" for the
mentally ill which provided them separate, better care, greater safety and
"moral treatment". Ms, Dix and her co-workers are said to have succeeded
in getting Congress and the Senate to pass bills authorizing the sale of public
land, similar to railroad right of ways, with the proceeds to be used to build
asylums in which to care for the mentally disabled. The Bill was vetoed by
President Filmore, who did not want to be the President who broke with tradition
and brought the Federal Government into the health care of its citizens. One
hundred years passed until 1946 when President Harry Truman brought the
federal government into mental health research and education when he signed
legislation creating the National Institute of Mental Health. The states,
however, had created the asylums and continue to the present to finance their
construction and fund their operation. Management and treatment of citizens
with mental illness remains a state responsibility although many localities have
assumed more important roles in creating programs and services with state
aid.

The story of mental health in the United States during the one hundred
years from 1840 to the 1940’s was the story of state and a small number of
voluntary mental hospitals. Few, if any, community-based services existed

before World War Il (19401945) and treatment of any kind for the seriously
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mentally ill meant hospitalization, often involuntarily, and almost always for
extended periods. Hospitals were built in rural areas, distant from the cities
where more and more people lived. They became self-contained organizations,
at times profit-making communities with farming and industries staffed by
patients who were kept busy and cared for. Commitment of a mentally deranged
person often meant lifetime removal from the community and the process was
obviously open to serious abuse, including wrongful detention. To deal with
possible abuses, standards and procedures for involuntary commitment were
periodically introduced into state law to protect individuals from vindictive
commitments and other common abuses of psychiatric hospitlization, such as
families institutionalizing a troublesome but not necessarily mentally ill family
member.

Treatment for mental illness during this hundred year period was
primitive and evolving in ways parallel to the developments in medicine prior
to the 1940’s when sulfa and other antibiotics were discovered. Psychiatric
hospitals were large, accomodating several thousand each. In 1950 there were
more than 500,000 patients in American psychiatric hospitals. New York State
facilities then held more than 90,000 men and women. These "asylums" created
in the mid to late 1800’s, provided all life essentials, including patients’ work
and as they were often located far from cities, kept the "insane" at a safe
distance. |

During the period 1940-1945, there were important advances in general

medicine and surgery including the treatment of the mentally ill. Electric and

insulin convulsive shock therapy, psychosurgery and then anti-psychotic
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medications were active interventions, presenting the possibility of shortened
hospital stays and the return of individuals to the community. These new
treatments initially made claims to cure mental illness but were useful only
to reduce and control the troubling symptoms and consequences of the illness.
Such developments had great appea! to hospital critics, fiscal conservatives,
civil liberties advocates and state governments. By 1950 it was being argued
that if medical treatments would control patients’ behavior well enough for
them to live outside hospitals, state budgets would benefit and custodial hospitals
which were old and outdated could be closed. The development in 1953 of
"tranqualizing" medications and their widespread availability by 1955 paved
the way for major changes in how and where the mentally ill would be treated
and sheltered.

Beginning in the mid-1950's and continuing until the late 1970's, there
was a frenzied emptying of psychiatric hospitals in America with the resulting
"dumping" of several hundred thousand mentally ill persons into unprepared
and unwelcoming communities. This policy of "de-institutionalization" is
generally credited with adding to, if not creating, homelessness, among the
large numbers of mentally ill now in the community. The supervised,
state-supported Community Residence was not invented until 1979 when the
United States Department of Housing and Urban Development extended financing
for low income housing for the elderly to include the disabled, and specifically
the chronic mentally ill. Prior to 1979 and the arrival of the supervised
community residence, the available housing during the 1960’s and 1970's was

primarily Single Room Occupancy hotels and other inexpensive hotel buildings.
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The story of the Single Room Occupancy phenomenon on Manhattan’s West
Side was told by Joan Shapiro, a social worker, in her book "Communities of
the Alone". As those were emptied for renovation to more expensive housing,
the mentally ill were herded into less good housing and finally into the shelters
and streets.

Programs to provide clinical and rehabilitation services as well as
housing were rapidly developed in the 1970’s and 1980’s. Day programs began
to appear to provide patients places to go and an opportunity to socialize in
protected settings. In New York, the State Office of Mental Health provides
clinical services to many released patients but the bulk of such care was shifted
to voluntary agencies under contract. These developments required time, space,
personnel and funding which was, for the most part, tax-levy money from city
and state. The cost of developing these new community-based services and
residences while maintaining its own psychiatric facilities, now nearly empty,
has burdened New York State. The promise of saving money by releasing
patients does not seem to have been fulfilled. 2

Since the 1970's there are many more mentally ill in the community
than in psychiatric hospitals. New York State’s 1992 psychiatric hospital census
is less than 10,000 compared to the more than 90,000 in 1955. There is no
evidence that the incidence of mental illness has decreased in this period during
which people have been turned away from psychiatric hospitals. When the locus
of care and treatment of the mentally ill shifted from hospitals to the
community, the expected savings to be used for community-based services .

did not follow the patients.3 The concept of treating mentally ill in the
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community is admirable but did not occur in an organized and orderly manner.
Services were not in place to receive the volume of patients leaving hospitals
and it also soon became apparent that psychiatry had over-promised the benefits
of anit-psychotic medications. The failed policy led to more pain and suffering
than to successful outcomes. The movement away from institutional care was
followed by the national and local policy of non-admission to hospitals or
“non-institutionalization”. The policy of non-admission and the resulting patient
diversion may have pleased fiscal conservatives and some civil libertarians
but has created severe hardships for those mentally ill in the community who
do not, or cannot on their own find shelter and services they require.

To aleviate problems of the severly mentally ill homeless in the streets
who have been sent out of hospitals or denied admission, states and localities
have recently (1980’s) initiated programs to identify and bring services to them.
When patients voluntarily "signed up" for shelter, food, health «care,
clinical/psychiatric and, even in-hospital services there is no controversy about
civil liberties or personal freedom. Since such services are not always voluntariy

accepted, states have adopted statutes, based on their powers of Parens Patria

to impose hospitalization and treatment, even against the individuals’ wishes.
The idea of imposing hospitalization and treatment has created controversy
which effects policy and practice and ultimately the statutes themselves. A
summary of New York State Statutes governing involuntary hospitalization
is appended (Appendix 3).

Much has been written both by those who favor aiding people by

involuntary trips to psychiatric emergency rooms and by those who oppose such
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measures. This investigator as the Executive Director of a program providing
clinical, residential and comprehensive rehabilitation services to seriously
mentally ill has seen previously homeless individuals profit from the continuum
of care, having been brought to emergency rooms, hospitalized, stabilized, treated
and admitted to program. Some who are involuntarily treated are so
dysfunctional that after a short stay they are drawn to return to the streets
and revolving-door hospitalizations. Others are readily stabilized, make positive
use of the services and make good community adjustments. For them, the issues
of personal freedom and civil liberties appear to be abstractions, seldom raised
in the course of their treatment.

The subject of this investigation is an exploration of the system in
New York City for identifying, assessing and implementing plans to treat those
mentally ill who have spilled into the streets, are homeless and not being
re—admitted or admitted to state facilities. The study will describe the statutes
which govern providing services to disaffiliated, isolated and treatment resistent

persons and the adequacy of such statutes.

FOOTNOTES

1. One area of Long Island in New York located about 50 miles from Manhattan
was the site of Pilgrim State Hospital, Central Islip, and King’'s Park with
a combined population of perhaps 30,000 patients.

2. The final Report of the Governor's Select Commission (1984) makes the
point that the state’s mental health budget has grown rather than being
reduced. ‘

3. See the Select Commission Report - 1984.
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CHAPTER 3

LITERATURE REVIEW

The literature on the subject of involuntary hospitalization of homeless
mentally ill is recent and is divided between: (a) the work of mental health
professionals urging that suéh admissions be determined based on clinical
judgment and patient needs; and (b} the work of lawyers who argue for their
client’s personal freedom, defending them in courts, much the way they would
represent a client in a criminal proceeding. Much of the literature began
appearing in the early 1970;s, prior to which the legal profession seemed
interested only in issues of competence, and conservatorship in involuntary
psychiatric commitment. The presence of large numbers of chronic and homeless
mentally ill on the streets and in the community after their release from
hospitals during the 1950’s and 1960's, seems to have stimulated lawyers’ interest
and involvement. [saac and Armat (19971 refer critically to the lawyers and
jurists whose work began appearing in the literature after 1970 as the "mental
health bar" and label attorneys who believe in abolishing psychiatric hospitals
as the "mental patient libertarian bar".

In addition to clinicians and lawyers, other writers include patient
advocates, anti-psychiatry or patient rights advocates and, recently, outpatient

coranmitment enthusiasts. Several writers are lawyers who are sensitive to
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patient needs and some are psychiatrists who understand and appreciate the
need for laws protecting patient rights. Most of the literature appeals for
support of either the author’s clinical, patients’ rights or legal positions, while
several writers advocate a balanced approach. There is little research in the
area. Sarah Cleveland (1989) and her colleagues point out that:

The literature’s silence is surprising considering the
controverseriness of this issue to both the debate over the
dangerousness commitment standard and policy formation.
Discussion of the social costs of the dangerousness standard,
in terms of the amount of individual patient suffering produced
by such an approach, have been largely theoretical, or based
on clinical observation.

There is one major report from Washington State describing the effects
of a policy change moving from "dangerousness" to "gravely disabled" as the
basis for involuntary hospitalization. There is very little literature offering
accounts of patients’ experience of involuntary removal by police or others
to the emergency room.

An important factor in understanding the prevalence of street-bound
mentally ill persons is the role of de-institutionalization and the de-populating
of psychiatric hospitals. Ann Braden Johnson (1990) has written a fascinating

and complete story about this important chapter in American histoy of caring

for the mentally ill. Her book, Out Of Bedlam"--The Truth About

De-Institutionalization is her compilation of the facts and the not-so-factual

information leading up to and following the era of wholesale, uncoordinated
"dumping" of mentally ill into unprepared communmities. The work, begun
as a doctoral project, debunks some myths about causes and effects of the

phenomenon. Her book is filled with comments about what mentally ill persons
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need for successful community adaptation and she is generally critical of today’s
care systems. The book should be required reading for those interested in
American psychiatric services since 1940 and the failed policies of the 1960's
and 1970's.

There is limited demographic information about those being identified
as potentially needing aggressive outreach including trips to the emergency
room. The present case study does not appear to duplicate other studies and
will, hopefully, add to interest and research in this area.

The following is a review of literature of involuntary psychiatric
hospital admission.

Neal Cohen and Luis Marcos are two psychiatrists who write about
their 1982 experiences in New York City where they established Homeless
Emergency Liaison Project (Project H.E.L.P.). Dr. Marcos was then Director
of Psychiatry of the New York City Health and Hospital Corporation of which
H.E.L.P. was a part. In 1992 he became Commissioner of the New York City
Department of Mental Health, Mental Retardation and Alcoholism Services.
Dr. Cohen (at Mt. Sinai Hospital since 1991), was Director of Project H.E..L.P.
In their Psychiatric Quarterly article, Law, Policy and Involuntary Emergency
Room Visits, Cohen and Marcos (1990) describe the increase in emergency room
visits following Mayor Koch's 1982 and 1987 initiatives authorizing more
aggressive outreach to streetbound mentally ill. They write that increased
hospital visits from 1983 to 1989 are related to:

...the recent implementation of public policies that facilitate

the hospital care of indigent mentally ill individuals. In the

process, policy makers and law enforcement officials are
interpreting current statutory criteria on the removal by
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police officers of suspected mentally ill in a less restricting
manner.

The authors point out the 1982 initiative followed the tragic death
of a woman who froze to death before she could be removed involuntarily from
her cardboard carton home and the public’s response which resulted in a policy
which fostered rescuing people. According to Cohen and Marcos, the second
Mayoral initiative in 1987 was based on public demand to get more mentally
ill, undomiciled persons off the streets. The authors further emphasize that
policy and its implementation occur more readily than changes in statutes.
Their experience has led to a recognition that with less restricting interpretation
of statutes there will be increased need for additional in-and post-hospital
services, which they recommend.

In a second article, Psychiatric Care of the Homeless Mentally lil,
Cohen and Marcos (1988) describe Project H.E.L.P.’s beginning work from 1982
to 1985. The program initially operated under mental hygiene statutes
unchanged since the 1970's which required clear evidence of danger to self or
others as the only basis for involuntary trips to a hospital emergency room.

In the 1982-85 period, Project H.E.L.P. contacted 1,600 persons but
because they and hospital psychiatrists were interpreting statutes strictly,
transported only 41. The October, 1982 "cold weather emergency" policy of
taking people to shelters when the temperature dropped to 5°c relaxed such
interpretation, made it possible to remove many more at risk mentally ill persons
to hospitals and shelters. This activity of removing more people to hospitals
and shelters received public support for the policy changes which modified the
"dangerousness" standard to include self-neglect as an indicator of psychiatric

impairment and need for assistance.
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Dr. Francine Cournos contributes a brief article discussing the public’s
interest and involvement in the dilemas of public policy. Dr. Cournos is a
psychiatrist who served as independent consultant to the court during hearings
on involuntary treatment in the 1987 "Billie Boggs" case. Billie Boggs was the
first patient taken involuntarily to Bellevue Hospital under Mayor Koch’s 1987
initiative. In her Hospital and Community Psychiatric article, Involuntary

Medication in the Case of Joyce Brown, Dr. Cournos (1989) writes:

Rarely has a case of involuntary psychiatric intervention

inspired such wide public attention, suggesting that the public

has become increasingly interested in whether forced

psychiatric care is the proper response to certain kinds of

homelessness.

Dr. Cournos does not discuss her own recommendations to the Court
on involuntary treatment. She does, highlight ethical and policy dilemas in
the case such as, "Should we praise the efforts of the city to remove her from
her debased circumstances or support her struggle to assert her individual rights
in the face of overwhelming state law?" The court uitimately upheld the
patient’s right to refuse treatment. The Court decision places increased burdens
on case managers, psychiatrists and other professionals to work with oppositional
and treatment resistive patients to gain cooperation on medication regimens.
The decision also means that courts will be asked to rule more often in individual
cases.

Dr. Paul S. Appelbaum (1984), a prominent psychiatrist who is
knowledgeable and writes about mental hygiene law provides very useful, well

written background and insight into the development and evolution of statutes,

policies and practice. His chapter in the book The Chronic Mental Patient Five
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Years Later is informative and should be required reading for those interested
in the subject of involuntary admission and commitment.

Appelbaum in this chapter neatly and succinctly tells the story of
the shift away from clinical judgment as the determinant for involuntary
commitment and the role of judicial proceedings. He points to the far-reaching
impact of the 1972 Lessard vs. Schmidt case leading to the courts’ acceptance
of the concept of "dangerousness" as the standard for hospital treatment against
one’s wishes. Civil commitment has become more like criminal proceedings,
involving rules of evidence and Court decisions which are similar to convicting
a criminal and depriving the guilty person of freedom. He states that "by 1982,
all but two states had statutorally replaced treatment oriented commitment
criteria with "dangerousness" criteria and even in the two exceptional states,
actual practice corresponded to a dangerousness standard".

Applebaum leans toward clinical judgment as the preferred basis for
admission and goes on to say that:

The new statutes have made little difference to psychiatrists

and judges who continue to commit those who appear to be

in need of care...but many clinicians clearly believe that

this "criminalization" of the commitment process has deprived

a large number of patients of care they desperately need

and are, by virtue of their illness, not capable of seeking

for themselves.

The '"rights" model, which according to Applebaum, encourages an
adversarial relationship between treaters and patients, impedes the provision
of care and creates some very unexpected side-effects such as deprivation of

treatment for those it was intended to benefit.

The recently published book, Madness in the Streets by Rael Isaac
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and Virginia Armat (19917) has attracted considerable attention, possibly due
to the authors’ strong views which are in opposition to the equally extreme
stance of libertarians and abolishionist lawyers. lIsaac and Armat support
liberalizing statutes and policies to extend outreach services to more
street-bound mentally ill. They see lawyers who encourage patients to reject
hospital care and treatment as responsible for the pain and suffering of many
mentally ill in the streets and make a strong connection between these lawyers
and the anti-psychiatrists of the 1960’s, Lawyers are seen as misinterpreting
hospital treatment as only incarceration and in a very caustic passage they
write:
They (lawyers) had no knowledge of, or interest in mental

illness as. such, rather, they saw themselves on the frontier

of the civil rights movement...The  goal was

sweeping...elimination of involuntary civil commitment.

And since they saw involuntary commitment as the keystone

of the state hospital system, they believed its end would

spell the demise of the state mental hospitals.

The authors cite such lawyers as Ennis as serious culprits for having
influenced lawmakers as well as policymakers to deny hospitalization and
treatment to those who need it the most. They write, "Prior to the emergence
of the mental health bar, the fundamental assumptions of the system were not
challenged; mental illness existed and severely ill patients had to be treated,
involuntarily if necessary". lIsaac and Armat have produced an important
addition to the literature for laymen of the policies and statutes affecting
chronic and homeless mentally ill but have done so in an unbalanced way,

overlooking an awareness that individual civil rights had often been disregarded.

The authors also seem to have forgotten that de-institutionalization
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was well under way by 1970, the date they give as the emergence of the "mental
health bar". They also miss the opportunity to make the case that a more serious
impact of the libertarian lawyers has been their influence in the new admission
policy of "non-institutionalization" which has overburdened community-based
programs and has left many homeless mentally ill with nowhere to go. |
In his critical review of the book John Talbott points out that the
reasons and blame for large numbers of mentally ill wandering the streets is
complex and not attributable to any person or group. He provides the great
one-liner about the failed policy of sending back-ward people out into the
community, "As it turned out, of course, psychosis is not cured by a change
~ of address".
A more balanced history of care of the mentally ill is provided by

Mary L. Durham (1989) in her article, The Impact of De-Institutionalization

On the Current Treatment of the Mentally Ill. Ms. Durham uses history to

introduce the dilemas which face policy makers, politicians, social reformers
and mental health professionals responsible for deciding which mentally ill will
be treated and how that treatment will be given. Beginning with management
of the mentally ill during colonial times, she traces the cycles of care which
have evolved to the present. Her writing style and the weight of her historical
knowledge are well suited to her conclusion that these cycles occur because
of society’s failed attempts to adequately identify and treat the mentally ill.
She outlines the shifts in the locus of care from farm cellars to almshouses,
to asylums and hospitals and back to the community and her emphasis on the
cyclical nature of mental health policy reform is helpful in gaining iperspective

on policy making.
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A conservative legal position is presented by Leslie J. Scallet (1986)
who does not enter the controversy of how individuals get hospitalized but
presents a very useful account of the protectors of a mentally ill person’s rights

once hospitalized. In this 1986 article, Protection and Advocacy Systems for

People Receiving Mental Health Services, Scallet reports on the elaborate range

of protections mandated by federal statutes and corresponding state programs
which have been developing since the early 1970’s. Scallet sees lawyers and
legislators as sympathetic to the plight of all disabled, including the mentally
ill, enacting laws and regulations for their protection. Such measures inciude
Quality Assurance and Utilization Review Procedures. Scallet does not,
however, include research findings to demonstrate that new costly programs
insuring protection of individual rights are producing positive results or whether
they primarily meet legal requirements.

This literature review includes review of a study which explored ways
in which emergency room physicians did or did not follow involuntary admission
statutes in making decisions about admitting patients. In the 1985 study, Sarah
Cleveland, Paul Appelbaum and colleagues (1989), reviewed 390 cases seen
in a general hospital emergency room to determine the number of those admitted
and specifically to learn if and how involuntary admissions occurred when
individuals failed to meet statutory standards of "dangerousness". The brief

report titled, Do Dangerousness Oriented Commitment Laws Restrict

Hospitalization of Patients Who Need Treatment: A Test, generalizes from

the findings that the dangerousness statute is not always strictly enforced and

that patients are more often hospitalized because their presenting condition
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requires treatment. These findings and their interpretation have been reported
by others who describe this as the "common sense" basis for hospitalization.
There is general agreement among all writers that the increase in
the numbers of mentally ill homeless influences public sentiment and policy
regarding hospitalization. Robert W. Collin, a social worker who is also a lawyer
writes that, "Homelessness represents the complete abandonment of individuals
in life threatening situations. Provision of temporary shelter alone neither

prevents or solves the problem". In his article, Homelessness: The Policy and

the Law, Collins (1984) briefly reviews policies of the past one hundred years
for the treatment of the mentally ill, and directs severe criticism at the failed
policies of de-institutionalization and non-hospitalization. He recognizes that
the root causes of homelessnéss are many and complex but concludes that, "De-
institutionalization failed because of problems in human service planning and
a lack of public financial commitment to the formation of community-based
facilities, and is the major cause of homelessness".

A 1982 outreach program to identify and assist homeless mentally
ill in New York City is described by Jane F. Putman, Neal L. Cohen and Ann
M. Sullivan (1986). As the original staff of Project H.E.L.P. (Homeless

Emergency Liaison Project) their article, Innovation Outreach Services for

the Homeless Mentally lll, is a report of their activity during the project’s first

two years. They emphasize the clinical, health and basic social services they

provided rather than involuntary hospitalizing they achieved in the early days

of the project. The writers stress their activity as part of the solution to

problems and do not discuss the policy isues such as Mayor Koch’s 1982 cold
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weather emergency initiatives, which created Project H.E.L.P. They also avoid
discussing changes in statutes which allowed the Commisisoner of Mental Health
to authorize Project H.E.L.P. psychiatrists to order police to transport persons
to hospitals.

The Project and its activity were important to the many individuals
they served, including the small number in the early years who were transported
to hospitals. On the basis of their two year experience, the authors conclude
there are serious gaps in services and that those homeless mentally ill who are
“rescued" by the extended efforts of dedicated outreach staff then need ongoing
progréms and such resources as housing. Their conclusion and recommendation
is echoed by the Susan Barrow (1989) study of five outreach programs. Her
work emphasized the importance of creating clinical treatment services together
with housing to be available over the extended periods necessary for stabilization
and rehabilitation.

In contrast to Mayor Koch’s proud position in creating Project H.E.L..P.
and special Bellevue units for the homeless mentally ill, Rudolph Guiliani, a
mayoral candidate in 1989 and 1993 has publicly announced that he will close
the New York City Department of Mental Health, eliminate the Commissioner’s
position and limit shelter stays if elected. This position by the candidate of
a major political party indicates that there are still opposing views on whether

to help the mentally ill among the homeless.

Two reports about Involuntary Outpatient Commitment (I0OC) are
included here to illustrate recent concepts for the control of the mentally iil

who are increasingly seen in the community. Ingo Keilitz and Terry Hall
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(1985) define Involuntary Outpatient Commitment as: "The legal and
psychological process whereby an allegedly mentally disordered and dangerous
person is forced to undergo mental health treatment or care in an outpatient
setting", 1 The authors do not seem to question why an allegedly mentally
disordered and dangerous person is in the community in the first place or how
such an individual can be "forced" to utilize treatment without being able to
threaten the individual with re-hospitalization or some comparable
incarceration. The authors, however, feel there is considerable interest by
state governments in compulsory outpatient commitment, asserting that one-
half of the states have enacted authorizing statutes and that the remaining
half, with the exception of New York are "permissive" of such involuntary
treatment. The authors, who possibly are lawyers, reveal their psychological
naivite and serious biases about the mentally ill. In addition to referring to
the patient as "allegedly mentally disordered”, they talk about his being
"adjudicated" and committed by a civil court to I0OC. The individual so
committed can achieve "early release from 1OC by keeping appointments and
complying with a treatment plan or can have [0OC status revoked for
non-compliance", which would presumably result in some form of loss of
freedom.

Keilitz and Hall appear unaware of the hisotry of community-based
mental health treatment prior to 1970. In New York, for example, persons
leaving state psychiatric facilities were placed on "Convalescent Status" from
which they were discharged only after demonstrating an ability to successfully

manage their affairs, given the ‘consequencs of their illness. This convalescent
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status was very much like being on parole, with the aftercare therapist much
like a parole officer who could order the patient back to the hospital or
recommend "discharge". The authors unsuccessfully attempt to blend legal
and psychosocial processes in order to validate }OC as a viable method for post
hospital treatment of mentally ill persons. Such a blend is difficult, if at all
possible, since psychosocial rehabilitation, which is important to sustained
community living, is a voluntary activity requiring choice and personal, not
court, commitment.

The second article on 10C is by Alexander D. Brooks, a law professor
at Rutgers University. Professor Brooks has written extensively about legal
issues in treatment of the mentally ill such as patient’s rights, right to
treatment, right to refuse treatment, and involuntary commitment. On these
issues, Brooks appears to advocate for policies which insure individuals access

to appropriate treatment. In his article, Outpatient Commitment for the

‘Chronically Mentally lll: Law and Policy, Brooks (1987) expresses concern about

the potentially dangerous behavior of the mentally ill person in the community.
In order to deal with such dangers, he puts aside clinical considerations of
treatment goals, the availability of treatment facilities or resources and supports
a proposal which emphasizes social control and neighborhood safety. Brooks
cites medication "non-compliance" as an "offense" and repeated noncompliance
is equated with criminal acts. Professor Brook’s recommendations does not
take into account the considerable agreement that voluntary post-hospital
enroliment in case management and rehabilitation programs providing

medication, structured time or work and stress reduction are the important



factors in avoiding relapse and enhancing community living. These require
volunteerism for maximum success and are less likely to work in involuntary
programs.

The final article reviewed is by John Parry (1986), a lawyer who tries
to present fairly both sides in efforts to achieve balance in treatment of the

mentally ill. In his article, Civil Commitment: Three Proposals for Change,

Parry isolates and presents clearly the major element§ in the disputes between
clinicians and lawyers, between institutional and community-based treatment.
He also recognizes the economic, social and political issues of the 1980’s which
led to the breakdown of coordinated efforts "to resolve conflicts and produce
meaningful tools to relieve the tragic circumstances surrounding mental iliness".
Parry points out how "traditional prejudice and fear (is) unleashed against
mentally disabled persons in a time of social and economic instability". He
reminds us of the importance of understanding the socio-political climate in
which we work. He repeatedly emphasizes achieving balance between advocating
for due process while insuring that mentally ill persons receive the treatment
and services they need to be stabilized and get better.‘ His is a valuable

contribution to the literature of involuntary hospitalization and treatment.
FOOTNOTES

1. New York State Mental Hygiene Law specifically prohibits such programs.
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CHAPTER 4

RESEARCH METHODOLOGY
HOW THE STUDY WAS CONDUCTED

This study is intended to add to social workers’ knowledge about the
involuntary hospitalization and treatment of homeless and mentally ill appearing
persons living on the street and three of the issues imbedded in such activity.
The three issues investigated in this study are: (a) WHO ends up getting an invol-
untary trip to the hospital; (b) WHY the transported individuals are deemed
to require such treatment; and c¢) HOW the process is carried out. Iin New York,
such hospitalization is authorized under Section 9.37 of the State’s Mental
Hygiene Law. The study also addresses the Law's adequacy to assure services
to all who need its protection and regulation.

The case study research method has been selected for this study as
a good way to examine its Who, Why and How issues. Both Robert K. Yin (1989)
and Michael Q. Patton (1990), who are leading writers on qualitative research,
recommend the case study for such inquires. Yin points out that "How" and
"Why" questions require explanatory responses which are likely to lead to the
use of case studies or histories as preferred research strategies. According
to both Yin and Patton, a more experimental strategy would be inappropriate
for this study since the experimental method usually includes utilizing a control

group as a variable from whom treatment would be withheld. For example,
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in the experimental method, an individual being street-assessed by a Project
H.E.L.P. team and found in need of in-hospital service, would be denied the
service if he is part of the experimental control group. The effect of witholding
such service would predictably lead to the individual’s deterioration which would
be unethical and unacceptable research.

A second type of research, such as a survey, deemed inappropriate
for the study would be one only yielding data about the number of individuals
involuntarily treated or the frequency with which selected persons are
"designated". Such studies would generally not reveal .the details of the
underlying process, its nuances or how the process is applied.

Yin points out that the case study:

...is an empirical inquiry that investigates a contemporary
phenomen within its real-life context when the boundaries
between phenomenon are not clearly evident and in which
multiple sources or evidence are used.

The contemporary phenomena being explored in this study are how
homeless and mentally ill-appearing aduits living in the streets are removed
to hospitals involuntarily and how the statutes, public policies, practice skills
and biases of outreach and hospital workers effect the use of such treatment.

Data sources for the study include: documentation, records, interviews,
direct and participant observations. The data collection began in the fall of
1991 and was completed in the fall of 1992, a period of approximately 12 months.
The direct and participant observation data was gathered during several visits
to Project H.E.L..P. headquarters, three trips with Project H.E.L..P. teams, one
visit to Project Reach-Out and one session of the State Supreme Court in

Bellevue Hospital. It also included interviews with Executive Directors of
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Project H.E.L.P. and Project Reach-Out, three Project H.E.L.P. psychiatrists,
Project H.E.L.P. chief social worker and Project H.E.L..P. nurse and van drivers.
Patton describes qualitative research and case study as important in evaluating
human efforts. He outlines the qualitative method as:

...consisting of three kinds of data collection: (1) in-depth,
open-ended interviews; (2) direct observation; and (3) written
documents. The data from interviews consist of direct
quotations from people about their experiences, opinions,
feelings, and knowledge. The data from observations consist
of detailed descriptions of people’s activities, behaviors,
actions and the full range of interpersonal interactions and
organizational processes that are part of observable human
experience, document analysis in qualitative inquiry yields
excerpts, quotations, or entire passages from organizational,
clinical, or program records, memoranda and correspondence,
official publications and reports...

The data for qualitative analysis typically come from field
work. During field work the researcher spends time in the
setting under study--a program, an organization, a community,
or wherever situations of importance to a study can be
observed and people interviewed. The researcher makes
firsthand observations of activity and inter-actions, sometimes
engaging personally in their activity as a ‘"participant
observer" ...Extensive field notes are collected through these
observations, interviews and document reviews. The
voluminous raw data in these field notes are organized into
readable narrative description with major themes, categories,
and illustrative case examples extracted through contact
analysis. The findings, understandings, and insights that
emerge from fieldwork and subsequent analysis are the fruit
of qualitative inquiry.

The data also include information obtained from contemporary
newspaper articles, agency literature and published reports, case records and
agency service statistics.

According to the descriptions of qualitative case study strategies,
this investigation can be characterized as descriptive and explanatory. As a

descriptive and explanatory study "it examines contemporary events in which
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relevent behaviors cannot be manipulated by the investigator" (Yin). The method
is similar to the describing and explaining of a historical investigation but has
the advantage of including direct observation and systematic interviewing.
The study’s data was collected during 1991 and 1992, ten years after Mayor
Koch's first initiative and five years after his second major revision of policies
and procedures effecting street—dwélling mentally ill. During the study period
there were no important direct challenges to Section 9.377 but there was one
case of a well-known homeless man on West 96th street who was reported to
suffer substance-induced psychosis characterized by assaultive, dangerous
behavior. The case of Larry Hogue as reported in the New York Times
illustrated a problem with other sections of the State Mental Hygiene Law
regarding involuntary hospitalization and treatment of substance abusers and
led to public hearings in 1993 on revising the Law. The case also highlighted
the conflict between New York City and New York State regarding responsibility
for his long-term treatment. Throughout the weeks that the city, state and
courts dealt with Mr. Hogue, police and others responsible for implementing
Section 9.37 were not criticized. The media’s description of public criticism
was directed at the state for refusing to keep the individual out .of the
community.

Data collection for the study as indicated, included visits to outreach
organizatjons, interviews with Executives, reading case records, and fieldwork.
The interviews with Executives were each approximately one hour. Executives

were asked to provide historical and descriptive information about their
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programs, their experience with implementing Section 9.37 "designations"2

and their opinions regarding its usefulness as a treatment strategy. Executives
were also encouraged to discuss mental health services generally and their
feelings about available programs. The interviews were somewhat open-ended
which, according to Yin, "permits the investigator to ask key respondants for
the facts of a matter as well as the respondant’s opinions about events...the
investigator may even ask the respondant to propose their own insights into
occurances and may use such propositions as the basis for further inquiry."

The data obtained in interviews with key informants was recorded,
for the most part, following each meeting rather than during interviews. With
the exception of a few notes made during the meetings, this method required
retrieving the major comments and thoughts of the respondants as soon after
the interviews as possible. While most data was retrieved in this way, it is
possible that some information was not.

Conversations with Project H.E.L.P. teams occurred primarily during
trips as well as in separately scheduled interviews. These somewhat informal
talks permitted staff to express their opinions, concerns, intests, and experiences
as well as discuss the practice skills required by the work. The H.E.L.P. senior
nurse, Helen G., was a key informant who was a most important person in this
study. Her historical and current status are central to this investigation. She
was able to provide historical information, tracing changes in policy and
procedures for making street assessments. She also described changes over
time involving police and the role of various Bellevue Hospital3 units.

A selected sample of case records from among Project H.E.L.P.’s more
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than two thousand cases were made available to the investigator. No claim
is made in this study for the representativeness of the selected cases that were
offered to the investigator to illustrate cases of substance abuse, self-neglect,
anti-social behavior, the "revolving-door syndrome", lack of community-based
resources and positive case management.

Service statistics of Project H.E.L.P. and Project Reach-Out were
not made readily available and early requests for this information were not
actively followed up by the investigator. Units of service when given, were
approximate in both agencies which limits this study’s utility as a resource for
such information. It is the investigator's opinion that both outreach
organizations have maintained information about their field activity and that
a more sustained request for the data would have produced it. Any follow-up
studies should have the data to provide a more complete view of outreach work
in New York City.

Statutes were readily obtained from the Legal Departments of State
Mental Health Departments of Illinois, Pennsylvania and New York. All three
states, with some variations, provide for the involuntary admission of mentally
ill persons on petition of physicians and hospital emergency room psychiatrists.

The Pennsylvania Statute (Appendix 1) states:

Whenever a person is severely mentally disabled and in need

of immediate treatment, he may be made subject to

involuntary emergency examination and treatment. A person

is severely mentally disabled when, as a result of mental

illness, his capacity to exercise self control, judgment and

discretion in the conduct of his affairs and social relations

or to care for his own personal needs is so lessened that he

poses a clear and present danger of harm to others or to
himself.
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The succeeding Statute sections describe "clear and present danger",
involuntary examination and treatment ordered by a physician, 20 day extension
of involuntary treatment certified by a Judge, and Court-ordered 90 day
involuntary treatment.

The lllinois Statute (Appendix 2) states:

When a person is asserted to be subject to involuntary
admission and in such condition that immediate hospitalization
is necessary for the protection of such person or others from
physical harm, any person 18 years of age or older may present
a petition to the facility director of a mental health facility
in the county where the respondent resides or is present.
The petition may be prepared by the facility director or the
facility. Section 3-601.

The Statute further states that:

The petition shall be accompanied by a certificate executed
by a physician, qualified examiner, or clinical psychologist
which states that the respondent is subject to involuntary
admission and requires immediate hospitalization. The
certificate shall indicate that the physician, qualified
examiner or clinical psychologist personally examined the
respondent not more than 72 hours prior to admission.

The New York Statutes (Appendix 3) state:

(a) The director of a hospital, upon application by a director
of community services or an examining physician duly
designated by him, may receive and care for in such hospital
as a patient any person who, in the opinion of the director
of community services or his designee, has a mental illness
for which immediate inpatient care and treatment in a hospital
is appropriate and which is fikely to result in serious harm
to himself or others; "likelihood of serious harm" shall mean:

1. substantial risk of physical harm to himself as
manifested by threats of or attempts at suicide
or serious bodily harm or other conduct
demonstrating that he is dangerous to himself,
or
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2. a substantial risk of physical harm to other persons
as manifested by homicidal or other violent
behavior by which others are placed in reasonable
fear or serious physical harm.

The need for immediate hospitalization shall be confirmed by a staff
physician of the hospital prior to admission. Within seventy-two hours,
excluding Sunday and holidays, after such admission, if such patient
is to be retained for care and treatment beyond such time and he does
not agree to remain in such hospital as a voluntary patient, the
certificate of another examining physician who is a member of the
psychiatric staff of the hospital that the patient is in need of
involuntary care and treatment shall be filed with the hospital. From
the time of his admission under this section the retention of such
patient for care and treatment shall be subject to the provisions for
notice, hearing, review, and judicial approval of continued retention
or transfer and continued retention provided by this article for the
admission and retention of involuntary patients, provided that, for
the purposes of such provisions, the date of admission of the patient
shall be deemed to be the date when the patient was first received
in the hospital under this section.

(b) The application for admission of a patient pursuant to this section
shall be based upon a personal examination by a director of community
services or his desighee. It shall be in writing and shall be filed with
the director of such hospital at the time of the patient’s reception,
together with a statement in a form presecribed by the commissioner
giving such information as he may deem appropriate.

While all three states authorize the involuntary hospitalization of

certain mentally ill persons, there are significant differences among the states

regarding who may initiate the hospitalization process, what is the role of the

physician, and how do the courts support or oppose clinical judgment.

In addition to the three major research questions of "Who, How and

Why", the study was also intended to yield data within its limits of investigation

about the following.

1. How are members of minority groups represented?
Do minorities get hospitalized more frequently than
others? Are minorities disproportionately represented
in the "revolving door" population? Are minorities
repeatedly hospitalized?
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2. Who handles the really difficult cases requiring
involuntary  hospitalization? Are outreach
workers, who are clinicians, expected to protect
individuals or the community? How do police
interact with clinicians in treatment of someone
against his wishes?

3. Would hospitalzing street-dwelling mentally
ill persons in acute-care settings reduce the
number of mentally ill people on the streets?

As indicated earlier, the travels with outreach teams was the major
source of the study’s data and answers to questions.

According to Patton:

Fieldwork is the central activity of qualitative inquiry.
Going into the field means having direct and personal contact
with people under study in their own environments.

Qualitative approaches emphasize the importance of getting

close to the people and situations being studied in order to

personally understand the realities and minutiae of daily

life, for example in a program. The evaluator gets close

to the people under study through physical proximity for

a period of time as well as through development of close-

ness in the social sense of shared experience and

confidentiality.

The study’s fieldwork and research data collection required a high
degree of cooperation from Project H.E.L..P. and Project Reach-OQOut, Permission
to accompany teams and to observe their work without restriction was essential
to the study. Directors of both projects were generous in talking about their
organizations, their mission, structure and proceedures. They were candid in
discussing limitations and problems within the mental health system and in
offering recommendations regarding improvements in policy, statutes and service

planning.

Cooperation and access were perhaps more readily obtained in this
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study because the investigator, a social worker, was known to the directors
and staffs of Project Reach-Out and Project H.E.L..P. as a colleague and fellow
service provider who would understand and be sympathetic to their work.4 While
such familiarity might color their responses it did also provide quicker access
to participant observer possibilities and data. This cooperation and access made
it possible to illustrate individual variations among teams in street assessment
and involuntary hospitalization, which was important to the project.

The direct observations and participant-observations occurred during
two daytime trips and one evening trip with Project H.E.L.P. teams which were
arranged several weeks apart. The scheduling was done to fit the investigator’s
availability and to avoid over-burdening H.E.L.P. staff. The trips were followed
by observing one day in the State Supreme Court which is in session one day
a week at Bellevue Hospital. The Court observation was arranged by the Legal
Department of the New York City Health and Hospital Corporation, parent
organization of Project H.E.L..P.

Each of the three trips was with a different H.E.L.P. team. The
purpose of this was to attempt representativeness in the study’s participant
observer activity. The activity, locale and purpose was different for each trip,
illustrating a range of situations for the teams to handle. One of the three
trips involved an involuntary hospitalization which called for police and
Emergency Medical Service participation. Psychiatric assessments and decisions
about hospitalization were involved in all of the trips. In addition to direct
observation of the teams at work and the individuals with whom they were

engaged, the investigator also became involved in participant observation.
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Yin describes this opportunity as:

The most distinctive opportunity is related to the

investigator’s ability to gain access to events or groups that

are otherwise inaccessible to scientific investigation...For

some topics there may be no other way of collecting evidence

than through participant observation...It provides the ability

to perceive reality from the viewpoint of someone "inside"

the case study rather than external to it.

The use of the participant-observation research tool also confronts
the investigator with negative effects. For example, in the case of the young
man being assessed at the shelter, it is conceivable that the investigator’s
presence influenced the conduct of the assessment. It is possible that the
psychiatrist felt observed and conducted her examination accordingly and that
the young man being examined also responded in ways to impress the observer.

Yin also points out that participant-observation can lead to such
research problems as: (1) reduced ability to remaining an external observer
and become an advocate; (2) supporting the subject being studied; and (3)
becoming distracted by the participant activity and losing the investigator role.

The three hazards to the participant-observer raised by Yin could
easily have occurred during the activity of getting David hospitalized. He is
a frail and medically as well as mentally ill man and one can readily empathize
with his wish to remain independant. This observer recalls feeling relief when
Emergency Medical Service personnel "finally" took him to the St. Luke’s
Hospital Emergency Room and admiration for his "spirit" when David walked
unaided into the hospital.

Although not aware of being distracted by the participant activity,

the investigator recognized that this may have occurred somewhat during the
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"designation", with some loss of the investigator role.

The possible pitfalls of the case study method such as the reactivity
of those being observed and of the effect of participation on the investigator
raise questions about the validity and reliability of the study and its report.

In discussing reliability, Yin (pp. 45) states:

Most people are probably already familiar with this final

test, the objective is to be sure that, if a later investigator

followed exactly the same procedures as described by an

earlier investigator and conducted the same case study all

over again, the later investigator should arrive at the same

findings and conclusions (note the emphasis is on doing the

same case over again, not on "replicating”" the results of one

case by doing another case study). The goal of reliability

is to minimize the errors and biases in the study.

In assessing the reliability of this case study it is recognized that it
will be difficult, if at all possible, for a future investigator to repeat the same
observation made by this investigator during travels with Project H.E.L.P.
teams, For example, it was a sunny Spring day when the team approached David
Z. and when Dr. G. decided to hospitalize him involuntarily for medical
treatment. It is possible that the process would have gone very differently
had it been a cold winter day or a rainy day in any other season. On the sunny
Spring day it mattered little that the team, the police and the Emergency
Medical Service personnel were on the street a long time and were relaxed
about getting David to the hospital. Those involved might very well have moved
more quickly in rain or cold and David might have reacted differently on almost
any day. In spite of all the conditions that could be different, effecting the

activity, and make each action unique, certain parts of the activity and

observation would be the same in each observation.
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The data of the study do permit limited generalizability and are valid.
Any investigator observing Project H.E.L.P. teams at work would, for example,
see the extent to which practice skills and biases influence street assessments
and involuntary hospital trips. Observers would similarly see that New York
City’s police have a major role to play in managing aggressive, assaultive
mentally ill persons on their own as well as in assisting outreach teams with
less difficult cases. In both instances, the investigator would observe that police
lack training for their demanding work with such individuals.

The study’s data has been analyzed in subjective and judgemental ways
as well as with some objectivity. That is to say, the investigator has viewed
the data against a backdrop of personal experience with chronic and homeless
mentally ill persons and has made judgments about what was observed. It may
be that the nature of the study makes subjective judgements inevitable, limiting

its objectivity but not its validity and reliability.

FOOTNOTES

1. Section 9.37 of New York State Mental Hygiene Law which authorizes
Commissioners of Community Mental Health or their designees to order
involuntary hospitalization of those who are assessed as receiving immediate
hospitalization.

2. The individual being taken involuntarily to a hospital is identified as
designated by the psychiatrist for such a trip.

3. The special Project H.E.L.P. unit, Eighteen West, at Bellevue Hospital is
described in a New York Times article on March 21, 1993 which is appended.

4. The investigator is Executive Director of The Bridge, Inc., a mental health
and rehabilitation agency serving chronic and homeless mentally ill. The
agency provides community residence as well as clinical and other
comprehensive services. Project H.E.L.P. and Reach-Out refer patients
to The Bridge.
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CHAPTER 5

PUBLIC POLICY DEVELOPMENT
ROLE OF STATUTES, LEGISLATORS, ADVOCATES AND PUBLIC OFFICIALS

The involuntary hospitalization or civil commitment of mentally ill
persons is regulated by state rather than federal or local law and varies from
state to state. The laws of New York, Pennsyivania and lilinois, illustrate a
range in the use of states’ powers to assure involuntary clinical services to
mentally disabled citizens while safeguarding society against acts of the
mentally ill,

The statutes define who can have the authority to designate an
individual for involuntary transportation to a hospital emergency room and
who is authorized to order police or other peace officers to provide such
transportation. They do not, however, identify who must remove mentally ill,
self-endangering street-dwelling individuals to medical facilities for evaluation '
and treatment. The difference between who can and who must assist confused,
disabled, inappropriate individuals to safety and care creates a large gap through
which concievably many fall who could profit from early psychiatric attention
and rehabilitation. This difference was noticeable to the investigator during
a visit to Geneva, Switzerland in 1986 where he saw no obviously mentally ill
people on the streets or in public places. In a meeting with a group of Swiss

psychiatrists it was explained that in Geneva police are required to take such
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persons to local precincts where they are showered, fed, given fresh clothing
and escorted to rooming houses or the equivalent of single room occupancy
buildings where they are P{oused for a time at city government expense. The
local psychiatric hospital has an extensive community-based program of
continuing day treatment, clinical and vocational services, and people picked
up by police are referred for in-patient or community-based care. The
professional group participating in the meeting seermed clear that being brought
indoors came before consideration of loss of personal freedom. They felt it
was important and proper to protect the individual from the elements, from
hunger, from disease and life threatening situations. It seemed that in Ceneva,
police are required to serve a social as well as criminal justice function by

removing mentally ill persons from the streets and providing shelter and care.

Public Policy

Pennsylvania’s statutes are more detailed and elaborated than those
of lllinois and New York. They contain considerable legal language which
appears to criminalize the process of involuntary hospitalization. Under
Pennsylvania laws the person for whom involuntary admission is being sought
is "accused" of having mental illness and the condition must be proved before
the person can be hospitalized. In contrast, the relaxed-seeming lllinois statute
makes mental illness a condition in another person which anyone could identify
and authorizes a variety of individuals to seek the person’s hospitalization.
The New York statutes rely on the "medical" model, placing important authority

with the examining physician for the evaluation and hospitalization of a mentally
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ill person, The Parens Patriae powers of all states to involuntarily hospitalize

individuals underwent extensive review and revision in the 1960's and 1970's
providing greater individual protection against unwarrented detention. Under

pressure from civil libertarians in most states, police and Parens Patriae powers

were restricted by legislatures which voted mental hygiene laws establishing
standards for involuntary treatment. One state, Washington, adopted restrictive
statutes in 1973 and six years later, in 1979, changed course, adopting a more
liberal policy and law which moved away from "dangerousness" as the basis
for hospitalization.

Prior to 1973, Washington’s Civil Commitment Law was

fairly typical in its criteria for determining who could be

subject to involuntary hospitalization. Under the 1959 Law,

a peace officer or chief medical officer of a licensed hospital

could, in an emergency, apprehend or detain for 12 hours

a person believed to be mentally ill and dangerous to himself,

others or property. Within 12 hours of detention, examination

by a licensed physician was required. If the examining

physician found him to be mentally ill, the individual could

be confined and treated in a hospital for up to 72 hours.

In 1973 Washington revised its statutes using the "legal" model,
including concepts of dangerousness" and "grave disability" as bases for
involuntary hospitalization. The changes obliged the State to demonstrate that
an individual required hospitalization "as a result of mental disorder that
presents a likelihood of serious harm to others or themselves or were gravely
disabled". The terms "likelihood of serious harm", "danger" to others and
"gravely disabled" were in turn defined in the statute which also provided that,
"The State was not to commit individuals involuntarily if they could live

independently or with the assistance of family or friends". The 1973 Washington

statute revisions reflected a nationwide trend toward narrowing commitment
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criteria, signaling a victory for civil libertarians over clinicians and families
who were less effective in keeping statutes more permissive for easier
hospitalization. In 1979, following more successful political action by those
favoring less restrictiveness in involuntary commitment, Washington again
revised its laws. [ts 1979 Involuntary Treatment Act created a "wider net"
for involuntary commitment by expanding the definition of "gravely disabled"

and the state’s Parens Patriae power.

Washington’s statute changes provided unique research opportunities.
Mary L. Durham and John Q. LeFond (1985), conducted an extensive review
of hospitalizations before and after the statute change. They report serious
disruption of the State’s mental health and psychiatric hospital systems following
the 1979 changes. A large increase in involuntary commitments, though
expected, was not budgeted by the state with the result that existing facilities
quickly became overcrowded.

While the revised statute made it easier to commit more

people to state mental facilities, expansion of mental health

resources did not match the expansion of authority to detain

patients involuntarily. Staffing and bed space did not expand

apace to accommodate the growing number of patients in

the system.

The heavy influx of new and old involuntarily commited patients rapidiy
excluded those seeking voluntary hospital admission which hospitals attempted
to remedy by a formula capping admissions. The overuse of nonexpanded
facilities, according to Durham and LeFond, meant that "Washington’s public
mental health system provided inadequate treatment for most patients and

provided virtually no treatment for many patients who voluntarily sought

institutional care for mental illness".
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While the Washington state study has not been repeated elsewhere,
several smaller studies report that there is a surge in hospital admissions
immediately following new policies or statutes which loosen restrictions, after
which the number of admissions returns to previous levels. This has been
interpreted as a function of the admission of the backlog of patients not
admitable earlier and a leveling off after they are accomodated.

Several states have enacted laws based on recommendations of the
American Psychiatric Association which expand the power of the state to
commit those persons not commitable under their previous statutes. Experience
in these states has not yet been reported but the Washington experience should
be a valuable guide to any state considering revising statutes to expand the
reach of its involuntary civil commitment system. Durham and LeFond conclude
that:

The fierce debate over involuntary civil commitment will
undoubtedly continue. It is an area of the law especially
influenced by the ebb and flow of public sentiment about
the appropriate role of the state in pursuing the collectivist
goal of preserving community security and the humanitarian
goal of providing care for individuals who may need psychiatric
treatment.

In 1991, in New York State, one body of the Legislature, the Senate
passed a Bill expanding the definition of necessity for involuntary care for
mental iliness to state:

A person who has a mental illness and because of their
mental illness is not capable of surviving in freedom or is
helpless to avoid the hazards of freedom through his/her
own efforts or with help of willing family or friends, even

without recent overt conduct evidencing substantial and
present risk of serious physical harm.

The legislation is opposed by, among others, the Executive Director
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of the Westchester Mental Health Association, Michael Friedman and by Dr,
Sam Tsemberis of Project H.E.L.P. As experienced professionals working with
homeless mentally ill street-dwellers in large urban and suburban centers, they
feel existing statutes are adequate to insure that all those who need involuntary
trips to hospitals are receiving such care, especially when the statutes are
interpreted liberally. They point to the Washington experience as empirical
evidence that broadening statutory criteria leading to increased hospitalizations
could seriously disrupt the state’s mental health systems. This is especially
true in New York where the Office of Mental Health policy, under its current
leadership, calls for the reduction of its inpatient capacity at state psychiatric
centers by 150 beds a month., New York State’s psychiatric hospital census
is at an alltime low and will be reduced to even lower levels in coming years,
making an increase in involuntary commitments to state facilities a serious
problem for a system which is shrinking and not likely to readily increase its
capacity.

New York State developed large asylums for the mentally ill during
the 19th century when it, by statute, relieved local government of the expense
of caring for their psychiatric patients. These laws created a historical, legal
basis for long-term care of psychiatric patients which lasted until the 1960's
when state policy has steadily shifted responsibilities onto local and federal
government. The State Office of Mental Health budget allocates large sums
to the maintenance of state facilities caring for fewer patients. The Office
of Mental Health, libertarians, families and advocates have favored closing

specific hospitals with savings reallocated to more highly valued
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community-based programs. Such changes require action by the Legislature
which, in New York State alone has the legal authority to close a state facility.
Legislators have been reluctant to close facilities which are important employers
in their districts and have pressed for plans to convert facilities to other uses
which will sustain employment.

The New York experience is cited here to illustrate what can happen
as legislators’ self-interest influences legislation needed to implement
departmental policy which could benefit homeless mentally ill.

Current statutes in New York, lllinois and Pennsylvania generally
provide adequately for hospitalization of those individual’s requiring such care
against their wishes and only for those who need such treatment.,

Mental Hygiene Statutes of New York, lllinois and Pennsylvania
covering involuntary trips to psychiatric emergency rooms are appended as

Appendix numbers 1, 2, 3.

FOOTNOTES

1. Under the Willard Act of 1865, New York State assumed the cost and
administration of care for the state’s mentally ill. The State Care Act of
1890 established a centralized state system of care of the mentally ill.
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CHAPTER 5
PUBLIC POLICY DEVELOPMENT
THE STATUTES

INVOLUNTARY ADMISSION TO HOSPITALS
CHI1 MERG OOMS

Who May Involuntarily Hospitalize A Mentally Ill Person

New York ennsylvania Illinois

Director of Community Services or A physician, a responsible person,  Any person over 18 with certificate
an examining physician duly county administrator or peace officer by physician, qualified examiner or
desginated by Director of clinical psychologist, courts or peace
Community Services officer

Who Can Be Hospitalized Involuntarily
ew Yo Pennsylvania Hlinojs
Any person whose mental illnessis A person whose mental disability Persons requiring immediate
likely to result in serious harm to poses a clear and present danger to  hospitalization to protect such

self or others harm others or self persons and others from physical
harm

How Many Certificates Are Required For Involuntary Hospitalization

Applicant Physician and hospital Physician or responsible person Applicant plus physician, qualified
staff physician exam? or clinical psychologist;

applicant only when physician, Q.E.
or Ph.D. unavailable

How Long Can Persons Be “Detained” For Treatment
New York Penusylvania Illinois

32 hours subject to judicial approval Must be examined at psychiatric 24 h<_)urs pen(_iipg certification by
hospital within 2 (two) hours - not to  hospital physician
exceed 72 hours
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PUBLIC POLICY DEVELOPMENT

STATUTES

Exceptions To The Rule of Physician Examination and Application

ew Yo Pennsylvania Ilinois
In communities of fewer than Not specified Petition alone pending obtaining
200,000 population and absence of physician, Q.E. or Ph.D. certification
Section 9.39 hospital, certified social
worker or clinical psychologist can
make application

Who May Order a “Designated” Person Transported To a Hospital

New York Pennsylvania Diinois

A Physician who has been Peace officer, qualified expert,
designated by a local community physician

services Director

Severely Mentally Disabled Defined

ew Yo Penpsvlvania Iigois
Mental illness for which immediate  As a result of mental illness his Subject to involuntary admission and
inpatient care and treatment in a capacity to exercise self-control, in need of immediate hospitalization
hospital is appropriate and whichis  judgement and discretion in the to protect such person or others from
likely to result in serious harm to conduct of his affairs and social physical harm
self or others relations or to care for his own

personal needs is so designed that he

poses a clear and present danger of

harm to others or to himself
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CHAPTER 6

THE NEW YORK EXPERIENCE
LOCAL OUTREACH PROGRAMS
HOMELESS EMERGENCY LIAISON PROJECT

Few civil environmental issues reveal our ambivalence as much as
our responses to encountering disheveled, unclean, isolated, disaffiliated men
and women sleeping on hot air vents, huddled in doorways and panhandling on
the streets. Many of these are mentally ill, confused, disoriented streetbound
people who act bizarrely, and are often physically ill. We often resent, fear
and avoid them, but also, feed, clothe and give them money. According to Dr.
Sam Tsemberis of Project H.E.L..P., the homeless population in New York City
equals the total population of such cities as Ann Arbor or Miami Beach. Dr.
Neal Cohen estimated in 19871 there were 31,000 homeless in New York City,
most of whom had mental illness. While we recognize the rights of these people
to be in the parks, subways, terminals and on the streets, we also prefer to
have them removed to safe, out-of-sight places where they can be cared for,
thereby posing less threat to themselves or others. State and local legislation
and funding have enabled many homeless mentally ill persons to be helped to
"come indoors" voluntarily or involuntarily, to utilize shelters, food programs,
residential and clinical serv.ices and to be restored to more satisfying community

living.
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In New York and elsewhere, state governments have recognized their
role earlier in adding to the homelessness of the mentally ili by sending them
out of psychiatric facilities and not allowing them back in. Since the late 1970's
and during the 1980's they have supported local programs to bring services to
mentally “ill in the streets. These new programs are reaching out to men and
women who are either uninformed about available assistance or are unwilling
or unable to become clients of traditional social agencies and hospitals. Many
of those living in the streets are presumed to be the dysfunctional men and
women who left psychiatric facilities unprepared for the unsupported, depressing
life in single room occupancy hotels or other low-quality housing without
services and who spilled into the streets when their money, judgment and life
skills ran out, '

By 1980 it was apparent, especially in large cities, there were many
thousands of street-dwelling mentally ill who were at serious risk of becoming
sick and perishing if unaided. Programs that were developed to offer various
services to the identified mentally ill on the streets are being heavily utilized,
but there remain large numbers who either reject services or accept only limited
engagement and who remain at the greatest risk. For those who did not
voluntarily accept medical, psychiatric and social services, it became clear
that such services would have to be provided against the person’s wishes. The
use of involuntary hospitalization and treatment became an important component
of outreach services in the 1980’s, bringing with it controversy and the need
for changes in statutes.

Paul S. Appelbaum states (1984) states:

-60-



Systems for treating mentally ill people have always
been premised on the assumption that coercive
treatment may be needed, either because many
mentally ill persons are incapable of making competent
decisions about their need for care, or because they
present serious threats to their own well-being or
the well-being of others.

In New York State, Article 9 of the Mental Hygiene Law governs the
involuntary commitment of mentally ill persons. Section 9.01 of the Law states,
“Involuntary care and treatment means that a person has a mental illness for
which care and treatment as a patient in a hospital is essential to such person’s
welfare and whose judgment is so impaired that he is unable to understand the
need for such care and treatment". Section 9.37 of the Law authorizes
involuntary admission of a mentally ill person upon certificate of a Director
of Community Services or his designee. In New York City, the Commissioner
of the Department of Mental Health, Mental Retardation and Alcoholism
Services is such a "Director of a Community Service" and since October, 1982,
has authorized Project H.E.L.P. as his designee to have homeless mentally
ill persons transported to Bellevue Hospital Emergency Room for psychiatric
evaluation. While physicians, judges, Emergency Medical Service, peace officers
and others can also petition hospitals for emergency psychiatric admissions,
Project H.E.L..P.’s mobile outreach activity today accounts for most of these
admissions in New York City. As such, the Program is the major service provider
in this case study.

Project H.E.L.P. teams "conduct psychiatric assessments of homeless

mentally ill people who live on the streets, in parks, in transportation terminals

and in other unorthodox places". The teams which consist of social worker,
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nurse and psychiatrist are in the field at work days and evenings, every day
of the year.

The program is a quasi-autonomous project of the New York City Health
and Hospital Corporation and occupies a section of the 12th floor of Gouvorneur
Hospital. The hospital is a Diagnostic and Treatment facility without inpatient
beds. Patients needing to be hospitalized must be admitted to Bellevue Hospital.
The program’s space consists of an office for the Project Director, several small
offices, a clerical area and one large open floor area filled with desks, files,
refrigerators and equipment. It is a busy place with phones ringing and staff
moving around preparing for the day’s "action". The room resembles what one
would imagine of a command post.

Project H.E.L.P. was developed to implement Mayor Koch’s first initiative
aimed at correcting conditions which, in January, 1982, led to the death of
a woman living on the street in a cardboard box. Its teams operate out of radio
equipped vans, enabling them to locate and evaluate individuals referred to
them as well as others who seem unable to care for themselves. Since its
inception, thousands of assessments are conducted every vyear, only 10% of
which result in hospitalization. During its seventh year, from January 1 to
December 31, 1989, teams conducted over 5,000 assessments on 918 patients,
716 of which were new cases. Of these, 267 or about 5 percent of the total
contacts were hospitalized involuntarily and 70 were brought to Bellevue
Hospital voluntarily. Project teams will often visit a patient several times
a week or even daily, if needed, to assess the person’s ability to remain where

they are or whether they require a trip to the hospital. The 918 patients
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recorded in 1989 were contacted about five or six times each on average with
about one-third combined old and new cases being hospitalized.

Project H.E.L.P.’s patients are generally self-neglecting individuals with
psychiatric and medical problems who do not use clinics, shelters, soup lines
or entitlements. In their Journal article, Jane Putnam, Neal L. Cohen and Ann
M. Sullivan (1986), the original staff of the project wrote, "most project patients
have been homeless for an extended period and have lengthy psychiatric
histories, which mean that the project serves the most chronic,
treatment-resistent, difficult-to-engage patients". They offer the following
description of the "typical" project patient:

An older, white male who is readily identifiable on sight. He is
bizzarely dressed, frequently inappropriately clad for the weather,
usually wearing various layers of mismatched, tattered, and dirty
clothing or wrapped in blankets. His hair and body are filthy. He
is disheveled and often lice infested... In addition to his appearance,
his bizzare behavior identifies him as a proper subject for Project
H.E.L...P. services. He is always isolated, often withdrawn and
uncommunicative. He displays strange gestures and mannerisms.

Project H.E.L.P.’s patients sound very much like those individuals who
would have been lifetime "asylum" residents before the emptying of psychiatric
hospitals and the policy of non-institutionalization. They are too dysfunctional
to voluntarily utilize benefits and programs and often too confused to leave
the streets and come indoors. Many would perish if left unaided. Those who.
are assessed by teams to have psychiatric impairment but "able to function
on the streets" are not immediately taken to hospitals but are monitored closely
to develop a treatment strategy.

In keeping with their non-traditional organization, structure and mission,

Project H.E.L.P. operates in an informal work environment. Personnel dress
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casually and one has to read a person’s ID badge or ask to learn individual
disciplines and function. Staff, who must rely on each other in the field, seem
to know each other well and are accustomed to being in action together. Teams
are either two or three professionals and a driver who, at times, has more
experience in the field than the social workers or psychiatrists.

Project H.E.L.P. is assigned responsiblity for Manhattan and Downtown
Brooklyn. The teams actually mostly cover lower and mid-Manhattan, seldom
being called upon above 125th Street. Their activity takes them to areas having
the highest concentration of homeless at risk persons who congregate in
transportation terminals, shelters, and heavily traficked areas such as Times
Square and parks. The teams respond to telephoned referrals or requests for
assistance from other outreach programs, social agencies or individuals who
have located and identified a person they feel is ill or behaving strangely. When
the day or evening team has reason to believe the referred person will require
hospital treatment, a psychiatrist goes along to "designate" the person for police
transportation to the hospital. At other times, the team may include the
psychiatrist because individuals who were being observed regularly might be
ready for a trip to the hospital and will require "designation". |f no designation
seems indicated, the team may go out without a psychiatrist.

The work of Project H.E.L.P. was greatly aided by the development of
special units at Bellevue Hospital for the admission and treatment of their
patients. In 1987, a second initiative by Mayor Koch, created a 28-bed unit
known as the Bellevue Homeless Psychiatric Unit. The hospital also opened

a men's shelter which provide Intensive Case Management and Continuing

-64-



Treatment Programs. In addition, a temporary 50-bed Intensive Placement
Unit operated for a time at Creedmor Psychiatric Center for intermediate
or long-term psychiatric care while patients awaited placement in community
residential programs. Steven Katz, et. al. (1993) write, "it should be noted
that although 60% of Bellevue Hospital Center’s 389 psychiatric patients are
homeless, only those brought to the hospital under the aegis of Project H.E.L.P.
become part of this specialized program". The Bellevue Homeless Psychiatric
Unit derives directly from Project H.E.L.P.’s realization that getting the patient
to the hospital is the beginning of a process, and not an end.

Mayor Koch, in a forward to the new book, Intensive Treatment of the

Homeless Mentally I} writes:

On October 28, 1987, using my authority as Mayor of the City

of New York, | started a program designed to assist homeless people

in need of psychiatric assistance, including a 28-bed unit at Bellevue

Hospital Center set aside for them. It was one of the ten best things

| did in my 12 years of service as Mayor.

Project H.E.L.P.’s Director felt that existing statutes combined with the
special unit at Bellevue Hospital and liberal intrepretation of policies at the
hospital made it possible to get every individual who needs hospital treatment
to the hospital. He felt, however, that there were too few places for those

individuals to go after the hospital and that this lack of resources constituted

the greatest problem of the care system.
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LOCAL EFFORT - NEW YORK CITY’S OUTREACH PROGRAMS

PROJECT REACH-OUT

The need to locate and deliver services to New York City’s growing
number of mentally ill who were living in the streets in the late 1970’s and in
other non-traditional places contributed greatly to the development of mobile
outreach programs. There was mounting evidence that many of those who had
spilled into the streets were spending days wandering aimlessly, much to the
concern and displeasure of citizens of towns like Long Beach on Long Island
or Broadway in Upper Manhattan. Citizen protest and professional planning
led to federally supported, state and local Community Support Services which
included provision for serving streetbound mentally ill. The early prototype
program was designed to identify and track those mentally ill persons in a
geographic area who were avoiding or unaware of conventional mental health
services available to them and to encourage their use. There were large
concentrations of prospective clients on New York’s West Side, an area bounded
by 59th Street, 110th Street, Hudson River and included Central Park. New
York City’s first mobile outreach team was developed by Goddard-Riverside
Neighborhood Center and called Project Reach-Out. The Center, located at
87th Street and Columbus Avenue is a long-established multi-service community
center with strong ties to the community, which enabled it to gain the support

it needed to fulfill its new mission.
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Outreach programs have the dual task of gaining the trust of the
individuals they locate as well as of the citizens of the community they serve.
They typically offer food, clothing, showers, temporary shelter, information
about benefits, health and clinical services. The food, such as sandwiches and
juice, are usually offered first as an "engagement tool"1 and it may be some
time before the isolated, disaffiliated person they have met is able to accept
more or to talk to the outreach worker. These new, unique outreach programs
provide rapid response to referrals and calls to assist persons who appear
disoriented and mentally ill who might be lying in the street, wandering, taking
shelter in dangerous abandoned buildings or in parks or subways. [n addition
to responding to telephone calls and other referrals, the outreach teams typically
also conduct their own daytime and evening tours of their sectors to check
on the condition of homeless persons they already know and monitor and to
locate and assist those who may be new to the area. One finding of work with
street-dwelling mentally ill is that they are highly "territorial" and will remain
in or return to what they perceive as their territory. This makes keeping track
of people somewhat simpler.

An important feature of most outreach programs, including Project
Reach-Out, is the necessary reliance of getting their clients to voluntarily
utilize services, especially hospitalization. This has required the development
of special practice skills and training to teach these skills. The Project Reach-
Out success was followed by the addition of a mid-town mobile team fielded
by Manhattan Bowery Corporation, a multi-service program with a long exper-

ience working with substance abusing mentally ill on "The Bowery"2
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and by Lenox Hill Neighborhood Association located on East 771st Street which
covered Manhattan’s Upper East Side.

The Goddard-Riverside, Lenox Hill and Manhattan Bowery Outreach
Programs have retained their identities as providers of voluntary services only.
They have not been designated to act for the New York City Commissioner
of Mental Health in effecting involuntary hospitalization of street-bound
individuals they assess. Their outreach teams have not included the physicians
(psychiatrists) who could petition for hospital admission and they do not seem
to be moving in such a direction. The one outreach program in New York City
that has been authorized by the Commissioner to effect involuntary
hospitalization is Homeless Emergency Liaison Project (H.E.L.P.). It employs
psychiatrists who make street assessments and is able to order police to
transport an individual to an emergency room, even if against the individual’s
wishes. Project Reach-Out, Lenox Hill and Manhattan Bowery call upon Project
H.E.L.P. for assistance in situations in which they feel an individual needs to
be removed from the street.

The outreach program included in this study to illustrate a local effort
to cope with the build-up of unserved or underserved mentally ill living on the
street is Project Reach-Out of Goddard-Riverside Neighborhood Center. The
Program was initiated in 1979 as a contract agency of the New York City
Department of Mental Health as one of its newly instituted, state financed,
Community Support Services. With few existing models to follow, Project
Reach-Out had to create its own policies and procedures as well as defining

its mission and setting up an agency.
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The Project began its operations using a parked Winebago camper
as a mobile office. The camper was quickly identified for what it was as it
appeared in various locations on Manhattan’s West Side and people either
approached it for food or help, or avoided it in order to remain disaffiliated.
The Winebago was, over time, replaced by a small fleet of less identifiable
vans, as well as a combination office and drop-in center and an additional church
basement used by its day program.

Susan Barrow (1989) describes Project Reach-Out in her report on
the effectiveness of five outreach programs for the homeless mentally ill as
follows:

Project Reach-Out was the first program to find and engage
homeless mentally ill clients and offer services responding to both
emergency and long-term needs. Project Reach-Out uses its offices
in the basement of a public housing project as an informal drop-in
site where clientg find respite from the streets and as a base for case
management services.

Project Reach-Out is a mental health and social service component
of Goddard-Riverside Neighborhood Center. Its basement headquarters is within
several blocks of Goddard-Riverside’s main facility. It is, according to its
brochure (Appéndix #11), "A mobile outreach program providing services to
the mentally ill homeless on Manhattan’s Upper West Side from 59th to 110th
Streets, including Central Park." The area includes Riverside Park as well as
Central Park and Broadway’s Mall benches which have always attracted the
homeless and the bizarre who mingle with the elderly and other regular bench
occupants. It is in a section of the city where for many years mentally ill

released from hospitals lived in plentiful single room occupancy buildings which

were sprinkled among more affluent cooperatives and condominiums. The area
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has a long history of social and political activity and it is not surprising that
the community through its leaders sought and supported the city’'s first mobile
outreach project.

Since 1979, Project Reach-Out has served several thousand undomiciled
men and women, Among these are clients they have known and worked with
for months and years as well as those who they have seen once and never again.
It is supported by contracts with the New York City Department of Mental
Health and is licensed by the New York State Office of Mental Health.

The Director of Project Reach-Out is Diane Sonde, a social worker
who has been Director for seven of the agency’s twelve years. In an interview
with this investigator, she spoke about her experience at the agency as exciting
and rewarding, as well as frustrating and tiring. For the past several years,
the program has had contact with between 500-600 persons a month in winter
months and about 1,000 a month in the summer. The great majority of these
are clients the program has been following and to whom they have been providing
case management services. A small number of new cases seem to appear
regularly and they are quickly assigned for assessment and case management.

Within its boundaries, Project Reach-Out regularly responds to referrals
from social agencies, concerned individuals, police, families and others who
have identified someone who appears streetbound and needing help. In addition
to responding to these referrals, Project Reach-Out mobile teams seek out
mentally ill people to identify and assist. The teams are out twice daily to
contact and "gain the trust of mentally ill persons living in the streets." This
is done by providing the individual essentials, such as food, clothing and blankets.

The Project Reach-Out teams utilize the standard "engagement tool" of a brown
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paper bag containing sandwiches, juice and desert offered to the confused,
hungry, frightened and often suspicious homeless person they are approaching
for the first time or someone with whom they have an ongoing relationship.
According to Diane Sondes, the twice daily van trips account for the major
part of the program’s new case finding as wéll as enabling staff to keep in touch
with their ongoing clients.

Project Reach-Out has a staff of twenty, including social workers,
nurses and paraprofessionals. Its mobile outreach teams are made up of
combinations of social workers, nurses and others. Project Reach-Out also
has several volunteering part-time psychiatrists who provide patient assessment,
medication supervision, and consultation. They do not participate on outreach
teams. From its beginning days, Project Reach-Out has emphasized its work
of encouraging street-dwelling mentally ill to "come indoors" and to accept
first emergency and then ongoing services. All of Project Reach-Out’s services
require voluntary agreement of the client which challenges staff’s ability to
engage such individuals. For many reasons, these are among the most
help-rejecting, resisting individuals who often will accept clean clothing,
showers, food and help with benefits long before they will consider accepting
psychological services. Project Reach-Out has increasingly assumed
responsibility for stabilizing those they first encounter in a subway station,
park or on the street. They have arranged for mentally ill clients with health
problems to be treated at no cost by the Hillman Center of Health Care for
the Homeless on West 40th Street. Some clients are offered temporary housing

in single room occupancy rooms controlled by Project Reach-Out or its parent
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agency, Goddard-Riverside Neighborhood Center. The agency is committed
to providing ongoing services as individuals become able to accept them and
has become the primary agency providing services to a large number of clients.
Such programatic expansion has been characteristic of outreach programs which,
after having gained clients’ trust, find referral and transfer difficult to achieve.
Susan Barrow points out that the clients remain with the outreach program
which adds services and becomes more comprehensive3.

Acc_ording to Project Reach-Out’s Director, Diane Sonde, most but
not all of the agency’s activity is with approachable, self-neglecting, at-risk
individuals. From time to time, teams encounter hostile, difficult individuals
who may be having substance-induced aggressive episodes and the agency has
had to develop policies and practices to deal with those who could not be engaged
through their usual procedures and present a danger to others. In the years
immediately after 1979 until 1982, Project Reach-Out relied on precinct police
for assistance with what is now called an "Emotionally Disturbed Person"4 or
with a person so deteriorated that they needed to be taken to a hospital.
Precinct police response, is described by Sondes as unpredictable and unreliable.
They are said to have had too limited training or understanding of mentally
ill persons to enable them to collaborate effectively. Project Reach-Out has
not been designated by the Commissioner to order police to transport people
and police have increasingly been sensitive to violations of peoples’ rights.
While police assistance is still required to deal with problems in Reach-Out
offices and programs, assistance with assessing individuals for trips to hospitals

is requested from Project H.E.L.P.
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In 1982, Project H.E.L.P. was established and designated by the
Commissioner to make street assessments of mentally ill persons and to order
police to voluntarily or otherwise transport those who were deemed to need
care in a hospital. Reach-Out has, since then, called upon Project H.E.L.P.
when encountering a new client who needs to be hospitalized or when an ongoing
client has decompensated or become too ill to remain on the street. When police
assistance is required by Project Reach-Out teams with an Emotionally
Disturbed Person they are called for through the "9711" emergency system rather
than from a precinct.

Project Reach-Out is housed in the basement of a high rise building
and is approached through an alley where one small sign identifies its existence.
Staff have done what they could to enliven the space with bright colors, lounge
furniture, coffee machines and water fountain. Several offices are located
off the reception area and have glass partitions, which provide openess and
visability but little privacy. It is evident the activity in this place is different
from traditional social agencies. The investigator saw few people arriving with
appointments and many who "dropped in". The nurse was busy preparing patients’
medications in one area while a patient in another corner seemed to be sleeping
off the effects of some substance. Clients drop in for coffee and to talk with
staff who seem busy but available. The drop-in space is very limited and the
available chairs seemed to be filled during the investigator’s visit. This space
limit contrasted with the number of clients who wish to spend time at Reach-Out
is given by the Director as the reason for renting space in a nearby church
basement for a day program utilizing a drop-in format. This space and program

are known as "The Other Place".
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Project Reach-Out now provides day program for forty clients at "The
Other Place". It also offers its clients temporary or transitional housing,
benefits assistance, clinical services, counseling, health care, advocacy, job
training and some Activities of Daily Living skills training. This growth of
services into a comprehensive organization was found by Susan Barrow to
characterize each of the five agencies she studied. According to Diane Sonde,
these programatic expansions developed because other agencies rejected
Reach-Out referrals and the agency had to create their own services to meet
client needs. It would be interesting to research how effective inter-agency
linkages are in providing continuums of care. It was obvious to this investigator
that Reach-Out was working with a very difficult patient population. Several
of the clients observed were actively psychotic, hallucinating, delusional,
apathetic and restless. They appeared very much like Project H.E.L.P. clients
and would probably be in hospitals if not attended and sustained by Project
Reach-Out. In response to request for information about clients observed in
the office and waiting room, Sonde stated they were all ongoing Project
Reach-Out patients who stopped at the office on their way to "The Other Place”
to spend the day and that they would be going to various shelters for the night.
No information was given as to whether these clients had been unsuccessfully
referred to other agencies.

The current policies and practices of Project Reach-Out have evolved
from the original mission of locating and bringing emergency services to
homeless mentally ill men and women existing in parks, on the street and other

space. It is now a multi-service organization sheltering and "treating" a large,
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stable case load. The agency has not sought authority to hospitalize patients
involuntarily and actually sees such authority as counter to its mission.
According to Diane Sonde, it is important in gaining patients’ trust not to be
identified as the agency that orders involuntary hospitalization or treatment.
She finds hospitalization occasionally necessary and prefers to refer such
individuals to Project H.E.L.P. or the Psychiatric Department of New York
City Human Resources Administration, both of which have designation authority
under Section 9.37 of the Mental Hygiene Law.

Project Reach-Out provides a welcoming, nurturing humane setting
to very disabled homeless mentally ill people who, according to Sonde, generally
do not become clients of more traditional agencies and who may in fact, have
been rejected by such agencies. Its outreach activity is an important part of
the overall effort to locate and serve the most isolated, dysfunctional of the
mentally ill who have spilled into the streets from single room occupancy
buildings and other inexpensive housing. Their ciients are among the most
persistently ill, revolving door cases who are locked out of hospitals and require
long-term assistance to live in the community.

The Project’s ability for rapid response to calls for assistance to
homeless mentally ill has helped to identify large numbers of such persons in
their sector. Once identification is made and the individual is encouraged to
"come indoors", there are, according to Reach-Out’s Director, insufficient
resources to which the person can be referred for the help necessary to be
mentally restored and live in the community.

The following flow-chart illustrates Reach-Out’s activity and the
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need for places homeless people can go.

FOOTNOTE

1. The mentally ill who have survived in the streets are generally difficult
to approach or engage, the offer of food to one who is often hungry has
proven to be a successful tool in initial contacts or engagements.

2. The Bowery refers to New York City’s skid row area on and adjacent to
Third Avenue, and Bowery, between Houston Street and Canal Street. The
area includes a number of lodging houses or "flop houses" where nightly
beds can be bought cheaply.

3. Susan Barrow (1989) points out in her study of five New York City outreach
programs that comparisons were difficult because all five programs rapidly
expanded their service provision to become more than outreach organizations.

4. An "Emotionally Disturbed Person" is usually a mentally ill person who is
delusional, paranoid and belligerent, who will require restraints. Such
physical engagement is avoided by outreach teams and remains a police
function,
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CHAPTER 7

TRAVELLING WITH THE PROJECT H.E.L.P. TEAMS
PARTICIPATANT OBSERVER DATA COLLECTION

FIELD TRIP - JUNE 4, 1992

As indicated in Chapter 4, the major research method of this case
study is the observation of a social agency’s staff at work who have "designation
authority" under the State's statutes to order involuntary trips of homeless
mentally ill people to a hospital. New York City’s Project H.E.L.P. was selected
as the agency to observe. The observations and data collection were achieved
by traveling with the agency’s teams as they responded to requests for assistance
and also made their regular tours to observe and monitor people they know
and who were considered at risk if they remained on the streets.

In preparation for traveling with the H.E.LL..P. teams several meetings
were held with the project’s Director, Dr. Sam Tsemberis, a Clinical
Psychologist. Dr. Tsemberis has been very generous in talking about the program
and allowing this study to focus on its activity. At Dr. Tsemberis’ invitation,
several visits were made to the agency’s offices at which times case records
and staff were made available. As a result of these visits, it was possible for
this investigator to become a somewhat familiar person in the agency which

helped in the conduct of the study.
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Project H.E.L.P. daytime teams work from 9:00 a.m. to 5:00 p.m.
and evening teams work from 4:00 p.m. to midnight. The work schedule includes
a 4:00 p.m. daily "round-up" meeting at which "day" and "evening" staffs meet
together to exchange information. This is especially important as a way for
the day team to alert the evening team to carry-over situations needing same-
day attention. The meetings also provide staff with critical social and
operational supports as well as producing important morale building. At the
May 7th round-up meeting, Dr. Tsemberis began by introducing the study’s
investigator and described the study. He explained the significance of the
project and let the staff know that in order to gather information about
involuntary hospitalizations, the investigator would be traveling with them.
Staff seemed interested in the project and welcomed being observed at their
work. It seemed that staff were accustomed to such observation and also
welcomed the possibility of having their work publicized. One psychiatrist
who works with Bellevue Hospital and Project H.E.L..P. offered a pre-publication
copy of a chapter he recently contributed to a book on Intensive Treatment
of Homeless Mentally Ill.

The investigator’s initial trip with a team was scheduled for Thursday,
June 4, 1992. As suggested, the investigator arrived at Project H.E.L.P.’s office
at Gouverneur Hospital at 70:30 a.m. to accompany that day’s team on its tour.
The investigator, whose name was on the blackboard as scheduled to accompany
the team was welcomed by staff who were busy setting up the team’s activity
for the day. The blackboard also indicated that Jacob, a Danish documentary

TV producer, was also going out with the team to observe today.
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The large staff room was busy this morning with mobile team members
taking telephone referrals, arranging the day’s stops and going over details with
support staff. The atmosphere is friendly, slightly "charged" with the
anticipation of starting the day’s action. By 11:00 a.m. it was decided by the
team nurse and psychiatrist that the day’s team would first go on a
"designation"1, which is H.E.L.P. parlance for responding to a referral which
would likely involve the involuntary hospitalization of a street-bound individual
who was refusing to accept psychiatric and medical services voluntarily.

This morning’s 3-member team would be Helen G., Nurse Superviser;
Dr. H. G. - Chief Psychiatrist; and the van driver. The person to be located
and assessed was David Z. someone known to H.E.L.P. Helen and Dr. G. had
several previous contacts with David Z., an 80 year old white man who is
"homeless" and spends his time in and around Columbia University. Today staff
of a social agency which is connected with Columbia University and works with
homeless persons, had called saying that David appeared more than usually
frail and a danger to himself by neglecting medical conditions that required
attention. Efforts by staff of the referring agency to get him to seek medical
care voluntarily had been rebuffed. Dr. -G. explained that Project H.E.L.P.
was called to assist because a psychiatrist was essential if David needed to
be transported to a hospital involuntarily. Such an action could be ordered
only by a physician. On trips where it is not likely there will be a "designation",
the psychiatrist does not always accompany the team.

Dr. G. remembered David Z., recalling that he "designated" him one
and a half years earlier for treatment of a cancerous tumor on the right side

of his head. The patient then required radical, life-saving surgery, which
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included loss of the right ear and considerable facial disfigurement. The referral
today indicated the man was having a problem at the site of that earlier surgery,
as well as problems he was having with both legs. David had been seen by a
staff member of the referring agency sitting on a bench at 111th Street and
Broadway. He often sits on these mall benches and would probably be at 111th
Street or nearby when we arrived.

Two other referrals were received before setting out to find and
contact David, which might also have become "designations". One was a Project
Reach-Out referral of a man at Broadway and 98th Street and the other an
elderly, disoriented woman referred by Lenox Hill Neighborhood Association’s
outreach team. Dr. G. had decided to contact David Z. first and Helen informed
the other two callers that the team would try to respond to their requests for
assistance if there was time after attending to David Z.

The team of Helen and Dr. G. plus Jacob and the investigator started
on this tour at 11:30 a.m. On the way to the van Helen collected two large
brown bags of lunches (similar to the "engagement" tool described by Project
Reach-Out) and cellular telephones with which to communicate with the van,
the office, police and others2. The lunches were to be given to David, the other
two referrals if contacted, or to others known to H.E.L.P., who might be
encountered. Offering lunches is a way of sustaining relationship and checking
on the condition of known mentally ill being monitored3.

En route to 111th Street, which is just north of Project Reach-Out’s
boundary, Dr. G. talked about what he recalled of David Z.’s fixed delusion

that a lawyer or lawyers were withholding his inheritence from his deceased
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father. David repeatedly maintained in the past that he needed legal help to
get this money with which he would get housing, medical attention and
everything else he needs. It seemed that David Z. had, according to Dr. G.,
been a Columbia University student as a young man and that he knew his way
around the campus and was rumored to be actually living in one of the buildings.

As the van approached the West Side, Helen learned by carphone that
the elderly woman referred by Lenox Hill had left their meal program and was
unavailable. She was expected to return the next day when she could be
contacted.

When the van arrived at Broadway and 111th Street at noon, David
was easily located dozing on a bench at Broadway and 112th Street. The day
was sunny and mild and David was wearing a shirt, tie, bright red sweater and
tweed jacket. He is a white-haired, not very clean, frail man of 80, carrying
one bag of groceries and a large brown envelope filled with papers.

When the van was parked at 111th Street, Dr. G. was first to exit and
begin the contact. He slowly but directly approached David, calling him by
name when close to him, and offering a brown bag of lunch. Helen then left
the van and also approached David remaining slightly off to one side. Dr. G.
and Helen demonstrated their way of approaching a mentally ill person in the
streets and one recognizes that the manner in which the approach is made and
how the space around the person is dealt with are very important. Helen has
had much experience with approaching street-dwellers and has written a guide
for new workers on conducting street interviews and assessments. (Appendix

12)
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Two men who shared the bench with David Ieft quietly when they saw
Helen and Dr. G. approach. Jacob and | also left the van but did not approach
David, remaining a short distance away4. David responded to Dr. G. and Helen,
remembering and referring to them by name. He refused the lunch that was
offered and became uneasy while Dr. G., who was now quite close, talked with
him about his health and especailly problems with his legs and oozing from the
earlier surgical wound on the side of his head. David denied any health problems
and after five minutes he got up from the bench, moved away from Dr. G.,
waved goodbye and crossed from the center island to the sidewalk close to where
I was standing. Dr. G. followed slowly. He had seen enough of the condition
at David's ear and made the decision that David needed medical care. He then
asked Helen to call for police assistance in order to transport David to the
hospital.

Once on the sidewalk, David began walking north slowly. It was at
this point that | became a participant observer as well as an observer. It was
necessary to maintain visual contact with David while Dr. G. arranged for police
and so | kept pace with David, maintaining a distance of about 8 feet. David's
path was north on Broadway from 112th to 115th Street which is lined with
booksellers’ tables. David moved very slowly, stopping at each bookseller’s
table to read titles and thumb through books, which made it easy to stay close
to him. David is known to the booksellers, all of whom seem concerned about
him and appear to look after him in some way. David's slow pace may in part
have been due to his diseased, swollen legs and ankles but it seemed that he

also moved slowly because he knew the team was keeping pace with him and
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that it would be useless to try to evade the team. It apperared David also knew
that he was going to the hospital just as surely as the team knew it.

The documentary producer, Jacob, left at about this time when it
became apparent the patient would be hospitalized.

As Dr. G. and | walked along slowly, following David and waiting for
police to arrive, Dr. G. talked about his dislike for this part of his work that
involved ordering police to transport someone to a hospital against their wishes.
He felt it was better though, that he who disliked it, was on this "designation"
rather than one of the Project H.E.L.P.’s psychiatrists whose bias was for getting
more people removed from the streets by having them transported by police.
This was one of several comments made to the investigator by staff about the
range in H.E.L.P.’s psychiatrists’ attitudes about involuntary admission. Such
comments by H.E.L.P. staff provide a glimpse of the extent to which the
interpretation of Section 9.37 is personalized and governs who gets a trip to
the hospital.

It becomes evident in this observation that the handling of cases in
the field is determined by thé bias, attitude, experience and skill of the
psychiatrist and other team members who have wide latitude in making their
decisions. Dr. G. had made his street assessment of a previously known person
quickly and ruled out efforts to get David to get medical attention voluntarily.
Another physician might have spent more time assessing the patient’s condition
and might have tried more strongly to'escort David to medical care on his own
before bringing in police and utilizing the 9.37 hospitalization procedure. Other

physicians might have seen the situation differently and called for Emergency
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Medical Service rather than police. Dr. G. later pointed out, David’s reluctance
to agree to voluntary medical care was probably related to his recollection
of the earlier surgery and long hospitalization. He felt that perhaps a different
approach might have avoided the involuntary trip, but that David's
life-threatening condition required greater certainty that he would get
treatment.

Dr. G. is Chief Psychiatrist of Project H.E.L.P. He is a white haired,
mature man who has practiced psychiatry for many years. He works at H.E.L..P.
three days a week and is one of a number of the program’s part-time
psychiatrists. Several of the other physicians divide their work time between
H.E.L.P. and Bellevue Hospital where they work with seriously and persistently
mentally ill patients in emergency roorn or in-patient units. Prior to joining
H.E.L.P. three years ago, Dr. G. worked with a similar Westchester County
outreach project. In observing Dr. G.’s practice skill, it was apparant he had
experience with outreach methods and work with patients in the street rather
than in the office. When asked to describe how he worked, he explained that
once he made the assessment that a patient was to be "designated", time was
on his side and it did not matter how long it took to achieve it. Dr. G. proceeded
with the work of getting the person to the hospital hospital at a slow, deliberate
pace. He avoided getting the patient agitated, did not rush the process but
was firm and reassuring. At one point when David turned from looking at books
to confront him, Dr. G. re-engaged David in conversation. David repeated
his deluded conviction about his withheld inheritance, insisting that what he

needed was legal help which he asked Dr. G. to arrange for him. He rumaged
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among his papers and gave Dr. G. the name and address of the attorney who
was handling his late father’s estate. Dr. G., who seemed genuinely interested
in finding out if there was any reality to David's story, said he would contact
the law firm. This exchange seemed to create for the first time something
of a working alliance between the two men, although it was not strong enough
to overcome David's reluctance to go to a hospital.

The small group that had been walking up Broadway came to a halt
at about 115th Street at which point David again tried to dismiss Dr. G. who
repeated to David that he was going to the hospital for medical care and that
police assistance was on its way to get him to the hospital. David had a physical
reaction, became slightly alarmed, then recovered, remained passive, repeating
that he felt well and only needed legal help. At this time, it was evident David
knew there were several people gathered around him and that although not
being physically constrained, he was being detained, and he did not walk any
further.

At 12:35 p.m., about one half hour after police assistance had been
requested, two young white, male police officers of the Manhattan North Task
Fo.rce arrived by van from ‘their headquarters on Ward's Island. The arrival
of officers from a special police unit rather than a precinct seemed unusual
and when guestioned, Helen explained that when a H.E.L.P. team needs police
assistance, it now requested it from the Manhattan North Task Force rather
than from the precinct or "911"3. This arrangement with the Task Force was
worked out recently after many years of strained and difficult relations between

H.E.L.P. and the Police Department. The arrangement with the Task Force
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is more effective because it does not ask precincts to interrupt patrol schedules
or other planned local activities and does not tax local emergency response
systems. Police assigned to the Manhattan North Task Force carry out special
assignments, including assisting in a "9.37" process. The officers who arrived
did not, however, know how personnel are selected for the Task Force and were
not familiar with the full range of assignments they might get. The Task Force
did not seem to have specialized units for rescue or work with emotionally
disturbed persons.

The two officers who arrived had not previously assisted in a
"designation” and in fact had not known about Project H.E.L.P. before today.
Dr. G. briefly explained to the police officers that as a physician he had
determined that David needed treatment in a hospital and that their assistance
was required in getting him to the hospital. He requested the police ask David
to accompany them to the hospital for a check-up. They did this very calmly
and in a sensitive, non-threatening way while positioning themselves close to
David to prevent his possible sudden movement to leave. Although these officers
said they were not specifically trained to work with mentally ill people, they
somehow understood the importance of the patient’s "space" and the use of
their authority. David remained in place, but refused to go to the hospital and
repeated his need for legal assistance. He added that the police had no right
to detain him, that he had committed no crime and asked the police to leave.

With the arrival of the police there were now five people and David
in a group. Curious passersby stopped briefly to watch what was happening

or walked around the group to avoid the activity. The activity was occurring
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on the sidewalk of Columbia University which is an atypical neighborhood and
possibly accounted for the limited curiosity of those hurrying by. One bookseller
approached and spoke to David, encouraging him to go with police to the
hospital. David refused this suggestion and it became apparent that this defiant,
frail, elderly rﬁan would in some way have to be physically placed in a vehicle
to be transported to a medical facility. It was equally apparent that H.E.L..P.
staff and the police were uneasy and not going to do anything physical with
this man. The two officers had put on heavy gloves, however, as part of new
universal precautions against AIDS, in the event physical contact had become
necessary.

After ten minutes (which seemed much longer) the officers, having
been unable to get David into their van, and seeming stumped, decided to call
their supervisor for further instructions. On their car phone they were told
by their supervisor to call in an E.M.S. team and ambulance because of the
medical aspects of the case.

While waiting for the Emergency Medical Service team to arrive, a
subtle change occurred in which responsibility for David and getting him
hospitalized, shifted more to the police and away from the Project H.E.L.P.
team. Almost all sporadic conversation that now occurred was between the
police and David with the police gently but clearly keeping David from leaving.
One officer explained to him that physical contact would occur only if he made
moves to leave and so David remained quite still. Dr. G., Helen and | stood
together talking several feet away from David and the police and for about

ten minutes everyone seemed to be just waiting for the next step in the process.
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At 12:55 p.m., the Emergency Medical Service team arrived as did
the Manhattan North Task Force sergeant, his driver and two police of the local
precinct who were driving by, saw the crowd and stopped to offer assistance.
The sergeant, like his officers, was unfamiliar with Project H.E.L.P. and with
the 9.37 process. He was curious about the procedure, and after talking with
Dr. G., talked to his officers who he instructed to continue their handling of
the situation. The two precinct police who had arrived were also uninformed
about 9.37 procedures were and curious about it. Unlike everyone else who
had been very gentle with David, the one female officer from the precinct tried
to get "tough" with him, telling him he had to get in the ambulance, "or else"
David responded by telling the officer she had no right to arrest him, at which
the officer retreated.

After several minutes of unsuccessfully talking to David to get him
to enter the ambulance, the Emergency Medical Service team produced a folding
canvas chair which they placed behind David. With one gentle shove, David
sat into the chair, was strapped into it by the very efficient Emergency Medical
Service team and carried the short distance to the ambulance. By 1:.05 p.m.,
65 minutes after first locating and contacting him, David was on his way to
an involuntary trip to the hospital. The elapsed time seemed a lot longer than
one hour and five minutes, revealing the tension this process is capable of
producing.

At this point, Dr. G. again became the "authority" and directed the
next phase of the activity. He was to be the petitioner ordering the trip to

the hospital and asked the Emergency Medical Service crew who now had David,
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to transport him to Bellevue Hospital where Project H.E.L.P. has access to
accelerated admitting to units reserved for their "designated" persons. Dr.
G. especially wanted David admitted to Bellevue Hospital’s combined psychiatric
and medical unit for treatment of his medical problem. The Emergency Medical
Service team, however, did not want to go from 7115th Street and Broadway
to Bellevue Hospital at 33rd Street and First Avenue and said they would take
David to St. Luke's Hospital which was one block away at 114th Street. The
Emergency Medical Service team appear to have authority for the final word
on which hospital to go to and this time it was to be St. Luke’s, Hearing this,
David asked to be allowed to walk one block to the hospital voluntarily. This
raised for the investigator the question as to why a walk to the hospital was
not proposed earlier and whether the involuntary trip could have been avoided.

David was already strapped into the Emergency Medical Service chair
in the ambulance and he was not freed to walk to the hospital. He was taken
to St. Luke's emergency room in the ambulance, followed by the police and
Project H.E.L.P. vans (an impressive motorcade). Once at the St. Luke’s
emergency room, David was allowed to walk from the ambulance into the
hospital where he gave the admitting clerk required information. David was
now quite relaxed in what seemed a familiar setting.

Dr. G. went off to meet with the Psychiatric Emergency Room Director
and to complete all the necessary forms for David's admission. Helen and |
took up a position with the police officers near the entrance where David could
be observed. The time waiting for David to be evaluated by the emergency

room psychiatrist who had to concur with Dr. G.’s assessment in order for
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admission, provided an opportunity to chat with the officers. By 2:00 p.m.,
David was seen by the emergency roém psychiatrist. This was followed by
another long wait while Dr. G. negotiated David's admission. The work of trying
to get David admitted to St. Luke’s Hospital took longer than the entire process
of locating David and getting him to the hospital. He was ultimately not
admitted to St. Luke’s Hospital but was later taken to Bellevue, lengthening
the process to almost 12 hours.

Helen has considerable experience with these trips and she explained
that had we gone to Bellevue Hospital, David would have been admitted quickly
and the police and the H.E.L.P. team could have left to return to their
headquarters. Since the activity was at St. Luke’s, where David was not being
immediately admitted, the police were required to remain with David until
admitted at St. L.uke’s or elsewhere. The officers said they were quite content
to remain at St. Luke’s Hospital and be responsible for David since this would
take them beyond their regular shift and would be overtime work for them.

Helen, when asked, agreed that David had actually walked into the
hospital and now seemed to be voluntarily presenting himself as a local resident
seeking medical attention. She agreed that a "designation" might have been
avoided if David had agreed earlier to be accompanied to St. Luke’s Hospital
but that this was deceptive. She pointed out that like many other patients,
he had become cooperative only after he knew he would be taken to the hospital
against his wishes.

At about 3:00 p.m., Dr. G. emerged from his meeting with the

Emergency Room Director. St. Luke’s Hospital did not want to admit him and
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David was to remain there in a holding area for now until arrangements were
made about where he would be treated. It seemed likely that since he was known
at Bellevue Hospital he would be transported there for treatment. It was evident
that David was not in a psychiatric emergency and did not require immediate
psychiatric treatment. There was nothing further for the H.E.L.P. team to
do and the team left St. Luke's Hospital at 3:15 p.m. leaving the police officers
to continue their responsiblity for David.

In talking with the officers, it was learned they were both college
graduates who were recently appointed to the Police Department. They each
felt positively about police work, including today’s assignment, which was a
learning experience for them. They felt, however, they had insufficient training
at the Police Academy in working with psychiatric or homeless persons and
that they should have been familiarized with programs like Project H.E.L.P.
These two officers viewed their police work as primarily helping citizens with
a variety of problems rather than pursuing criminals.

On the trip back to H.E.L.P.’s offices, it was learned in car telephone
conversation with the hospital that David was to be transferred from St. Luke’s
Hospital to Bellevue Hospital as soon as transportation (Emergency Medical
Service) was available. He was actually transferred later that evening. On
July 20th seven weeks later, it was learned that David was still at Bellevue
Hospital where plans were being made to find him supervised housing and a
day program. It was said that David was eager to be housed near Columbia
University and had refused several possible placements in other parts of the

city.
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This "designation" may have been essential to provide a life saving
service. Its cost in police, Emergency Medical Service and Project H.E.L.P.
time can raise a question as to its cost effectiveness and whether half the time
and expense could have been saved if the Emergency Medical Service driver
had been called earlier or if he had been obliged to transport David to Bellevue
as requested by Dr. G. The policy and practice of who has authority to decide
which hospital to use should be clarified and possibly changed. The lack of
police officers’ familiarity with programs and policies for assisting mentally
ill homeless, if true for all or most police, also points to the need for
clarification and changes in policy regarding police training. Police were
involved this time without incident in taking a frail, elderly passive man to
a hospital against his wishes. How does this compare to the experience of
getting a younger, more aggressive or even combative person to an emergency
room if the person is uncooperative and determined not to go? Over the years
H.E.L.P. has encountered many such difficult individuals and has relied on police
being more active than in today’s experience including placing a person in
restraints. Dr. G. and Helen stated that when a person is identified as an
"Emotionally Dist;:rbed Person", the person is totally a police responsibility
with such cases handled very differently than a 9.37 case. Several such cases
have made newspaper headlines recently when the individual to be restrained

or police, or both, are injured or killed.
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HOW IT WORKS - WHO GETS HELPED
TRAVELLING WITH THE TEAM

FIELD TRIP - JUNE 16, 1992

On June 76th, a bright, sunny day, twelve days after the first trip
with a Project H.E.L.P. team, a second tour was arranged with another daytime
team. In contrast to previous visits when the office was busy and bustling,
there were few staff and very little activity in the office when the investigator
arrived at 10:45. Helen, with whom this second observation had been arranged
stated there were no "emergencies" for the team this morning and introduced
Dr. Diane L., who would be available, if needed, as today’s team psychiatrist.
There had been several non-emergent calls requesting Project H.E.L.P.
assistance, the most urgent being a repeat request to evaluate and possible
"designate" a mentally ill homeless man, "Freddy", who regularly sits long hours
in front of a super market at Broadway and 98th Street. The refering agency,
Project Reach-Out, thought the man who they have known for some time, was
ill and needed to be hospitalized. Helen, in planning the team’s work schedule,
said the team would look for the man and since there was a possibility this might
be a "designation”, Dr. L. prepared to go along. As the observer and third team
member, | volunteered to bring the lunches.

Dr. L. is Project H.E.L.P.’s one full-time psychiatrist and divides her
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time between going out on the van and working at H.E.L.P.’s two drop-in centers.
She is a young woman who recently completed psychiatric training, during which
she worked for several years with homeless and chronic mentally ill. Today
she is wearing a "T" shirt and jeans and would hardly be recognized as a
traditional physician. Helen too is dressed very casually.

The team boarded the "day van" shortly after 11:00 a.m. to head uptown
to locate "Freddy" at Broadway and 98th Street. The driver today was Roberto
who has been with the project since its inception, having transferred from
Emergency Medical Service. Roberto is the regular driver and is much more
part of the team than the young driver on June 4th. Helen and Diane seem
to rely on Roberto to be a male presence when approaching an individual which
Roberto seems to sense and he seems to enjoy being the team’s man. Unlike
other drivers met during this study, Roberto leaves the van and accompanies
Helen and Dr. L. when they approach the person being assessed, making him
a more intergral part of the team.

From the time the team left the project office, there seemed to be
an apprehensiveness in the team which was not present dur;ng the previous
trip two weeks earlier. Helen talked about "Freddy", the man to be evaluated,
as being well known to Project Reach-Out. The referring agency had suggested
that he be hospitalized because they felt that he had become thinner, dirtier,
sleeping more and neglecting himself, Helen emphasized in talking about Freddy
that he was ill and a danger to himself, not to others. The issue of dangerousness
was raised repeatedly as the van drove to the West Side. Helen and Dr. L. told

stories about incidents in which people being contacted had turned on staff
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and of times when staff were threatened or even assaulted. The talk turned
to learning where to stand and how close to be when talking to a street person,
whether to wake someone who was asleep and when to call for police assistance.
Helen has developed the appended manual for new staff, describing ways to
approach someone, how to use the lunch as an "engagement" tool and how to
recognize an emotionally disturbed person who should be handled by police.
Generally, Helen felt it was "safer" working with H.E.L..P. streetbound people
than working in the confinement .of an inpatient ward. Here on the street the
person being approached, if angered or paranoid, can walk away and doesn’t
have to strike out since the person is not in any way restrained.

En route to the West Side, a call came in on the car telephone
requesting that H.E.L.P. assist a seemingly disorganized woman walking barefoot
north on First Avenue at around 87th Street. The caller, a staff person at Lenox
Hill Neighborhood Center®, could not be certain whether this unidentified person
was intoxicated, under the influence of drugs or psychotic. Helen, who was
clearly in charge of this trip, told the caller the team would respond and asked
Roberto to head for the location.

The team did not locate this person but the Lenox Hill outreach worker
who had called waited in the area and met the H.E.L.P. van at 87th Street.
He explained that he had observed that after the woman’s many unsuccessful
attempts to get a cab to stop for her, one cab did and she "escaped" by taxi.
This woman was not known to the Lenox Hill team or H.E.L.P., raising the
question of how many such cases there were in which people appear and

disappear without being contacted.
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The trip to find and evaluate "Freddy" continued and at 11:50 a.m.
he was located sitting on the ground asleep, in front of a supermarket at
Broadway between 97th and 98th Streets. Since he was asleep, and it was not
known whether he might be hostile, Dr. L. wanted Project Reach-Out staff
to come from their office ten blocks away to positively identify the sleeping
person as "Freddy". Project Reach-Out staff knew "Freddy" and Dr. L. felt
they would be helpful in deciding how to approach him.

Helen contacted Project Reach-Out by the car phone and they agreed
to meet the team. While waiting for them, Helen explained that Project Reach-
Out teams preferred not to be seen together with Project H.E.L.P. teams in
order to avoid their being identified as an agency that hospitalizes people against
their wishes. This was consistent with statements by Diane Sonde, Project
Reach-Out Director, about the perceived need to gain clients’ trust of them
as the protecting and sheltering agency. Casting Project H.E.L.P. as the "bad
guy" may have created some tensions between the two organizations. Helen
felt the Project Reach-Out team had agreed to meet the H.E.L.P. team this
day and to make the identification only because they were very eager to have
Freddy "designatéd" and taken to a hospital for medical attention. Project
Reach-Qut staff felt he was seriously ill, possibly showing signs of advanced
HIV illness or AIDS. Freddy had refused Project Reach-Out’s offers of their
medical services and refused to go to a hospital voluntarily with Project
Reach-Out staff. Under the evolved system of services on the West Side
Reach-Out’s call to H.E.L.P. was the next step in the process of aiding a
mentally ill person needing immediate treatment who was unable to seek services

unaided.
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The Project Reach-Out team arrived in an unmarked van and quickly
confirmed that the man in front of the supermarket was "Freddy", the man
about whom they were very concerned. The Project Reach-Out team said they
were pleased that H.E.L.P. "finally" responded to requests for assistance with
Freddy. The Reach-Out team of nurse and African-American paraprofessional
were eager to leave before Freddy woke. Before leaving they assured Helen
and Dr. L. that Freddy would not be hostile or flee but would probably resist
leaving his "spot" to go to a hospital voluntarily. The Reach-Out staff said
that from their experience with him he would need to be transported by police.

While waiting for the Project Reach-Out team it was observed that
several people approached Freddy, both as he slept and after he awoke and
left him packages of food and money. One person who left a bag of food was
another street-dweller whose possessions were piled up on the sidewalk nearby
next to a table where he was selling used books and other salvaged things. He
stayed close to Freddy, and without speaking or asking questions seemed
interested in the team and its activity. There seemed to be a connection and
communication between Freddy and this man, even though no words were spoken.

Shortly after the Project Reach-Out team confirmed "Freddy's"
identity, Dr. L. and Helen approached him, one on each side and stopping several
feet from him. He was now awake, in a sitting position, appearing docile and
not very alert. Several people hurrying by called to him by name and a few
gave him money. Freddy nodded to those who called to him. He was dressed
in a very dirty down type jacket and dark pants. His hair was matted, he looked

very much in need of a bath and clean clothing. His sneakers, once white, were



worn and lived in. Several front teeth are missing, giving Freddy a toothless
grin and adding to his sickly appearance.

While Dr. L. began talking to him, Helen offered Freddy lunch although
by this time he had considerable food piled in front of him. The team driver
took a position about eight to ten feet to the right side of Freddy, while Helen
and Dr. L. were now together on Freddy’s left. The observer was ten feet away,
between the team and the van where what was happening could be seen and
heard without being intrusive’

Freddy seemed friendly, responded easily to the team’s questions,
saying he felt fine and was O.K. where he was. He selected and ate from among
the food and drink before him as he talked. The used book seller who was a
white man, asked the team for a lunch and then a younger African-American
man appeared and also asked for a lunch. This young man, who had several
knives in his belt and looked beligerant, seemed to come from nowhere to check
on what was happening to Freddy or around him and incidentally, to get
something for himself. While he seemed potentially troublesome, the young
man did not cause problems, leaving as quietly as he had arrived after checking
out the situation and getting a brown bag lunch. Dr. L. and Helen did not react
to the young man who could have been trouble. The quiet, efficient way other
street people appeared at Freddy’s side made it seem as though these people
had done this many times before and that they were part of some kind of
"society" or community. The larger community’s reaction to Freddy seemed
generally accepting and friendly.

Freddy had chosen a busy place to sit where there is heavy pedestrian
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traffic and many curious passers-by. One passer-by, a man in his sixties
approached the observer wanting to know what was being done with Freddy.
When | explained Project H.E.L.P.’s interest in Freddy’s health the man felt
the organization was wasting its time. He said Freddy had been at this spot
for two years and got $40.-$50. a day panhandling at this location and that
he did not look any worse today than he always looks. The man thought the
agency should be spending its time and money looking after other people who
needed and would make better use of its help. He, for example, could use the
agency’s help. He recently had by-pass heart surgery which he said was poorly
done, leaving him disabled and worried. He wanted to know if we could help
him get St. Luke’s Hospital where his surgery was performed, to re-evaluate
his condition and help him feel better. He went on about how the Civil Liberties
Union protected and encouraged people like Freddy to panhandle rather than
getting them off the street. The man did not know where Freddy went when
he left his "spot" or where he slept. He also did not know what Freddy did with
the money people gave him. The neighborhood reactions to Freddy are quite
varied, ranging from wanting him removed to supporting him and looking after
him.

Dr. L. and Helen talked with Freddy for about fifteen minutes and
Dr. L. decided he was not a candidate for an involuntary trip to the hospital.
She had not previously seen Freddy and so had no basis for judging any
deterioration in his condition such as reported by Reach-Out staff who felt
he was physically ill and needed the medical care he was refusing. Dr. L.’s

assessment was based solely on psychiatric mental status criteria and was not
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responsive to Reach-Out’s request for assistance in hospitalizing Freddy. She
felt that he was alert, oriented, not psychotic and not presenting a danger to
himself or others. Freddy refused Dr. L.’s offer to get him medical help but
said he would go with the team "tomorrow" for a shower and clean clothing.
Freddy looked and sounded more childlike as the team prepared to leave and
it was the observer’s impression that if this wasn’t the day Freddy was to be
involuntarily hospitalized, that day would inevitably come, probably sooner
than later.

At his present location Freddy seems to be part of a sub-culture in
which he is looked after and heid onto by other street dwellers. He seems to
be their panhandler and they in turn seem to feed him, possibly also providing
him a nighttime place for safety and sleeping.

What to do about Freddy was entirely the physician’s decision and
a judgment call which Helen did not seem to try to influence. After leaving
Freddy, the conversation turned to which of H.E.L..P.’s psychiatrists would have
"designated" F.reddy today and which, like Dr. L., would wait for more concrete
medical or psychiatric signs of dangerous self-neglect. There was also talk
about Project Reach-Out’s reliance on H.E.L.P. to be the "bad guy" by
transporting someone like Freddy for medical or psychiatric assistance. Helen
said she did not like being the "911" for Project Reach-Out and implied there
had been inter-agency problems over the years. Sharing views about biases
of other staff as well as tensions with another outreach program may
demonstrate feeling comfortable with the investigator but is also somewhat

indiscreet. |t also asks that the investigator side with them and lose objectivity.
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The team took a lunch break after leaving Freddy. This provided an
opportunity to give Dr. L. and Helen a tour of the observer’s agency, The Bridge.
Dr. L. and Helen planned to look in on clients at the transit terminals where
they would distribute the remaining lunches. The observer did not accompany
this part of the day tour.

This field trip again highlighted the degree of subjectivity involved
in deciding who will be given an involuntary trip to a hospital emergency room.
The dangerousness standards are to be interpreted by the team physician who
is responsible in the field for carrying out organizational policy. The physician
on today's team avoided interpreting "9.37" aggressively and seemed just as
content to have decided not to designate "Freddy".

Whether another physician would have arrived at a different assessment
is unknown. It is equally unknown whether Dr. L. would have been influenced
in her decision if Helen had differed with Freddy’s request to remain on the

streets.
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HOW IT WORKS - WHO GETS HELP
TRAVELLING WITH THE TEAM

FIELD TRIP - JULY 20, 1992

For the third field trip with Project H.E.L.P. the observer arranged
to travel with an evening team on Monday, July 20, 1992 and arrived early to
read additional cases before accompanying the team. The charts requested
were those of people who had earlier been served by Project H.E.L.P. and having
gone on to be enrolled as patients of The Bridge, Inc., were now living in Bridge
rehabilitative housing. The charts and a desk were very graciously made
available and charts were read until the day and evening teams gathered for
their daily 4:00 p.m. "round-up" meeting.

The day team on this date had been Helen G. and Jenny R., a social
worker. The team had not included a psychiatrist. They arrived first and were
followed by Marty H. and Dr. Shari B. who would be the evening team. Dr.
Tsemberis opened the meeting and invited the observer to join the staff, which
added to feeling part of this activity and added to facilitating the observation
process.

The meeting format consisted of a prepared, though brief, staff member
presentation on a topic of general interest followed by individual activity reports
and matters of day team activity which would be of interest and concern to

the evening team.
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Today’s presenter was Marty who began the meeting by saying he
wanted to talk about the "thinning out" of homeless and mentally ill people
at Grand Central Terminal. According to Marty there are now only eight "hard
core cases" at the terminal. Marty is the Chief Social Worker at H.E.L.P. and
is very highly regarded by his co-workers for his fund of information, his special
sensitiveness and skill in approaching street-bound mentally ill. He did not
today indicate whether agency policy or his own concern led to his interest
in developing strategies for assisting these remaining people to leave the
terminal. This discussion occurred around the time of the Democratic National
Convention when the mid-town area was the focus for removing homeless and
others. Several of the remaining homeless mentally ill had been "designated"
one or more times and had, after each hospital trip, returned to their "spot"
in the terminal. It was clear that staff did not wish to lose these people by
"shoving" them out of the terminal, but rather offering them an acceptible
alternate place to be. The plan that was evolving during the discussion centered
around enlisting the help of the two specially trained police officers who work
in the Grand Central Terminal and in Metropolitan Transit Authority systems
and know the mentally ill individuals. The plan called for the remaining eight
hard-core people to be individually escorted by the police to H.E.L.P.’s 44th
Street drop-in center or to the local police precinct. At the drop-in center
or precinct, H.E.L.P. staff and staffs of other cooperating agencies would work
with these individuals to encourage them to enter programs and to accept
transitional housing. The H.E.L.P. staff were reluctant to "9.37" these last

eight people and seemed comfortable that working with the two special police
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officers would effectively implement this strategy. The two police officers,
working in and out of uniform, had specialized in recognizing and assisting
homeless people who gravitated to terminals. Unlike police encountered on
earlier travels with teams, these police are described as knowing about assisting
the mentally ill and working collaboratively with out-reach programs and social
agencies. Information was not provided on how or where these two officers
were trained but they are highly regarded by H.E.L.P. staff. It was also not
reported how many people had been involuntarily hospitalized to achieve the
“thinning out" of Grand Central Terminal. The work of contacting the police
officials and implementing the plan to assist the remaining Grand Central
Terminal "eight" was to be initiated by a day team in the next several days.

Following Marty’s presentation, the day team reported on its activity.
In the absence of any "designation" today, the team traveled to locations where
known clients were likely to bfe and could be visited. On this day the team also
had contact with two new cases. L.ocating and identifying néw cases is an
important H.E.L..P. activity which accounts for several hundred of its cases
each year.

One new case contact occurred at Staten Island Ferry Terminal where
a young, African-American male came to the van asking for help. He said he
was homeless and reported multiple psychiatric hospitalizations. He told the
team he was now having panic attacks, was fearful and hearing voices. In
describing the brief contact with the young man, Helen reported that the team
had gone out without a psychiatrist who could have made a street assessment

and if need be, order transportation to a hospital. Helen told the group she
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did not feel the young man needed immediate hospital treatment. She observed
that he was well dressed, neat, clean, well nourished and appropriate. He was
depressed and knew quite well how to ask for help. Approaching the van for
help made him somewhat unusual in comparison to other H.E.L.P. cases. Helen
and Jenny had decided he needed a place to stay and gone with him to the John
Heuss House case manager located in the terminal and asked that the young
man be allowed to go to their Beaverv Street shelter for a while where a H.E.L.P.
team, including a psychiatrist, would see him later that evening. John Heuss
House is a private, free-standing program which provides homeless persons
with case management, counselling, drop-in, food, referral, clinical, brief shelter
and health services. It is located in the downtown financial district. It is
contracted by New York City to care for homeless people, including mentally
ill who spend their days at the lower end of Manhattan. The agency receives
psychiatric consultation and clinical back-up from Federation Employment
and Guidance Service. Helen’s action involving Heuss House illustrates good
coordination of services and collaboration between agencies.

The contact with this new client revealed a H.E.L..P. operational policy,
namely, that as a rule, anyone who approaches the van asking for assistance
is considered able to seek voluntary services, including hospitalization and,
therefor, is ineligible for "designation". The H.E.L.P. team procedure is to
enroll the person as a client and provide referral and other services but will
not order a trip to the hospital. The team today felt very uncertain about the
young man’s story, especially about the "voices" and considered the possibility

of his being a malingerer. They felt it would be essential, as promised to John
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Heuss staff, to have him observed by the H.E.L.P. psychiatrist who would be
part of this evening’s team which would visit him at the shelter.

Following this report, the day team social worker, Jenny, reported
on the team’s second contact of the day which was with a young,
African-American man with whom she had one prior contact. She described
this contact as an outdoor "therapy" session in Thomas Paine Park but it seemed
uncertain whether this contact was an agreed upon "appointment" time for
therapy or whether it was a verbal therapy session which occurred spontaneously
as part of the team’s work this day. The social worker’s report demonstrated
an additional H.E.L.P. service which is not yet part of its mission statement
but perhaps should be. The discussion of the worker’s session with the client
revealed something about Project H.E.L.P.’s leadership style and agency
practice. The young social worker’s report of her activity and the client’s
responses, made it evident that the client had become agitated and suspicious,
probably as a result of his sexualizing the interaction. As discussion of the
session went on, the meeting process became essentially peer group supervision
sensitively conducted and led by Dr. Tsemberis. He attempted, in a
non-confronting way, to have the social worker see the need to define and
structure her meetings with the young man. The staff meeting illustrated ways
in which staff had to develop practice skills to match the services being offered.
Dr. Tsemberis recommended definition and structure without referring to the
need to "defuse" and "de-sexualize" the "sessions". Marty assured Jenny that
if the "sessions" became too "probing" or uncomfortable, the young man would

break off the relationship simply by not appearing in his usual places and that
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there was little likelihood he would do anything to harm the worker. Helen
pointed out that she and the van driver are close by during "sessions" and that
it was quite safe. No one was critical of Jenny’s work or her interest in
attempting psychotherapy or counseling with this homeless mentally ill young
man who seemed able to manage on the streets and was not going to be
transported to a hospital, voluntarily or otherwise.

The case illustrated that ongoing individual psychotherapy or
counselling are not fully developed services within the H.E.L.P. mission but
that some staff are interested in trying this modality. Project teams do monitor
clients over lengthy periods which provides opportunities for a special kind
of individual casework but it is questionable whether psychotherapy is an
appropriate method during the street-dwelling phase. The social worker was
not stopped from continuing her efforts to work with the client individually
but was gently urged to exercise caution and to be much clearer with the client
about the nature and purpose of the "sessions". One suggested focus for the
"sessions" would be to encourage the client to accept referral to an outreach
program which included temporary and transitional housing. The staff bring
a variety of training experiences to their work at H.E.L.P. They are not
expected to be skilled in ongoing psychotherapy and do not receive supervision
in doing therapy. The discussion of this contact provided a view of ways in
which staff seem divided about their outreach role. Most staff clearly see
providing emergency services and getting street-bound people to safe places
as most important. The two drop-in centers which H.E.L.P. recently added

to its program as described, seem to concentrate on providing immediate, basic
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needs rather than more traditional therapeutic objectives of self-understanding,
insight and independent function. It emphasized the unconventional role as
"rescuer" which Project H.E.L.P. has developed in the community.

This evening’s team was Marty H., Dr. Sari B. and the observer. Marty
is the Social Work Supervisor of Project H.E.L.P. and has been an important
part of the organization for more than five years. He works with evening and
weekend teams in addition to being a full-time social worker on an in-patient
service of South Beach Psychiatric Center. He has had vast experience with
persons with serious, long-standing mental iliness which provides him with
treatment skills and knowledge from which he has developed a personal style
for engagement and communication on the streets. While such in-patient
experience as Marty has is not required for employment at H.E.L.P., it certainly
seems highly desireable. His empathy with the mentally ill is balanced with
understanding, caution and therapeutic intent. When he approaches someone
in the streets his purpose is not likely to be misunderstood, even by a person
who is not in good touch with reality. Marty seems to have the task at Project
H.E.L..P. of working with and teaching new staff, such as Dr. B.

Prior to this evening’s tour, Dr. B. had worked one day a week for
the past three weeks as a Project H.E.L.P. psychiatrist. She recently completed
psychiatric residency training and is a Fellow in Community Psychiatry at
Columbia University. Her three days-a-week fellowship work-sites are the
drop-in and intake centers of the Volunteers of America located at Bellevue
Hospital. Dr. B. did her psychiatric residency training at Bellevue Hospital

where she experienced and learned about the problems and capabilities of
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seriously mentally ill, including the homeless and substance abusing mentally
ifl.

Dr. B. wore the "T" shirt and jeans which H.E.L.P. psychiatrists seem
to favor and Marty was equally casually dressed, including a colorful baseball
cap.

The team left directly after the staff meeting, taking several bags
of "lunches" with it. The driver for this trip, Jose G., was waiting for the team
which set out for Heuss House at 5:25. Mr. G. was on temporary assignment
with Project H.E.L..P., filling in for a regular driver on leave. He hoped to be
regularly assigned to the project because he preferred the work’s variety and
mission to his regular hospital driving assignment.

Marty was clearly in charge of the tour this evening. He very skillfully
encouraged Dr. B. to plan the assessment approach to the person waiting for
the team at Heuss House and he also invited this observer to help evaluate the
young man. He wanted to tailor this evening’s work to the observer’s background
and interest and was seeking ways to fit the experience to the dissertation.
He suggested that Dr. B. lead the interview, that the observer take "second
seat" and that he would be in the "back row".

After leaving Gouverneur Hospital at 5:25 p.m. and a brief stop to
pick up coffee, the team arrived at John Heuss House at 5:40 p.m. The shelter
is in an anonymous looking building in the financial district. (A description
of the shelter’s program is appended.) It occupies basement space one flight
down, which is not handicap accessible. A very friendly young man at the

entrace reception desk admitted the team into a large, brightly lit area filled
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with chairs occupied by about forty men and two or three women. (n addition
to the main lounge a smaller, TV area was off to one side and a large
administrative area with several offices occupied the remainng space. The
Heuss House is a day program and "sit-up" overnight shelter where a new "guest"
can spend the night on chairs. When an individual becomes better known to
staff, a bed in a church shelter, or occasionally, one of the few beds at Heuss
House, is made available. Such overnight arrangements require evidence at
Heuss House of cooperativeness, socialized behavior and commitment to
self-rehabilitation.

On the evening the team arrived to assess the referred individual,
Joan, who is a nurse, was in charge of the shelter. Additional staff included
one other woman who supervised social services, a young man whose
responsibility included dispensing medications and two or three young men who
handled the reception desk and seemed to provide security. The Social Service
Supervisor and other staff were not introduced and the team did not talk with
them. Dinner had been served and cleaned up shortly before we arrived and
people in the lounge and T.V. room seemed to be relaxing and socializing.

Marty introduced Dr. B. and the observer to Joan who he has known
for a long time and with whom he has a friendly relationship. After the brief
introductions, Joan arranged an office for the team and brought Mr. M., the
client to be assessed, for the interview. Mr. M. is a slight young man, quiet
and carrying a clean, filled back pack. He very politely shook hands as he joined
the team in the small office that had been made available.

Dr. B. conducted a skillful 45-minute, in depth, psychiatric mental
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status interview with Mr. M. while Marty and the observer listened. The office
door had been left open to provide Mr. M. some comfort and avoid his feeling
locked in even though noises from the outer spaces made it noisy. He sat calmly
and composed through the examination, appearing familiar with the process
and having answered questions about himself many times before.

In response to Dr. B.’s questions, Mr. M. revealed the following:

He recalled approaching H.E.L.P.’s van at the ferry terminal earlier
in the day, repeating he did so to get assistance with the voices he was hearing
which he recognized from the past as symptoms of psychiatric problem. Mr.
M. is 37 years old, single and has been undomiciled since January (7 months).
His last housing was an S.R.0. room during November and December, 1991 when
he worked as a relief beill ringer at Volunteer of America Santa Claus stations
during the Christmas season. He has not worked since last Christmas and offers
no information about how he has supported himself or where he has lived. He
was not pressed for such information.

Mr. M. is neatly groomed, clean, wearing new, or carefully cared for
clothes, carrying a small back pack. He definitely seems organized to "travel
light". He reported a first psychiatric hospitalization at Rockland Psychiatric
Center as a 15 year old adolescent 22 years ago, resulting from his behavior
problems within a family situation he describes as "bad". He has had several
additional hospital stays, none as lengthy as the first. Information is given
in response to questions rather than volunteered. In response to Dr. B.s
questions, Mr. M. denies drug use beyond occasional snorted heroin and

marijuana. He strongly denies "crack" use and says marijuana makes him feel
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too mixed-up and so he does not use it regularly. He acknowledges using alcohol,
at times heavily, and says he has participated once in a while in Alcoholics
Annonymous.

Mr. M. now finds himself feeling funny among "crowds" which seems
to contradict his spending time at busy terminals such as the Staten Island Ferry.
He has a good vocabulary and in response to the observer’s question says he
has been through high s;:hool and that he continues to read several newspapers
a day in additicn to books he finds. Mr. M. has in the past had food stamps,
welfare, and other benefits which he talks about to explain how he manages
without regular employment. He sticks to his life story very well with good
internal consistency. His mental status is clear and sensorium is intact with
no apparent thinking disorders or signhs of organic problems. There are large
gaps in his chronology but it is evident that this slightly built, timid,
African-American man has had limited successes and many hard times in his
young life. He is depressed and whether he actually heard voices, which are
vaguely described, or not, Mr. M. now needed outside, institutional help. Dr.
B.’s "here and now" approach to this examination had made it very clear that
Mr. M. was not a danger to himself or others and that he did not require a trip,
voluntary or involuntary, to a psychiatric emergency room. The team suggested
that he spend the night at John Heuss House and go to the Bellevue Hospital
Walk-In Clinic next day to be evaluated for psychotropic medication and anti-
depressants for his depression, "uneasiness" and voices. Mr. M. knew where
Bellevue Hospital was and felt he could get there either escorted or on his own.

He had enjoyed the chicken dinner served earlier, liked being at Heuss House,
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and felt he could spend the night at the shelter even though it was a new place
to him and he did not know anyone.

Following the interview with Mr. M., the team met with Joan to share
its assessment and recommendations. The response from Joan was a stream
of surprising hostility aimed at Gouverneur Hospital for discontinuing regular
psychiatric services and at Federation Employment and Guidance Services for
promising but not providing contracted clinical services. Joan said she too
realized that Mr. M. did not require a trip to the hospital and that her anger
was not directed at H.E.L.P., especially since it made good on its agreement
to come to the shelter this evening., She acknowledged the value of the
coordinated service which occurred earlier in the day when Mr. M. was directed
to Heuss House. She also recognized Mr. M. required a program, medication,
a place to stay rather than a hospital and said that if he had, on his own, come
to Heuss House she would have worked with him and avoided referring him to
H.E.L.P. for possible "designation". Joan recited a long list of disappointments
with the system which she felt was not working well for clients or for Heuss
House. The agency is contractually responsible for shelter services for homeless
persons who were attracted to the area south of Chambers Street and Joan
preferred that clinical services needed to serve the mentally ill in this population
be provideAd within the catchment area, specifically by Gouverneur Hospital.
She felt getting such services from outside the area, from Federation
Employment and Guidance Services did not work and predicted Mr. M. would
not be. accepted at Bellevue Hospital since Heuss House is not in its catchment

area. She related, however, surprisingly, that Bellevue Hospital staff visited
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the Heuss House program several days earlier to discuss expedited referrals
from the shelter to its new in-patient and out-patient services. Joan repeated
her doubts about it happening. From Joan’s comments it seemed Heuss House
felt it was doing its job while others were not. It also sounded as though Joan
was making a case for Heuss House to expand its contract with New York City
to add its own on-site clinical services which might be a useful arrangement.
She was also expressing the often repeated frustration of emergency- and
outreach service providers with the lack of services to which patients could
be referred from the shelter for long-term planning and program. This lack
of referral resources creates the revolving door experienced by shelters,
outreach programs and acute care hospitals.

During the 45 minutes the team met with Mr. M. and while the team
talked with Joan, it was observed that a staff person was dispensing medications
to individuals. When Joan was asked about this, she explained that medications
that had been prescribed for individuals staying at the shelter by private
psychiatrists or other facilities were stored for safety at Heuss House.
Individuals are essentially self-medicating but obviously observed by staff who
give them their medication in labeled envelopes. Individuals took medication
from their envelopes, which then were returned and put back in the locked desk.
This very simple process revealed an important service and the trust individuals
have for Heuss House staff which is important for sustaining helping relationships
with clients who had been isolated and living on the street.

Joan assured the team that Mr. M. could stay at Heuss House and that

every effort would be made to get him to the Bellevue Hospital walk-in clinic
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next day. Joan seemed more relaxed and friendlier after talking with the team.
The team again met briefly with Mr. M. to whom all this was conveyed and
then left at 6:55 p.m. As the team left, Mr. M. offered his thanks for its help.
There was still daylight as the team returned to the van and Marty decided
to go to Battery Park and Stéten Island Ferry Terminal to check on old clients
and to see if there were any more contacts to be made on this tour.

When the team returned to the van, Marty had a message from the
driver that the Director of a men’s shelter in Brooklyn had called for H.E.L.P.’s
assistance. Marty returned the call on the van’s car phone and the team learned
that a highly disturbed man who had been barred was outside the shelter throwing
things at the building and menacing shelter residents. He was well known to
the shelter staff who had kept him out for assaulting others. The man was
described as so disturbed that on one occasion when staff were trying to get
him out of the building, he jumped through a closed glass window. Marty
explained that the person being described was more correctly an "Emotionally
Disturbed Person" to be handled by police and suggested the Director call "911"
for assistance.

This incident illustrated how policy and practice are defined in the
field. Marty, as a senior H.E.L.P. staffer, was very clear that H.E.L..P. does
not try to work with those who are so out of control that they will need restraint
and that such cases call for police action. The Police Department Emergency
Service Unit has specially trained and equipped personnel who would be
dispatched by "911" to handle the Emotionally Disturbed Person. This message

about exercising caution, avoiding injury and getting appropriate police
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management of assaultive or dangerous people was heard from all H.E.L.P.
staff. Marty’s experience and the agency policy is clearly that H.E.L.P. was
best able to assist those who were confused, self-neglecting, non-assaultive
and "environmentally" inappropriate. In response to the observer’s question
of how H.E.L.P. staff could quickly and accurately determine who was
appropriate for them and who should be left to police, Marty illustrated how
a person wearing too much clothing on hot days or too little in the cold were
the kind of people they served best. He talked about weather being an important
factor in determining H.E.L.P. activity. In his experience, extremes of heat
or cold often decided when a person being observed could no longer adapt to
street living and should be "designated". The incident at the Brooklyn shelter
again informed that clinicians decide how best to serve an individual including
involving police to manage those persons who need to be restrained in order
to protect the person and society. A large number of mentally ill persons who
are assaultive or commit crimes are dealt with by police and are served in
forensic units of psychiatric hospitals, but many are known to remain in the
criminal justice system and spend time in jails and prisons.

Marty had let Joan know that when the team left Heuss House it would
be going to Battery Park and the Ferry Terminal. She told Marty about Jack,
a "man in a green jacket", a shelter client who spent time in the park and about
whom she was concerned because he had not come to the shelter recently.
Marty said the team would look for him and check on his condition. Shortly
after arriving at Battery Park Joan’s "man in a green jacket" was located riding

a swing in the children’s section. He is an irregular user of Heuss House who
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is said to spend long hours on a park swing which keeps him "calm and content".
Marty approached the man, using the man’s name, "Jack", which Joan had given.
Dr. B. walked slightly behind Marty and the observer was off to one side. A
low fence separated the team from the man in the green jacket. Marty spoke
to the man who readily accepted a lunch. He said he was O.K., that there still
were noises in his head and that he did sometimes go to Heuss House. He was
clean, answered questions slowly, simply with no elaboration and with a rather
blank, vacant expression. Marty said to the man he hoped he would let people
at Heuss House know if he needed help and we left. [t was the observer’s
impression from the man’s posture and movements that he might have been
a professional prizefighter who had too many blows to the head, sustaining brain
injuries. He was not in an emergent condition, seemed to be sustaining himself
in the community and was far from needing to be immediately hospitalized.
Again, the brief conversation with the homeless man was very much "here and
now" with no attempt to find out anything about him beyond his immediate
and current functioning. Marty and Dr. B. were satisfied he was not self-
neglecting or a danger to himself or others. From the brief conversation with
"Jack", it was not possible to learn whether anyone was providing him case
management services or whether anyone was able to compare current function
to previous condition or future needs. Marty’s comment to the man about letting
the staff of the shelter know when he needed help seemed directed at responding
to Joan’s concern about Jack and illustrated inter-agency collaboration by
Project H.E.L..P. doing some outreach for Heuss House.

A short distance from the children’s swings where Marty had talked
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with the man in the green jacket the team met a bearded young man Marty
knew from previous contacts. He accepted a lunch from Marty and seemed
eager to talk with the team. He told about noises in his head and asked if the
team could tell him what caused them or whether other people had similar noises
in their heads. He also wanted to know whether he looked "like a bum". His
matted hair and beard surely needed attention and he could have used a shower
and clean clothes. He accepted suggestions about how to avoid looking like
a "bum" but in answer to the observer’s question, became vague about where
he would go for a shower, clothing and barber. [Instead he returned to the noises
in his head while he vehementaly denied he was having a psychiatric problem.
He said that he had been treated many years earlier at lLong Island Jewish
Hospital for similar complaints. He claimed that he can’t return to that hospital
because he no longer has insurance and would not go there anyhow because
they sent him to the psychiatrist. He knows he is not a psychiatric patient
and would "kill" himself if he were. He repeated this several times, again asking
if others had similar complaints, which he doubted.

Marty suggested to the young man that he should have a doctor examine
him and in response the man asked if the team knew a doctor. When Dr. B.
identified herself as a doctor the man wanted to know what she thought. Dr.
B. said she or any doctor would need to examine him and do tests to explain
his noises and said this would best be done in the hospital. Did he want to go
to the hospital? He said no and changed the subject to ask again how he looked.
To a question of where he thought he could go to clean up, he said, "the

fountain".
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It seemed that this homeless, confused, psychotic man was close to
meeting criteria for "designation" but Marty and Dr. B. felt he wasn’t ready
enough to be admitted to the hospital. He still seemed somewhat oriented,
able to get wherever he sets out to go and able to provide for himself. The
noises and pain in his head could indicate an organic problem. Shortly after
the man and the team parted, he was seen again, eating the food he had been
given and hallucinating as he walked among the trees.

The team did not encounter other people known to H.E.L.P. in the
park. An unknown man sitting huddled in a corner against a wall trying to play
a trumpet was seen along the path. He waved the team off when Marty offered
him food.

When the team left the ferry terminal it headed up to the East Side
to tour along First Avenue. All along First Avenue Marty identified people
(almost all men) with whom he had previous contact, including arranging hospital
trips. It seemed Marty knew everyone on the streets and their stories.

At about 8:00 in the evening, as it was getting dark, the observer left
the team as it headed downtown for dinner and a tour of Grand Central Terminal
and Times Square.

This tour, in contrast to the June 4th and June 16th was more active,
including an inter-agency contact which had political overtones. The three
client contacts of this third field trip further illustrated Project H.E.L.P.’s
policies and practices. In the first situation, the team had to decide whether
a self-referred client, temporarily lodged with a collaborating social agency

should be transported to Bellevue Hospital Psychiatric Emergency Room. The
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H.E.L.P. psychiatrist and social worker acted together very smoothly in this,
their third evening of working together. During the first contact, they
maintained focus on the patient while recognizing the shelter Directors concerns.
The second contact, Jack, the man in the green jacket on the swing, required
a quick assessment after brief conversation. Again, the decision was not to
"designate" him but to open a case at H.E.L..P. so that he would be regularly
observed. He showed no evidence of danger to himself or others and was not
neglecting himself. He obviously had chronic mental illness of some sort but
did not require a trip to the hospital which would have deprived him of personal
freedom.

The third contact, the bearded man complaining of noises in his head,
presented a possible "designation". The decision not to hospitalize him was
essentially Marty’s. He knew the man from previous observations and felt he
was not very different than he had seemed before. Dr. B. went along with the
decision and offered him help in getting out-patient clinic and social services.
This young man, like others, will ultimately need to be hospitalized for
evaluation and treatment to aleviate his pain. For now, he is able to manage
on the street, in parks and terminals. Project H.E.L.P. will monitor him and

be available when the time is "right" for an involuntary trip to the hospital.
g Yy trip p

FOOTNOTES

1. The team psychiatrist is responsible for completing a petition for pysician
certification of a person designated as requiring immediate psychiatric
hospitalization.
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The van radios and cellular phones demonstrate the use of available
technology.

Food generally undercuts rage and learning how to offer it to street-dwelling
people is an important practice skill.

The investigator wuses "I" as a convenience to describe the
participant-observation during this field trip.

"911" is the telephone number used for reported incidents and requesting
emergency services including police and ambulance.

Lenox Hill Neighborhood Center’s Mobile Outreach Program is responsible
for serving homeless mentally ill persons within the area from 59th to 96th

Streets, Central Park to the East River, roughly the boundaries of Community
Board #8.

"I" is again used to identify the investigator.
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CHAPTER 8

WHO HAS BEEN SERVED
CASE RECORD DOCUMENTATION

The files of New York City’s two longest established outreach programs,
Project Reach-Out and Project H.E.L.P., contain thousands of stories of the
men and women they have assisted during the years since they began taking
services to mentally ill people living on the streets. Project Reach-Out,
established in 1979, provides services to several hundred new clients a year
and in its fourteen years has assisted thousands of individuals.

Project H.E.L.P. has opened more than two thousand case records
of people it has contacted, observed, followed and "designated" since it began
operations in 1982. |t maintains all cases as "open" cases since, in their
experience, many people they have contacted regularly re-appear in terminals
and on the street, even after successful referral for services including residential
placement. Project H.E.L.P. appears to add 200 new people each year to its
growing list of known street-dwelling mentally ill in Manhattan. Of these 200
new cases each year many will be "designated" for involuntary trips to hospitals,
others will be helped to get voluntary bsychiatric or medical care, and still
others referred to shelters or day programs. The largest nhumber will be followed

and observed by staff teams for months or in some cases, years. Hospitalizations
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occur when it becomes evident that individuals are unable to manage on the
streets and unable to make and carry out plans for "going indoors" or to continue
caring for themselves. Some of Project Reach-Out’s cases are also cases that
have been referred to Project H.E.L.P., creating some duplication in the case
count of homeless mentally ill the city.

Seven H.E.L.P. charts were read in this study. These were a
non-representative sample of their 2,000 cases. This small sample does provide
important information about how the mobile teams work in making street
assessments as they respond to referrals or conduct their own tours in
non-traditional settings. The charts are very much "here and now" documents
which describe the person and his or her current circumstance, using short,
descriptive terms, omitting history and focused on diagnostic impressions for
ready communication to anyone reading the chart. Each contact by a team
is documented by a brief chart note which, over time and in a continuum, paint
a graphic picture of an individual’s deteriorating physical and psychological
condition, leading to hospital trips. The cases read by the investigator tell
the stories of three men and four women suffering chronic, serious mental illness
who have been "designated" and hospitalized at least once. One man is classified
as an "Emotionally Disturbed Person", one a mentally ill chemical abuser, and
the third a help-rejecting, defiant, though system-dependent young man. The
four women all had longstanding mental illness and had been spending their
days in transportation terminals or on the street for long periods. All were
diagnosed as schizophrenic, three were transferred from Bellevue Hospital to

a special program at Creedmor Psychiatric Center from which they were
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admitted to a Bridge, inc. community residence.

Following are brief summaries of the seven charts.

CASE #1

An African-American male in his early 30's who was contacted in
January, 1988 by a H.E.L.P. team in Grand Central terminal to which they were
summoned by police . The young man had been seen previously by H.E..L.P.
teams in the neighborhood around 47th Street and 2nd Avenue where local
residents had called H.E.L.P. for assistance. The case illustrates ways in whcih
H.E.L.P. fulfills a comamunity service role as well as coordinating services among
police and public agencies. The contact made with the client in Grand Central
terminal was brief and the team did not record its assessment, Thi; contact
was followed by a second one in the terminal during a regular team tour in
March, 1988. The chart note for the second contact states he "looked about
the same" but the psychiatrist’s diagnosis now recorded is "undifferentiated
schizophrenia with alcohol abuse". No details are offered about how the
diagnosis was made, but a psychiatrist must have had conversation with the
man to lead to the diagnosis and the decision not to hospitalize him. It may
have been the alcohol-abuse assessment that prevented getting him hospitalized
since persons with substance-induced conditions are generally not hospitalizable.
From March, 1988 until February, 1989 the client was observed periodically
but not contacted back in his old neighborhood around 2nd Avenue near 47th
Street. By February 26, 1989 when people in the 47th Street area again called
H.E.L.P. he showed marked deterioration and the H.E.L.P. psychiatrist ordered

police to involuntarily transport him to the Homeless Psychiatric Unit at
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Believue Hospital. The psychiatrist’s petition indicated the man was a danger
to himself and at substantial risk of doing harm to himself because of
self-neglect.

The chart does not reveal what occurred in this man’s treatment at
Bellevue Hospital nor for how long he was hospitalized. He is reported to have
reappeared in his favorite neighborhood on 2nd Avenue between 44th and 45th
Streets late in 1989 where concerned local residents again called H.E.L.P.
to get him treated for what was described as his "failing health". On December
30, 1989 when contacted by a team, he was less communicative, less
approachable and was "deteriorating”. The team psychiatrist felt he was a
danger to himself and "designated" him for a second involuntary trip to the
hospital within a ten-month period.

There does not seem to have been follow-up when the patient was
hospitalized. The chart again provides no information about the man's
experience at Bellevue Hospital. Nine months after his second hospitalization,
in August, 1990 he was observed in his old "territory". He is described as being
"in good shape", approachable, communicative but lacking any plan for himself
beyond a day-to-day existence. Another nine months later, in May, 1991, the
chart note indicates a team making a street assessment felt he looked ill, less
well cared for and requiring more regular observations. Subsequent notes record
the man’s progressive deterioration until, on December 19, 1991, when for the
third time, a team psychiatrist ordered him transported to Bellevue Hospital.
A chart-note records that in this hospitalization he required ;erious medical

attention, including toe amputations as a result of cellulitis or gangrene which
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are common conditions among neglected homeless people. During this
hospitalization he was transferred to the psychiatric/medical service on 18N
at Bellevue Hospital.

Project H.E.L.P. was active with this young man for ;bout four years,
from January, 1988 to December, 1991, during which he was involuntarily
hospitalized three times under Section 9.37 of the New York Mental Hygiene
Law. His need for psychiatric evaluation, hospitalization, medical and clinical
treatment was obvious during these years. Project H.E.L.P. repeatedly brought
this young man to psychiatric, medical and social service care systems which
resulted in only brief hospitalizations and treatments. He is among the large
number of "revolving door" cases one reads about who are system-dependent
and need sustained case management, medical care and long-term treatment
but are not getting it. Under new admission procedures, they are locked out
of state psychiatric facilities and do not seem able to access ongoing,
comprehensive community-based services which are scarce and may be
unprepared to work with this population. Like many others, this mentally ill
man has been treated and released from an acute care hospital several times
with no place to go except back to his old street haunts where he becomes
no-one’s patient until re-hospitalized,

CASE #2

This is the case story of a male Caucasian in his early 40’s who was
known to Project H.E.L.P. from July 27, 1988 until March 19, 1992. During
this time he was repeatedly described as "floridly psychotic", non-compliant

and help rejecting". He was "designated" seven times in this period. On July
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27, 1988 he was observed by H.E.L.P. teams in Battery Park, adjacent to the
Staten lIsland ferry terminal, behaving "inappropriately”. The team psychiatrist
made a street assessment, diagnosed him as "paranoid schizophrenic" and ordered
him transported by police to Bellevue Hospital. The patient was familiar with
the "72 hour" procedure under which he could request his release from the
hospital and after three days he was released by order of a Supreme Court Judge
sitting in Bellevue Hospital courtroom. While this procedure gained the patient
his freedom, it also appears to have deprived him of treatment he needed and
which subsequent events revealed he shouid have had.

Six months after the first hospitalization on February 1, 1989, the
patient was again referred to H.E.L.P. which carried out its street assessment
and again hospitalized him voluntarily at Bellevue. The patient’s chart indicates
that during this hospitalization a hospital psychiatrist’s request to have him
remain in the hospital against his wishes was, this time, ordered by the Court.
While the Court ordered his continued hospitalization, it did not authorize
involuntary treatment, presumably because the patient rejected medication
so vigorously. Based upon the Court ordered extended hospitalization, the
patient was transferred to a long-term unit at New York State’s Creedmor
Psychiatric Center where an Intensive Case Manager was assigned to assist
him in developing a "life plan". Before any of this important work could be
accomplished, however, this help-rejecting patient left the Psychiatric Center
without consent and was not returned. On April 3, 1989, two months after his
last trip to Bellevue he was seen by H.E.L.P. teams, back on the streets. In

this case, H.E.L.P., Bellevue Hospital, the Court, New York State Office of
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Mental Health, all worked to designate, hospitalize, retain and treat a client
who did not want any of it and who frustrated those who tried to help him.

On July 15, 1989 the patient was "designated" a third time and again
taken invoiuntarily to Bellevue Hospital. There is no follow-up in the chart
of this designation and the chart does not provide information about what
occurred during this hospitalization. It is not known how long he received
treatment but he was again observed on the street in January, 1990 at which
time he appears to have been taken to the hospital again. His fourth or fifth
recorded involuntary hospitalization occurred April 1, 1990. During this
hospitalization he was treated medically against his desires. The patient was
suffering gangrene, a condition which required amputation of several toes and
for which it was necessary to have a court order. After the surgery, he almost
immediately eloped from the hospital, remaining on the streets briefly, only
to be re-hospitalized again one month later, on May 9, 1990. After a short
hospital stay, he was on the streets for longer periods and was transported to
Bellevue again on March 27, 1991 and once more a year later on March 19, 1992,

This "gra;/ely disabled" patient who is obviously a "danger to himself",
is self-neglecting and seriously mentally ill. The systems which have imposed
his repeated hospitalizations seemed to have kept him alive and functioning.
He is well known to Project H.E.LL.P., but accepts limited assistance and goes
from system-to-system, so that very little is known about him. Project H.E.L.P.
teams have had no difficulty getting him to the hospital in spite of his otherwise
non-compliance and it may well be that he has come to rely on Project H.E.L.P.

to do for him what he does not do for himself, that is, seek emergency medical
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treatment and respite. His "revolving door" story is outstanding. The patient
appears, on some level, to have evolved a way of utilizing the psychiatric,
medical and social service systems in an ideocyncratic manner which is
oppositional to what doctors, judges and social workers prescribe for him. In
another era he would have been a life-time state hospital resident and one
wonders how long he will be able to function outside an institution.

CASE #3 |

Case #3 is a 4b-year old African-American male labeled an
"Emotionally Disturbed Person" because of his aggressive, anti-social behavior
observed by police who have encountered him several times in transportation
terminals. He is in a category of street-dwellers not usually served by Project
H.E.L.P. but was for some time "informally" known to H.E.L..P. teams. Project
H.E.L.P. did, at the request of police, send teams to evaluate this person several
times in Pennsylvania Station even though they were to play only a limited
role. The man was known to spend his time at several transportation terminals
where he menaced women, made sexual gestures and refused police orders to
modify his behavior. On November 30, 1989 Long lIsland Railroad police
requested a Project H.E.L.P. psychiatrist to assist in getting the man
hospitalized. The H.E.L.P. psychiatrist did an on-site assessment on the basis
of which he found the man to be psychotic and a danger to others. This
statement by the psychiatrist made it possible for police to take him
involuntarily to Bellevue Hospital. The chart reveals that this scene at
Pennsylvania Station was repeated many times in the following two and a half

years, with the most recent hospital trip on March 20, 1992. The H.E.L.P. record
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informs that this man was hospitalized many times but says little about who
this man is or what attempts, if any, have been made by the medical, social
service systems to treat or rehabilitate him. Since he repeatedly interferes
with others, such as passers-by in a terminal, he has probably been arrested
often and perhaps even convicted of criminal acts and spent time in jail or
prison. There is some reason from the chart to believe that this man’s behavior
may be alcohol or substance related. This situation is similar to the story of
a man named Larry Hogue, who is described in recent newspaper accounts as
suffering substance induced episodes of assaultive, paranoid psyéhotic behavior.
Hospitalization seems to serve a detoxification purpose, after which such
individuals do not seem mentally ill and leave the hospital in another revolving
door pattern. L

The man in Case #3 and Larry Hogue get diagnosed as mentally ill
when their anti-social or criminal behaviors lead to street or hospital psychiatric
examination. Neither has derived demonstrable or lasting benefit of psychiatric
hospitalizations which seem more to only temporarily interrupt them and allow
society to relax briefly. The criminal justice system is not able to remove Larry
Hogue from his "turf" permanently and the courts have not commited either
man to long-term psychiatric treatment in secure psychiatric facilities. Such
cases raise questions about the policy on non-admission to hospitals and the
benefits of long-term hospital treatment.

The man in Case #3 and Larry Hogue behave in ways that make them
subject to arrest, even though they suffer a form of mental illness. The Case

#3 record indicates that following his March 20, 1992 hospitalization, it was
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decided that the criminal justice rather than the psychiatric hospital system
should more appropriately attempt to modify his behavior through a prison term
and the District Attorney was preparing a case for criminal prosecution. The
policy of keeping mentally ill people out of psychiatric hospitals is resulting
in rising numbers of mentally ill people in jails and prisons.

CASE #4

A 33-year old Caucasian woman who has had numerous psychiatric
hospitalizations at both Bellevue and Beth Israel Hospitals in the past five years.
She has been diagnosed by H.E.L.P. and hospital psychiatrists as having a serious
mental illness. The chart indicates that she also is known to abuse substances
and has a history of setting small fires, usually in transit terminals. She is
referred to in the record as a mentally ill, chemical abusing patient (M.I.C.A.)
and as such represents a large and growing group of Project H.E.L..P. cases.

This young woman was first referred to H.E.L..P. on October 29, 1989.
Her disturbed mental status and over-all physical condition appeared serious
enough to the examining psychiatrist who "designated" her for involuntary
hospitalization. It was explained by Dr. Tsemberis that it is unusual for the
team to order hospitalization in a first contact but might do so when the team
was uncertain whether the individual would be seen again. The chart indicates
she was admitted to a combined psychiatric and medical unit (18 West) at
Bellevue Hospital, implying that she was physically ill. It is not known how
long she remained hospitalized and the chart does not indicate what treatment
she received.

The patient was next referred to H.E.L.P. seven months later, on June
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5, 1990. This time the team did not find her a danger to herself or others and
it was decided that teams would periodically check on her condition. The record
notes indicate that the patient was seen frequently near the John Heuss Shelter
in _the Wall Street area. [t also indicated that on several occasions during the
next five months, until November, she set small fires. H.E.L.P. psychiatrists,
who talked with her several times did not order hospitalization.

On November 15, 1990 H.E.L.P. responded to a telephone call referral
and this time the team found the patient hospitalizable. She was taken by police
to Bellevue Hospital where she was admitted and remained twelve days, leaving
on November 27, 1990. There is no reference in the record of a discharge plan
and the next entry in the H.E.L.P. chart is dated eighteen months later when,
on March 19, 1992 the young woman was again referred to H.E.L.P. and taken
by police to Bellevue Hospital where she remained for some time. On April
16, 1992 a H.E.L.P. team member visited her at Bellevue Hospital and noted
she was still hospitalized.

Although "designated" and briefly hospitalized several times in two
and a half years, this homeless young woman is essentially able to manage for
long periods in the streets and in shelters. The record indicates she appears
knowledgable about benefits, food stamps, shelters, social agencies, showers,
clothing, and medical/psychiatric services. Her underlying psychiatric condition
is not so debilitating as to render her unable generally to care for herself. It
appears, however, from the chart that when she abuses alcohol or other
substances, she becomes a danger to herself through self—neglect. and a danger

to others by fire-setting. Psychiatric treatment alone seems to have been
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ineffective for this woman. She has not sought help for her substance abuse
problem which, in combination with her mental illness, will almost surely be
lethal.

As with other cases, Project H.E.L.P. has removed her from the streets
periodically, bringing her to the place where treatment and rehabilitation
services would be available. The available services have not held this patient
who becomes part of the revolving door population and remains part of a serious
systemic problem.

The first four reported cases illustrate the regularity with which
mentally ill people in the streets are identified and, when appropriate, taken
to psychiatric emergency rooms. In many cases, through a combination of
patients’ resistence, hospital crowding, reduction in state-run long-term beds,
and shortage of community residences these patients did not move on to a system
of care which would keep them off the streets and on a path toward
rehabilitation.

The following three cases are women who, unlike the first four patients,
did utilize involuntary hospitalization as the entry into systems which provide
ongoing comprehensive treatment programs. It is important to note that the
three women were "designated" by H.E.L.P. at a time when the New York State
Office of Mental Health was establishing a unit at Creedmor Psychiatric Center
to provide long-term care to a limited number of stabilized patients in Bellevue
Hospital’'s homeless psychiatric unit. The three women in this group transferred
voluntarily from Bellevue Hospital to Creedmor where Intensive Case Managers

were assigned to them who were able to effectively refer and advocate for
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admission of these patients to community-based programs and housing. The
three women whose cases are reported were fortunate in being in the group
that went from Bellevue Hospital to Creedmor. Once in this special unit they
were referred to The Bridge, Inc., a mental health and rehabilitation agency.
After a wait of several months, while the Communiity Residence was completed,
they were admitted to Old Broadway House, a Bridge supervised community
residence. The Creedmor unit operated for about two years and was successful
in getting its residents placed in community programs. [t was was closed when
all those who were referable were transferred. The project was not
institutionalized or made continuously available to additional patients. The
successful collaboration between city, state and voluntary agencies in this
project was a good illustration of the kind of effort required to interupt the
revolving door.

CASE #5

The first of the three cases is a fifty-year old African-American
woman who had been a long-time client of Project Reach-Out on Manhattan’s
Upper West Side. The record indicates she had taken up residence in a boarded-
up, abandoned, vacant building at Columbus Avenue and 87th Street, one block
from Goddard Riverside Neighborhood Center and Project Reach-Out. Her
ability to care for herself, as observed by Project Reach-Out, diminished over
time and when Project Reach-Out could not get her to a hospital voluntarily
they called upon H.E.L.P. to assist in hospitalizing the patient. The woman
was evaluated by the H.E.L.P psychiatrist on July 20, 1988 and diagnosed as

delusional, psychotic, self-neglecting and in danger of harming herself. She
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was involuntarily hospitalized at Bellevue Hospital. The H.E.L.P. chart does
not indicate where in Bellevue she was treated or how long she was there.
Several weeks later, on August Il, 1989 the patient was observed by H.E.L.P.
team back in her old neighborhood.2 On that date, a H.E.L.P. psychiatrist
"designated" her for a second involuntary trip to Bellevue Hospital. This time
she appears to have been admitted to the Homeless Psychiatric Unit from which
she was shortly thereafter transferred to Creedmor. The patient remained
at Creedmor until admitted to Old Broadway House of The Bridge in early 1990
where she has remained in a rehabilitation program.

CASE #6

The second case tells the story of a 50-year old, Latvian born,
Caucasian woman who spent days in Grand Central Station, the Port Authority
bus terminal and the Staten island ferry terminal. These sites put her where
there was heavy pedestrian traffic, public bathrooms, police, continuous lights
and the opportunity to be observed and assisted. The H.E.L.P. record indicates
there was a first brief contact by a team in early September, 1988. On the
15th of September, in a second contact the patient spoke to H.E.L..P. staff,
saying she wanted to go to a shelter. She refused, however, to be transported
by the team to the nearby Moravian drop-in center and shelter facility. There
was, presumably no additional service provided during this contact and H.E.L.F’;
staff continued to "monitor" her regularly, at times as often as once a week.
For almost a year, from September 19, 1988 until August 7, 1989, there were
thirty-one reported H.E.L.P. contacts with the patient. On August 7, 1989

she was taken by Emergency Medical Service ambulance and not by H.E.L.P.
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from Grand Central Station to Bellevue Hospital for treatment of an unspecified
medical condition.

The patient was out of the hospital four days later and seen by H.E.L.P.
teams at Grand Central Station on August 11th. She was subsequently seen
by teams at the Staten Island ferry terminal and at Grand Central Station and
was described in team reports as looking disheveled, and in failing health. There
is a chart note indicating that the patient had around this time received
treatment for cellulitis, presumably as a voluntary patient at a hospital.

Through repeated contacts, the patient is described as becoming
increasingly communicative with H.E.L.P. staff although she remained opposed
to voluntary psychiatric treatment. On November 6, 1989 she was "designated"
by a H.E.L.P. psychiatrist and admitted to Bellevue Hospital Homeless
Psychiatric Unit. She became one of a group of patients voluntarily transferred
from Bellevue to a special unit at Creedmor Hospital from which she was in
turn referred to The Bridge, Inc.’s new residential program at Old Broadway
House. She was admitted to Old Broadway House on November 1, 1990 where
she has remained in residence and in program. Work with this patient covered
twenty-six months from the time she was identified until her admission to a
comprehensive rehabilitation program which included supervised housing. In
this case, city, state and voluntary agencies worked collaboratively for two
years, which seerns to be how long it takes for the client to develop trust, agree
to be a patient and utilize an available service.

CASE #7

A third person, who also became a resident of Old Broadway House,
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after being involuntarily hospitalized by Project H.E.L.P., is an
African-American woman in her forties. The H.E.L.P. chart gives little
historical information about this person who was first referred to the agency
on June 15, 1988. She was not "designated" in this first contact but two weeks
later, was given an involuntary trip to Bellevue Hospital on June 28th. She
is described as inappropriately dressed, which probably means wearing layers
of heavy clothing on a warm summer day. She is also said to have been mute,
uncommunicative, and unclean.

This patient remained at Bellevue Hospital, did not seek release and
became part of the group that voluntarily transferred to Creedmor Hospital
for extended hospital care and treatment. She was at Creedmor until May 3,
1989, almost a year after her first "designation". On May 3rd while waiting
to move to the community residence, she left Creedmoor without consent.
Two months later on July 10, 1989 the outreach team of Lenox Hill Neighborhood
Association had contact with her on the East Side and referred her again to
Project H.E.L.P. who arranged her return to Bellevue Hospital. She was able
also to return to Creedmoor Hospital from Bellevue and some months later
was admittéd to Old Broadway House.

The patient was known to Project H.E.L..P. for just over one year during
which she was involuntarily hospitalized twice. The case record provides limited
information about the patient, providing limited description of her behavior
or her diagnosis. The patient appears to have been compliant when being
transported to the hospital, and she utilized the assistance which is provided
by Section 9.37 of the Mental Hygiene Law to be stabilized and.helped to plan

for her future.
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The three patients who were ultimately admitted to Old Broadway
House of The Bridge were able to profit from a co-ordinated system of care
which offered thoughtful, concerned, professional services beginning at Project
H.E.L.P. and its Bellevue Hospital Homeless Psychiatric Unit, a 28-bed specially
staffed acute care program, and proceeding to the 50-bed long-term program
at Creedmoor and then to a supervised community residence. These patients
received, and were able to accept, much more attention and service than is
seen in the typical emergency room admission and a brief hospital stay. They
responded well to the activity and special attention they received. It is apparent
that such services should be the norm and not "special" in order to move more
mentally ill from the streets to restored lives and more independant function
in the community.

The Project H.E.L.P. case records cover more than ten years of their
activity with street-bound mentally ill in New York City. The records offer
limited historical information about each person with whom they have worked
but clearly demonstrate that it is relatively easy to hospitalize an obviously
ill person and that the real difficulty is in providing appropriate services after
the hospitalization. The records also demonstrate trends in the type of client
seen over the years and, other changes in the homeless population. Of especial
importance has been the rise in substance abuse and its effects on underlying

psychotic conditions.
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FOOTNOTES

The Larry Hogue case is discussed in New York Times articles as Appendix
13, 14, 15, 16 and 21.

This patient illustrates the regularity with which homeless people return
to their adopted "places" making monitoring more possible.
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CHAPTER 9

THE ROLE OF THE COURTS

There are, as we have seen, many issues of law become involved when
the involuntary hospitalization and treatment of a person are ordered by an
authorized physician or peace officer. Because. there are legal issues, it is
inevitable that courts of law and judges will become involved in determining
when statutes and policy have been followed and when the hospitalized person
has either had the benefit of "due process" or when it has been denied.

In New York State courts have been established in psychiatric facilities
where judges decide on such matters as requests by patients to be released,
requests by physicians (psychiatrists) and hospitals to have patients remain
hospitalized and requests by physicians and hospitals to carry out specific
treatments when they are against the patient’s wishes. The law requires that
requests by patients or hospitals be made within strict time limits, that patients
be represented, either by their own attorney or by an attorney from Mental
Health Legal Services, a part of New York State Office of Court Administration,
that the hospital have its case presented by an attorney and that the proceeding
follow regular rules of evidence. The proceedings are civil but they do not
include a jury and generally exclude audiences in order to maintain
confidentiality.

At Bellevue Hospital, a municipal hospital that is part of the New

York City Health and Hospital Corporation, the State Supreme Court sits in
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a Courtroom on the 19th floor of the new psychiatric hospital. It is a well-lit,
attractive room filled with new pew-like benches, raised seats for the Judge,
Court Clerk and witnesses. A court stenographer records the proceedings.
The court calendar is arranged by a senior Bellevue Hospital nurse who
administers the program. On the day the Court was observed, the judge was
to hear cases from Bellevue and other Manhattan hospitals. The judge that
day was State Supreme Court Justice Bruce Wright who had, some years earlier,
been nicknamed in the press as "Turn ‘em Loose Bruce" because of a reputation
he had for releasing accused and indicted persons on little or no bail. The
observer was checked out by a court officer before court began and was directed
to a seat alone and toward the rear of the courtroom.

Case No. 1 of four of the matters before the Court the day of
observation, November 2, 1992, was a petition by Lenox Hill Hospital, a
voluntary, not-for-profit general hospital on Manhattan’s Upper East Side
requesting a court order to involuntarily retain and use specific medications
in treating a patient. The request was presented by a hospital psychiatrist who
read from the patient’s hospital chart, describing the patient, his behavior,
history, diagnosis, course of treatment and condition. The chart was accepted
as evidence by the Court with the agreement of the patient’s attorney that
it was accurate and a "true record". The patient was represented by a Mental
Health Services attorney who later questioned the psychiatrist primarily about
the patient’s dangerousness. The patient was also "sworn" and had a brief
dialogue with the Judge.

The patient was a 35-40 year old, frail African-American homeless
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man wrapped in a blanket who claimed he could not walk and who actually
needed assistance into the courtroom and into his seat. There was no wheelchair
available. The patient had gone to the Lenox Hill Hospital emergency room
on October 4, 1992 complaining of severe leg and lower body pain. He was
examined in the emergency room and admitted as a medical patient. In three
weeks on a medical-surgical service, doctors found no physical reasons for his
symptoms. The doctor described that during these weeks there was some
improvement in the patient’s over-all physical condition but at the same time
an increase in his psychiatric symptomotology. The patient on the ward began
to make claims that he was the President of Liberia. He would not eat hospital
food and resumed his physical complaints and refused to walk. A psychiatric
consult was ordered and he was diagnosed as "paranoid schizophrenic". The
examining psychiatrist prescribed anti-psychotic medication. On the basis
of the psychiatrist’s assessment the patient was transferred to the hospital’s
psychiatric unit on October 29th. The patient objected to being in the
Psychiatric Unit and refused to take medication. In order to retain the patient
in the hospital and treat him with medication, it was necessary to request the
Court order. The request to the Court was made on November 2nd, within the
72-hour legal requirement, (excluding weekends) for such requests ordering
involuntary retention and treatment.

The patient’s lawyer’s questions of the hospital psychiatrist established
that the patient had a history of psychiatric hospitalizations and treatment
with medications to which he had what were said to be ad\)erse reactions. The

Court was informed that the patient was a homeless person known to Lenox
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Hill Neighborhood Association Qut-Reach Program. The attorney described
him as not threatening or menacing. She stated he is harming only himself
by refusing hospital food and that he insists he is medically ill. The lawyer
informed the Judge that the patient wished to remain at the hospital but on
a medical service and not in the Psychiatric§ Unit.

After hearing from the psychiatrist and from the patient’s attorney,
the judge questioned the psychiatrist about the medications the hospital wanted
to use. It had been established that the patient had adverse reactions to Haldol
and Cogentin. When the psychiatrist said patient would be given Prolyxin, there
was a brief discussion between judge, doctor and lawyer about risks and benefits
of various medications, including Prolyxin.

The patient who had heard all that was being said became slightly
agitated and was eager to address the judge. Before addressing the judge, the
patient called the psychiatrist a "liar" and then told the judge he wanted to
get well in the hospital so that he could return to the Presidency of Liberia.
When the judge asked him about "Charles Taylor", rebel leader in wartorn
Liberia, the patient said he didn’t know Mr. Taylor and had not heard of him.
This seemed to conclude the discussion and Judge Wright, having made his
decision, explained to the patient he was returning him to Lenox Hill Hospital
psychiatric division where he was to remain and follow the recommended
treatment. The judge granted the hospital’s request and ordered the involuntary
stay and treatment.

During the 30 minute hearing, the patient’s attorney covered the issues

of "dangerousness", the patient’s experience with medication side-effects and
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the patient’s demonstrated ability to function in the community. Beyond
covering these point, the attorney did not press for the release of the patient
or object to his receiving treatment. The judge was very sensitive to the issues
and his questions were useful in further demonstrating the patient’s delusional
and other symptoms of active mental illness. In this case it seemed that
everyone was in agreement, including the lawyer that the patient needed
additional in-hospital treatment and that the "common sense" rule prevailed.

Case No. 2 heard was a Bellevue Hospital patient’s 72-hour application
for release from the Section 9.39 facility. The patient was a Hispanic woman
in her mid-thirties who was admitted to the psychiatric unit from the hospital
emergency room where she had gone because of "rectal bleeding after being
sodomized by a stick". She was admitted to the hospital psychiatric unit on
October 26th and, on November 2nd was within the limits of the 72-hour
provision under which to request her release.

The patient was represented by a Mental Health Legal Services attorney
and the hospital was represented by a per-diem outside lawyer who usually
handles Queens cases at the Creedmoor Psychiatric Center Courtroom. A staff
psychiatrist presented the hospital’s case for opposing the patient’s request
and introduced as reasons the following from the patient’s chart:

The patient was acutely psychotic when admitted from the emergency
room. She was described as having been homeless and decompensating since
being sent away several weeks earlier from a shelter in Brooklyn where she
had lived and where she had been working with an Intensive Case Manager.

Although living in Brooklyn, she was known to the Bellevue Walk-In Clinic where
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she received monthly intra-muscular Prolyxin treatment. She had prior
admissions to Bellevue in 1989 and 1990. The earlier admissions had been
voluntary due to "inability to function day-to-day" and reported suicidal ideas.
The patient had been diagnosed as suffering a "schizo-affective disorder".
She was also said to be a paranoid schizophrenic and having a thought disorder.
The Bellevue psychiatrist requested the Court to deny the patient’s request
for release and order her retained for further treatment. .

When the patient was sworn by the Court Clerk, she spoke in a heavy
Spanish accent and asked to be referred to the hospital social worker. She said
she needed help with a place to live and "social service". The patient appeared
confused and when asked by the judge if she would remain in the hospital while
community living arrangements were made for her she changed from asking
for release to consenting to a 15-day stay in the hospital. The Judge ordered
the extension and the patient’s attorney did not question the decision. This
case was completed in twenty minutes and again, "common sense" seemed to
prevail.

Case No. 3 was a combined patient’s application for release from a
private psychiatric hospital and simultaneous application by the hospital for
an order to retain the patient and provide medication treatment against her
wishes. Gracie Square Hospital, the petitioner, had admitted the patient, a
woman in her mid-fifties, on October 16, 1992 on a two physician certification
that she required hospitalization and treatment.

The patient was diagnosed as suffering bi-polar disorder and in the

manic phase of her psychosis. She was said to have threatened her husband
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with a knife which she also is said to have threatened to use to harm herself.
The Gracie Square Hospital psychiatrist reported that she had a lengthy history
of psychiatric treatment.

Her story was presented by the hospital psychiatrist who described
at length the hospital staffs’ unsuccessful efforts to get patient to cooperate
with prescribed anti-psychotic medications. The patient’s Court supplied
attorney questioned the psychiatrist about the recommended medicines, their
side effects and benefits. When she questioned whether the patient presented
a danger to herself or others, the psychiatrist further described the patient’s
hallucinations and her need for supervision and medication.

The patient, whose husband was not in court, was "sworn" and presented
her story to the judge. Patient said she had a long career as a company
executive, a good marriage and comfortable life. She acknowledged refusing
medication which she related to being a "vegetarian", a believer in "holistic
medicine". She said she had taken pills prescribed by her own psychiatrist who
was now on vacation and had become agitated, leading to her hospitalization.
Patient said she practiced yoga and meditation and that the knife with which
she is said to have threatened her husband was "knives of the mind" only. She
denied trying to harm herself or her husband.

This white, middle-class woman was not floridly psychotic but obviously
confused. She seemed to be losing her grip on reality and was in serious
emotional trouble.

The Judge asked the psychiatrist about what medicines were

recommended and the Court was told the hospital wished to try the patient
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on Lithium and one or two other medicines. The psychiatrist felt the patient
required a maintenance medication regimen. The Judge spoke to the patient,
urging her to cooperate with hospital staff and signed an order for 30-day
hospitalization and involuntary medication if needed.

Case No. 4 was another Gracie Square Hospital patient requesting
release after 72 hours in the hospital, which the hospital opposed. The patient,
a 30-year old Middle-Eastern man had been admitted to Gracie Square on
October 29th. It was not clear whether the admission was voluntary or
otherwise. He is reported to have been a psychiatric patient since 1987 and
according to the hospital psychiatrist had a history of bi-polar disorder including
periods of "grandiosity", persecutory delusions and that he was now in a manic
phase. The psychiatrist had seen patient privately several days earlier at which
time he prescribed medication. Patient was then briefly hospitalized at another
private suburban hospital, after which his wealthy family brought him back
to the psychiatrist and then to Gracie Square Hospital. The patient had been
subjected to considerable activity in a brief period when he was unstable and
the hospital psychiatrist made the point that the patient needed to be stabilized
in the hospital.

This case was different than the previous cases in that the patient
is employed in the family’s successful travel business, lives on Park Avenue,
and can afford private psychiatric care and private hospitals. The court provided
lawyer asked the psychiatrist the usual questions about the patient’s danger
to self or others which allowed the psychiatrist to put into the court record

that the patient directed abusive language and physical threats at him. The
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patient’s lawyer established that he had actually recently used Lithium which
had been prescribed by another psychiatrist. She requested the patient’s release,
pointing out that if released, the patient had a home and job, that he would
see the psychiatrist and resume Lithium therapy.

The Judge then asked the patient’s wife to address the court and express
her preference. The wife described the patient as abusive to her, insisting he
needed a different woman every night and disrupting their lives. She recounted
how he was tipping doormen and cab drivers with $100. bills. She wished her
husband continued in the hospital and her negative response seemed to indicate
she preferred that he be hospitalized for a long time, or permanently. Her
cousin, a physician, asked to be allowed to describe what he observed about
the patient, but was not allowed by the judge.

The judge then wanted to hear from the patient who was "sworn" and
sounded quite reasonable. He denied threatening anyone, could not understand
why his wife was "against" him and saw himself being treated unfairly. He
said he was eager to resume treatment with his regular psychiatrist and return
to his "lovely home" and work. He did acknowledge recently giving doormen
and waiters $700. bills as tips but said he knew this was "wrong" and would not
again do so.

The judge, who heard the case for thirty minutes, spoke to the patient
about his need for additional treatment and urged him to be cooperative with
the hospital staff. He signed an order for three weeks of hospitalization. As
the patient was being led from the courtroom, he cursed the judge and

threatened to "get" the psychiatrist.
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These four cases may or may not be typical of a day in court. They
do illustrate, however, that a range of persons appear in court and although
needing psychiatric care and treatment had seen themselves as being detained
rather than helped. Patients are said to use the court to gain freedom at times
but seem more often to find themselves ordered to remain in hospitals for
treatment. On the day of this observation, the patients, whether poor and
homeless or priveleged and educated, received very similar attention in the
court. The Mental Health Services attorney represented each case in very much
the same way and seemed sympathetic to each person’s need for additional
therapy. The judge seemed sensitive to individual situations and demonstrated
knowledge about clinical issues. He ruled in favor of continued hospitalization
in each case, stressing each person’s need for treatment even though this meant
loss of freedom. The Judge did not seem overly concerned with each patient’s
danger to others and did not stress whether each patient was a danger to his
or herself according to Cleveland, Mulvey and Appelbaum (1989).

Data from several studies suggest that an important reason

for the negative findings is that the dangerousness-based

statutes, once thought to be restrictive and precise, allow

a good deal of discretion in application. Moreover, statutory

standards seem to be ignored when both clinical and judicial

decision makers believe that hospitalization is necessary

on some "common sense" basis.

The four patients observed in court all needed further in-hospital
treatment and follow-up community-based services and the Court, in a "common
sense" manner ordered such. The clinicians, lawyers and Judge all seemed to

interpret the standards according to what was "good for the patient". The three

hospitals, and the psychiatrists representing them, chose to retain and treat
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uncooperative, threatening patients they could have, under the statutes,
released. Their assuming such responsibility adds weight to the Court’s siding
with clinicians as happened in these cases. MclLeod and Milstein conclude in
their study of hospitalization at Bellevue Hospital "over all the Homeless
Initiative demonstrated that the legal system is not an obstacle in providing
treatment for the most neglected of our patients".

It seems clear that judgeé who hear cases in the courtrooms of
psychiatric hospitals have considerable discretion in how they view involuntary
hospitalization, treatment and commitment. These judges can have varied
knowledge and understanding of mental iliness and have biases which become
part of their decision to grant or deny requests for release or remand. Their
function seems most clearly to be the safeguarding of the principle that those
who need treatment, and only those get it, even when against the patient’s

wishes.
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CHAPTER 10

MAJOR FINDINGS

This case study explores the experiences of a number of homeless
mentally ill persons who spend their time in sections of Manhattan, in New
York City. They have been clients or patients of outreach programs, received
services in hospitals and social agencies. Many of these beople have been
street-assessed, transported to psychiatric emergency rooms, hospitalized and
treated against their wishes. There is no "official" count of how many mentally
ill live among the larger number of street-dwelling, or "homeless" in New York
City. It is generally agreed that there are perhaps 10,000 mentally ill homeless
in the city and that they constitute about one-third of all those who survive
either on the streets, in transportation terminals and other "unorthodox" places.
It is also commonly agreed that the homelessness of many mentally ill is an
unanticipated by-product of the combined emptying of psychiatric hospitals
and the insufficient preparation and capacity of community-based mental health
and social services organizations to provide necessary shelter and care to
released mentally ill, system-dependent patients.

In 1979, New York City funded its first outreach program under the
newly organized Community Support Services program to locate, identify and
contact mentally ill persons living on the streets. That year, Goddard-Riverside
Community Center sponsored Project Reach-Out to find and serve undomiciled

mentally ill who were spending their time in the area bounded by 59th and 110th
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Streets, from Central Park to the Hudson River. Three years later, in 1982,
Project H.E.L.P., the first of Mayor Edward Koch’s two homeless initiatives,
was set up to both respond to referrals from agencies and individuals about
streetbound, ill people needing help and also to themselves seek out such persons
in the downtown, mid-town and Upper East and West Side areas of Manhattan.
From 1982 until Mayor Koch’s second initiative in 1987, Project H.E.L.P.
provided services to many thousands of individuals, including transporting many
hundreds to Bellevue Hospital. In 1987 the Bellevue Hospital Homeless
Psychiatric Unit was established which provided expedited admission to the
hospital and ongoing psychiatric care. With the availability of set-aside beds
at Bellevue, H.E.L.P. has transported a higher proportion than earlier of its
patients to the hospital. Those involuntary trips to the hospital were authorized
under Section 9.37 of the State Mental Hygiene LLaw, and is a subject of this
case study. The following are major findings of the study:

I. Who Has Been Served By Outreach Programs

The files at Project Reach-Qut and Project H.E.L.P. contain many
thousands of cases of men and women who were identified and have received
services since 1979. Project Reach-Out, which began its work in a Winebago
camper from which workers went out to locate the undomiciled mentally ill
in its area, has great community recognition and acceptance and over the years
added substantially to its services. The project has grown to include day
program, clinical, health counselling, advocacy, temporary housing, vocational

planning, work readiness and referral services. The project has. demonstrated
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its ability to work with very resistive, help-rejecting individuals who over time
do frequently come indoors and utilize services. The homeless mentally ill
tend to spend their time in a few favorite places and predictably return to their
"turf" after absences. This has enabled Project Reach-Out to monitor the known
cases and to rapidly identify new cases within the boundaries of Community
Board #7. The Winebago has been replaced by radio equipped vans that patrol
the area days and evenings. Staff still rely on bags of sandwiches and drinks
as engagement tools in contacting their clients. The teams make 500-600
contacts a month in winter and 1,000 a month in summer. Of these, 75% are
contacts with known persons and 25% are fresh cases. Among the known cases
are those who have survived in the streets without accepting any indoor services
or residences as well as those who have left the streets for a time either by
being hospitalized, jailed, lived in a residence or S.R.O. and returned to the
streets. The "typical" Reach-Out patient has been homeless four to five years,
and has been diagnosed suffering either schizophrenia, affective disorder or
head injury.

In November, 1986, Diane Sonde, Director of Project Reach-Out
reported in a New York Times Article by Daniel Goleman

Project Reach-Out has recently averaged each month 479

street people it is in contact with regularly--people who day

after day, unless they wander elsewhere for a time, are on

a bench or sidewalk, or perched on a rock in the park. An

additional 120 or so people are approached just once, never

to be seen again. And, in any given month, about 25 percent

of the street clients will accept the invitation to come into

the project office where they receive anything from a cup

of coffee and a shower to a room, financial aid and psychiatric

care. .

On a larger geographic scale, Project H.E.L..P. is in contact with many
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more hundreds of patients each month, the great majority of whom are men
and women the Project has known and is following. Project H.E.L.P., like
Reach-Out, sees many people once only and frequently "designates" individuals
in the single contact who need assistance and when a team feels the person
will not stay in a regular spot at which to be monitored.

Project Reach-Out on the Upper West Side and Project H.E.L.P. in
most of Lower Manhattan have identified, approached and served many thousands
of homeless mentally ill. Like Project Reach-Out, H.E.L.P. teams spend more
time with cases they are monitoring than with new cases and they report fewer
new cases annually for several years. A H.E.L.P. team leader reported at a
recent meeting that there were only eight old "hard core cases" remaining in
Grand Central Station and no reported new cases in that terminal. An outreach
program on Manhattan’s Upper East Side, Lenox Hill Neighborhood Association,
has been identifying the seriously mentally ill homeless for more than five years.
This project seems so familiar with each case in its sector that it called H.E.L.P.
for assistance when an unidentified barefoot woman who might need to go to
a hospital was wandering in their area.

All three outreach programs report working primarily with confused,
isolated, disaffiliated men and women whose judgment has failed and who seem
stuck in an existance out of which they need to be coaxed or involuntarily
removed. All report that people need to be contacted repeatedly and that work
usually goes on with an individual for several years. None report getting
homeless mentally ill people "unstuck" quickly and their clients are frequently

the "revolving door" person who gets hospitalized many times.
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Il. The Increase In Substance-induced Psychiatric Disorders
Complicates Getting Services For Some Individuals

Recently a case on the Upper West Side of a known mentally ill man
who became assaultive, abusive and paranoid when using street drugs has called
attention to the rise among homeless mentally ill of substance-induced psychotic
states. Discussions with Project Reach-Out and Project H.E.L..P. staff confirm
that the incidence of alcohol abuse and other substance-induced behaviors has
been increasing among known and new patients. This is not surprising given
the greater availability of street drugs and the vulnerability of the homeless
mentally ill. The incidence of substance-induced psychosis needs to be
documented and consideration given to modifying mental health statutes to
provide appropriate involuntary care when indicated.

Projects Reach-Out and H.E.L.P. offer patients referral for detoxifi-
cation programs and provide other, limited substance-abuse services. According
to Commissioner Marcos (letter of November 9, 1992 in Appendix 25), "The
current Mental Hygiene Law expressly excludes substance abuse from its
definition of mental iliness and separates the provision of care to the mentally
itl from provision of care to substance abusers. Specifically, it excludes

' In light of the increase

emergency involuntary treatment for substance abusers.'
of such cases, Commissioner Marcos has proposed amending the Mental Hygiene
lLaw to add substance-induced disorders as requiring emergency admissions

for immediate observation, care and treatment.

IHl. New York’s Statutes Do Allow For The Involuntary Hospitalization and
Treatment Of All The Homeless Who Need It

The statutes provide for involuntarily hospitalizing and treating those
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whose psychiatric disability and lack of judgment makes them a danger to
themselves or others. These laws protect individuals from capricious,
unwarranted detention and also protect society by defining who is a danger
and authorizing the removal of people who should be hospitalized and treated.
Appelbaum and others note that recent studies indicate that those needing
involuntary treatment, and only those requiring it are being accomodated under
the usual "dangerousness" standards. Applebaum is a psychiatrist who s
knowledgeable and writes about the law. In his work he seeks a balance between
threatening to harm self or others and clinical judgement as the basis for
involuntary hospitalization.

At Project H.E.L.P. it is felt that statutes under which it operates
are adequate to assure appropriate treatment for their patients. The agency
and its Director, Dr. Sam Tsemberis, in public hearings, have not supported
efforts to substitute criteria of "gravely disabled" for "dangerous" in order to
liberalize the basis for involuntary trips to the hospital. Recent studies support
this position, indicating that individuals needing involuntary treatment were
not denied it by the statute. Iﬁ those instances when hospitalization was
indicated but did not occur, it is more likely the result of the interpretation
of the statute by the psychiatrist making the street assessment or by the
psychiatric resident in the hospital emergency room. The statute, Section 9.37
of the Mental Hygiene Law, is subject to wide interpretation. Outreach workers
and hospital psychiatrists become known in the field for how they interpret
the law. At Project H.E.L.P. the story is told of how years ago staff would

take patients to Bellevue Hospital on days they knew certain emergency room
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psychiatrists were on duty and avoided "designations" when other doctors were
on duty.

IV. The Rule of "Common Sense" Often Prevails In Court Proceedings
More Than Statutes

Appelbaum, a leading psychiatrist and researcher in legal issues in
psychiatric treatment, makes the point that regardless of concern about
individual’s rights and due process, frequently everyone involved in a case agrees
that the individual’s self-neglecting, confused, behavior warrants a trip to the
emergéncy room for treatment. He refers to this as the rule of "common sense".
At Project H.E.L.P. the experience has been that about one-third of the patients
they designate each year are in the common sense rule category. Such patients
advance readily from street assessment to hospital admission and court ordered
retention and treatment. They seem able to get people working together to
assist them and it would appear that a floridly psychotic person is recognizable
to professionals, non-professionals, magistrates and the citizen making the
telephone referral, There are cases in which there is little controversy, and
others in which the hospital physician may disagree with the street psychiatrist
about the need for admission or instances in which the judge may disagree with
the hospital and order a patient released.

The four cases observed in State Supreme Court at Bellevue resulted
in court ordered extended hospitalization and treatment with specific
medications in each case. All patients were represented by the same Mental
Health Legal Services attorney who made minimal points opposing retention
and treatment but who appeared to recognize that the conditions of these

patients required further treatment. It is conceivable that another lawyer might
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have represented the patients differently or that another judge could have
decided the cases differently. Further observations in the court would be useful
in establishing patterns for ways in which cases are handled and adjudicated.
In these cases it seemed to make good "common sense" for the Court to order
treatment. Project H.E.L.P. estimates that after five years of experience
with the 9.37 process the Court now sides with clinicians and hospitals in about
90 percent of its cases. This increase in the "common sense" approach to
involuntary treatment is one reason Project H.E.L.P. feels existing statutes
are adequate and do not require more liberal language.

V. Practice Skills, Attitude And Judgment Of Qutreach Teams Determine Who
Is "Designated” Under Section 9.37

The statute defines that persons needing "immediate hospitalization"
are to be transported by police on petition of a physician authorized to order
it. The need for "immediate hospitalization" is then left to the decision of
the outreach team psychiatrist making the street assessment. Observation
of this process of assessing street-dwelling persons, together with information
from Project H.E.L.P. staff indicates that there are substantial differences
in performance among team psychiatrists, social workers and nurses which are
based on their experience, skill and attitude.

In the case of David, an elderly white male who was taken involuntarily
to the hospital for the medical care he himself was not seeking, it is possible
that a different team could have handled the case very differently. David did,
in the end, walk into the St. Luke’'s Hospital emergency room when the
Emergency Medical Service team declined to transport him to the Bellevue

Hospital emergency room. David's designation was ordered by an experienced
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psychiatrist who had prior contact with the patient. The psychiatrist determined
that David needed life-saving medical attention and became focused on bringing
David to the special unit at Bellevue Hospital. There never was discussion with
David about voluntarily walking a few blocks to St. Luke’s Hospital. A different
team, possibly led by someone like H.E.L..P.’s Chief Social Worker, Marty, might
have recognized this possibility and avoided the lengthy and costly "designation".
As it developed, David was held in the St. Luke’s Hospital emergency room
and transferred to Bellevue Hospital where he voluntarily remained for several
months.

The experience, skill and attitude of the team psychiatrist in making
decisions about hospitalization was evident in two other observed cases. |In
the case of Freddy, the young African-American man panhandling in front of
a supermarket, the physician who made the assessment seemed ill-at-ease,
uncertain and she was easily put off by the patient’s help-rejecting behavior.
She did not seem to seriously evaluate the information given by the local
outreach agency who knew the patient and were monitoring him. The outreach
staff had reported his deterioration and need for hospitalization in requesting
H.E.L.P.’s assistance. The physician decided that the patient was not psychotic,
that his mental status was intact and that basically he needed to be showered,
cleaned up and given clean clothing. The team nurse, an experienced
professional did not question the physician’s decision, agreeing that he should
be encouraged to seek medical care. While the patient could be said to be
making an adaptation of sorts to living on the street, he did seem physically

ill and self-neglecting. He could have qualified on that day as a person needing
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hospital care and it seemed evident that if he remained in his usual space another
team would soon be arranging his removal to the hospital for medical care.

In the third case, the assessment of the young man who approached
the H.E.L.P. van asking for help was made by a psychiatrist new to the
organization and -its practices. She conducted a thorough examination of the
patient and then shared the decision about designation with the more experienced
social worker who recommended out-patient treatment and referral. The
psychiatrist seemed comfortable in agreeing with this recommendation.

VI. Distinguishing Between An "Emotionally Disturbed Person"

And Self-Neglecting Streetbound Mentally lli Is Important
In Arranging Street Assessment

Outreach teams that respond to calls to help with mentally and
physically ill people living in the street must be able to rapidly determine
whether the individual will become violent or need to be subdued and restrained.
From time to time there are reports of injuries or deaths occurring when police
or others approach an out of control, crazed individual. Outreach teams are
not trained or equipped to deal with such persons. These difficult cases quickly
become police responsibilities when public safety is an issue. The Police
Department has provided limited training in dealing with "Emotionally Disturbed
Persons" and has developed special equipment for approaching "Emotionally
Disturbed Persons" who might be armed or combative. In 1989 the New York
City Police Department demonstrated a video equipped robot tht could be sent
into a room to "see" and send back pictures of events in the room to police
outside. Other equipment included motorized shields from behind which police

could safely negotiate with an "Emotionally Disburbed Person".
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Project H.E.L..P. and Project Reach-Out staffs rely on police to take
full responsiblity for detaining and managing menacing, beligerant, armed and
dangerous mentally "ill persons. They rely on police primarily to assist them
with confused, oppositional people like David. Staff of the two outreach
programs report that their experiences with police have often been negative,
principally because police who are sent to assist them are not well trained for
the task and do not have required skills. The outreach staffs need to feel
physically safe as they do their work among the mentally ill. Project H.E.L.P.
has deveioped a guide for staff which teaches how to safely approach patients
in the street and how to carry out street assessments. The cases observed
in this case study involved patients who did not pose physical threats and when
teams were asked how they would respond to an agressive, paranoid patient,
the answer was that they wouldn’t approach such a person but would advise
the referring person to call for police.

VII. Police Training For Assisting With A 9.37 Designation Needs Improvement

Staffs of both Project H.E.L.P. and Reach-Out tell of no longer calling
police precincts for assistance because the response was often slow, uncertain,
overly forceful or not firm enough. Precinct officers seemed to resent
interrupting their own activity to respond to calls to help in getting a mentally
ill person to the hospital. The officers who responded often did not know about
the law defining involuntary trips and refused to take someone against their
will. Project Reach-Out staff have found getting police help through the "911"
emergency system more satisfactory when a patient who is in their offices

or day program becomes difficult to manage and needs to be removed. Police
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in the "911" system know they may be cailed to help in such an emergency and
are said to arrive more prepared.

Project H.E.L.P. has a special relationship with the Police Department
Manhattan North Task Force which permits them to by-pass the precinct and
"911". The arrangement provides a more prompt response although no assurance
that the officers who arrive have been trained or are aware of techniques for
interacting with mentally ill people.

Vill. The Training, Biases And Skill Of Hospital Psychiatrists Often Determine
Who Gets Hospitalized.

The psychiatrist’s street assessment leading to an involuntary trip
to the emergency room has to be redone by the hospital psychiatrist and the
examiners must agree before the patient is admitted. This "gatekeeper"” has
the latitude to readily agree, or be uncertain, or to disagree. The resident may
not wish to commit a bed during a busy time or may prefer to have the medical/
surgical staff admit the patient or may simply be too new and inexperienced
to recognize the severity of patient’s pathology. In the first years of Project
H.E.L.P.’s activity, most people brought to the emergency room were "treated
and released", or given medication and returned to the streets. With the
development of the Homeless Psychiatric Unit at Bellevue Hospital, almost
all those brought are admitted. Recently, many of the Bellevue psychiatrists
have worked part-time at Project H.E.L.P. where they have had training and
experience in working with street-dwelling mentally ill. This seems to have
increased the rate of agreement needed for hospital admission.

IX. Those Who Become 9.37 Designees Are Among The Most Dysfunctional
And Difficult Patients To Refer For Ongoing Services And Rehabilitation
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The continuous work of New York City outreach programs has had
the effect of creating the wide end of a funnel, through which large numbers
of mentally ill are brought to the hospital. Once treated they must later emerge
from the hospital through the much narrower end of the funnel in order to be
referred to residential, day, or clinical programs. Many of those brought to
hospitals, voluntarily or, more often against their wishes, have been isolated,
disaffiliated, and disorganized for a long time. They have become distrustful
and refractory to traditional treatments and require more extended contacts
with helpers in preparation for program utilization. The usual referral process,
with its timed, sequential steps, must be adjusted to accommodate those who
have hidden away from people and avoided being known. Those mentally ill
homeless who are the most disabled have obliterated their histories and previous
lives and must be systematically assisted in restoring order and structure to
their present and their future. This requires more steps in the process while
the patient is in a stable environment.

The promise by various governmental agencies of programs and housing
with services in the community has gone unfulfilled for many years. As a result
there are not nearly enough places for people to go from the hospital. Those
programs even willing to consider accepting the homeless mentally ill become
“silted up" in short order, causing back-up throughout the system. The
complicated, unattractive or difficult patient seems to be left behind, especially
if he or she has not readily embraced the idea of living in an orderly, supervised

arrangement.
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X. The "Revolving-Door" Phenomenon Reflects The Lack Of Post-Hospital
Programs More Than The Limitation Of The Mental Hygiene Statutes
Which Are Effected By It

The files of New York City’s outreach programs tell the stories of
thousands of men and women living on the streets and suffering the consequences
of mental illness who require long-term clinical, rehabilitative and residential
services. Many have been repeatedly hospitalized under Section 9.37 or other
statutes but return to the streets when there is no place else to go on leaving
the hospital. The statute permitting their hospitalization is well intended and
broad enough to insure that a person at serious risk be readily hospitalized and
briefly treated. The acute-care hospital, however, cannot be the locus of long-
term care.

There have been very positive results when New York City and State
have collaborabed on a policy to provide a stable treatment environment for
patients awaiting referral to community residences at Creedmor Psychiatric
Center following an acute-care hospitalization at Bellevue Hospital. The
continuum from Bellevue’s Homeless Psychiatric Unit to a special intermediate
care unit at Creedmor demonstrated that when patients are not sent back to
shelters or the streets after brief hospital stays, but can be treated for longer
periods, they utilize community placement more effectively. When the
Creedmor unit was closed, after approximately two years, Bellevue Hospital
created a hospital based Transitional Living Center which replaced it, providing
ongoing treatment and "holding" patients awaiting long-term community

placement.
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The "revolving-door" as it is known and the numbers of peopie caught
in it are clearly determined by the availability of suitable post-hospital
community-based services and not by hospitals’ willingness to admit patients.

Xl. Outreach, In-Patient And Other Organizations Are Developing
Comprehensive "Shelter and Care" Services To Meet Patient Needs

The Community Mental Health Centers Act of 1963 envisioned the
creation of comprehensive community-based programs to care for patients
exiting. the down-sizing psychiatric hospitals. This change in locus of treatment
from huge asylums to small, community-based services rarely happened,
however, except in some rural areas. The few community mental health centers
developed in large urban areas, such as New York City, were quickly
overburdened by the large numbers of former psychiatric hospital patients
swarming to the cities seeking needed clinical and basic supports and services.
The 1960’s and 1970’s found that unprepared communities were hosting large
clusters of unwelcome, unfamiliar people who had nowhere to go and little to
do. By the 1980s, state and local support programs had developed to engage
many of these patients in day or evening programs as well as providing supervised
housing. In the 1980's outreach programs were created in New York City to
locate, identify and secure services for those who were uninformed about
services or were reluctant to reguest assistance. The experiences of outreach
programs in the 1980’s and early 1990’s seem to indicate that usual referral
systems did not provide sufficient services to their clients because of the
scarcity of programs and the special problems their clients present. As a

consequence, these outreach programs have added their own services, such
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as temporary and transitional housing, day programs, drop-in centers, vocational
and job counseling, clinical and health services. The agencies have found that
"linkage" does not sufficiently produce the results in day programs or housing
which they seek for their clients.

While these expanded programs undoubtedly provide important services
to otherwise unserved men and women, there seems to be an unasked question
as to what will be their work in the future when homelessness among the
mentally ill may not be the problem it is today.

Xil. The Mentally lIl Among The Homeless Truly Reflect The Policies Of
De-Institutionalization and Non-Institutionalization

The fact that many mentally ill are today denied admission to state
psychiatric facilities is periodically highlighted when we learn that horrible
crimes have been committed by a person who has made repeated visits to
psychiatric emergency rooms only to be sent away with three days of
anti-psychotic medication and an out-patient clinic appointment, or hospitalized
briefly and sent back to the streets. In New York City it is clear that the
network of community-based services, while it has grown and expanded, has
not been sufficiently supported to develop the necessary capacity to absorb
all those released from or turned away from state psychiatric facilities.

Some of the policy questions inbedded in non-institutionalization
include civil liberties, the value of clinical judgment, fiscal conservatism,
political expediency and attitude toward disability. It is well known that relapse

in mental illness can be delayed and avoided by (1) proper medication, (2) work,

or structured, productive time, (3) stress reduction. The individual given a
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trip from the streets to an emergency room is at that moment at least a
candidate for help in reconstituting, stabilizing and avoiding relapse. The
non-availability of the long-term psychiatric hospital option means he or she
will have to improve quickly and stay better to avoid the "revolving door".
The community-based services which have assumed responsibility for many,
perhaps most, of those who left hospitals for insecure, unsafe, cheap housing
and then spilled into the streets, have not yet developed the capacity to care

for all who need help.

FOOTNOTES
1. The case of a man identified as Larry Hogue has been followed and written
about by the New York Times. Several of the articles are appended.

2. The Project H.E.L.P. Guide is Appendix 12.
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CHAPTER 11

COMMENTS

The investigator’s bias and assumption when beginning this case study
was that not enough was being done by organizations responsible for removing
the large number of obviously mentally ill ‘people still living on New York City
streets. Why were more people not being assisted to safer, helping environments
and rehabilitation? These people were suffering and projecting their pain and
anguish onto those who were more fortunate and who allow themselves to notice
their condition. [t seemed that they should be taken more regularly,
involuntarily if need be, to hospitals for emergency treatment, stabilization
and preparation for rehabilitation activities which would lead to re-built lives.
It seemed that the following four major issues were contributing to the
"revolving door" process and the continued presence of homeless, mentally ill
living on the streets of New York City.

The annual combined budgets of the four outreach programs in New
York City during the period of this case study (1991-92) were reported by the
New York City Department of Mental Health, Mental Retardation to be more
than ten million dollars. When the costs for police and Emergency Medical
Service are added to this, the cost each time a mentally ill homeless person
is served on the street or transported to a hospital may exceed several thousand

dollars. There has never been a way to provide mental health services cheaply
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and those fiscal conservatives who saw large savings by closing psychiatric
hospitals have probably learned by now that care in the community is also costly.
It should also be clear that providing no services early is, in the long run, even
more costly. Such total cost information does not seem to be collected anywhere
and is not published. |t would appear that the expense of serving an individual
as an emergency who appears and re-appears on the street will exceed the cost
of his rehabilitation within a comprehensive community mental health and
residential program.

As a result of observing the process of aiding mentally ill among the
homeless, all four assumptions have been seriously modified and it seems evident
that the continued presence of mentally ill men and women on the street is
primarily caused by the lack of suitable places for them to live and to receive
the support services they need.

The first assumption was:

The Statutes Were Restrictive and Discouraged Escorting People
To Hospital Emergency Rooms.

Observations in the field, combined with interviews with outreach
workers and social agency e*ecutives make it apparent that the New York State’s
Mental Hygiene laws are not overly restrictive and in fact, provide ample
authorization for assessing people in the street and, when necessary, having
them hospitalized. In addition, since 1987, New York City has created special
units at Bellevue Hospital to expedite admission and treatment of persons
brought by police to the hospital under Section 9.37 of the New York State

Mental Hygiene Law.
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The interpretation in the field does vary as to which conditions meet
the standard of dangerousness among the physicians making the street
assessments. The outreach physician makes the decision as to whether an
individual is able to make an adequate adaptation to street-dwelling conditions
and is not in danger of harming self or others. The individual being observed
and not given a trip to the hospital by one outreach team may very well be
ordered to an emergency room later that day or on a subsequent day by another
team. There was considerable difference in experience and skill among the
teams and psychiatrists observed during trips with several teams. These
differences, rather than the 9.37 statute, seemed to determine who got
"designated".

According to Dr.Tsemberis, Director of Project H.E.L.P., Diane Sonde,
Director of Project Reach-Out and Michael Friedman, Director of Westchester
Mental Health Association, the statute was sufficiently liberal and permissive
and should not be changed to make it more liberal. They point to the Washington
State experience of over-utilization of involuntary commitment when "gravely
ill" replaced the "dangerous" standard. The "dangerous" standard called for
psychiatrists to determine whether individuals would harm themselves or others
within a defined time frame. In contrast, the "gravely ill" standard requires
only that the individual is impaired and unable to make self-preserving decisions.
The "gravely ill" option makes it possible to involuntarily transport and commit
many more individuals.

The second assumption was:

There Were Not Sufficient Professional Organizations In The Field
To Implement "9.37".
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During conduct of the study it was learned that New York City has
an extensive network of outreach services capable of identifying and assisting
almost all of the sick, bewildered, disaffiliated mentally ill living on the streets,
in parks and in transportation terminals. Project H.E.L..P.’s day and evening
teams operate every day of the year and are able to lo-cate and observe people
in lower Manhattan as well as respond to referrals in other sections of the
borough and part of Brooklyn. The midtown area is covered by several programs,
including Manhattan Bowery Corporation and the Open Door. The Upper East
Side is served by the Lenox Hill Neighborhood Association Reach-Out Program
and the Upper West Side by Project Reach-Out of the Goddard-Riverside
Community Center. These organizations have in the past 10-712 years identified,
assisted and monitored many thousands of mentally ill people, some of whom
are contacted just once and others who become ongoing clients for many years.
This often unrecognized network seems adequate for serving ongoing clients
as well as rapidly engaging newcomers to their areas and making referrals to
Project H.E.L.P.

The third assumption was:

Emergency Room Psychiatrists Were Rejecting And Not
Admitting Homeless Mentally Ill.

During this study, it was learned that all municipal hospitals and those
voluntary hospitals operating Section 9.39 emergency rooms were required to
accept 9.37 patients but that most, if not all, such patients were being taken
to Bellevue Hospital where a Homeless Psychiatric patient unit has been created,

as well as a Transitional Living Center and a men’s shelter. The Transitional
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Living Center, nine hundred-bed men’s shelter and Homeless Psychiatric Unit
at the hospital give it the appearance of a community residence program within
a hospital. It appears that this model is useful in better preparing individuals
for referral to non-hospital programs. Since these special units for homeless
persons were developed, almost ninety percent of the Project H.E.L.P.
designations have been admitted. While there are inevitable differences in
skill and attitude among emergency room psychiatrists, there seems now to
be a more relaxed interpretation of the dangerous standard and increased
willingness to admit and treat Project H.E.L.P. patients.
The fourth assumption was:

The Judges Are Reluctant To Order Involuntary Commitment
Or Treatment And Side With Patients Who Request Release.

Observation in the Court seemed to indicate that the rules of "common
sense" prevail most often and that there is usually agreement among judge,
lawyer and clinician that patients who evidence clinical signs of illness need
to be treated over extended periods of hospitalization for which they need to
be committed. Project H.E.L.P. estimates that in more than ninety percent
of cases in 1991-92 judges accepted medical recommendations for treatment
and commitment. On the occasion when Court was observed, all four patients,
two of whom were mentally ill homeless people and two of whom were not,
were ordered by the judge to remain in the hospital and to accept treatment,

including specific medications.
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CONCL.USION

This study has revealed that in New York City the continued presence
of mentally ill among the homeless reflects continuing conflicts between the
city and state about responsibility for intermediate and long-term in-patient
treatment, conflicts between clinicians and libertarians but, most importantly,
a lack of supports for voluntary agency sponsored community-based programs
to develop the capacity for replacing the total care previously provided by the
state operated psychiatric facility.

The low-level, constant uneasiness of community resident does not
seem to bring about support or demand for programs to relieve either their
concerns or the suffering of mentally ill among the homeless. Periodically
a violent act against self or others by a homeless person in the community does
make headlines and with it comes renewed calls for action by the public and
authorities.

The homeless mentally ill, whether street-bound or in shelters, draw
attention to thémselves when one of them stabs a young actress, menaces a
neighborhood, or bludgeons an 80 year old woman to death. Following these
recent violent acts, New York’s governor, and the state and local commissioners,
called for action to locate potential "killers" among the thousands of undomiciled
mentally ill in shelters and remove them to city and state psychiatric hospitals.
In a most recent case (January, 1993) a homeless man living in a shelter accused
of committing a homicide, had long been known to psychiatric and criminal

justice systems. He has for many years been part of the revolving-door army
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of people suffering mental illness who, until they commit a horrible crime,
seem to be no one’s concern. There appear to have been a number of points
at which this individual could have been inducted into a treatment program
but was not. While we do not have information about efforts to engage him
in treatment, it is likely that he was a difficult, resistive person whose condition
was complicated by substance abuse.

The case once again brought public attention to the obvious need for
psychological, social, vocational and clinical services to enable people to live
successfully in the community. It also again reveals how people with serious
and persistent mental iliness are, as a result of the state’s program of
non-institutionalization, locked out of intermediate and long-term psychiatric
hospital treatment.

A New York Times article of January 22, 1993 quotes New York State
Commissioner of Mental Health as saying that shelter "residents who are
dangerously mentally ill will be identified and placed in state mental hospitals,
in some cases against their will". This policy, according to the Times, was
"immediately attacked by the New York Civil Liberties Union, which said that
involuntary hospitalization might well violate the rights of homeless people".
The Times writer goes on to say that "while the program may identify and treat
some extremely sick people, it does not deal with the deeper reasons that lead
to thousand of New Yorkers flowing in and out of mental hospitals, jails, shelters

and the streets".
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CHAPTER 12

RECOMMENDATIONS FOR _ACTION AND FUTURE RESEARCH

The statutes governing involuntary hospitalization of street-dwelling
mentally ill seem adequate to insure that any individual requiring a trip to the
hospital could be accomodated. The creation of the Psychiatric Homeless Unit
at Bellevue Hospital and its Transitional Living Center allows for expedited
admission of individuals brought to the hospital by Project H.E.L.P. In addition
to Project H.E.L.P.’s case finding, several local outreach programs also identify
and serve the mentally ill on the streets. This study reveals that in some sectors
most, if not all, homeless mentally ill are known or could be identified. The
continuation of the revolving door of brief hospitalization and return to the
streets is largely attributable to the scarcity of places for the homeless mentally
ill to go after the psychiatric admission. Two recommendations are made to
alleviate the "revolving door". First, the creation of additional comprehensive
community residences and, second, the creation and utilization of small,
locally-based assessment centers for crisis stabilization and patient preparation

for community residence and comprehensive mental health services.
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The service network in New York City has successfully provided crucial
services to large numbers of homeless mentally ill and its capability to do more

needs to be expanded.

RECOMMENDATIONS

The first recommendation is for the expansion of voluntary agency
sponsored community-based mental ‘health, rehabilitation and social services
designed specifically for the mentally ill homeless. It appears to this
investigator that outreach services in several areas of the city have developed
knowledge and skill in rapidly locating and identifying street-dwelling mentally
ill within their geographic areas. When they collaborate with Project H.E.L.P.,
an organization authorized to order involuntary trips to hospital emergency
rooms, those outreach programs have the potential capability of enrolling all
homeless mentally ill in programs that include hospitals and community-based
programs. In order to facilitate a program in which the homeless mentally
ill have services and a place to go, a second recommendation is the establishment
of a small, thirty to forty-bed, assessment center in each sector of 100,000
population of New York City. The assessment center should be located where
homeless mentally ill are known to be concentrated and preferably in an area
served by a general hospital.

The assessment center would be a free-standing not-for-profit facility
licensed to accept people for evaluation and emergency treatment who are
brough by outreach teams, police, families, community groups or who are

walk-ins, every day, 24 hours a day. The assessment center would supplement
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rather than replace the existing procedures for removing mentally ill homeless
from the streets. An appropriate legal status would have to be worked out
to allow carrying out the diagnostic and treatment functions of an Article 28
facility under the State Public Health Laws as well as designating the facility
under Sections 9.37 and 9.39 of the Mental Hygiene Statutes. The center would
be staffed by medical, psychiatric, nursing, social work and other personnel
who could readily evaluate each individual. Such evaluation would be carried
out on the street level floor of a multi-level structure to be designed. An
individual requiring in-hospital medical or psychiatric care would be transferred
to a hospital as soon as possible. Others deemed to be in crisis but nlot needing
to be in a hospital would remain in the center and moved to a second-floor
room for non-medical detoxification, personal hygiene, medication, stabilization
and rest.

Those individuals who respond to "psychological intensive care" on
the second floor and who are felt available for referral to community-based
programs offering shelter and care will be moved to third or higher floors where
they will receive ongoing observation, daytime activities, stress reduction and
medication adjustments while being assisted in the referral process by case
managers. Those who are accepted for residential placement and are awaiting
transfer would be moved to single rooms on the uppermost floors. They would
be encouraged in this phase to participate in day treatment programs outside
the facility.

Individuals who do not respond to early referral and transfer could

be retained on intermediate floors for extended evaluation and preparation.
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Those who were decompensating on the streets and are unable to compensate
sufficiently to remain in the community would be referred for the longer-term
supervised and structured environment of a psychiatric hospital.

The assessment center should be identifiable as a facility serving the
neighborhood and community as well as the individuals brought to it. It should
be less institutional than a hospital and less overburdened than the hospital’s
emergency room. An assessment center could provide Project H.E.L.P. with
an alternative to waiting for an individual they are observing to deteriorate
on the street before hospitalizing him. Individuals might more readily enter
an assessment center as voluntary patients than a hospital.

The assessment center could become the often missing necessary step
in the process of encouraging the mentally ill homeless to come indoors and
participate in their own treatment and rehabilitation.

It is the investigator’s finding that outreach to street-dwelling mentally
ill, including transporting them to psychiatric ernergency rooms when is
necessary, is very effective and that expanding such programs could materially
alleviate the suffering of street-dwelling mentally ill persons. It is evident
that when government acts responsibly to support programs like Project Reach-
Out and H.E.L.P., many lives are saved and many people are restored to
successful community adjustment. When Government makes services to street-
bound mentally ill a priority, it gets results.

While psychiatrists are responsible in outreach programs to do curb-side
assessments and decide on who gets a trip to the hospital, there are clear roles

for social workers and nurses in this area of specialization. Social workers
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have the fullest knowledge of community resources, programs and networks
and are trained to develop referral systems. Social workers have, for the past
40 years, been in the forefront of community-based services to the chronic
mentally ill and they generally create and administer the services the homeless
will need.

Outreach programs respond to referrals, identify patients, provide
follow-through and a variety of services over long periods. They are, therefore,
an excellent field work opportunity for mature social work students, especially
those in their second year. The social work intern will be able to learn about
assessment, engagement, diagnosis, treatment and gaps in services for very
needy patients who are often oppositional and resistant. The fact that such
patients can also relate and utilize case work services can be very rewarding
for students. This investigator encountered several social workers in outreach

programs capable of teaching and supervising social work interns.

RESEARCH FOR THE FUTURE

Several areas for future research are suggested in regard to outreach
and work with street-dawelling mentally ill.

The case study determined that there are highly skilled individuals
working in outreach programs who readily provide information and share
experiences with an investigator. A possible next research would be a substantial
survey of these workers to establish what they see as practice principles as
well as their views about agency policy and mission.

This case study found that there is a difference between patients who

-179-



"come indoors" to utilize residential and other services and those who do not.
Similar findings héve been reported by other investigation. A possible research
would be a study of these two groups to identify characteristics of each group
and ways of predicting who will give up living on the streets.

There are differences in statutes among states which effect the
involuntary hospitalization of homeless mentally ill. A study comparing
practices in several cities would be useful to demonstrate regional or sectional

differences.
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10.

1.

12.

13.

INDEX OF APPENDED ITEMS

Pennsylvania Mental Health Law
Article Ill., P. 50, Section 7301.

lllinois Revised Statutes
Section 3-600 through Section 3-611.

New York State Mental Hygiene Law
Section 9.27, Section 9.37, Section 9.41, 9.43, 9.45, 9.55 and 9.57.

New York City Department of Mental Health, Mental Retardauon
and Alcoholism Services internal memorandum on Involuntary
Commitment Statutes, November 6, 1992.

New York State Office of Mental Health, Form 4718

Request by an examining physician to take into custody a mentally
ill person. Request for Custody and Transportation of a Mentally

Il Person by a Peace Officer.

New York State Office of Mental Health, Form 475
Application for Involuntary Admission on Certificate of a
Director of Community Services or Designee. Section 9.37.

New York State Office of Mental Health Form

Emergency or C.P.E.P. emergency admission custody/transport
of a person alleged to be mentally ill to a hospital approved
to receive emergency or C.P.E.P. emergency admissions
- 2 pages. Sections 9.41, 9.45, 9.55 and 9.57.

Excerpt - 1991 Annual Report of the New York State Senate
Standing Committee on Mental Hygiene.

New York Times, November 4, 1986. Daniel Goleman story
on homeless mentally ill (Part I).

New York Times, November 11, 1986. Daniel Goleman story on
homeless mentally ill (Part 11).

Project Reach-Out Brochure - September, 1986.

"A Guide to Assessment: Working With People Who Are
Homeless and Mentally HI" - Alison Alpert and Helen Greer.

New York Times - undated - by Eben Shapiro. "Fear Returns
to Sidewalks of West 96th Street Along With Homeless Man".
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14.
15.
16.
17.
18.

19.

20.

21.

24.

25.

New York Times - August 29, 1992 by Celia N. Dugger.
"West Side Homeless Man s Tentatively Ruled [lI".

New York Times September 3, 1992 by Celia W. Dugger.
"Threat Only When On Crack Homeless Man Foils System"

New York Times - undated - by Celia W. Dugger.
" Judge Orders Mentally 1ll Manhattan Man to Remain in Hospital".

New York Times - by Philip J. Hilts.
"Mentally ill Jailed On No Charges, Survey Says".

New York ;l'imes - undated -~ by Celia W. Dugger.
"A Danger to Themselves and Others".

New York Times - January 23, 1993 - by Sarah Lyall.

"Danger of Mentally Il Homeless To Be Re-evaluated in

New York".

New York Times - Undated - by Celia W. Dugger.
"New Plan For Homeless Mentally I} Does Not Address Larger

Questions".

New York Times - February 3, 1993 - by Ronald Sullivan.
"State Told to Free Man in Hospital®.

New York Times - February 4, 1993 - by Lynda Richardson.
"Business As Usual For Shelter Teams".

New York Times - April 7, 1993 - by Elisabeth Rosenthal.
"Who Will Turn Violent? Hospitals Have To Guess".

New York Times - March 21, 1993 - by L.ynda Richardson.
"Helping the Mentally Il Return to the World".

Letter from Dr. Luis R. Marcos dated November 9, 1992.
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COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF PUBLIC WELFARE
P.0. BOX 2675
HARRISBURG, PENNSYLVANIA 17105-2675
CHIEF COUNSEL: TELEPHONE NUMBER:

AREA CODE (717} 783-2800
March 5, 1992

Murray Itzkowitz
The Bridge

248 W. 108th St.
New York, NY 10025

Dear Mr. Itzkowitz

Enclosed please find the Pennsylvania statute concerning
involuntary mental health commitment, 50 P.S. § 7301, et seq.

Sincerely,

. L_\__,/\‘L/LJZ~__,,4

Howard Ulan
Assistant Counsel

Enclosure
HU:1lrs
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ARTICLE III. 'INVOLUNTARY EXAMINATION AND TREATMENT
Law Review Commentaries = "% ¥ Rogers, 1982, 102 S.Cx. 2442, 457 US. 291, I3
Dangerousness and expertise. Christopher Slo-  L.Ed.2d 16. B . R
bogin, (1984) 133 U.PaL.Rev. 97. B s - : :

. . Rights of mentally retarded persons who are
i":lnxol:;t:;yn ?: ln:codmr:;t:lhc:':ggf t?:ht:cnaul[l{ involuntarily committed, sec Youngberg v. Ro-
Myers (1984) 29 VilLL.Rev. 367. meo, 1982, 102 SCi. 2452, 457 US. 307, 13

L.Ed.2d 28. . L
United States Supreme Court
Mental patients, right to decide for themselves
whether to submit to drug therapy, sce Mills v.

§ 7301. Peisons who may be subject to involuntary emergency examination and
- treatment . .. ..

(a) Persons Subject.—Whenever a person is severely mentally disabled and in
need of immediate treatment, he may be made subject to involuntary emergency
examination and treatment. A person is severely mentally disabled when, as 2
result of mental illness, his capacity to exercise self-coritrol, judgment and discretion
in the conduct of his affairs and social relations or to care for his own personal needs
;Is so lessened that he poses a clear and present danger of harm to others or to

imself. s -

65
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50 P.S. § 7301 MENTAL HEALTH

(b) Determination of Clear and Present Danger.—(1) Clear and present danger
to others shall be shown by establishing that within the past 30 days the person has
inflicted or attempted to inflict serious bodily harm on another and that there is a
reasonable probability that such conduct will be repeated. If, however, the person
has been found incompetent to be tried or has been acquitted by reason of lack of
criminal responsibility on charges arising from conduct involving infliction of or
attempt to inflict substantial bodily harm on another, such 30-day limitation shall not
apply so long as an application for examination and treatment is filed within 30 days
after the date of such determination or verdict. In such case, a clear and present
danger to others may be shown by establishing that the conduct charged in the
criminal proceeding did occur, and that there is a reasonable probability that such
conduct will be repeated. For the purpose of this section, a clear and present danger
of harm to others may be demonstrated by proof that the person has made threats of
harm and has committed acts in furtherance of the threat to commit harm.

(2) Clear and present danger to himself shall be shown by establishing that within
the past 30 days:

(i) the person has acted in such manner as to evidence that he would be unable,
‘without care, supervision and the continued assistance of others, to satisfy his
need for nourishment, personal or medical care, shelter, or self-pmtection and
safety. and that there is a reasonable probability that death, serious bodily injury
or serious physical debilitation would ensue within 30 days unless adequate
treatment were afforded under this act; or

(i) the person has attempted suicide and that there is the reasonable probability
of suicide unless adequate treatment is afforded under this act. For the purposes
of this subsection, a clear and present danger may be demonstrated by the proof
that the person has made threats to commit suicide and has committed acts which
are in furtherance of the threat to commit suicide; or

(iii) the person has substantially mutilated himself or attempted to mutilate
"himself substantially and that there is the reasonable probability of mutilation
unless adequate treatment is afforded under this act. For the purposes of this
subsection, a clear and present danger shall be established by proof that the
person has made threats to commit mutilation and has eommltted acts which are in
furtherance of the threat to commit mutilation.

1976, July 9, P.L. 817, No. 143, § 301, effective in 60 days. As amended 1978, Nov.
26, P.L. 1362, No. 324, § 1, effechve in 60 days.

Cross References meo, 1982, 102 S.Cu. 2452, 457 US. 307, 73
Effective date and applicability of act, see L.Ed2d 28.
§ 7501 of this title.

Law Review Commentaries i
Civil commitment of non-criminal narcotic ad- Notes of Declsions

dicts. Abrsham Abromovsky, Francis Barry In general 1

McCarthy (1977) 38 U.Pitt.L.Rev. 477. . Clear and present danger 2

Pennsylvania standard for involuntary civil Counsel 2.5 3
commitment of the mentally ill: A clear and  DP9¢ pmcu;
present danger? Comment, 27 Dug LRev. [Evidence .
325 (1989). :efi““ p

B -

Standards for involuntary civil commitment in
Pennsylvania. (1977) 38 U.Pitt.L_Rev. S35.

Suicide: A Constitutional Right? Thomas J.

1. In general

Marzen, Mary K. O'Dowd, Daniel Crone and

-Thomas J. Balch, 24 Duquesne L.Rev. 1 (1985). County employee had sufficient information to

issue warrant for emergency cxamination and,

Library References thus, authorization of warrant was not willful

Mental Health ¢=36. misconduct and employee was immune from lia-
CJ.S. Insane Persons § 64. bility; nurse at the psychiatric institute told em-
ployee over telephone that patient had threatened
United States Supreme Court suicide and committed acts in furtherance of su-
Involuntary commitment, standard of proof. jcide attempt within 30 days preceding the war-
Addington v. Statc of Texas, 99 S.Ct. 1804, 441 rant. Uram v. County of Allegheny, 567 A.2d
U.S. 418, 60 L.Ed.2d 323. : 753, 130 Pa.Cmwith. 148, 1989.
Rights of mentally retarded persons who arc Defendant in any case was not entitled to rever-

involuntarily coinmitted, sec Youngberg v. Ro-  sal of his murder conviction and remand for
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“further proceedings under the MHPA,” for al-
leged failure of the trial court 1o proceed under
Juvenile Act provision (42 Pa.C.S.A. § 6356) for
dispasition of mentally ill or mentally retarded
child. Com. v. Davis, 479 A.2d 1041, 330 Pa.Su.
per. 551, 1984, affirmed 510 A.2d 722, 510 Pa.
536. .

Mentally retarded individual subject to commit-
ment is entitled, under state law, to placement in
least restrictive altemative available. In Interest
of Stover, 443 A.2d 327, 297 Pa.Super. 116, 1982.

Presence of mental illness cannot necessarily. be
inferred from fact that person acted tortiously,
criminally, or in a displaying delinquency.
Com. v. Hubert, 430 A.2d 1160, 494 Pa. 148,
1981.

In proceeding to commit juvenile delinquent to
state mental institution under Mental Health Pro-
cedures Act, evidence was insufficient to support

lusion that delinquent was severely mentally
disabled, .in need of immediate treatment and a
clear and present danger to others based on inci-
dent in which delinquent threatened child care
worker at detention center. Id.

Intervening change in the law regarding mental
commitment procedures does not render moot a
former committee’s attempt to secure expunge-
ment of records of commitment suffered -under
allegedly defective procedures, even if those proce-
dures have since been changed. In re S.C, 421
A.2d 853, 280 Pa.Super. 539, 1980.

Standards for involuntary commitment on the
basis of a clear and present danger being presented
to the committec or others are applicable to juve-
niles. Id.

In determining whether child is severely men-
tally disabled for purposes of ordering involuntary
commitment under Mental Health Procedures
Act, court must ascertain whether, without care
above and beyond that normally given child of his
age, child will be subject to reasonable probability
of death, scrious bodily injury, or serious debilita-
tion within 30 days. In Interest of Green, 417
A.2d 708, 273 Pa.Super. 397, 1980.

Confusing state of transcript of hearing on peti-
tion for involuntary emergency psychiatric treat-
ment of patient, including many “inaudibles™ in
transcript and improper method of transcribing
testimony in which transcript was prepared by
member of staff of patient's attomney from tape of
the proceedings, required remand. Com. ex rel.
Platt v.- Platt, 404 A.2d 410, 266 Pa.Supcr. 276,
1979.

For purposes of determining whether person is
subject to mvolunlary emergency cxamination and
treatment, person is “severely mentally disabled,"
if, as result of mental illness, such person's capaci-
ty to exercise self-control, judgment, and discre-
tion in conduct of his affairs and social relations
or to carc for his own personal needs is so less-
cned or impaired that he poses a clear and present
danger of harm to others or to himself; further,
for such purposes, “clear and present danger™ is
presented if person has within past 30 days inflict-
ed or attempted to inflict serious bodily harm on
another and there is a rcasonable probability that
such conduct will be repeated. 1d.

50 P.S. § 7301
Note 2

2, Clear and present danger

Standards for determining clear and present
danger, allowing involuntary commitment under
Pennsylvania law, are high. Hasenei v. U.S., 541
F.Supp. 999, D.C.1982.

In order for individual, who has been acquitted
of crime duc to lack of criminal responsibility, to
be involuntarily recommitted to mental institution
under this section, it must be demonstrated that
conduct by patient that led to criminal proceed-
ings occurred, and that there is reasonable proba-
bility that conduct would occur again. In re
Watt, 525 A.2d 421, 363 PaSuper. 56, 1987.

That insanity acquittee is a “'clear and present
dangcr to others™ as dcﬁncd by statutc as criterion
of involuntary r t (o state mental
health facility [SO P.S. § 7301(bX1)] may be es-
tablished cither under standards applicable to all
involuntary commitments or by showing that con-
duct that led to criminal procecdings occurred
and that reasonable possibility exists that conduct
will occur again. Com. v. Helms, 506 A.2d 1384,
352 Pa.Super. 65, 1986,

Lack of recent evidence of actual violent con-
duct by defendant continuously confined to state
mental hospital since date when he allegedly killed
his neighbor would not negate finding that patient
was a “clear and present danger to others™ as
defined by statute (SOPS. § 7301(b)(|)] as criteri-
on for invol y rtecom Com. v.
Helms, 506 A.2d 1384, 352 Pa.Super. 65, 1986.

Statute defining “clear and present danger of
harm-to others™ as criterion for involuntary com-
mitment to statc mental health facilities (50 P.S.
§ 7301(b)X1)] allows, but does not require, that
danger be shown by threats of harm or acts in

furtherance thereof and allows danger to be shown
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by other means. Com. v. Helms, 506 AZd 1384,
352 Pa.Super. 65, 1986. .

Defendant minor would not be subject to invol-
untary commitment under Mental Health Proce-
dures Act without showing of acts of danger to
the defendant himself or to others which had
occurred within the prior 30 days. Com. v.
Davis, 479 A.2d 1041, 330 Pa.Super. 551, 1984,
affirmed 510 A.2d 722, 510 Pa. 536.

Contrary to this section, 82-ycar-old man was
involuntarily committed to state mental hospital
for 20 days because he was senile and not because
he posed clear and present danger of hamm to
others or to himself. In re Remley, 471 A.2d 514,
324 Pa.Super. 163, 1984,

This section providing for involuntary commit-
ment upon posing clear and present danger of
harm to self did not require that everyone who
necded assistance of others due to severe mental
disability should be committed, but, rather, re-
quired that they both need such help and would
not get it without being committed. In re Rem-
ley, 471 A.2d 514, 324 Pa.Super. 163, 1984.

Evidence prescnted to mental health review offi-
cer and summarized in certification for cxlcnd.cd
involuntary treatment was sufficient to justify
finding that paticnt was clear and present dangcr
to himsclf and that lcast restrictive environment in
which he could safely remain consistent with pro-
vision of adequate treatment was as inpatient on
closed ward at state hospital. In re Condry, 450
A.2d 136, 304 Pa.Super. 131, 1982.
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Note 2

Involuntary committec who had been charged
with criminal mischiel and assault as result of
occurrences in a group home for the mentally
retarded was a person severely mentally disabled
and subject to commitment because as a result of
mental iliness his capacity to exercise sclf-control
and discretion is so lessened that he poses clear
and present danger-of harm to others or himself.
In re Steinhiser, 424 A.2d 1006, 56 Pa.Cmwith.
349, 1981.

Finding of clear and present danger justifying
involuntary commitment must bc based on an
overt act occurring within 30 days prior to the
hearing and, if allegedly dangerous to others, must
have threatened or resulted in serious bodily harm
or, if allegedly self-harmful, must have been mani-
fested by attempts at suicide or self-mutilation.
Inre S.C., 421 A.2d 853, 280 Pa.Super. 539, 1980.

Terms of clear and present danger standard
applicable in determining whether individual is
severely mentally disabled for purposes of order-
ing involuntary commitment are relevant only to
mentally ill adults. In Interest of Green, 417
A.2d 708, 273 PaSuper. 397, 1980.

Evidence in proceeding for involuntary commit-
ment of child was insufficient to show clear and
present danger that child would have been subject
10 reasonable probability of death, serious bodily
injury, or serious debilitation within 30 days with-
out excessive care and sopervision, under provi-
sion of this section requiring such for involuntary
commitment, particularly considering policy
which favored wvol y over invol
mitment. Id. ’

25, Counsel .

Where counsel for alleged mental incompetent
failed to object at commitment hearing when
Commonwealth’s only witness, examining psychi-
atrist, testified that commitment focms and tele-
phone conversatioa with his client’s grandmother
revealed that she had asssulted her grandmother
and had possessed gun which was taken from her
by police, counsel was ineffective, because that
testimony was clearly hearsay and was crucial in
establishing whether alleged mental incompetent
presented clear and present danger to others un-
der this section. In re Hutchinson, 454 A.2d
1008, 500 Pa. 152, 1982

3: Due process :

Simultaneous written application and telephone
application for warrant for emergency examina-
tion of patient satisfied requirements of Mental
Health Procedures Act [SOP.S. §§ 7101 1o 7503)
and, thus, patient was not deprived of liberty or
privacy interest without due process of law and
failed o state cause of action against county for
deprivation of civil rights. Uram v. County of
Allegheny, 567 A.2d 753, 130 Pa.Cmwith. 148,
1989. :

Even though government officials may be moti-
vated by desirc to help individual, actions of
government must be strictly circumscribed by law,
and this is especially so when governmental action
involves deprivation of liberty, such as involuntary
commitment to state mental hospital, and courts
must be vigilant in ensuring compliance with legal
safeguards. In re Remley, 471 A.2d 514, 324
Pa.Super. 163, 1984. H
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Involuntary civil commitment of mentaily ilf
persons constitutes deprivation of liberty and may
be accomplished only in accordance with due
process protections. In re Hutchinson, 454 A.2d
1008, 500 Pa. 152, 1982.

Substantial deprivation of individual liberty in-
herent in civil commitment may only be accom-
plished in accordance with due process standards;
where Mental Health Procedures Act has provid-
ed for specific procedural protections, and proce-
dures mandated are not followed, involuntary
commitment is improper. Com. v. C.B., 452
A.2d 1372, 307 Pa.Super. 176, 1982.

Where court of common pleas specifically stat-
ed that, in considering contention of involuntary
committes, it had adhered to standards enumerat. .
ed by federal district court case holding ceruain
aspects of the Mental Health and Retardation Act
(§ 410! et seq. of this title) unconstitutional and
where the court order and memorandum comport-
ed with due process salcguards of the Mental
Health Proccdures Act, the commitment was
proper. In re Steinhiser, 424 A.2d 1006, 56 Pa.
Cmwith. 349, 1981. :

Trial court which ordered involuntary commit-
ment of juvenile because of her inability to func-
tion in the community on her own applied less
stringent standards than are permissible under the
law and thus violated the committee’s due process
rights. In rc S.C., 421 A.2d 853, 280 Pa.Super.
539, 1980.

4. Records

Patient whose invol Y was im-
proper for insufficient notice of hearing under
Mental Health Procedures Act was entitled to
expungement of all hospital and court records of
order of commitment. Com. v. C.B., 452 A.2d
1372, 307 PaSuper. 176, 1982

Where petitioner sought declaration that emer-
gency involuntary commitments to state hospital
were invalid and sought destruction of hospital
records, specific petition for declaratory judgment
might have been more appropriate than petition in
equity. Yezerski v. Fong, 428 A.2d 736, 58 Pa.
Cmwlth, 566, 1981,

Dismissal by court of common pleas of petition
for declaration that involuntary emergency com-
mitments to statc hospital were invalid and for
order requiring that the state hospital destroy
records was not proper where such court had
jurisdiction over validity of commitment, even
though court could not order destruction of
records. Id. : .

Court of common pleas could not issue order
against director of state hospital requiring destruc-
tion of records generated by involuntary emergen-
cy commitments. Id. )

5. Evidence -

Evidence was sufficient to support trial court’s
determinatioa that recommitment of mental pa-
tient who had been acquitted of criminal homicide
due to lack of criminal responsibility was neces-
sary, though there was no recent evidence of
actual violent conduct, where psychiatrists testi-
fied that paticnt was still psychotic, albeit, in
partial remission, and that there was significant
risk that he would decompensate into overt psy-
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chotic behavior if placed in setting with less struc-
ture than that provided at state mental hospital.
In re Watt, 525 A.2d 421, 363 Pa.Super. 56, 1987.

In case involving involuntary commitment of
82-year-old man to state mental hospital for 20
days, there was not quantum of evidence that man
inflicted or attempted to inflict serious bodily
injury on others or that there was reasonable
probability that such conduct would be repeated
as required by enabling this section. In re Rem-
ley, 471 "A.2d 514, 324 PaSuper. 163, 1984,

In case involving involuntary commitment of
$2.year-old man to state mental hospital for 20
days, testimony established that man required do-
mestic services of his wife, but there was no
cvidence that man would probably die, incur seri-
ous bodily injury or serious physical debilitation if
he were not committed, and thus statutory stan-
dard was not met. In re Remley, 471 A.2d 514,
324 PaSuper. 163, 1984,

50 P.S. § 7302

a clear and present danger cither to others. as the
officer found, or to herself, as the lower coun
found, and the evidence was thus insufficient to
support appellant’s commitment under the Mental
Health Procedurcs Act to a mental hospital for
extended involuntary emergency treatment. Com.
v. Blaker, 446 A.2d 976, 293 Pa.Super. 391, 1981,

Evidence was insufficient to support involun-
fary commitment of appcllant to state hospital.
Com. ex rel. Gibson v, DiGiacinto, 439 A.2d 105,
497 Pa. 66, 1981.

6. Review

In recommitment proceedings, evidence did not
show that mentally retarded woman in her middle
50's, subject to some form of commitment, should
have been committed to Laurelton Center as [east
restrictive alternative, but since period of commit-
ment had expired, to extent that woman chal-
lenged her commitment to Laurcelton, her appeal

was moot. In Interest of Stover, 443 A.2d 327,

Testimony before mental health review officer
297 Pa.Super. 116, 1982.

was iasufficient to show that appellant represented

§ 7302. lnv.éluntary emergency examination and treatment authorized by a
physician—not to exceed seventy-two hours

(a) Application for Examination.—Emergency examination may be undertaken
at a treatment facility upon the certification of 2 physician stating the need for such
examination; or upon a warrant issued by the county administrator authorizing such
examination; or without a warrant upon application by a physician or other autho-
rized person who has personally observed conduct showing the need for such
examination. . '

(1) Warrant for Emergency Examination.—Upon written application by a physi-
cian or other responsible party setting forth facts constituting reasonable grounds
to believe a pérson is severely mentally disabled and in need of immediate
treatment, the county administrator may issue a warrant requiring a person
authorized by him, or any peace officer, to take such person to the facility
specified-in -the warrant.

{2) Emergency Examination Without a Warrant—Upon personal observation of
the conduct of a person constituting reasonable grounds to believe that he is
severely mentally disabled and in need of immediate treatment, and physician or
peace officer, or anyone authorized by the county administrator may take such
person to an approved facility for an emergency examination. Upon arrival, he
shall make a written statement setting forth the grounds for believing the person
to be in need of such examination, . .

(b) Examination and Determination of Need for Emergency Treatment—A
person taken to a facility shall be examined by a physician within two hours of
arrival in order to determine if the person is severely mentally disabled within the
meaning of section 301! and in need of immediate treatment. If it is determined
that the person is severely mentally disabled and in need of emergency treatment,
treatment shall be begun immediately. If the physician does not so find, or if at any
time it appears there is no longer a need for immediate treatment, the person shall
be discharged and returned to such place as he may reasonably direct. The
physician shall make a record of the examination and his findings. In no event shall
a person be accepted for involuntary emergency treatment if a previous application
was granted for such treatment and the new application is not based on behavior
occurring after the earlier application.

(c) Notification of Rights at Emergency Examination—~Upon arrival at the
facility, the person shall be informed of the reasons for emergency examination and
of his right to communicate immediately with others. He shall be given reasonable
use of the telephone. He shall be requested to furnish the names of parties whom
he may want notified of his custody and kept informed of his status. The county
administrator or the director of the facility shall:
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(1) give notice to such parties of the whereabouts and status of the person, how
and when he may be contacted and visited, and how they may obtain information
concerning him while he is in inpatient treatment; and

(2) take reasonable steps to assure that while the person is detained, the health
and safety needs of any of his dependents are met, and that his personal property
and the premises he occupies are secure.

(d) Duration of Emergency Examination and Treatment.—A person who is in

treatment pursuant to this section shall be discharged whenever it is determined that
he no longer is in need of treatment and in any event within 120 hours, unless within

such period:

(1) he is admitted to voluntary treatment pursuant to section 202 of this.act; 2

or

ant to section 303 of this act.3

(2) a certification for extended involuntary emergency treatment is filed pursu-

1976, July 9, P.L. 817, No. 143, § 302, effective in 60 days. As amended 1978, Nov.
26, P.L. 1362, No. 824, § 1, effective in 60 days. ‘

1 Section 7301 of this title.
2 Section 7202 of this title.
3 Section 7303 of this title.

Libeary References
Mental Health ¢=31 et seq.
CJ.S. Insane Persons §§ S8, 61.

United States Supreme Court .

Menta! Paticats, right to decide for themselves
whether to submit to drug therapy, sce Mills v.
Rogers, 1982, 102 S.Ct. 2442, 457 US. 291, 73
LEd.2d 16

Rights of mentally retarded persons who are
involuntarily committed, sec Youngberg v. Ro-
meo, . 1982, 102 S.Ct. 2452, 457 US. 307, 73
LEd2d28. _ -

N

Notes of Decisions

In general 1
Discharge 2

- 1. To general

County employee could not be found to have
itted willful mi in processing emer-
gency examination warrant on basis of informa-
tion reccived from psychistric institute’s nurse
over telephone and, thus, employee was immune
from liability for allegedly wrongful issuance of
warrant that led to hospitalization, examination,
and release of patient; receiving information over
telephone and subsequently receiving written ap-
plication satisfied requirements for emecrgency
warrant. Uram 'v. County of Allegheny, 567

A.2d 753, 130 Pa.Cmwlth. 148, 1989.
Police officer who stated that patient did not
appear (0 need treatment did not have authority
to withdraw warrant for emergency examination

and, thus, county employee did not commit willful
misconduct by failing to withdraw warrant and
was immune from liability to patient. Uram v.
County of Allegheny, 567 A.2d 753, 130 Pa.
Cmwlth. 148, 1989.

Where a paticnt is being treated under this
section, he may not be involuntarily committed
under § 7304 of this title, providing that court of
common pleas may order involuntary commit-
ment for period not to exceed 90 days prior to
emergency treatment under § 7303 of this title,
providing for extended involuntary emergency
treatment after informal confe before
health review officer or judge for a period of no
more than 20 days. In re Ann S., 421 A.2d 370,
279 PaSuper. 618, 1980. -

Evidence at informal hearing was insufficient to
enable review officer or court to order commit-
ment of patient for involuntary emergency psychi-
atric treatment. Com. ex rel. Platt v. Platt, 404
A.2d 410, 266 Pa.Cmwith. 276. 1979.

2. Discharge

Discharge from menlal h&allh commitment in
state hospital does not of itself moot challenges to
validitv of commitment. Yezerski v. Fong, 428
A.2d 736, 58 Pa.Cmwlth. 566, 1981.

Impact and degree of stigma associated with the
involuntary commitment are not to be evaluated
in deciding whether the discharge of the commit-
ted party has made moot the question of the
legality of the commitment. In re S.C., 421 A.2d
853, 280 Pa.Super. 539, 1980.

Discharge of an individual from involuntary
commitment does not automatically make moot
the question of the legality of the commitment.
Id.

§ 7303. Extended involuntary emergency treatment certified by a judge or
mental health review officer—not to exceed twenty days

tion for extended involuntary emergency treatment may be made for any person
who is being treated pursuant to section 302! whenever the facility determines that
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the need for emergency treatment is likely to extend beyond 120 hours. The
application shall be filed forthwith in the court of common pleas, and shall state the
grounds on which extended emergency trestment is believed to be necessary. The
application shall state the name of any examining physician and the substance of his
opinion regarding the mental condition of the person. '

(b) Appointment of Counsel and Scheduling of Informal Hearing.—Upon re-
ceiving such application, the court of common pleas shall appoint an attorney who
shall represent the person unless it shall appear that the person can afford, and
desires to have, private representation. Within 24 hours after the application is
filed, an informal hearing shall be conducted by a judge or by a mental health review
officer and, if practicable, shall be held at the facility.

(c) Informal Conference on Extended Emergency Treatment Application.—(1)
At the commencement of the informal conference, the judge or the mental health
review officer shall inform the person of the nature of the proceedings. Information
relevant to whether the person is severely mentally disabled and in need of
treatment shall be reviewed, including the reasons that continued inveluntary
treatment is considered necessary. Such explanation shall be made by a physician
who examined the person and shall be in terms understandable to a layman. The
judge or mental health review officer may review any relevant information even if it
would be normally excluded under rules of evidence if he believes that such
information is reliable. The person or his representative shall have the right to ask
questions of the physician and of any other witnesses and to present any relevant
information. At the conclusion of the review, if the judge or the review officer finds
that the person is severely mentally disabled and in need of continued involuntary
treatment, he shall so certify. Otherwise, he shall direct that the facility director or
his designee discharge the person.

(2) A record of the proceedings which need not be a stenographic record shall be
made. Such record shall be kept by the court or mental health review officer for at
least one year.

(d) Contents of Certification.—A certification for extended involuntary treat-
gnelntd shall be made in writing upon a form adopted by the department and shall
include: :

(1) findings by the judge or mental health review officer as to the reasons that
extended involuntary emergency treatment is necessary; ° :

(2) a description of the treatment to be provided together with an explanation of
the adequacy and appropriateness of such treatment, based upon the information
received at the hearing;

(3) any documents required by the provisions of section 302;
(4) the application_as filed pursuant to section 303(a);2 .
(5) a statement that the person is represented by counsel; and

(6) an explanation of the effect of the certification, the person's right to petition
lt)he court for release under subsection {(g), and the continuing right to be represented
y counsel.

(e) Filing and Service.—The certification shall be filed with the director of the
facility and a copy served on the person, such other parties as the person requested
to be notified pursuant to section 302(c), and on counsel.

(f) Effect of Certification.—Upon the filing and service of a certification for
extended involuntary emergency treatment, the person may be given treatment in an
approved facility for a period not to exceed 20 days.

(g) Petition to Common Pleas Court.—In all cases in which the hearing was
conducted by a mental health review officer, a person made subject to treatment
pursuant to this section shall have the right to petition the court of common pleas for
review of the certification. A hearing shall be held within 72 hours after the petition
is filed unless a continuance is requested by the person's counsel. The hearing shall
include a review of the certification and such evidence as the court may receive or
require. If the court determines that further involuntary treatment is necessary and
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that the procedures prescribed by this act have been followed, it shall deny the

petition,

Otherwise, the person shall be discharged.

(h) Duration of Extended Involuntary Emergency Treatment.—Whenever a
person is no longer severely mentally disabled or in need of immediate treatment
and, in any event, within 20 days after the filing of the certification, he shall be

dxscharged unless within such period:

(1) he is admitted to voluntary treatment pursuant to section 202;3 or

(2) ‘the court orders involuntary treatment pursuant to section 304.4

1976, July 9, P.L. 817, No. 143, § 302, effective in 60 days. As amended 1978, Nov
26, P.L. 1362, No. 324 §1, effectwe in 60 days

1 Section 7302 of this title.
2 Section 7303 of this title.
3 Section 7202 of this title.
4 Sccuon 7304 of lhls title.

Unltcd suus Supreme Court

Mental patients, right to decide ror themselves
whether to submit to drug therapy, sce Mills v,
Rogers, 1982, 102 S.CL 2442, 457 US. 29), 73
L.Ed.2d 16.

Rights of mentally munded persous wbou:
involuntarily committed, see Youngberg v.
meo, 1982, 102 S.Cr. 2452, 457 US. 307, 73
L.Ed.2d 28.

Notes of Decisions
In general 1 -
Certification form 1.3
Hearing 15 .
Review 3
Time of hearing 2

L ln general f
Plaintiff, a pretrial detainee who was mvolun-
tarily committed.to mental health facifity after he’
cut his writs in an unsuccessful suicide atempt,
lud no justlﬁnble cxpecuu:m of remaining in an
status at the mental
health facxhty, and he was thercfore not deprived
of due process of law by rcason of the fact that, on
twoocasions.hewastnnsfmedbuk(odle
county farm prison without first being provided a

hearing. Santori v. Fong 484 F.Supp. 1029, D.C.

1980.

‘Offi culs at ‘mental hallh fncih(y. to. which °

pretrial detainee was involuntarily committed af-
ter he cut his wrist in an unsuccessful suicide

attempt, were entitled to exercise their profession- .

al judgment when they transferred the detainee
back to county farm prison for a four-day period,
in the face of an impending work stoppage by stafl
personnel at the mental health facility; similady,
as to the final discharge, the officials properly
returned the detainee to the county farm prison,
as they were required to do by the Meatal Health
Procedures Act. Id. .
In case involving involuntary commitment of
82-year-old man to state mental hospital for 20
days, court below, which accepted state physi-
cian’s diagnosis of senility, acknowledged that it
perceived man's needs 1o be for services of skilled
nursing home rather than for services provided in

mental hospital, and thus confinement, even for
20 days, in hospital was improper. In re Remley,
471 A2d 514, 324 PaSuper. 163, 1984.

Certification for extended involuntary commit-
ment which did not contain description of treat-
ment to be provided was insufficient, warranting
reversal of involuntary commitment order. In re
Condry, 450 A.2d 136, 304 PaSuper. 131, 1982,

Where a patient is being treated under § 7302
of this title, he may not be involuntarily commit-
ted under § 7304 of this title, providing that court
of common pleas may order involuntary commit-
ment for period not to exceed 90 days prior to
emergency treatment under this section, providing
for extended involuntary emergency treatment af-
ter informal conferences before mental health re-
view officer or judge for a period of no more than
20 days. InmAnnS..4zlA_2d370.279
Pa.Super. 618, 1980.

As this section requiring testimony of treafing
physician.was adopted subsequent to act establish-
ing paticat-physician privilcge, provision ol M;u-
tal Health Act takes precedence over this section
establishing privilege. Com. ex rel. Platt v. Platt,
404 A.2d 410, 266 PaSuper. 276, 1979.

Since Mental Hezlth Procedures Act (S0 PS.

'S 7101 et seq.) was adopted subsequent to 28 P.S.

§ 328 establishing physieiampﬂimt privilege, and
as this section govemmg ustuuony of physician
was special provision requumg testimony of physi-
cian who treated patient, such special section

{ “controlled the general physician-paticat section
* and constituted an exception thereto; thus, physi-

cian-patient privilege did not render incompetent
the testimony of the patient’s psychiatrist in a
mental health proceeding. Id. .

For purposes of proceeding secking commit-

“ment for involuntary emergency psychiatric treat-

ment, patient’s nghx to privacy of medical records
was required to give way to interests of socicty in
having such patient treated; thus, psychiatrist
should have been permitted to testify at informal
hearing coaseming emergency treatment of pa-
tient. Id.

"Centificate of physician attached to original pe-
tition for involuntary emergency psychiatric treat-
ment did not satisfy requircment that physician
give reasons as to why involuntary treatment was
necessary inasmuch as certificate deprived patient
of right to question physician. Id.
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1.3. Certification form

Inclusion of form, required to document certifi-
cation by Department of Public Welfare regula-
tions governing commitment procecdings, in
record of involuntary commitment hearing held
before mental health review officer was adequate
to fulfill intent of Mental Health Procedures Act
§ 7303(d)(1-6), requiring written certification for
cxtended involuntary treatment, and demands of
pertinent regulation. In re S.0., 492 A.2d 727,
342 PaSuper. 215, 1985.

1.5, He.lnng

Hearsay evidence is not rendered 1dm|ssxble in

all proceedings under Mental Health Procedures
Act on theory that hearsay is admissible at infor-
mal hearing required for an application for ex-
tended emergency treatment not (o extend 20
days. In re Hutchinson, 454 A.2d 1008, 500 Pa.
152, 1982. , _

Involuntary commitment hearing complied with
procedural requirements of Mental Health Proce-

dures Act where, although counsel for mental’

health authorities indicated that he had no evi-
dence to present other than cestification of mental
health review officer, he had doctor present who
hsd examined patient, but ncither court nor pa-
tient chose to question such doctor. In re Con-
dry, 450 A.2d 136, 304 PaSuper. 131, 1982

In involuntary commitment hearing, mental
health authority is not required to offer evidence
in nature of de novo hearing or to offer transcript

of hearing occurting before mental health review'

officer. Id. °

2. Time of heating

Where committee in the trial court did not
contend that the required hearing had not been
timely held within 24 hours of the filing of the
petition for extended emergency care bm'matly

50 P.S. § 7304

contended that the petition for extended treatment
was not timely filed within the initial 72-hour
emergency commitment, contention that the hear.
ing was not timcly held was waived. In re S.C.,
421 A.2d 853, 280 Pa.Super. 539, 1980.

3. Review
Although 20-day involuntary commitment peri-
od of 82-ycar-old man to state mental hospital had

- long since expired, Superior Court would never-

theless consider appeal from commitment order in
order to maintain appellate oversight of this liber-
ty-depriving procedure. In re Remley, 471 A, 2d
514, 324 PaSuper 163, 1984,

Appeals from involuntary commitment orders
which have expired are not moot, since involun-
tary commitment affects important liberty interest
and since by their nature, most such orders expire

- before appellate review is possible. In re Condry,
450 A.2d 136, 304 Pa.Super. 131, 1982,

Although order of involuntary commitment ex-
pired two days afier the instant appeal was taken
from an order entered pursuant to the Mental
Health Procedures Act committing appellant to a
mental hospital for extended invol Y emergen-
cy treatment, the appeal was not moot, since
involuntary commitment affects an important lib-
erty interest and since, by their nature, most
involuntary commitment orders expire before ap-
pellate review is possible. Com. v. Blaker, 446 .
A.2d 976, 293 PaSuper. 391, 1981,

Mental health review officer may not issuc &
final order of commitment and an appeal from an
“order™ of a meatal health review officer for the
involuntary treatment of a -patient is not a final
order from which an appeal may lic In re
Chambers, 422 A.2d 1140, 282 PaSuper. 327,
1980.

§ 7304, Court-ordered mvoluntary treatment not to exceed ninety days

(a) Persona for Whom Appllcatlon May be Made.—-(l) A person who is severely
mentally disabled and in need of treatment, as defined in section 301(z),! may be
made subject to court-ordered involuntary treatment upon a determination of clear
and present danger under section 301(b)1) (serious bodily harm to others), or section
301(b}(2Xi) (inability to care for himself, creating a danger of death or serious harm
to himself), or 301(b)(2)(u') (attempted suxc:de), or 301(b}2)iil) (self-mutilation).

(2) Where a pehtlon is filed for a person already subject to involuntary treatment,
it shall be sufficient to represent, and upon hearing to reestablish, that the conduct
originally required by.section 301 in fact occurred, and that his condition continues to
evidence 2 clear and present danger to himself or others. 'In such event, it shall not
be necessary to show the reoccurrence of dangemus conduct, either harmful or
debilitating, within the past 80 days. - - .-

(b) Procedures for Initiating Court-ordered Involuntary Treatment for Persons
Already Subject to Involuntary Treatment.—{1) Petition for court-ordered involun-
tary treatment for persons already subject to treatment under sections 303, 304 and
305 2 may be made by the county administrator or the director of the facility to the
court of common pleas.

(2) The petition shall be in writing upon 2 form adopted by the department and
shall include a statement of the facts constituting reasonable grounds to believe that
the person is severely mentally disabled and in need of treatment. The petition shall
state the name of any examining physician and the substance of his opinion
regarding the mental condition of the person. It shall also state that the person has
been given the information required by subsection (b)(3). .
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(3) Upon the filing of the petition the county administrator shall serve a copy on
the person, his attorney, and those designated to be kept informed, as provided in
section 302(c)? including an explanation of the nature of the proceedmgs, the
person's right to an attorney and the services of an expert in the field of mental
health, as provided by subsection (d).

(4) A hearing on the petition shall be held in all cases, not more than five days
after the filing of the petition.

(5) Treatment shall be permxtted to be maintained pending the dehermmahon of
the petition.

(c) Procedures for Initiating Court-ordered Involuntary Treatment for Penons
Not in Involuntary Treatment.—{1) Any responsible party may file a petition in the
court of common pleas requesting court-ordered involuntary treatment for any
person not already in involuntary treatment for whom application could be made
under subsection (a).

(2) The petition shall be in wntmg upon a form adopeed by the department and
shall set forth facts constituting reasonable grounds to believe that the person is
within the criteria for court-ordered treatment set forth in subsection (a). The
petition shall state the name of any examining physician and the substance of his
opinion negardmg the mental condition of the person.

(3) Upon a determination that the petition sets forth such reasonable cause, the
court shall appoint an attorney to represent the person and set a date for the hearing
as soon as practicable. The attorney shall represent the person unless it shall
appear that he can afford, and desires to have, private representation.

(4) The court, by summons, shall direct the person to appear for a hearing. The
court may issue a warraat directing a person authorized by the county administrator
or a peace officer to bring such person before the court at the time of the hearing if
there are reasonable grounds to believe that the person will not appear voluntarily.
A copy of the petition shall be served-on such person at least three days before the
hearing together with a notice advising him that an attorney has been appointed who
shall represent him unless he obtains an attorney himself, that he has a right to be
assisted in the proceedings by an expert in the field of mental health, and that he
may request or be made subject to psychiatric examination under subsection (c)5)-

(5) Upon motion of either the petitioner or the person, or upon its own motion, the
. court may order the person to be examined by a psychiatrist appointed by the court.
Such examination shall be conducted on an outpatient basis, and the person shall
have the right to have counsel present. A report of the examination shall be given
to the court and counsel at least 48 hours prior to the hearing.

©) Involuntary treatment shall not be authorized during the pendency of a
petition except in accordance with section 302 or section 303. .

(d) Professional Assistance.—A person with respect to whom a hea.nng has been
ordered under this section shall have and be informed of a right to employ a
physnclan, clinical psychologist or other expert in mental health of his choice to assist
him in connection with the hearing and to testify on his behalf. If the person cannot
afford to engage such a2 professional, the court shall, on application, allow a
reasonable fee for such purpose. The fee shall be a c.harge agamst the mental
health and mental retardation program of. the locality.

(e) Hearings of Petition for Court-order Involuntary Treatment.—A heanng on
8 petition for court-ordered mvaluntary treatment shall be conducted accordmg to
the following:

(1) The person shall have the right to counsel and to the assxstance of an expert in
mental health.

(2) The person shall not be called as a witness without his consent.’

(3) The persen shall have the right to confront and cross-examine all witnesses
and to present evidence in his own behalf.

{(4) The hearing shall be public unless it is requested to be private by the person or
his counsel.
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(5) A stenographic or other sufficient record shall be made, which shall be
impounded by the court and may be obtained or examined only upon the request of
the person or his counsel or by order of the court on good cause shown.

(6) The hearing shall be conducted by a judge or by a mental health review officer
and may be held at a location other than a courthouse when doing so appears to be in
the best interest of the person.

(7) A decision shall be rendered within 48 hours after the close of evidence.

(f) Determination and Order.—Upon a fi nding by clear and convincing evidence
that the person is severely mentally disabled and in need of treatment and subject to
subsection (a), an order shall be entered directing treatment of the person in an
approved facility as an inpatient or an outpatient, or a combination of such treatment
as the director of the facility shall from time to time determine. Inpatient treatment
shall be deemed appropriate only-after full consideration has been given to less
restrictive alternatives. Investigation of treatment alternatives shall include consid-
eration of the person’s relationship to his community and family, his employment
possibilities, all available community resources, and guardianship services. An order
for inpatient treatment shall include findings on this issue.

(g) Duration of Court-ordered Involuntary Treatment—(1) A person may be
made subject to court-ordered involuntary treatment under this section for a period
not to exceed 90 days, excepting only that: Persons may be made subject to
court-ordered involuntary treatment under this section for a period not to exceed one
year if the person meets the criteria established by clause (2).

(2) A person may be subject to court-ordered involuntary treatment for a period
not to exceed one year if;

() severe mental disability is based on acts giving rise to the following charges
under the Pennsylvania Crimes Code: ¢ murder (§ 2502); voluntary manslaughter
(§ 2503); aggravated assault (§ 2702); kidnapping (§ 2901); rape (§ 3121(1) and (2));
involuntary deviate sexual intercourse (§ 3123(1) and (2)); arson (§ 3301); and

(i) 2 finding of moompetency to be tried or a verdict of acquittal because of lack
of criminal responsibility has been entered.

(3) If at any time the director of a facility concludes that the person is not severely
mentally disabled or in need of treatment pursuaunt to subsection (a), he shall
discharge the person provided that no person subjected to involuntary treatment
pursuant to clause (2) may be discharged without a hwrmg conducted pursuant to
clause (4).

(4) In cases lnvolvmg mvoluntary treatment pursuant to clause (2), whenever the
period of court-ordered involuntary-treatment is about to expire and neither the
director nor the county administrator intends to apply for an additional period of
court-ordered involuntary treatment pursuant to section 305 or at any time the
director concludes that the person is not severely mentally disabled or in need ‘of
treatment, the director shall petition the cowrt which ordered the involuntary
treatment for the unconditional or conditional release of the person. Notice of such
petition shall be given to the person, the county administrator and the district
attorney. Within 15 days after the petition has been filed, the court shall hold a
hearing to determine if the person is severely mentally disabled and in need of
treatment. Petitions which must be filed simply because the period of involuntary
treatment will expire shall be filed at least ten days prior to the expiration of the
court-ordered period of involuntary treatment. If the court determines after hearing
that the person is severely mentally disabled and in need of treatment, it may order
additional involuntary treatment not to exceed one year; if the court does not so
determine, it shall order the discharge of the person.

1976, July 9, P.L. 817, No. 143, § 304, effective in 60 days. As amended 1978, Nov.
26, P.L. 1362, No. 324, § 1, effective in 60 days. ’

1 Section 7301 of this title.

2 Sections 7303, 7304 and 7305 of this title.

3 Section 7302 of this title.

418 Pa.CS.A. § 101 et seq.
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Law Review Commentaries

Suicide: A Constitutional Right? Thomas J.
Marzen, Mary K. O'Dowd, Daniel Crone and
Thomas J. Balch, 24 Duquesne L.Rev. 1 (198S).

United States Supreme Court

Mental paticnts, right to decide for lhcmselvcs
whether 1o submit to drug therapy, see Mills v.
Rogers, 1982, 102 5.C1. 2442, 457 US. 251, 13
L.Ed.2d 16.

Rights of mentally retarded persons who arc
involuntarily committed, see Youngberg v. Ro-
meo, 1982, 102 S.Ct. 2452, 457 us. 307, 73
L.Ed.2d 28.

. Notes of Decisions
In general 1
Counsel 3
Due process 2
Evidence 45
Hearing 4
Notice 35
Review §
Treatment alternatives 6

1. In general -

Requirement that upon involuntary recommit-
ment it be established that conduct originally
required for involuntary commitment in fact oc-
curred was satisfied as long &s patient’s commit-
ment history showed that requisite behavior oc-
curred in past, unless on recommitment patimt
affimnatively challenged original commitment;” in
that event, burden was on paumt to show that
original commitment was improper. Com. v.
Romett, 538 A.2d 1339, 372 PaSuper. 41, 1988,
appeal denied 559 A.Z2d 36, 522 Pa. $75.

Provisions of the Mental Health Procedures Act
authorizing a court to order involuntary treatment
following an examination in - aid of sentencing
were applicable to 7-year-old juvenile adjudicated
a delinquent and were properly made a basis for
ordering that juvenile be committed for inpatient
psychiatric treatment (o a forensic adolescent unit
of a state hospital for a period not to exceed 90
days. In re McMullins, 462 A.2d 718,315 Pa.Su-
per. 531, 1983. °

Presence of mental illness cannot necessarily be
inferred from fact that person acted ftortiously,
criminally, or in a manner displaying delinquency.
Com. v. Hubert, 430 AZd 1160 494 Pa. 148,
1981.

Decision of mental health review officer ordcr-
ing involuntary outpatient treatment was not final
appealable order; hearing officer’s “order™ was
not an “order of court™ as contemplated by 42
Pa.CS.A. § 742 and by Pa.R.A.P. 341, 42 Pa.C
S.A. In rc Bishop, 422 A.2d 831, 282 Pa.Supcr
67, 1980.

Where a.patient is being teeated under § 7302
of this title, he may not be involuntarily commit-
ted under this section, providing that court of
common pleas may, order involuntary commit-
ment for period not 1o exceed 90 days prior to
emergency treatment under § 7303 of this title,
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providing for cxtended involuntary emergency
tecatment after informal conferences before mental
health review officer or judge for a period of no
more than 20 days. In re Ann S., 421 A.2d 370,
279 Pa.Super. 618, 1980.

Authority to confine dangerous persons griscs
from state’s inherent police powers. In re Hutch.-
inson, 421 A.2d 261, 279 PaSuper. 401, 1980,
affirmed 454 A.2d 1008, 500 Pa. 152.

On appeat from involuntary commitment pro-
ceeding, in which county contended that lower
court erred in ordering county to pay for mentally
ill child’s interim placement in private psychiatric
facility subject to right to seck reimbursement
from state and that Commonwealth was obligated
to pay for child's interim care, where Common-
wealth was not party to action and county did not
allege that it had sought and been denied reim-
bursement by state, contention was prematurely
naised and Superior Court would not resolve it
In Interest of Green, 417 A.2d 708, 273 Pa.Super.
397, 1980.

Record of proceedings on petitioa for defen-

" dant’s involuntary commitment, when considered

in light of defendant’s psychiatric history and his’
total lack of cooperation within mental health
system of couaty, kd Superior Court to conclude
that Jower court i its commitment order did in
fact consider, before imposing involuntary inpa-
tient treatment upoa defendant, “less restrictive
alternatives™ for defendant, but then rejected
same. Com. ex rel. Gibson v. DiGiacinto, 395
A2d 938, 261 PaSuper. 53, 1978, reversed on
other grounds 439 A_2d 105, 497 Pa_ 66. :

An individual who was involved in recurrent
increasing episodes of aggressive behavior, who
threatened suicide and wh city foc self-
control was diminished posed a clear and present
danger to others and could be involuntarily com-
mitted for 90 days under the Mental Health Pro-
cedures Act, 50 PS. § 7101. In re Butchko, 34
D. & C.3d 1, 1984.

Persons in state mental facilitics eommllwd un-
der the Mental Health and Mental Retardation
Act of 1966 (§ 4101 et scq. of this title), .for

whom recommitment petitions have been filed

under this section, on which the courts have not
acted, should be kept in custody and treatment
pending court action. 1977 Op.Atty.Gea. No. _4_.

2. Due process : A
Utilization of this section in place of the provi- -
sion of the Mental Health and Mental Retardation
Act governing mentally retarded persons, without
affording defendant, originally diagnosed as men-
tally retarded, procedural protections afforded in-
competents (acing civil commitment, was violative

of due process and equal protection, requiring a - |

new commitment hearing based on a new petition
and appropriate notice in order to permit prepara-
tion of a proper defense. Com. v. Maggio, 509
A.2d 383, 353 PaSuper. 157, 1986.

Due process requires that requisite statutory
grounds for involuntary commitment be proven by
clear and convincing evidence. Com. v. Helms,
506 A.2d 1384, 352 Pa.Super. 65, 1986.

Patient access to whatever record has been
made at involuntary commitment hearing, and in
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form it exists, is required at minimum to comport
with due process. In re S.0., 492 A.2d 727, 342
Pa.Super. 215, 1985,

Iavoluntary commitment is improper where
mandated procedures are not followed, and appro-
priate remedy is to vacate commitment order and
expunge record. In re S.0., 492 A.2d 727, 342
PaSuper. 215, 1985.

Involuntary civil commllmcnt of mcnully il
persons constitutes substantial dcpnmlon of lib-
erty which may only be mcompluhed in aceordo

g

ance with due p pr Inrck -

son, 421 A2d 261, 279 PaSuper. 401, 1980,.

affirened 454 A.2d 1008, 500 Pa. 152,

All rights given to a person accused of crime do
not automatically lpply 10 person in civil commit-
ment hanng 1d. . . .

3.. Counsel ’

An alleged mental incompetent is eatitled to
effective representation by competent counsel, and
such person may raisc allegations of incffective
assistance of counsel in attacking commitment
order; upon review of c!nlleugc to counsel’s effec-

‘tiveness, courts must examine record of proceed-

ings to ascertain whether ‘counsel's actions had
reasonable basis designed to effectiate client’s in-
terests, and where no such basts appears in record,
counse] shall be deemed ineflective, and new hear-
ing, at which alleged mental incompetent may be
represented by competent counsel, must be held.
lanutdxmson.4S4A_2dlma 500 Pa. 152,
1982 :

Respondent’s counsd. in hearing pursuant ‘to
Mental Health Procedures Act, could have had no
reasomable basis for failing to object to hearsay
testimony offered by only Commonwealth witness
regacding statements made by respondent’s grand-
mother which were offered to prove that defen-

. dant did indced commit-alleged assault, and thus,

respondent was deprived of effective assistance of
counsel. In re Hutchinson, 421 A2d 261, 279
Pa.Supet‘ 401, 1980. lﬂ'umed 454 A.2d 1008, 520
Pa 152. -

Réquirement of assistance of counsel in Mental
Health Procedures Act implicitly- requires assist-
ance of “effective™ counsel and respondent in civil
commitment hearing under MHPA may bring
appeal alleging incflective assistance of counsel
1d. . )

35. Notice - )
Patient who was held, pursuant to his agree-

50 *P.S. §-7304
Note 4.5

4. Hearing .

lnsanily acquittee’s request for closure of hear.
ing in involuntacy commitment proeecdmgs did
not mandate closure; request for closure did not,
without more, override constitutional open court
principle. Com. v. Milice, 584 A.2d 997, Super.
1991.

Trial court did not abuse its discretion in re-
fusing to close involuntary commitment hearing,
despite presentation of confidential medical testi-
mony about insanity acquittec’s mental illness;
insanity plea placed issue of mental illness before
court in criminal trial, that trial had been widely
covered by press, testimony at involuntary -com-
mitment hearing involved comparison of various
institutions to which acquittec sought to be trans-
ferved, and criminal charges arose out of violent
outburst in which acquittee's neighbors had been

- seriously injured. Com. v. Mlllce. SM A.2d 997,

Super.1991.

Hearsay was not admissible in hearing pursuant
to. Mental Health Procedures Act to commit a
person for iavoluntary treatment for a period of
not more than 90 days. In re Hutchinson, 421
A.2d 261, 279 Pa.Super. 401, l980 affirmed 454
A.24 1008, 500 Pa. 152 ..

An order granting the pnycr of a pcutxon for
extended involuntary treatment of respondent un-
der § 7305 of this title would not have been set
aside for failure of the court to hear the petition
within the period of respondent’s initial confine-
ment under this section. lnm'l‘nlly. 18D. &
CJd 359, 1980. :

45. Evidence

There was sufficient evudenoc that eondua orig-
inally required for involuntary commitment of
panenlmfwowuuedmdlhupnmueondl-v
tion continued to evidence clear and preseat dan-
ger that such acts could occur to support patient’s
recommitment to psychiatric facility for third ad-
ditioaal period of treatment, given patient’s re-
peated, unprovoked assaultive behavior toward
stafl members during most ‘recent hospitalization
and patient’s disgnosis as paranoia schizophrenia
with delusions. that others were threatening her,

- together with prognosls that her assaultive behav-
* ior would continue without further treatment.:

Com. v. Romett, 538 A.2d 1339, 372 PaSuper.

-41, 1988, appeal denied 559 A.2d 36, 522 Pa. 575.

. Trial court did not-have to receive additional .
evidence concerning patient’s original involuntary

. commitment before taking notice of fact that pa-

ment, for 72 hours after his request to withdraw -

from voluntary commitment, but who was not
served with petition for his involuntary commit-
ment until day before hearing, did not receive
sufficieat notice under Mental Health Procedures
Act, and subsequent commitment was improper.
Com. v. C.B., 452 A.2d 1372, 307 Pa.Super. 176,
1982.

Hospital authoritics’ oral *“‘constructive notice™
10 patient at state hospital that they were going to
petition court for his mvoluntzry treatment was
not sufficient (o satisfy notice provision of Mental
Health Procedures Act which required service of
petition for involuntary treatment. Id.

59 Pa.Stats.—4
1991 P.P.
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tient was originally committed on showing of her
clear and present danger to others, in recommit-
ting patient for third additional period of treat-
ment, where patient did not challenge her original
commitment at any stage of recommitment pro-
ceedings below. Com. v. Romett, 538 A.2d 1339,
372 PaSuper. 41, l988 appal denied 559 A.2d
36, 522 Pa. 575. A

Ev:dcncc was insufficient to-support involun-
of appellant to state hospital.

e o], Gibson v, DiGiarinto, 439 A.2d 105,

7

497 Pa. 66, 1981.

In proceeding to commit juvenile delinquent to
state mental institution under Mental Health Pro-
cedures Act, evidence was insuflicient to support
conclusion that delinquent was severely meatally
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disabled, in need of immediate treatment and & resulted in appcél being quashed or dismissed.

clear and present danger to others based on inci-  1d.

dent in which chlnqucm threatened child care Although no issues were reserved for applicable

worker at detention center. Com. v. Hubert, 430 . oos .

A.2d 1160, 494 Pa. 148, 1981 review of order recommitting appellant to in-pa-
: ' a. 148 : tient psychiatric carc at state hospital, appellant

5. Review was not without a remedy as he could petition
A 1S rd i invol lower court for leave to file exceptions nunc pro
ppea romrq cr providing for involuntary  yync or could seck review by alleging ineffective
con‘xmlfmcnt o juv?mlc was not moot ‘?“" 10 agistance of counsel for failing to file exceptions.
expiration of arder since order affected an impor- Id

taat liberty interest and it was not uncommon for ) .
such an order 1o expire before appellate review Although 90-day commitment period ordered

was possible. In re McMullins, 462 A.2d 718, by lower court had expired, appeal was not moot
315 Pa.Super. 531, 1983. in light of fac} that appeals from orders fcfr i.nvo'l-
Since order of involuntary commitment affects ::;:rin?‘:':;:m;:: ﬂral:lgi:‘cnag :::: ,;';::1: 2
important liberty intecest, “}d because by ‘h.m moot, challenged procedure would continue, yet
::;urc mostl:)lumary commltmcml orders cx;p m':' its propriety would evade review. In re Ann S
ore appellate review is possible, appeal of - . "
90-day commitment which was no longer in effect 421 A.2d 370, 279 Pa.Super. 618, 1980.
at time of appecal was not moot. Com. v. CB., ¢ reatment alternatives
452 A2d 1372, . 176, .
A‘_ .13 2, 307 Pn.Sux?cr 176 ?982' Evidence supported trial court’s finding that
Expiration of 30-day period to which appellants  grae hospital provided least restrictive environ-
had been committed o state hospital did not moot  ment consistent with insanity acquittee’s needs for
sppesl in commitment order. In re Wilson, 449 yreayment.  Com. v. Milice, 584 A.2d 997, Super.

A.2d 711, 303 Pa.Super. 326, 1982. 1991

Issues not raised in the lower court are waived Evidence was sufficient to support trial court’s
and cannot be raised for first time on appeal in 2 getermination that state mental hospital was least
matter involving civil commitment. [d. resirictive setting available for mental patieat who

Where sppellant appealing from order recom-  had been acquitted of criminal homicide based
mitting him to state hospital, failed to file excep-  upon lack of criminal responsibility, where psychi-
tions to the adjudication below, no issues have  atrists testified that in even slightly less restrictive
been preserved for sppellate review, and since  sctting, without external structure state hospital
counsel’s brief did not include a separate state-  provided, patient could regress to point of being
ment of questions involved or a statement of the  overtly psychotic and exhibit same behaviors he
precise relief sought and s copy of the lower  had prior to his hospitalization. In re Watt, 525
court’s opinion, those deficiencies might also have ~ A.2d 421, 363 Pa.Super. 56, 1987.

§ 7305. Additional periods. of court-ordered involuntary treatment

(2) At the expiration of a period of court-ordered involuntary treatment under
section 304(g)! or this section, the court may order treatment for an additional
period upon the application of the county administrator or the director of the facility
in which the person is receiving treatment. Such order shall be entered upon
hearing on findings as required by sections 304(a) and (b), and the further finding of
a need for continuing involuntary treatment as shown by conduct during the
person’s most recent period of court-ordered treatment. The additional period of
involuntary treatment shall not exceed 180 days; provided that persons meeting the
- criteria of section 304(g)(2) may be subject to an additional period of up to one year
.of involuntary treatment. A -person found dangerous to himself under section
301(bX2)(i), (ii) or (iii) 2 shall be subject to an additional period of involuntary full-time
inpatient treatment only if he has first been released to a less restrictive alternative.
This limitation shall not apply where, upon application made by the county adminis-
trator or facility director, it is determined by a judge or mental health review officer
that such release would not be in the person’s best interest.

(b) The director of the facility in which the person is receiving treatment shall
notify the county administrator at least ten days prior to the expiration of a peried of
involuntary commitment ordered under section 304 or this section.
1976, July 9, P.L. 817, No. 143, § 305, effective in 60 days. As amended 1978, Nov.
26, P.L. 1362, No. 324, § 1, effective in 60 days.

1 Section 7304 of this title.

2 Section 7301 of this title.

78
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| ARTICLE VI.  EMERGENCY ADMISSION RBY CERTIFICATION
I11. Rev. Stat. ch. 91 1/2, par. 3-600 (1989

'3-600.; Involuntary admjission--Immediate hospitalization

111. Rev. Stat. ch. 91 1/2, par. 3-600 (1989)

§ 3-600. A person 18 years of age or older who 15 subject to involuntary
admission and in need of immediate hospitalization may be admitted to a mental
health facility pursuant to this Article.



e«x THIS SECTION IS CURRENT THROUGH THE 1990 SUPPLEMENT (1989 SESSIONS) svs
CHAPTER 91 1/2. MENTAL HEALTH
MENTAL HEALTH AND DEVELOPMENTAL DISABILITIES CODE

CHAPTER ITI. ADMISSION, TRANSFER' AND DISCHARGE PROCEDURES
FOR THE MENTALLY ILL

ARTICLE VI.  EMERGENCY ADMISSION BY CERTIFICATION
111. Rev. Stat. ch. 99 1/2, par. 3-401 (1989)
3-601. Petition--Contents

111. Rev. Stat: ch. 91 1/2, par. 3-601 (198%9)

8 3-501. (a) When a person 1s asserted to be subject to involuntary
admission and in such a condition that immediate hospitalization {s necessary

for the protectlion of such person or others from ghyslcal harm, any person 18
years of age or older may present a petition to the facility director of a

mental. health facility in the county where the respondent resides or is present.
The petition may be prepared by the facility director of the facility.

(b) The petition shall include:

1. a detalled statement of the reason for the assertion that the respondent
is sub}ect to involuntary admission, including a description of any acts or
significant threats supporting the assertion and the time and place of their
occurrences

2. the name and address of the spouse, parent, guardian and close relative,
or if none, the name and address of any known friend of the respondent. If the
petitioner i{s unable to supply any such names and addresses, he shall state that
diligent ingquiry was made to learnh this information and specify the steps taken;

3. the petitioner's relationship to the respondent and a statement as to
whether the petitioner has legal or financial interest .in the matter or is
involved in litigation with the respondent;

111. Rev. Stat. ch. 91 1/2, par. 3-601 (1989

4. the names, addresses and phone numbers of the witnesses by which the
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CHAPTER 111, ADMISSION, TRANSFER AND DISCHARGE PROCEDURES
FOR THE MENTALLY ILL

ARTICLE VI.  EMERGENCY ADMISSION BY CERTIFICATION
111. Rev. Stat. ch. 91" 1/Z, par. 3-602 (1989)
1
3-602. Certificate of physician, qualified examiner, or clinical psychologist

111. Rev. Stat. ch. 91 1/2, par. 3-602 (1989)

5 3-602. The petition shall be accompanied by a certificate executed by a
physician, qualified examiner, or clinical psychologist which states that the
respondent is subject to involuntary admission and requires immediate
hospitalization. The certificate shall indicate that the physician, qualified
examiner, or clinical psychologist personally examined the respondent not more
than 72 hours prior to admission. It shall also contain the physician's,
gualified examiner's, or clinical psychologist's clinical observations, other
factual information relied upen in reaching a diagnosis, and a statement as to
whether the respondent was advised of his rights under Section 3-208.
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ARTICLE V1. EMERGENCY ADMISSION BY CERTIFICATION
I11. Rev. Stat. ch. 91 1/2, par. 3-603 (1989)

3-603. Detention pending certificate--pPetition

111. Rev, Stat. ch. 91 1/2, par. 3-603 (1989)

§ 3-603. (a) If no physician, qualified examiner, or clinical psychologist
is immediately available or it 1s not possible after a diligent effort to obtain
the certificate provided for in Section 3-602, the respondent may be detained
for examination in a mental health facility upon presentation of the petition
alone pending the obtaining of such a certificate.

{b) In such instance the petition shall conform to the requirements of
Section 3-601 and further specify that:

1. the petitioner believes, as a result of his personal observation, that
the respondent is subject to involuntary admission;

2. a diligent effort was made to obtain a certificate; and

3. no physician, gualified examiner, or clinical psychologist could be found
who has examined or could examine the respondent.
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CHAPTER I11. ADHISSION, TRANSFER AND DISCHARGE RROCEDURES
FOR THE MENTALLY ILL

ARTICLE VI.  EMERGENCY ADMISSION BY CERTIFICATION

111. Rev. Stat. ch. 91 1/2, par. 3-604 (1989)

i
3-604. Detention pending certificate--Limitation

111. Rev. Stat. ch. 91 1/2, par. 3-604 (1989)

8 3-6D4. No person detained for examination-under this Article on the basis
of a petition alone may be held for more than 24 hours unless within that period
a certificate is furnished to or by the mental health facility. If no
certificate i{s furnished, the respondent shall be released forthwith.
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CHAPTER III. ADMISSION, TRANSFER AND DISCHARGE PROCEDURES
FOR THE MENTALLY ILL

ARTICLE VI. EMERGENCY ADMISSION BY CERTIFICATION
111. Rev. Stat. ch. 91 1/2, par. 3-605 (1989)

3-605. Custody--Transportation

{

I11. Rev. Stat. ch. 91 1/2, par. 3-605 (1989)

"8 3-605. Upon receipt of a petition and certificate prepared pursuant to
this Article, the county sheriff of the county in which a respondent is found
shall take a respondent into custody and transport him to a mental health
facility. In the event it is determined by such facility that the respondent is
in need of commitment or treatment at another mental health facility, the county
sheriff shall transport the respondent to the appropriate mental health
facility.

(b) In counties with populations in excess of 500,000, the county sheriff may
delegate his duties hereunder to another law enforcement body within that county
if such law enforcement body agrees.

(c) The transporting authority acting in good faith and without negligence in

connection with the transportation of respondents shall incur no liability,
civil or criminal, by reason of such transportation.
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CHAPTER TII. ADMISSION, TRANSFER AND DISCHARGE PROCEDURES
FOR THE MENTALLY ILL

ARTICLE VI. EMERGENCY ADMISSION BY CERTIFICATION

I11. Rev. Stat. ch. 91 1/2, par. 3-606 (1989)
3-6063 Peace officers--Petitions

111. Rev. Stat. ch. 91 1/2, par. 3-606 (1989}

§ 3-606. A peace officer may take a person into custody and transport him tc
a mental health facility when, as a result of his personal observation, the
peace officer has reasonable grounds to believe that the person is subject to
involuntary admission and in need of immediate hospitalization to protect such
person or others from physical harm. Upon arrival at the facility, the peace
officer shall complete the petition under Section 3-601.
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ARTICLE VI. EMERGENCY ADMISSION BY CERTIFICATION
I11. Rev. Stat. ch. 91 1/2, par. 3-607 (1989)

3-607. Court orders—--Temporary detention--Admission

111. Rev. Stat. ch. 91 1/2, par. 3-607 (1989)

8 3-607.. When; as 3 result of personal observation and testimony in open
court, any court has reascnable grounds to believe that a person appearing
befare tt is subject to involuntary admission and in need of immediate
hospitalization to protect such person or others from physical harm, the court
may enter an order for the temporary detention and examination of such person.
The order shall set forth in detall the facts which are the basis for its
conclusion. The court may order a peace officer to take the person into custody
and transport him to a mental health facility. The person may be detained for
examination for no more than 24 hours. If a petition and certificate, as
provided in this Article, are executed within the 24 hours, the person may be
admitted and the provisions of this Article shall apply. If no petition or
certificate is executed, the person shall be released.
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ARTICLE VI.  EMERGENCY ADMISSION BY CERTIFICATION
I11. Rev. Stat. ch. 91 1/2, par. 3-608 (1989)
J-608. Tréatment--Right to refuse--Records

111, Rev. Stat. ch. 91 1/2, par. 3-608 (1989)

5 3-608. Upon completion of one certificate, the facility may begin
treatment of the respondent. However, the respondent shall be informed of his
right to refuse medication and if he refuses, medication shall not be given
unless it 1s necessary to prevent the respondent from causing serious harm to
himself or others. The facility shall record what treatment is given to the
respondent together with the reasons therefor.
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ARTICLE VI. EMERGENCY ADMISSION BY CERTIFICATION
111. Rev. Stat. ch. 91 1/2, par. 3-609 (1989)

1
3-609. Right to copies of petition--Telephone calls

111. Rev. Stat. ch. 91 1/2, par. 3-609 (1989)

§ 3-609. Within 12 hours after his admission, the respondent shall be giver
3 copy of the petition and a statement as provided in Section 3-206. Not later
than 24 hours, excluding Saturdays, Sundays and holidays, after admission, a
copy of the petition and statement shall be given or sent to the respondent's
attorney and guardian, 1f any. The respondent shall be asked if he desires suct
documents sent to any other persons, and at least 2 such persons designated by
the respondent shall receive such documents. The respondent shall be allowed tc
camplete no less than 2 telephone calls at the time of his admission to such
persons as he chooses. :
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ARTICLE VI. EMERGENCY ADMISSION BY CERTIFICATION
111. Rev. Stat. ch. 91 1/2, par. 3-610 (1989)

3-4610. Examination by psychiatrist--Release

I11. Rev. Stat. ch. 91 1/2, par. 3-610 (1989)

8§ 3-610. As soon as possible but not later than 24 hours, excluding
Saturdays, Sundays and holidays, after admission of a respondent pursuant to
this Article, the respondent shall be examined by a psychiatrist. The
.psychiatrist may be a member of the staff of the facility but shall not be the
person who executed the first certificate. If the respondent is not examined or
if the psychiatrist does not execute a certificate pursuant to Section 3-602,
the respondent shall be released forthwith.
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ARTICLE VI. EMERGENCY ADMISSION BY CERTIFICATION
I11. Rev. Stat. ch. 91 1/2, par. 3-611 (1989)

3-611, Filing--Hearing date--Notice

111. Rev, Stat. ch. 91 1/2, par. 3-611 (1989)

8 3-611. Within 24 hours, excluding Saturdays, Sundays and holidays, after
the respondent’s admission under this Article, the facility director of the
facility shall file 2 copies of the petition, the first certificate, and proof
of service of the petition and statement of rights upon the respondent with the
court in the county in which the facility is located. Upon completion of the
second certificate, the facility director shall promptly file 1t with the court.
The facility director shall make copies of the certificates available to the
attorneys for the parties upon reguest. Upon the filing of the petition and
first certificate, the court shall set a hearing to be held within 5 days,
excluding Saturdays, Sundays and holidays, after receipt of the petition. The
court shall direct that notice of the time and place of the hearing be served
upon the respondent, his responsible relatives, and the persons entitled to
receive a copy of the petition pursuant to Section 3-609.
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§ 9.27 Involuntary admission on medical certification

(a) The director of a hospital may receive and retain therein as a
patient any person alleged to be mentally ill and in need of involun-
tary care and treatment upon the certificates of two examining
physicians, accompanied by an application for the admission of
such person. The examination may be conducted jointly but each
examining physician shall execute a separate certificate.

(b) Such application must have been executed within ten days
prior to such admission. It may be executed by any one of the
following:

1. any person with whom the person alleged to be mentally ill
resides.

2. the father or mother, husband or wife, brother or sister, or
the child of any such person or the nearest available relative.

3. the committee of such person.

4. an officer of any public or well recognized charitable institu-
tion or agency or home in whose institution the person alleged to be
mentally ill resides. gs
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S. fhe d;rcctor of .community services or social services official,
as defined in the social services law, of the city or county in which
any such person may be.

6 .the director of the hospital or of a general hospital, as defined
in article twenty-cight of the public health law, in which the patient
is hospitalized.

7. t}Ec di¥Ector or person in charge of a facility providing care to
alcoholics, or substance abusers or substance dependent persons.

8. the director of the division for youth, acting in accordance

with]thc provisions of section five hundred seventeen of the execu-
tive law.

9. subject to the terms of any court order or any instrument
executed pursuant to section three hundred eighty-four-a of the
social services law, a social services official or authorized agency
which has, pursuant to the social services law, care and custody or
guardianship and custody of a child over the age of sixteen.

10. subject to the terms of any court order a person or entity
having custody of a child pursuant to an order issued pursuant to
section seven hundred fifty-six or one thousand fifty-five of the
family court act.

i1 a qualifiegi psychiatrist who is either supervising the treat.
ment of or treating such person for a mental illness in a facility
licensed or operated by the office of mental health.

(¢) Such application shall contain a statement of the facts upon
which the allegation of mental illness and need for care and
treatment are based and shall be executed under penalty of perjury
but shall not require the signature of a notary public thereon.

(d) Before an examining physician completes the certificate of
examination of a person for involuntary care and treatment, he
shall consider alternative forms of care and treatment that might be
adequate to provide for the person’s needs without requiring invol-
untary hospitalization. If the examining physician knows that the
person he is examining for involuntary care and treatment has been
under prior treatment, he shall, insofar as possible, consult with the
physician or psychologist furnishing such prior treatment prior to
completing his certificate. Nothing in this section shall prohibit or
invalidate any involuntary admission made in accordance with the
provisions of this chapter.

(e) The director of the hospital where such person is brought
shall cause such person to be examined forthwith by a physician
who shall be a member of the psychiatric staff of such hospital
other than the original examining physicians whose certificate or

certificates accompanied the apa%lication and, if such person is

HOSPITALIZATION OF MENTALLY ILL §9.27
Art. 9

found to be in need of involuntary care and treatment, he may be
admitted thereto as a patient as herein provided.

() Following admission to a hospital, no patient may be sent to
another hospital by any form of involuntary admission unless the
mental hyglene legal service has been given notice thereof.

(g) Applications for involuntary admission of patients to resi-
dential treatment facilities for children and youth or transfer of
involuntarily admitted patients to such facilities shall be reviewed
by the pre-admission certification committee serving such facility in
accordance with section 9.51 of this article.

(h) If a person is examined and determined to be mentally ill, the
fact that such person suffers from alcohol or substance abuse shall
not preclude commitment under this section.

(1) After an application for the admission of a person has been
completed and both physicians have examined such person and
separately certified that he or she is mentally ill and in need of
involuntary care and treatment in. a hospital, either physician is
authorized to request peace officers, when acting pursuant to their

“ gpecial duties, or police officers, who are members of an authorized

police department or force or of a sheriff’s department, to take into
custody and transport such person to a hospital for determination
by the director whether such person qualifies for admission pursu-
ant to this section. Upon the request of either physician an ambu.
lance service, as defined by subdivision two of section three thou-
sand one of the public health law, is authorized to transport such
person to a hospital for determination by the director whether such
person qualifies for admission pursuant to this section.

(Formerly § 31.27, L.1972, c. 251; amended L.1972, c. 644, § 1; L.1972, c.
758, § 3; L.1973, c. 73, § 3; L.1975, c. 667, § 4 L.1977, c. 659, §§ 3, 4;
renumbered 9.27, and amended L.1977, ¢, 978, §§ 6, 7, 10; amended
L.1980, c. 471, § 3; L.1981, c. 947, §§ 3, 4; 1.1985, c. 343, §5 2, 3; L.1985,
c. 789, § 10; L.1987, c. 847, § 1.)

Historical Note

1987 Amendment. Subd, {f). L.1987,
c. 847, § 1, cff. Aug. 10, 1987, in sen-
tence beginning "After an application®
substituted ¥, when acting pursuant to
thelr speclal duties, or police officers,”
for “of the state, town, village, county
and city”.

1988 Amendments. Subd. (b), par. 5.
L.1985, ¢, 343, § 2, cff. July 16, 1985,
substituted “social services law” for “so-
cial service law”,

Subd. (b), par. 6. L1985, c. 343, § 2,
eff. July 16, 1985, Inserted “or of a gener-

al hospital, as defined in article twenty-
eight of the public health law,”.

Subd, (b), par. 11, L.1985,¢c. 343, § 2,
eif. July 16, 1985, added par. 11.

Subd. (). L.1985, c. 789, § 10, eff.
Apr. 1, 1986, substituted “mental hygiene
legal service” for “mental health infor-
mation service”.

Subd. (i). 1985, c. 343, § 3, cff. July
16, 1985, added subd. (). .

1981 Amendment. Subd. (b), par. 9.
L.1981, c. 947, § 3, cff. July 1, 1981,

added par. 9.
7
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Where claim was brought against claimant at time of his commitment was

State to recover damages arising out of not an issuc and could not be reviewed.

claimant's alleged unlawful detention  williams v. State, 1959, 15 Mlisc.2d 721,
and confinement at hospital for" the in- 183 N.Y.5.2d 216.
sane pursuant to courl order, sanity of

§ 9.37 Involuntary admission on certificate of a director of
community services or his designee

(a) The director of a hospital, upon application by a director of
community services or an examining physician duly designated by
him, may receive and care for in such hospital as a patient any
person who, in the opinion of the director of community service§ or
his designee, has a mental illness for which immediate inpatient
care and treatment in a hospital is appropriate and which is likely
to result in serious harm to himself or others; “likelihood of serious
harm"” shall mean:

1. substantial risk of physical harm to himself as manifested
by threats of or attempts at suicide or serious bodily harm or
other conduct demonstrating that he is dangerous to himself, or

2. a substantial risk of physical harm to other persons as
manifested by homicidal or other violent behavior by which
others are placed in reasonable fear or serious physical harm.

The need for immediate hospitalization shall be confirmed by a
staff physician of the hospital prior to admission. Within seventy-
two hours, excluding Sunday and holidays, after such admission, if
such patient is to be retained for care and treatment beyond such
time and he does not agree to remain in such hospital as a
voluntary patient, the certificate of another examining physician
who is a member of the psychiatric staff of the hospital that the
patient is in need of involuntary care and treatment shall be filed
with the hospital. From the time of his admission under this
section the retention of such patient for care and treatment §hall be
subject to the provisions for notice, hearing, review, and Judigial
approval of continued retention or transfer and contlpued retention
provided by this article for the admission and retention of .mvolun-

-tary patients, provided that, for the purposes of such provisions, the

date of admission of the patient shall be deemed to be the date
when the patient was first received in the hospital under this
section,

(b) The application for admission of a patient pursuant to this
section shall be based upon a personal examination by a director of
community services or his designee. It shall be in writing and shall
be filed with the director of such hospital at the time of the patient’s
reception, together with a statement in a form prescribed by the
commissioner giving such information as he may deem appropri-

ate.
104

HOSPITALIZATION OF MENTALLY ILL §9.37
Art. 9

(c) Examining physicians designated by the director of communi-
ty services shall be approved by the commissioner. A designee
shall continue to have the power to act under this section until a
certificate revoking his designation is filed by the officer appointing

him or by a successor to such officer or by the commissioner.

(d) Notwithstanding the provisions of subdivision (b) of this
section, in counties with a population of less than two hundred
thousand, a director, of community services who is a licensed
psychologist pursuant to article one hundred fifty-three of the
education law or a certified social worker pursuant to article one
hundred fifty-four of the education law but who is not a physician
may apply for the admission of a patient pursuant to this section
without a medical examination by a designated physician, if a
hospital approved by the commissioner pursuant to section 9.39 of
this chapter is not located within thirty miles of the patient, and the
director of community services has made a reasonable effort to
locate a designated examining physician but such a designee is not
immediately available and the director of community services, after
personal observation of the person, reasonably believes that he may

"have a mental illness which is likely to result in serious harm to

himself or others and inpatient care and treatment of such person
in a hospital may be appropriate. In the event of an application
pursuant to this subdivision, a physician of the receiving hospital
shall examine the patient and shall not admit the patient unless he
or she determines that the patient has a mental illness for which
immediate inpatient care and treatment in a hospital is appropriate
and which is likely to result in serious harm to himself or others.
If the patient is admitted, the need for hospitalization shall be
confirmed by another staff physician within twenty-four hours. An
application pursuant to this subdivision shall be in writing and shall
be filed with the director of such hospital at the time of the patient's
reception, together with a statement in a form prescribed by the
commissioner giving such information as he may deem appropri-
ate, including a statement of the efforts made by the director of
community services to locate a designated examining physician
prior to making an application pursuant to this subdivision.

(e) After signing the application, the director of community ser-
vices or his designee shall be authorized and empowered to take
into custody, detain, transport, and provide temporary care for any
such person. Upon the written request of such director or his
designee it shall be the duty of peace officers, when acting pursuant
to their special duties, or police officers who are members of the
state police or of an authorized police department or force or of a
sheriff’s department to take into custody and transport any such

person as requested and directed by such director or designee.
34A McKinney—5 105
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(d) If at any time it is determined that the person is no longer in need of
immediate observation, care and treatment in accordance with this section
and is not in need of involuntary care and treatment in a hospital, such
person shall be released without regard to the provisions of section 29.16 of
this chapter, unless such person agrees to be admitted to another appropri-
ate hospital as a voluntary or informal patient. -

(e) 1f at any time within the seventy-two hour period it is determined
that such person continues to require immediate observation, care and
treatment in accordance with this section and such requirement is likely to
continue beyond the seventy-twa hour period, such person shall be removed
within a reasonable period of time to an appropriate hospital authorized to
receive and Yetdin patients pursuant to section 9.39 of this article and such
person shall be evaluated for admission and, if appropriate, shall be
admitted to such hospital in accordance with section 9.39 of this article,
except that if the person is admitted, the fifteen day retention period of
subdivision (b) of section 9.39 of this article shall be calculated from the
time such person was initially registered into the emergency room of the
comprehensive psychiatric emergency program. Any person removed to a
hospital pursuant to this paragraph shall be removed without regard to the
provisions of section 29.11 or 29.15 of this chapter and shall not be
considered to have been transferred or discharged to another hospital.

(f) Nothing in this section shall preclude the involuntary admission of a
person to an appropriate hospital pursuant to the provisions of this article
if at any time during the seventy-two hour period it is determined that the
person is in need of involuntary care and treatment in a hospital and the
person does not agree to be admitted to a hospital as a voluntary or
informal patient, Efforts shall be made to assure that any arrangements
for such involuntary admissions in an appropriate hospital shall be made
within a reasonable period of time.

(g) If a person is examined and determined to be mentally ill the fact
that such person suffers from alcohol or substance abuse shall not preclude
receipt or retention under this section.

(h) All time periods referenced in this section shall be calculated from
the time such person is initially registered into the emergency room of the
comprehensive psychiatric emergency program.
(Added L.1989, ¢. 723, § 6.)

Historical and Statutory Notes

Effective Date; Expiration. Section L.1989, c. 723, set out as a note under
effective July 24, 1989, and to expire gsection 31.27.
July 24, 1994, pursuant to section 21 of

§ 941 Emergency admissions for immediate observation, care, and
treatment; powers of certain peace officers and police officers

Any peace officer, when acting pursuant to his or her special duties, or
police officer who is a member of the state police or of an authorized police
department or force or of a sheriff's department may take into custody any
person who appears to be mentally ill and is conducting himself or herself
in & manner which is likely to result in serious harm to the person or
others. Such officer may direct the removal of such person or remove him
or her to any hospital specified in subdivision (a) of section 9.39 or any
comprehensive psychiatric emergency program specified in subdivision (a)
of section 9.40, or, pending his or her examination or admission to any such
hospital or program, temporarily detain any such person in another safe
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nnd comfortable place, in which event, such officer shull immediately notify
the director of community services or, if there be none, the health officer of
the city or county of such action,

(As umended L.1989, ¢, 723, § 7.)

Historical and Statutory Notes

1689 Amendment. 1.1989,¢.728,§ 7, ment by L1989, c. 723, eff. July 24,
deleted definition of “likelihood to result 1989, and to expire July 24, 1994, pursu-
in serious harm”, made provisions gen- ant to section 21 of 1..1989, c. 723, set
der neutral and made reference to subd.  ut as a note under seetion 31.27.
{a) of pection 9.40.

Efféctive Date of Amendment b
L.1989, ¢. 723; Expiration. Amend-

§ 9.43 Emergency admissions for immediate observation, care, and
treatment; powers of courts

(a) Whenever any court of inferior or general jurisdiction is informed by
verified statement that a person is apparently mentally ill and is conducting
himself or herself in a manner which in a person who is not mentally ill
would be deemed disorderly conduct or which is likely to result in serious
Karm to himself or herself, such court shall issue a warrant directing that
such person be brought before it. If, when said person is brought before
the court, it appears to the court, on the basis of evidence presented to it,
that such person has or may have a mental illness which ig likely to result
in serious harm to himself or herself or others, the court shall issue a civil
aorder directing his or her removal to any hospital specified in subdivision
{a) of section 9.39 or any comprehensive psychiatric emergency program
specified in subdivision (a) of section 9.40, willing.to receive such person for
a determination by the director of such hospital or program whether such
person should be retained therein pursuant to such section.

(b) Whenever a person before a court in a criminal action appears to
have a menta) iliness which is likely to result in serious harm to himself or
herself or others and the court determines either that the crime has not
been committed or that there is not sufficient cause to believe that such
person is guilty thereof, the court may issue a civil order as above
provided, and in such cases the criminal action shall terminate.

(As amended L.1989, ¢. 723, § 7.)

Historical and Statutory Notes
1989 Amendment. 1.1989,¢.723,4 7, ment by L.1989, c¢. 723, eff. July 24,

_deleted reference to section 31.39, made 1989, and to expire July 24, 1994, pursu-

provisions gender neutral, and added ant to section 21 of L.1989, c. 723, sct
references to subd. (a) of section 9.3 4,1 us 4 note under section 31.27.
and subd. {a) of section 9.40,
Effective Date of Amendment b
L.1989, e. 723; Explration. Amend-

§ 9.45 Emergency admissions for immediate observation, care, and
treatment; powers of directors of community services

The director of community services or the director's designee shall have
the power to direct the removal of any person, within his or her jurisdic-
tion, to a hospital approved by the commissioner pursuant to subdivision (a)
of section 9.39 of this article, or to a comprehensive psychiatric emergency
program pursuant to subdivision (8) of section 9.40 of this article, if the
purent, adult sibling, spouse or child of the person, the committee of the

17
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§ 9.45 MENTAL HYGIENE LAW

person, a licensed psychologist or licensed social worker currently reapon-
sible for providing treatment services to the person, a licensed physician,
health officer, peace officer or police officer reporta to him that such
person has a mental illness for which immediate care and treatment in a
hospital is appropriate and which iy likely to reault in serious harm to
himself or herself or others. [t shall be the duty of peace officers, when
acting pursuant Lo their special duties, or police officers, who are members
of an authorized police department or force or of a sheri{{'s department to
assisl representatives of such director to take into cuatody and transport
any such person. Upon the request of a director of community services or
the director's designee an ambulance service, as defined in subdivision two
of section three thousand one of the public health law, {s suthorized to
transport any such person. Such person may then be retained in a hospital
pursuant to the provisions of section 9.39 or in a comprehenasive paychiatrie
emgrlgency program pursuant to the provisions of section 9.40 of this
article.

(As smended L.1989, ¢. 723, § 7: L.1990, ¢. 880, § 1)

Historlcel and Statutory Notes

MENTAL HYGIENE LAW

§9.59

Historleal and Stututary Notes

1989 Amendment. L.1989,¢. 723, 4 8,
made provisions gender neutral, and de.
lered referonce to section 9.39 relativa Lo
the dsfinition of the term "likelihood to

ment by L1989, ¢ 723, eff Juy 23,
1989, and to cxpire July 24, 1994, pursu
ant to scction 21 of L.1989, ¢ 723, sct
out as a note under section 31 27

1990 Amendment. L1990, ¢c. 860, § 1,  tion) shall take effect on the alxtieth day

included sdult sibling, committee of the
person and licented paychologist or so:
cial worker within list of persons who
may report mental iliness to director.

1989 Amendment. L.1989,¢, 723, § 17,
made provisions gender neutral and add:
ed reference to include subd. (s) of sec-
tion 9.40. ,

Effective Date of Amendment by
L.1990, ¢. 860; Revislon by L.1989, ¢.
723; Unaffected. L.1990 c. 860, § 2,
provided: “This act (amending this see

alter it shall have become a law [eff.
Sept. 23, 1390) and shall not affect the
revision of section 9.45 of the mental
hygiene law as-enacted by chapter 723
of the laws of 1989, as amended,"

Effectlve Date of Amendment by
1.1989, ¢, 723; Explratlon. Amend
ment by L.1989, ¢ 723, off. July 2,
1989, and to sxpire July 24, 1994, pursu.
ant o section 21 of L.1989, & 723, set
out 13 & note under section 31,27,

~

§ 9.55 Emergency sdmlisslons for immediate cobservation, care, and
treatment; powers of qualified psychiatrists

A qualified psychiatrist shall have the power to direct the removal of any
person, whose treatment for a mental illness he or she Is either supervising
or providing in a facility licensed or operated by the office of mental health
which does not have an inpatient paychiatrle service, to a hospital approved
by the commissioner pursuant to subdivision (a) of section 9.39 of this
article, if he or she determines upon examination of such person that such
person appeard to have a mental illness for which immediate observation,
care and treatment in a hospital is appropriate and which is likely to result
wn serious harm to himself or hersell or others, Upon the request of such
qualified psychiatrist, peace officers, when acting pursuant to their speclal
duties, or police officers, who are members of an authorited police depart-
ment or force or of a sherifl's department shall take into custody and
\ransport any such person. Upon the request of a qualified psychiatrist an
ambulance service, 83 defined by subdivision two of sectlon three thousand
one ol the public health law, is authorized to transport any such person.
Such person may then be admitted in accordance with the provisions of
secuon 9.39 of this article

{As amended L 1989 ¢ 723, ¢ 8}

result {n sarfous harm”,
Effeclive Date of Amendment b
L.1989, ¢, 723; Expiration. Amend:

§ 9.67 Emergency admissions for Immedinte observation, care, und
treatment; powers of emergency room physicluny

A physiclan who haa examined a person in an emergency raom or
provlSeX emergency medical services al u gencral hospital, ua defined in
article twenty-elght ‘of tho public health Jaw, which does not have an
inpatient psychiatric service, or a physician who hus exnmined & person in 8
comprehensive psychlatric emergency program shall be authorized to re-

uest that the director of thu program or hospitsl, or the director’s
gealgnee, direct the removal of such person Lo a hospitul approved by the
commisaioner pursuant to subdivisiva {a) of section 9.39 of this article, of
the physiclan determines upon examination of such person that such person
appears to have a mental fiiness for which immediate care and treatmentin
& hospital is appropriate and which is likely to result in serious harm to
himself or others. Upon the request of the physician, the dircctor of the
program or hospital or the director's deaignec, is authorized Lo direct peace
officers, 'when acting pursuant to their special duties, or police officers,
who are members of an authorized police department or force or of a
sherif{(’s department to take into cuatody and transport any such person.
Upon the request of an emergency room physician or the director of the
program or hodpltal, or the director's designee, an ambulance service, s
defined by subdivision two of section three thousand one of the public
health law, {s suthorized to take into custody sand transport any such
person. Such person may then be admitted in accordance with the provi
slons of sectlon 9.38 of this article.

(As amended L1989, ¢, 723, § 8.)

Historlcal and Statutory Notes

1989 Amendment. L.1989,¢. 723, § 8. Effectlve Date of Amendment by
sdded provision relating to the examina: L1989, e. 723: Expiration. Amend

ton of a perton ln a comprehantive prys  ment by L.19BY, c. 123, eff. July 24,
chiatric emergency program by a physi- 1989 ung 1o expire July 24. 1994, pursu:
clan, deletad reference to definltlon of ant 1o section 21 of L.10WS, ¢ 723. set
the tarm "likellhood to result in serious oul a8 & note under 3ection W
harm" contained in aectlon 9.39, and

made provislons gender neutnl

§ 9.59 Immunlity from Habiilty

(a) Notwithstanding any inconsistent provision of any general, special or
local law, an ambulance service as defined by subdivision two of section
three thousand one of the public health law ond any member thereof wheo s

an emergency medical technician or an advanced emergency medical techn:”’

cian transporting & person to a hospital as outhorized by this article. any
peace officers, when acting pursuant to their special duties, and any poiice
officers, who are members of an authorized police department or force or
of a sheriff's department, who are taking into custody snd transparting o
erson o a hospital as authorized by this article, and any employee of &
icensed comprehensive psychiatric emergency progrum, specially trained in
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DEPARTMENT OF MENTAL HEALTH,
MENTAL RETARDATION AND ALCOHOLISM SERVICES
93 WORTH STREET
NEW YORK, N. 10013

212.334-2081
FAX: 212.566-6256

LITLC N

OFFICE OF THE
COMMISSIONER

November 6, 1992

TO: Luis R. Marcos, M.D.
FROM: Rita Duffy_ﬂl‘D
SUBJECT: Involuntary Commitment Statutes

The following is a summary of existing New York Statutes
that govern the involuntary commitment of mentally ill and those
person suffering from alcoholism or substance abuse.

I. Statutes Governing New York State Emergency
Commitment of Mentally I11 Persons.

Article 9 of the Mental Hygiene Law.

Mental Hygiene Law Articie 9 governs the hospitalizatign,
including, the involuntary hospitalization, of mentally ill
persons.

Definitions set forth in MHL §9.01 provide that:

"in need of care and treatment" reans that a person has
a mental illness for which in-patient care and treatment in a
hospital is appropriate.

"in need of involuntary care and treatment'' means that a
person has a mental illness for which care and treatment as a
patient in a hospital is essential to such persons's welfare and
whose judgment is so impaired that he is unable to understand the
need for such care and treatment.

"likelihood to result in serious harm" or likely to
result in serious harm" means (a) a substantial risk of physical
harm to the person as manifested by threats of or attempts at
suicide or serious bodily harm or other conduct demonstrating that
the person is dangerous to himself or herself, or (b) a substantial
risk of physical harm to other persons as manifested by homicidal
or other violent behavior by which others are placed in reasonable
fear of serious physical harm.
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§9.27 Involuntary Admissions on Medical Certification.

MHIL, §9.27 authorizes involuntary admission upon
certification by two physicians that the individual is mentally ill
and "in need of involuntary care and treatment." The examining
physician must consider alternate forms of care and treatment
besides involuntary hospitalization. MHL §9.27(d). Mental Hygiene
Legal Services (MHLS) must be notified imma2diately of a patient's
involuntary admission, MHL §9.29(a), and must inform the patient of
his statutory rights. MHL §29.09(b)(2). Written notice must also
be given to the patient's nearest kncwn relative, and up to three
additional persons designated by the patient, no later than five
days after admission. MHL §9.29(b).

An individual admitted pursuant to §9.27 may be retained

without court authorization for up to sixty days. MHL §9.33.

_ However, during the sixty days retention the patient, relative or

friend, or MHLS may request a hearing on the question of the need

for involuntary commitment. MHL §9.31 (a). Such a hearing must be
held within five days of the request. MHL §9.31(c).

MHL §9.27 also provides that the fact that a mentally ill
person is also an alcohol or substance abuser does not preclude
commitment for a mental illness. MHL §9.27(h). This language is
repeated in the .other Article 9 commitment provisions discussed
below.

§9.37 Involuntary Admission on Certificate of a Director
of Community Services or #His Designee.

MHL §9.37 authorizes .involuntary admission upon
certificate of a director of community services or his designee of
persons who have "a mental illness for which immediate inpatient
care and treatment in a hospital is appropriate and which is likely
to result in serious harm to himself or others." The need for
immediate hospitalization must be confirmed by a staff physician
prior to admission. MHL §9.37(a). Such a patient may not be
involuntarily retained beyond 72 hours unless an additional staff
physician certifies the need for retention. The procedural
safeguards relating to admissions pursuant to MHL §9.27 (notice,
hearing, review, judicial approval of continued retention) apply to
MHL §9.37 admissions.

§9.39 Emergency Involuntary Admissions for Observation,

Care _and Treatment.

MHL §9.39 provides that the director of a qualified
hospital may receive and retain for up to 15 days any person
alleged to have a mental illness for which immediate observation,
care, and treatment in a hospital is appropriate and 'which is
likely to result in serious harm to himself or others." Retention
cannot extend beyond 48 hours if the origiral physician's finding
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of need for emergency admission is not confirmed within that period
by a second medical opinion. MHL §9.39(a). Notification must be
given to MHLS and certain designated individuals, any of whom may
request a hearing which must be held no later than five days
afterthe request is received. Upon expiration of the 15 days, if
the patient does not choose to remain hospitalized on a voluntary
basis, he must either be discharged or admitted as an involuntary
patient pursuant to MHL §9.27.

§9.40 Emergency Observation, Care and Treatment in
Comprehensive Psychiatric Emargency Programs.

Section 9.40 of the Mental Hygiene Law authorizes the
director of any designated comprehensive psychiatric emergency room
to receive and retain for a period not to exceed seventy-two hours,
any person alleged to have a mental illness for which immediate
observation, care and treatment in such program is appropriate and
which is likely to result in serious harm to the person or others.

§9.41 Emergency Admissions: Police Authority.

Sections 9.41 of the Mental Hygiene Law authorizes the
police to take into custody any.person who appears to be mentally
ill and is conducting him or herself in a manner which is likely to
result in serious harm to self or others, as defined in §9.01.
Such officer may direct the removal of such person toc any §9.39
designated hospital.
§9.43 Emergency Admissions; Courts Authority to Issue

Warrants..

Section 9.43 of the Mental Hygiene Law authorizes a court
when informed by a verified statement that a person is apparently
mentally ill and is acting in a manner which is likely to result in
serious harm to self or others to issue a warrant directing that
such person be brought before it. If that person is brought before
the Court, based on the evidence presented before it, the Court may
issue a civil order directing his or her removal to any §9.39
designated hospital.

§9.45 Emergency Admissions, Powers of Directors of
Community Services.

Section 9.45 of the Mental Hygiene Law authorizes the
director of community services or his designee to direct the
transfer of a person to a §9.39 designated hospital, pursuant to a
report by a parent, spouse. or child of the person, a licensed
physician, health officer, peace officer or police officer that
such person has a mental illness for which immediate care and
treatment in a hospital is appropriate and which is likely to
result in serious harm to self or others, as defined in Section
9.38.
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II. Emergency Services for Intoxicated Persons.
Article 21 of the Mental Hygiene Law.

The Mental Hygiene Law does not provide the same
alternatives concerning emergency admission for intoxicated persons
that it does for mentally ill persons. In fact, only one section
of the Mental Hygiene Law, §21.09 addresses this situation.

§21.09 provides that a - person who appears to be
incapacitated by alcohol to the degree that he or she may endanger
self or other person or property may be taken by the police, or by
the director of community services or designee, to an alcoholism
facility for immediate observation, care, and emergency treatment,
or if no alcoholism facility is available, to any other place
authorized by the director to give emergency treatment.

Mental Hygiene Law §21.09(d), provides that a person
found by an examining physician to be incapacitated by alcohol to
the point that the person may endanger himself or other persons or
property may be involuntarily retained up to 24 hours, or until he
is not so incapacitated. Subdivision (f) states that a person may
not be retained for more than 24 hours without consent. There is
no express right to a hearing in that section, but MHL §33.15
provides for obtaining a writ of habeas corpus.

III. Emergenég Services for Substance Abusers
Article 23 of the Menal Hygiene Law.

New York is one of four_SEates that expressly excludes
dependence upon or addiction to any substance such as alcohol or

drugs from its .definitions of mental  illness or mental disorder

(MHL §1.03(20)). Consequently, there is no authority in New York
State to involuntarily commit drug dependent persons under general
"mentally ill commitment laws". It should be noted that twenty-
four states and the District of Columbia have specific detailed
provisions for the involuntary civil commitment of drug dependent
persons; eleven states have limited provisions; and an additional
eleven states include substance and alcohol abuse in their
definition of mental illness and utilize the general "mentally ill
commitment laws' for persons suffering from these disabilities.

The Mental Hygiene Law includes only one provision which
addresses the hospitalization of a substance abuser. Section
23.01(b)(3) authorizes a Court to issue a warrant to bring an
alleged drug dependent person before it for a determination whether
there are reasonable grounds to order him to undergo a medical
examination at a designated facility.
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However, under §23.05(b) of the Mental Hygiene Law, it is
specified that '"Participation in a substance abuse program is
voluntary." Consequently, if a person is compelled to undergo a
medical examination, and is found to be chemically dependent, he or
she cannot be required to participate in a substance abuse program.

In summary, the Mental Hygiene Law contains a number of
provisions to involuntarily transport and hospitalize mentally ill
persons. (Article 9) However, the law provides but one procedure

to transport intoxicated persons and specifically excludes
involuntary treatment for substance abusers.

RD:jg

cc: William Martin
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Form OMH 4718 {1-89) State of New York
OFFICE OF MENTAL HEALTH

o™

REQUEST BY AN EXAMINING PHYSICIAN ;
TO TAKE INTO CUSTODY/TRANSPORT
A MENTALLY ILL PERSON

SECTION 9.27 (1)) MENTAL HYGIENE LAW

PART A REQUEST FOR CUSTODY AND TRANSPORTATION OF A MENTALLY ILL PERSON BY
A PEACE OFFICER

Pursuant to the authority granted to me under Section 9.27 (i) of the Mental Hygiene Law, |,

M.D., hereby request
Name of Examining Physician) (Name & Badge # of Peace/Police Officer)

to take into custody and transport this person to
(Name of Person)

{Name and Address of Hospita)

| have examined this person and have certified that hefshe is mentally ill and in need of involuntary hospitalization. This person
has also been certified as mentally ill by another examining physician and an application for admission has been completed.

(Signature) _ M.D. Tima) : {Date)

(LocationfAddress)

PART B REQUEST FOR TRANSPORTATION OF A MENTALLY ILL PERSON BY AN AMBULANCE
SERVICE '

1, M.D., request, and
(Name of Examining Physician) (Name of Ambulance Service)

is hereby authorized under Section 9.27 '(i) Mental Hygisne Law to transport
{Name of Person)

to:

(N and Address of Hospital)

I have examined this person and have certified that he/she is mentally il and in need of involuntary hospitalization. This person
has also been certified as mentally ill by another examining physician and an application for admission has been completed.

M.D.
{Signature} (Time) Date)

(Location/Address)
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Form OMM 473 (MH) (10-00) page 2 State of New Yok
. OFFICE OF MENTAL HEALT

APPLICATION FOR INVOLUNTARY ADMISSION P Hams fl, i M1
ON CERTIFICATE OF A DIRECTOR OF COMMUNITY
SERVICES OR DESIGNEE

Section 937 Mental Hyglene Law

I GENERAL INFORMATION

A. Mental Hyglene Legal Service
The Menui Hygiene Logal Servico & an agoncy of the New York State Suprame Court which provides protective kegal services, advice and assstance
including representation, 1o all patients admitted (0 psychiatric facilitias. Patients are entitled to be informed of their rights regasding hospitatization
and treatmont, and have a right to a court hearing, 10 be repraseniad by a lawyuar, and (0 seek independant medical opinion.

There is a Menta! Hygiene Legal Service office in many psychiatric hospitals. Where thare is no office at the hospital, a represantative of the
Sarvice visits periodically and frequently. Any patient o anyona in his oc het behalf may see or communicale with a representative of the Service
by telephoning or writing directly to (he office of the Service or by requesting someone on tha statl of the patient’s ward to maka such amangements
for him oc her, The Mental Hygiene Legal Service representative for this hospital may be reached at

B. Relmbursement
The patient is legally responsibie for payment for the cost of care. Additionally responsidie are (ha patient’s spouse and in soma cases the parents
of a patlent undar the age of 21. Also legally responsidle are the commitlae, guardian, or trustee of a vust lund established for the support of
the patiant, or any fiduclary or payes of funds for the patient.
Charpes may be waived or reducad when there is inability I pay. Any person who applies for a waiver ¢ reduction of charges must cooperata
In a financial investigation to determine ability 0 pay.

STATE AND FEDERAL LAWS prohibit discrimination based on race, color, nationat origin, age, sex or disabllity.

PART A APPLICATION FOR ADMISSION

| hereby request that be admitted to

(Name of person) {Name of Hospitaf)

This request is made due to the behavior and/or specific acts described below:

Under the penalty of parjury, | attest that the intormation supplied on this application is trus to the best of my knowledge

and beliaf.
Signature of Director of Community Sarvices or Designea Official itk
Address Date
Mo. Year
| { !
PART B CUSTODY/TRANSPORTATION BY A PEACE OFFICER (OPTIONAL)
| hereby direct, under the Mental Hygiene Law, that peace/police officers of .
. . {Depanmentiocation)
take the above-named person into custody and transport hinvher to the above-named hospital.
Signature of Director of Community Services or Dasignes Oate Time
tMo.| Day| Year | Hr ; Mn e

PART C PHYSICIAN'S CONFIRMATION OF NEED FOR IMMEDIATE HOSPITALIZATION

| am a physician on the stalf of the above-named hospital providing services for the mentally il | hereby confirm the folicvang

(Check one).

__ That the above-named person has baen referred upon the application and cerificaiion ot a Dwector of Community Sefviccs
<r Cesignee who is a physician and the above-named person is in need ol immedizie haspitalizaton

__ That the above-named person has baen referred upon the apphcat:on of a Dicector ot Community Services who s nGl 3 £71yse
cian; that | have examined the above-ramed person and deterrined 1hat he/she has a mental iliness for which immec: e
noatient care and treaiment in a men: hospatal is appropriale and vwhich is hikely 1o result in serous harm (o self of omc:.,.
and, that hospilalization can reasonivly be expecied 10 wnprove the person’s condition o Al 1Cast prevent the perscns
dalerioration.

. . Dare '

Aisgaan s S5anur
[} n; vear
40 | O. 4
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e AT s SGA (11)

State of MHew Yo
Oftce of Mental Hea

EMERGENCY or C.P.E.P. EMERGENCY ADMISSION
(Scctions 9.41, 9.45, 9.55 and 9.57 Mental Hygiene Law)

Perton’s Name (Last, Firgt, ML) |
.

:

Sex cranenes Date @t Blntn
Custody/Transport Of A Person
Alleged To Be Mentally Il To A Hospital Approved
To Receive Emergency or C.RE.P. Emergency Admissions Address
I. §9.41 Mental Hygiene Law l Custady/Transport By Certain Peace Officers and Police Officers
l a Peace Olfficer/Police Officer of
(Depanment/Locaton}

(Name)

hereby acknowledge that | have taken into custody

who appears to be men

(Name ol Person}

tally ilt and is conducting him/herselt in a manner which is likely to result in serious harm to him/herself or others.

A.  Ihave removed or directed the removal of this person to
Name of §939 HotodalC.PEPR ")
? OR
i B. 1 am temporarily detaining this person at a safe and comfortable place,
| (Location)
! pending examination or admission to | am notifying
. (Name of §339 Hospral/C.PE.P) {Owecior of Community Services)
; or of or
| (raanh Otficer) {Chry} {Courey)
i of this detention/removal.
(Signature of Peace OfficerPolice Officer) Trle/Badge Number L I C
MO ﬂ Y. Hr. | M [

iI. § 9.45 Mental Hygiene Law

I Request By A Director of Community Services or Designee

I, am the Director of Community Services for
(Name) . (City or County)
OR
, am the designee of the Director of Community Services for.
(Hame) {Ciy o County)

has a mental iliness for which immediate care and treatment

It has been reporied to me that
(Name of Person)

in a hospitat is appropriate and which is likely to result in serious harm o0 him/herself or others.

who is:

This information was reported to me by
(Name)

[ the parent of the person
3 the adult sibling of the person
[ the committee of the person

[ a ticensed physician (O the health officer

[} a licensed psychologist or social worker currently [0 a peace or police officer
responsible for providing treatment services to O the spouse of the person

the person
P O the child of the person

| hereby direct, under the Mental Hygiene Law, that peace/police officers of
{DepanmentLocation)

take this person into custody and transport himf/her to
(Name of §939 HospialC PE P)

OR

Iransport this person 1o

| hereby request, under the Mental Hygiene Law, that
(Name ol Amdulance Senace)

(Name of §939 Hospal'C.PE.P")

Sgnatute of Diector of Community Services or Designee

o

1-1] 1]

t
?
s

Hr
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#00m UMM ATAAMZEA (1-91) page 2

Cus lodyfTran.,pon Of A Person Name {Last, First, M.V}
.

Alleged to be Mentally tll To A Hospital ’

Approved to Receive Emergency Admissions .
H1.§ 9.55 Mental Hygiene Request By A Qualitied Psychiatrist
- Law (MAY NOT B¢ Used tor Custody/Transport of a Person to 3 C.RE.P)

L . M.D., a qualihed psychaltrist’, am supenvising ot providing treatment

tor at . a lacilty icensed or operated by the Otfice of Mental
(Name of Persan) {Name of Facity)

Health which does not have an inpatient psychiatric service, 1 have examined this person and am of the opinion that sfhe has

a mental illness for which immediate observation, care and treatment in a hospital is appropriate and which is likely to result

in serious harm to him/herself or others.

! hereby direct, under the Mental Hygiene Law, that peace/police officers of
(Depanment/Locaton)

take into custody and transport this person to
(Name of §939 Hospaal®*"}

—OR—

I hereby request, under the Mental Hygiene Law, that transport this person to

IName of Ambutance Service)
{Name of §939 Hospdal**)
“A qualified psychiatrist means a physici: 10 practice medicine in NY staie, wha: is & dipt of the A Boarg of Psychiatry and

onseﬁm‘blelnbecemﬁedbymsoafd orwhois by the American O: ic Board of N wﬁwunryasehgmbbemﬁedbymsoud
Signature of Psychiatrist J l 0 as
"o Dey v v ] O P

st By Ei Room Physici

V. § 9.57 Mental Hygiene Law

Y
(MAY NOT Be Uscd hr Cuslodyﬂr:nspon of A Person to a CP.E.P)

1, . M.D. have made an emergency room examination of or have provided emergency

which

medical services for at
(Name of Person) {Name of Haspaal)

does not have inpatient psychiatric service. It is my opinion that this person has a mental iliness for which immediate care
and treatment in a hospital is appropriate and which is likely 1o result in serious harm to him/herself or others.
L hereby request that the hospital director direct the removal of such person 1o a hospitat approved by the Commissioner

of OMH under MHL Section 9.39.

Signature of Physician I J l 0 am
Mo Day v T om0 oM

Based on the above request, | hereby direct under the Mental Hygiene Law that peace/police officers of

take into custody and transpon this person to
{Depanmentocation) {Name of §339 Hospaat*®)
—0R—
Based on the above request, | hereby request under the Menial Hygiene Law that NS KRB TS eT -
transport this person to
ame o 03Dilal

Sig of Hospital D /Designee l L l [haw
- — ] P

Mo [ Yi M MLl

oy

**A hosoilal approved by the Commussioner ot OMR under MHL Sachon 939 s MANIaning adenaate <ial and facdtiec fn samanan astiants an 30 amArIency bl
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CALYLYIVINIL Y DEKYILLD

Deinstitutionalization cfforts in New York State have shiflted the main focus of services to mentally retarded, de-
velopmentally disabled, and mentally ill citizens away from the institutional setting and into the community, re-
quiring a range of community-based programs. Unfortunately, the development of the community services which
were supposed 1o follow these patients out of the institutions has consistently fallen short of the demand. Such
services, generally provided by nonprofit or not-for-profit organizations and regulated by the Office of Mental
Health (OMH) and/or the Office of Mental Retardation and Developmental Disabilities (OMRDD), can include
transportation, recreation, vocational training, education, and employment assistance. Funding comes from a vari-
ety of State, local, and private sources.

Community residences are a fundamental part of the community-based system of services. Such residences em-
phasize intensive treatment, interaction, and rehabilitative therapy in an attempt to successfully reintegrate the dis- -
abled into the community. As outlined in a 1987 Senate report, community care is not only philosophically sound,
it can also be cost-cffective without hindering the quality of care if implemented appropriately. As of July 25, 1991,

a there were 24,035 persons in community residences under OMRDD’s auspices, including intensive care facilities.
During FY 1991-92, it is estimated there will be 8,300 OMH and OMH-regulated operational community residence
beds which served community residence clients, many of whom were in transitional (short-term) placements.

INVOLUNTARY AND EMERGENCY ADMISSIONS

Sections of the Mental Hygiene Law which pertain to involuntary admission to psychiatric institutions based upon
the “likelihood to result in serious harm*” are often misconstrued to mean that a mentally disabled individual must
exhibit violent behavior in order to be eligible for involuntary admission to a hospital. Provisions of the Mental
Hygiene Law pertaining to emergency admissions for immediate observation, care, and treatment define the likeli-
hood to result in serious harm as: “substantial risk of physical harm to him/herself as manifested by threats of or
attempts at suicide or serious bodily harm or other conduct demonstrating that he/she is dangerous to him/herself;
or substantial risk of physical harm to other persons as manifested by homicidal or other violent behavior by which
others are placed in reasonable fear of serious physical harm.”

The courts on occasion have interpreted New York’s Mental Hygiene Law to permit involuntary confinement of a
mentally ill person who poses a.threat of physical harm to him/herself as the result of his/her failure to meet the
essential needs of health and safety. Physicians who are unfamiliar with the case law, however, have expressed
concern regarding the legal critera for involuntarily confining such persons because present statutory language re-
garding dangerousness is specific only as to violence or suicide. The large number of apparently mentally ill and
often deinstitutionalized persons unable to care for themselves and entering the ranks of the homeless has added to
the concern over involuntary commitment standards. The Senate passed a measure to clarify what “in need of in-
voluntary care and treatment” means in the Mental Hygiene Law (S. 2183, Passed Senate, 1991).- -

The need for emergency psychiatric services has grown more intense as increasing numbers of mentally ill people
reside in the community. At a February 8, 1989 public hearing on psychiatric emergency care in New York City,
officials cited increased demands on the system by acquired immune deficiency syndrome (AIDS), drug abuse, the
homeless, and an aging population, which threatens to collapse the mental health system. An agreement made be-
tween OMH and New York City officials in 1989 to work together to define responsibilities and solve the crisis has
succeeded in keeping the hospital psychiatric bed occupancy rate below 100% since the Summer of 1989. In addi-
tion, the Legislature in 1989 passed a measure creating Comprehensive Psychiatric Emergency Programs, designed
to provide a full range of psychiatric emergency services within a defined geographical area, to address the issue
{Chapter 723, L. 1989).

‘qql AU}/U’QL Zwoir .
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Expanding Nurses’ Roles in Psychiatric S. 4412-B
Emergency Admissions Chapter 309
(Spano)
Adds registered professional nurses to the list of persons who may report to a director of community services that
a person in the community may have a mental illness for which emergency psychiatric care may be necessary,

thereby enabling the director to order such person’s removal to a facility for treatment. Effective September 13,
1991. (Mental Hygiene Law)

Transportation of Person with Mental A. 6647
[liness by Ambulance Chapter 357
(same as S. 4112, Spano)

\uthorizes ambulance services as defined in the Public Health Law to transport persons who require involuntary

sychiatric hospitalization upon the written request of the local director of community services or his/her designee.
ffective July 15, 1991. (Mental Hygiene Law)

v[IPORTANT BILLS

finition of Necessity for Involuntary S.2183
we for Vental Ilness Passed Senate
(Spano)
ds to the definition “in need of involuntary care and treatment” to include a person who has a mental illness and
-ause of their mental illness is not capable of surviving in freedom or is helpless to avoid the hazards of freedom

>ugh his/her own efforts or with the help of willing family members or friends, even without recent overt conduct
lencing substantial and present risk of serious physical harm. (Mental Hygiene Law)

MENTAL HYGIENE FINANCE

¢ York State administers services to the mentally disabled through the Department of Mental Hygiene, which
nmpaés':s the Office of Mental Health (OMH), the Office of Mental Retardation and Developmental Disabilities
[RDD), and the Office of Alcoholism and Substance Abuse (OASA), which is further divided into the Division
Jeoholism and Alcohol Abuse (DAAA) and the Division of Substance Abuse Services (DSAS). Funding
1anisms for services to the mentally disabled are provided at the federal, State, and local levels, and providers

compete for funds with a variety of other human services. Emphasis has been placed on providing services
e community and away from overreliance on inpatient care, resulting in parallel service systems which need to
arified, coordinated, and integrated. While the focus is away from institutionalized care, the remaining inpatient
lation tends to need the most intense services, and requires adequate and appropriate staff to meet their needs.
der to provide quality services to all mentally disabled clients, both inpatient and community services need

o ti | g 1 .l ;89 measure a. t i "r. .: :_ .Sy_VStcﬂl and to Stfeﬂm"\!‘ﬂ anAd
; yFFA ) i i ! t l Uthoﬁ.zed thae Nawe -t O -
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Schizophrenics spur
anew field of street

psychiatry.

By DANIEL GU-EMAN

ROADWAY [rom Columbus
Circle throuph the West
Side is filled vith new con-

dominiums and  well-
dressed shoppers come to sample the
sparkling pleasures of gourmet deli-
catessens and designer boutiques.
But seen through ine cyes of a
mental heatth worker, roadway is a
very different street, The swank and
style recede, and 3 bent old woman in
3 filthy coat, fishing a slice of bread
from the parbage can by Zabar's,

First v two article abaut the
hnmeless mentally il

and a man wrapped in a grimy blan-
ket, huddled on the sidewalik by Lin-
coln Center talking cainestly with no
one, come into focus.

‘These are the clientric of a team of
health workers who cruise the Upper
West Slde, searching out u;nse whose
C del: an P
have driven them 10 a life on the
streets.

This is the Broadwey polite eyes
avoid, an open psychiatric ward
where those with severe mental {1l
ness find asylum of sc-ts in a bench
or doorway. Broadway. with Its busy
traffic and malkike traffic islands
with benches, seerms to be one of
those public spaces that invites the

tals and had seen every sort of schiz-
ophrenic « as | traveled with some
of the workers the city depends on to
lurethe deranged in for treatment.

There were disabilities more florid
than I had seen before: people lost in
the utter apathy that schizophrenia
can breed and others fighting
through a paranoid world of delu-
sional villains out to ensnare them.
These disorders are found in abun-
Jance \n mental hospitals, but there
medications blunt their full force. On
Broadway the diseased mand is free
1o torment its victim relentlessly.

My gwides through this nether.
world were the staff of Project
Reachout, a group whose responsibil-
ity is the mentally disturbed on the
streets of the Upper West Side and in
Central Park. The group is one of 2
handful working in the city.

Project Reachout, a service of the
Goddard-Riverside Community Cen-
ter, a nonprofit charitable organiza-
tion, is widely viewed as a leader in
what might be called street psychia-
try, a specialty that hardly existed
live years ago, before the mentally il
b h less In such b
Today, of the estimated 45,000 home-
less in New York City, at least a third
are thought to suf{er mental illness.

The mentally ill on the city streets
are people that the systemn has faiied-
They cannot, by law, be forced into
treatment unless they are so danger-
ous that life is at risk — and very few
are ever that dangerous. Many have
been in and out of menual hospitals
for years, in a revolving door that
gives them care until their symp-
toms subside, then releases them o
drift back 1o the streets.

An increasing number have never

mentally 1l 10 set up housekeeping.
And what is happening there is typl-
cal of many other streets and parks
in cities throughout thn country.
To loak upon this Broadway is to
see the city with pew eyes. The
images that leaped out block after

block were revelstions Lo me — even
thrinh oo ® woebatocior T had

had any help-at all for their mental
probl And, In ever-growing num-
bers, they have thoroughly insinu-
ated themselves into the major
boulevards, a silent witness to the .
heartlessness and befuddlement that !
has created no better alternative for
thera.

There Is much that the

ficalth workers can offer: Govern-
ment stipends for the mentally dis-
abled, medical carc, psychiatric help,
a place to live. But the people In the
streets are so disorganized, so fright-
encd and wary, so Isolaled from
human contact, thnt they are worlds
away from these benefits.

The workers® challenge Is to en-
gage them In some way and then,
very slowly, to tuild a bond of trust
strong cnough that they will come in
for help. The effort is akin {0 muxln@
s wary fawn o come near for {o0d;
force, or loo aggressive an approach,
will fall here. Success depends on
gentle patience and the instincts of
the heart.

Indced, more often that not, the
first time the workers approach &
patential client, they are rebuffed.
“we use sandwliches az balt,” Anue
McGrath explalned as ihc van for
Project Reachout began {ts moming
round. ‘The sendwich s In & brown
paper bag, slong with juice, & Fa-
mous Amos cookie — donated fo the
project —and a slip of paper with the

address and telephone rumbet of the
office, and an ofler of help.

-
menta}
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*womnn who had reirloved

The paranold may sce the sand-
plot; the regressed
and withdrawn psychotic may be too
timid or out of fouch to take help. The
read
from the g:crl::re can hy Zabar's, for
Instance, pulled herse!l Into a dipni-
fled hull ‘and marched across the
street. There, she found the remalns
of a plzza in another garbage can.

It often takes wecks before the of-
fer of a sandwich [s accepted, weeks
more before there Is conversation,
and months before an actual visit to
the office. -

479 Street Clients Monthly

Project Reachout has recently
averaged each month 479 street peo-
ple 1t is in contact with regulnrly —
people who day alicr day, untess they
wander elsewhere for a {ime areona
bench or sidewatk, or perched on a
rock in the park. An additlonal 120 or
20 pcople arc approa. Just once,
never to be scen again, And, In any
given month, uconilng to Diane Son.
des, the project's director, about 28
percent of the street clienty wil! fI-
nally accept the Invitation to come
into the project office, where they re-
celve anything from a cup of coffee
and a shower (0 & room, financial ald
ahd pyschiatric care.

The van's first stop on this particu-
Iar moming Is a Jameaican woman In
her 30°s who has spent the better part
of a yeat on a bench In the mall that
dlvides Brondway near 98th Street.
The woman, Ms, McGrath tells me, is
s0 confused and apathetlc that Iast
winter, when she lost scveral toes to
frostbite, she did not even know she
necded medical help. The Reachout
workers catled in Project HELP, a
roving mental health team with &

, psychiatrist who can commit people

whose mental {ilncss endangers thelr
life. The womnn was committed,

* spent three months In city and stale

Esychlattlc wards and then, as often
appens with the homeless, was re-
Icosed to a shelter. Instead of goln,
there, though, she came stralght bacl
to the hench. She considers it a snle
refuge.

As we approach her, the woman
barely turns to look; when she speoks
her face s expressioniess. From Ms.
McGrath she gets nnother sandwich
and makes anuiher promise to come
in, a promise she will not keep — at
Tenst not ynt,

Perniclous Nepntlve Symptoms

Her apathy Is o ¢ommon hallmark
of schizophrenics who are not
plagued by vivid hallucinations but
are too confusrd to do much for them-
sclves, and so averwhelmed by apa-
thy that they do nothing anyway. Re.
cent resesrch on schizophrenia has
emphasized the perniclous nature of
these so-called “negative” synfp-
foms, Including the loss of &ll mollva.
tion and the muting of fecling. From a
psychtatric viewpalnt, she might be

|



diagnosed as a schizophrenic of the
“disorgnnired’ type, because of the
absence of systematic delusfons and
the blunted emotions she displays
cven when she tells, In a monotone, of
being evicied from her tiny apart-
ment. \

Traveling with the Reachout tcam
as [t senrches out Its cllents makes
clear Just how destructive those
negatlve symploms are to the schizo-
phrenics on the street. The women's
pattern Is repeated time and agaln In
others, thelr apathy and lethargy
shrinking their llves to ever smaller
orblts, with cver fewer elforts o care
for themselves.

To the public, such people may
seem perennial cyesores, somehow to
blame for thelr pathellc clrcum.
stances; through the psychiatric lens
it Is clear Lhey are victims of the sub-
tler symptoms ol schizophrenia.

In the traflic tsland betwcen 82d
ond 834 Streets we find a woman who
wears a pinstic garbage hag for s
skirt, a large wool pullover and a
{lashy green knit hat. She Is talkative,
mostly complaining about the frus.
tratiens of tryg (2 get her Soclal Se-
curlty checks, She hns been camped
on that Isiand on and off for almnst 18
months, from the day she was evigted
from her small room In the hotel Just
across the street. She Is determined
to get her revenge, and untl! then
nothing wili move her [rom that spot.

Too Wary to Go In Office

At tUimes, the woman has angrily
threatencd people who dored to cross
Broadway over “her’ Island. On this
day, In a dilfcrent mood, she asks Ms,
McGrath for a palr of pants and some

Who Is Helping

Only parts of the clty h
outreach programs for lhye mue::
fally 1. The mnln programs,
some of which operate only
[rom moblle vans, are:
PROJECT REACIHOUT. Covers

59th Street to 110th Street, all

of Centrat Park tn the Hudson

River, :B":’ Amsierdam Ave.

nuc at 8Rith Siroet, bas

£95.2006, basrment
MIDTOWN OUTREACH.

Covers 34th Street 1o S9th

Street, Irom Fifth Avenue to

the Hudson River, 620-03490,

[} ' . '
socks, 464 Nii. McGrath bringd them
later., the Reachodt team
has womrm Qielwodml: since she
appeared sland, the women
clmaby.l}tbmze Just once, and then
was 100 Wary to come In the door..

Her atjumentativeness and her ani.
gry [ixatfon on revenge, llonr with
the apparent absence of hallucina-
tions, mark her as a paranold. The
paranolds on the streets are nmonﬁ
the most difficult (o help, thelr susp
clon making them steer well clear of
everyone. They arc most wary of
those who dare approach them, even
with help.

At 72d Street, sitting on the side-
walk leaning against a bank, Is &
woman in her 50's, whose clegant,
though {iithy, clothcs bespeak & bete
ter past, She says almost nothing, but
as she takes her sandwlich, an Insect
touches on Il and [lics away, prompt-
Ing her to tear off that part of bread
and throw It awey. Hes hand remalns
frozen In midair for a (full hall-
minute,

1n the past, the worker tells me, the
same woman hes been scen Inelde the
bank, egitatedly tearing up the der

sit slips and literally tearing her
R:lr out. At other timcs, she stares at
a tree, unmoving, for hours. The al-
ternatlon between stupor and exclie-
ment marks the woman as a cataton-
le, a type of schizophrenic whose
most extreme symptoms are rare
among hospital patlents  because
medicatlons suppress them. Because
she llves on the streets, her syrhp-
toms run rampant.

Further down the street In [ront of
Lincedn Center we encounter a man in

PROJECT HELP. Manhattan
helow 34th Strecl, Also has
moblle unit with n psychinirist
{or those homeless of immed!-
ate danger (o themselves or
others. 227 Mndison Street

HILL OUTREACN
TEAM. Covers 59th to 96th
Streel, Tilth Avenue to East
River. 331 East 70th Sircet.
744-5022.

PROJECT HHOME. Covers parts
of Broaklyn, from Brooklyn
Helghts, 718/596-5500, cxten-
sion 69,

-

his early 30's, with matted halr and
heard, who lies on 8 bench on 8 small
trallic island, watching the cars
stream by. His is an 1solsted spat, the
perfect place: No one comes there,
and, Judging by his demeanor and
tone, he wants no contact,

The man takes a sandwich with a
susplclous glare and responds to the
offer of help it he will come into the
office withan *"0.K."* that says 'leave
me slone.”

“You've ol Lo know when lo back
ofl,” says Mikc Masiroglovnnnl, the
worker, who explains that It took
weeks of offering before the man
would even nccept a sandwich.

That Is part of the art of those who
work trying to bulld trust with the de-
ranged of the strects. Through dally
conlacts with these people, the
Reachout workers nnd othcrs like
them are hullding nn cxpertise that
wns virtually unknown four or flve

cars ago. Althongh their palicnts

ave severe mentnl (Hiness, the psy-
chiatric workers of the strcets have
none of the luxurics of hospltat psy-
chiatry — medications, large stalls,
even 8 building to work In.

“l was surc the world had
cnded and started over, that It
was the Year Two, and people
were being held prisoner in sl
the bulldings and subways,”
sald Robert, recalling the cight.
cen months he spent roamin,
New York Clty nrects,;rlngurs
hy volces In his head and bedev-
lled by wild delusinns, Although
he 1s under psychlatric treat-
ment and Is calm now, Robert's
memorles of those months are
vivid still.

“l was nervous il the time
and walked from Cahal Strect
up Broadway to 116th Street, al-
most running like an animal;
while ¥ walked 1 heard penple’s
vaolcex — Ho Chl Minh, Genghls
Khan, and & Chincse gangster

named Charlle Hen,' sald Rab-,

ort.

I would chant as 1 walked. In
my mind | was ‘runnihg the
aunllct,’ belng persecutled by
sinm. For 8 while 1 worshipped
the Standard Ofl Bullding as a

Lostin a Private World

avercoals, no matier the westh.

er. He never took a shower; he

felt "sealed"” In his clothes,
Robert ate whatever he could

find In garbage cans, [cod he i

thought was left there for him
by the deltles.” A big problem
was where (0 go lo the bath
roomn; twice he defecated In the
streel, but, he says, "*Ho Chl
Minh made fun of me."”
Robert's mental map ol the
clty combined hi} declusions.
such as a “lake of (ire,” with
more practical landmarks, In
ﬁ!udlng publlc rest rooms and
rinking fountains. Wherever ht

wenl, he carried a sleeping bag - '

he found tn the garhage; he slept
in scveral favorlte spots, partic
ularly near the Carousel In Cen-
tral Park, a place near both

drinking fountalins and publle -

bathrooms. "l never worrled

about whether It was safe,’ he .

says.
Those elghteen months of
di on the streets were one

symbol of jealousy; I thought it
was a space center — It sort of
looks like & space ship,”

For those months, Robert was
lost to the world. He spoke to no
onc and ncver asked for help or
money.  Occaslonally  people’
would glve him a dallar or two,
which he immediately spent on
cigarettes and coflce.

““1 was psychotic then, but I'm
on medieation now,' he satd.
“When 1 think about It now, It

. doesn’t seem renl, but the delu-
tions were all very real lo me
then. 1 suffered a lot.”

At 42, Robert seems bright
and personable today. But when
he wns [irst spotted striding
along Broadway by the workers
for Project Reachout, “he was 8
whdmnn,” In the words of Judy
Pritchett, Assistant Director of
the project. ““He was scary-lnok.
ing. with matted, wiid halr and
heard, and filthy clothing."

Robert remembers that, In
those doys, he wore two palrs of
panis, several sweaters, and two

. dard-Riverside

of many such episodes in Rob-
ert's life. His first hospitallza.
tlon was In Glen Oaks Hospltal
on Long Island, when he was
seventecn, and he has gone from
mental hospltal 1o the strecis
many times since.

In Robert’s mind, the Gog-
Reachout
wgrlu:r who npﬂrnuched him 10
ofler a sandwich and Julce wasa
wealthy Industrialist who owned

a chemical factory. Robert”

thought that the man was Mr,
Goddard, and that he had come
to recruil him for a medical re-
search project at his factory,
which was namc¢d Goddard-
Riverside. The {irst {ime Robert
came to the Project office and
got medicdtion from a Fsychll-
trist, he thought It was ali part of
the research, which he was wili.
ing to asalst.

“When 1 was on the streets, |
was more inferested in my delu-

sions than In what was actually -

going on,” says Robert. “They
were much more Interesting.”
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Movement lor Asylums Recatled

They rely Instcad on patience, flex-
:ibllity and intultion. If things continue
23 they arc, this Is a cralt that will be
:needed more and more, as psychiat.
‘ric services are redesigned to meet
what amounts 4o » crisis. This is a
moment in the history of psychiatry
paralle! to the 1Bthcenlury emer-
gence of the first esylums for the
mad, a movement (hat sought 8 hu-
mane refuge for the mentally {11 who
then roamed the strects. Now, as
then, they are in nced of a more pro-
tected haven, of psychlatric care, and
of someone trustworlhy who ¢an help
them mannge the small detalls of
daily llvinp that arc now just too over-
whelming.

On any plven dny on this sirip of
Broadwny, there arc an estimated 80
1o 100 mentnlly (! homcless people,
eboul 30 of whom will have contact
with the Reachout workers. in the
days I traveled with the workers, the
mosi prevalent problem seen, by far,
was schizophrenin in all fis varieties
= Including the catatonic, the disor-
ganlzed, the paranold.

But the most common sort of
schizophrenia that | saw scemied to
folt in the “undifterentiated” catego-
ry. The victims suffer 3 mix of delu-
stons, hatlucinations — In the lorm of
volces in thelr minds — and Incoher-
encc, and are, In genceral, so disorgan-
{zed they can barely care for them-
sclves.

A large number of the schizo-
phrenics scen on the sirects are In a
phase of the liness In which thelr
more obvious and bizarre symploms
are less notlceable. The negatlve
symploms dominate: social with.
drawnl, a groxs detcrinration in per.

Anne McGrath of Project Reachout talking whh n homeless me
wiches as balt,”* Ms, McGrath snld of cllntts to engage the homeles

sonal hyglrne and grooming, indiffer.
cnce cvento thelr awn plight, apathy.

Studles have found that there are
as many deteriorated alccholics on
the strects as schizophrenics, and o

the untuinred cye the two groups may.

seem the samc, Indeed, somg schizo.
phrenics witl Inke to drinking to quict
the volces that plague them, in a dcs-
perate “'sell-medication.’” The Reach-
out workers wlll, on first sighting,
check 1o see if nn alcoholic Is not actar-
ally mentally {1; the pattern of alen.
hol and drug nbuse among the schiro.
phrenics en the street is increnc<ingly
cotnmon. Alroholics, though, have
thelr own programs, centering
around dctoxilicetion treatment.

There arc, of course, other mental
disurders that bring people to the
streels, notably acute depression,
which sometimes can mix with pey-
chosls. A handful of the mentally il
zecn an the sirects were people for
whom the suddcn onsct of such a de-

resslon led to thelr preciplitous falt to

nmclessness.

Those who work with the homeless
mentally il say the clty faw that al-
fows people tn be token forcibly to
clty shelters when the temperatures
fail to freezing will be of Httle help be-

ond oflering sheer survival. The
arge clty shelters are, for the men.
tally 1), no refuge. “Being told you
hnve to go to a city sheiter Is terrify-
ing to sommne who belleves the
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ntally 1 weman on Broadway., **We use sand-
s In comersatlon.

strects offer a safe home,"” sald Judy .*
Pritchett, essistant director -of ,’
Project Reachoul. ol

“Fort Washington armory has $00 ..
men on & good day,” she sald. “It’s
the mentally {1} there who are most - -
vulnerable, who get robbed or beatén, -,
or even raped.” .

Before | embarked on this journey,
the homcless seemed more or léss (o
be all of & kind. Now, though, 1see the .
stark difference between those wha .
roam the streets out of poverty and
those who suffer an affliction of the
mind that denles them =8 better
cholce. o,
Waiting for a Rescue

1 am thinking, for instance, of that
nameless woman in her 20°s who even
naw s undoubtedly still sitting on that
beneh In Central Park where she fiest
appeared 10 wecks ago. Stylishly:
dressed, her fong black hair always
neatly combed, her well-packed sult:
case by her side, the woman only re-
cently held a Job in the ety as a seerds
tary, had an spartmcent with roomr- -
mates. But now she sits walting for.a,
rescuer — a televislon announcer she
belicves 10 be her *‘real’ mother — to
come to the park and take her home.
The woman with the sultcase will nit. .
move, nor witl she accept any help; *.
she clings stubbornly to her fantasy
of rescue.

But, then, there Is the man whohad -
sat In the middle of a baseball ficld -
since fast May, so depressed and list. -
Icss he would not move out of the raii!*
Then, one day fust last week, the Outw :
reach workers found him crying, for
the (Irst time.

“Why are you crying?”” Margsarita
Lopez, the worker, asked him.

1 don’t know,” he said.

And, at thst, Ms. Loper started- .
crying, too. A

The next morning, the man showed
up at the door of the Reachout officé
and accepted, for the first time, sn of-
fer of help. -

Next Weeh: The Successes.
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For Mentally Il on the Street,
a New Approach Shines

Therapy revolves around

medication, caring people

and strucrured day.

By DANIEL GOLEMAN

OBERT was 8t a cooking class bak-
ing a cake when he saw Timothy
walk by. Rohert came out of the
kitcher. w shake Timothy's hand.

“You're moving iniv a guod place, * Rob-
ent said. "You'll like it here.”

For both, that simple welcame marked
the end of what seemed, a year ago, an im-
possible journey. Just last fall Robert spent
his days frantically pacing the streets of New
Yourk, tormented by voices only he could
hear; Timothy huddled in a pile of garbage at
the bottam of 4 stasrwell, sure he was being
pursued by the Mafia,

Now Timothy was moving into his own
room at the St Francis Residence, a home
for the mentally ill who have been rescued
from desperate existence on the streets.

- The resldence embodies what seems one
of the few truly workable answers for the
thousands of mentally Ui relegated to the
streets when state mental hospitals were
emplied befure effective treatment sitema-
Uves.were established.

In an era 1n which the most commeaon re-
sponses 10 the problem are indifference or
despair, it represents a new parinership be-
tween modemn psychiatry and older humani-
tarian traditions.

As one follows those workers who roam
the city coaxing tnto treatment the mentally
ill ol the streets, the outlook fur success
seems more hopeful, even as the notion of
‘*success’ is drastically amended. After all,
how complete a return to life can be achieved
by the woman who spent 22 years under the
delusion she was a uaflic officer, toiling

S«¢cond nf two articles about the
homeless menally il

countess days urgently directing the cars
that passed by her favored comner?

Experis in Lhe ficld recognize that the
homeless mentally iil. if offered the best of
care, would fill a range of niches Some would
return to productive life; others would still
lace lifelong inability to pertorm the smallest
daily asks. Such a range of needs and possi-
bilities, the experts are saying, demands an
equivalent spectrum of services.

These suggestions have been adopted as
the officlal policy of the American Psychiat-
ric Association. Proposals similar (o those of
the associatlon are contained in & report,
commissioned by the National Institute of
Mental Health, on the New York City's home-
less mentally iiL

A central concepl in both sets of of pro-

posals is “‘supportive housing.” Thar phrase
embodies a cuncept of many layers of sup-
porL Mental health workers must make sure
that their chients eat. take their medicine,
keep appaintments, work their way through
bureaucratic red tape, get training 1n basic
social skills and find work when possible. The

chents’ condition must be monitored and psy-
catne help sought when necessary. The
total vigilance of u caring family has to come
nto play. In some instances, it means that
when a client heads off for a new job he is ae-
companied by a guardian who will take over

if tha rliame fails

~ This kind of treatment, once called “m.
licu therapy, ** seemed like a Rood 1dea with
no place 1o go twenty years apa. Today, it is
lmally‘ 2aining acceptunce.

It is being applied, for the first Ume with
people whose olicht has seeman o hamata--

and the reviews are all good 3o {ar,’
The xey has been (0 comoine U com-
passion of nonprofesianal guardians,
who bear most of Ue day-io-dsy bur-
Jen with & ught link (0 professsonal
E;_m‘ry' which 18 called Ln as need-
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A Year on the ‘Road Back

.Nvu‘ ~:
G YN g <

. t i
=" Jant, 23, 198&memnn workers find Tu'nolhy
+ huadled In & pile of garbage in a stairwall on West 68in
* 'Streat. Ha says the Matiais sfter him and laughs oddly.
o Fromhaconluua account, it appears thaths has been
hldlngn garbage for at least two months. Ha resists of-
‘forts tomova him o a shenor pmmmg mo ctalrwell,

AT ey trmen N

e sewy

; ﬁ‘ arer; b Iy more alart, fesling betier about himseif.

The uonl turu totake shawers. -

:.: c:thwunhqhvsdolhu.
* Aprl10. magmaxo'iuv-unmwbennc g,

March 4. At uimax faise staris, nmomy i ﬁnllly-

iprovemant in Timolhy's mantal condltion: his thinking is

March 19, For the ﬂruﬂmo Tlmmry upruses lmcr-

l...'\,'.

capting & tiny hotet room from the project. .

- May 19, He starts working in the itchen at Fountaln

Houss, an o/ganization that heips chronic schizo-
pnrmtouupanm.odﬁzngm oo
Sopt. 10, Anermpawmtmupprymmmmn he
rmfvu his fest Government disability payment.

tacturry Hanover Trust bank olfices. A project worker
aiy bccompanien bim jo (akelovertl he'lade. .0 . .
+ b e Into 8 Toom of his own atthe St,

Franciy Rasidencs. There is a Cabls hookup lor the

’?mwmmmmwmmrmum

pilnud.ommﬂoorbyundoulbabluopuwc
buckatcantaining thvee pairs of fiitry shoes and six um-
brulu. memento: of hw nrut d«ly‘l .

asanmessengecatManu-

Through a painstaking process over a yfeu'r".‘Tlmolhy was rescued [rom the street and prepared for a job.

The New Yorn Tumesboesl beenu
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Thess sctunss exist now, though
Most were eswadlished only recently,
LUt there are (ar oo (ew, [0 New
Yor¥ City, tve St Francus Ressdence,
as weil as a program run by Founwawn
House and one calied The Heignhs 1n
Washinglon Hetghts are wndely re-
garced as armong the best

Earty data on how they work are
begiuung W ermerre. in recent re-
search, the SL Francis Resdence was
found (0 be 31X times more et(ective
than e prevaing faclities — in-
cluding state mental hospitals and
sheilers — 1n keeping Lthe most sen-
ously Sisturted ol the homeiless men-
tally il from drifitng back o a itfe on
the streets.

Most of the mentsily !l o the
streets suifer {rom schizophrema, 2
serous mental disorder whose most
prominent svmploms Include Jelu-
swons, Juditory  hatlucinations and
. coafuswon, Far ome, SChTOOHhrenIa 13
+ & hfelong condition whose symptoms
itemately wnrscn and improve. For
uthers, 3 rinuie PIYChoic eprsode 13
followed hv wwumplete remission

The new approach means crealing
a1 surrosala femily including some-
e who will hewp the schizophrenc
past Lthe obstacles of agencres that of-
{er stipenda bul anty to people with an
sddress. a Mirth certificate or wdentity
zard. Some of (he oiher stumbling
htocks include (inding the agencv's
iflice 1n the (ir3t place or (1lilng out a
T6-page application

Such heip 13 all the inore exsencial
hecause the rules of must socis| serv.
1ICe agencies 1rap the homeiess men-
aallty il 1n a Catch-22 as buzarre as
orme of thewr own delusions: many
programs for the mentalty 11l will not
heip them bDocauss they are home-
less; most programs (oc the home-
lese will not hetp thermn because they
are roentally UL

Untll that hurdie (s overcome, the
schitzophrensc 1s out of rewch of the re-
lief psychiatry casa offer. In most
Cases. IN-OeyChotc medications can
caim the more (lamboyant symp-
torms: vosces in the head that pever

""The Improvements (he cight
medication can bring to what scem
liks hopeiess cases na (he street U
surpristng ' sasxd Katherine Falk an
asaistant professor of psychiatry at
New Yorx Univermty who hesds a
poup of peychiairists who have
voiunteered W healp he homeless
mentally (L ot

Bux onca thoss flocid prodlems are
mutad, peyative sympuoms often re-
maia These include a withdrawal
from human contact that can kead o
compieis Lsolation, sach

M e Yort Ty ptumt ey

Emity Frank, a nurse, dispenstag mediation at the St Francis Residenca. At
the sama time, residents are given (heir daily spendiag mengy.

monihs  talkking  Hroagwavy  am
02l Nrevt s LintB reet, ieanineg
the vinee tH lin U Ml i onger 13
haunted by vesces now 1l he M~
ceives medication. Uut Ba 1s besnt by
lethargy (hat olten makes o lifficuit
cven 1o keave his room at the S Fran-

directed tralfic lor o many years, for
exaruphe, no longer INsista she 13 a
traific officer, But xhe hokds ta the e~
lief that <he ty an ltalian who emi-
Rrated to this country just four years
ARD — cjesxte the fact that she wss
bom and rased m New York Clry.

But unce the {og of mental iliness
starts to §ifY, the changes csn be stanr
wing, For mstance, 3 man who sperd
siXx Mmondhs roaming the city at night
and doung all day 1n & Central Park
balifieid flna)ly accepied the offer of
help {rom the mental hesith workers
ol Project Outresch who had been
brinming nim food. Within 3 week of
his comung W the office. ha had him-
seif volunieered to belp out preparing
luncn at a church soup kitchen,

But even when heir major symp-
toms abeta many of the most im-
paired schirophrencs need poople
who truly care (o witch them day

- sfter day, 10 sce (hat they take their

medication snd to cali in prychtatric
hetp if the ilincss recurng.

The need for such concacmed comy
pesonsiuiy-was hrought home lask

T b b .

-232-

ment [or mental iliness was appar-
rntiv aszawicd 0 the parsely fur-
nisned Jersey Clly apartment wherw
Fe lived slona. For {i{lora muies he
cried far help. yeiling, ‘“‘Sometody
keip mel Get them off mel’ Then he
an naked Lo he sireel, screaming,
“Mommy, Mommy.”

When a police sergeant Lred (o help
him. the deranged man panicked,
grabded the sergeant’s gun and shot
tum cgead.

Such fragile pecple slso need some-
‘e L0 keep an cye on (he small de-
taiis of life: to oversee haw Govern-
ment Jiperxis are geted  and
spent: 10 see that medical, Social Se-
curity, and psychiaine appointments
are kept, and that remt (s paid And
when red Lape ;g they noed an ad-
vocate with (e resiliencs (o speak up
in thetr behalf and see that their jegal
nehts are protected, .

Supervision and advocacy are not
cnough, though. The schimphrencs
who have been brought (rom the
sireels may siso need help in renew-
g the habtts of hu life that can
atrophy m their prevate workd

“Living indoors ts a hugs
for sameone used to lighting fires w
keep warm and sleeping

t looks Invillng,'' sakd

tover, executive director ol Lhe
Manhattan Bowery Corporation, one
of the groups MOSt active tn cutreach
programs that direct the homeless

simitar
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munity reasdential centers that were
then bewng Louted as an aiternalve Lo
the huge state mental hospitals, but
which never maleralized. even as the
wOrst wards of the large hospatals
were closed.

Over the years the sdes floundered
= with rare successes here and there
— as half-hearted attempts falled, or
as the concept was (wvisted and mis-
appiled.

Now, though, thers are places it
works.

In recent days | sconmpanied
Tiootty = his name has been
changed to protect his identty —
when he moved inw the SL Francs
Resdencs.

Last January, whes a phone call
brougnt him to the adenuon of the
workers at Project Reachout. Timo-
thy had spent two months huddied 1n
2 heap of garbage 1n the sairwell of 3
brownstone on West S, hearing
voeces telling hir his was threat.

mothy
and inmsted he needed a job, not a
prychlatrist But months of patient ef-
focts eased Timuury out of his stair-
weil and N psychuaune care — His
hizarre deas taded. Then he was
fucky enough to be accepted IO a
proxram st Fountamn House, a comor
nason clubhouse and jod training
center for ine nentally il whose
pluces, {ar too [cw for those wha need
them. are awarded by lottery.
Through Fountain House: Timowty

was, at last, very happy.
Timothy's journey (rom a garbage

besp o a job and room of his own

shows the posaibilities for those ap-

resudence. ' Thetr voices may conen-
ue, but they've leamed to ignore
them. We have some people who it
mumbling (¢ themseives, but when
you ask them what just happened on
TV, they answer you rlml away.*”
One man who had been homeiess
for years, and had all that tiroe woen
4 heavy woot gvercoal, corntnsed o
wear the coat after he maved lnto the
St Francls Resdence. For months
the stalf suggesied that he remove it
He {inally did one hot summer day.
“For ua that was an Improve-
ment.” said Father John McVane,
one of tha Residence's directors. “We
lake the most fraglle of the homeiess
and creata a home for them with sup-

One of the most important of these
services ocours Ut the mormmg, when
most of the r=sdenta coroe W the of-
fice for therr dasly “M & M. money
and maedication. All the resudents
qualify for Social Securtty disatalicy
supends or other Covernmem suo-

port; mm-nmmw
Resdence, and, after the monthly
rent 15 taken oull e residents are

£rven thesr spending money esch day,
4 few gollars at a Ume.

M ihe 3ame UMe, they recerve
shetr medication, so the staff can dbe
sure ihey take It. And then many rete-
dents simply watch television, attend
4 cookting of art class, go out for a cup
of cotfee — ot g0 0 one or another

posssble, but they are noX psychia-
tnsts. Befora & schizophrenic can be

d 1o he resid hts condse
than must be stabdlitzed by psychiatnce
treatment. And if his condition
dramaucally worsens, he will be
transfarred (0 the prychiatnc unk st

u adding a third He said ha feared
urelcuuv-tn'ouldmlmd
contact with “the m-mb«x"uld

hospitals and City sheitars (0 adalt
homes. And half the group, assigred
at random, were perx (o the SC Frae-
cis Residence. A yesr later, the differe
ence bDetwoen the groups was dra-
matce, |

Thoss sent Lo the S Fraacts Reml-
dence spent an average of 20 aights of
the followmng year homeiess agxim;
most of the 1mall cumber whe left the
resdence dd 30 10 the firwt few
wvexs For those sent elsewhere, the
number of homeless nigs dartng
that vear was (1.

"The beauty of SL Franci s that
~vervone there 1s watched,” sad Dr.
Lipton. **1f somevung staru W g9
wrong, it wtll be peched up emrty.”

One surprisung of sech

porsuon. (a a suace mencal hospeeal
1he cust 1s 5150 ech day, In & com-
munily home, such as the St Fraacts
Residence, 1t ts $13 per day.

But some of those retrwved from
the sreets ara os disturbed for such
a living arrangement, eves afvr’ 1o~

cetvng peychiatric care. And sthars
mmh—m

What s needed I8 & DRCWwerk vhees:

Who Is Heiping_q

Onty parts of the city have outreach
programs for the homeiess mentally
UL The main prograrms, some of
which coperute only Jorm mobile
vang, are thess:

PROJECT REACHOUT, Covers 5%h
Street ts 11th Street, all of Central
Park to the Hudsoa River, m Co-

¢+ umbus Avenue, 383-J088,

MANHATTAN BOWERY MIDTOWN
OUTREACH. Covers J4th Street to
Sh Street, from Pifth Avernms 1o

Ninth Avenue. §20-0348. .
PROJECT ‘HELP. Manhstian below -
Hh Krest,

Also has mobie unit
with a peychiatrist for those home-
hnolunmoduuduwwtxmn-

seives or others Madison

Street: J74-4041
LENOX HU.L OUTREACH TEAM.
Crvers WIY Crant tn SR Ctreee

East Tth Street.

PROJECT HOME. Covers parts of
Brooklya, 18] Joralewmon Street,
Brooklyn Heighta (718) 306-8504, .
axtension 8.

Supervised residences are Also
availabie. Scme are only for the '
homeless 101, while others tn~ .

cost houstng. Among those: 7}

be cutstanding are these: thougnt

ST. FRANCTI RESIDENCE, 123 Eaxt

14N Street, 4776708 155 West 1d
Stroet, $20-6463

FOUNTAIN dOUSE. 423 Wesmt (Tth
Street. 5538348,

THE BRIDGE. 43 Amsterdam Ave-
nua, 7241200,

THE HEIGHTS. 5¥ Wes
Sireet

———— e
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PROJECT
REACHOUT

(212) 595-3066

Photos by Faye Elman S€TVices and Advocacy for the Mentally Il Homeless

-234-



What we are...

Project Reachout Is a moblle outreach program providing services to the
mentally ill homeless on Manhattan's Upper Westside from 59th to |10th
Streets—Including Central Park. Established in 1979, it ‘is sponsored by
Goddard Riverside Community Center and funded largely by State CSS
(Community Support Services) funds which are adminlstered by the New York
City Department of Mental Heaith. At present, our project has a total staff
capacity of 20 people— 13 of whom provide direct outreach services.

How we do it...

Project Reachout outreach teams go out twice dally in vans—Initlally to gain
the trust of mentally Ill persons living In the streets. We do this by providing
them with food, clothing and blankets. A brown paper bag containing a
sandwich, julce and dessert Is our “engagement” tool. We also offer showers,
medical and psychiatric services, financlal assistance, temporary shelter plus a
welcoming place to come and sit and have a cup of coffee in our modest office
space. Our long range goal Is to secure permanent housing, most often in a
neighborhood SRO (single room occupancy) hotel or one with supportive
services such as the St. Francls Resldence, To that end, we help them secure
entitlements (welfare or social security disabllicy), we assist with money and -
medication management and other activities of dally living. When appropriate,
we refer them to drop-In centers or day treatment programs.in the
neighborhood.

Those we’ve help’ed o

Project Reachout has provided services to people ranging In age from
seventeen to eighty-four, with 35% over 50 years of age. Prior to thelr life on
the street, many had spent years In and out of psychlatric hospitals, most had
lived In single room occupancy hotels or other low rent housing. Others had
lived with parents or spouses untll they dled, and became homeless when they
were no longer able to maintain their Jobs and apartments on thelr own,

More about us...

Project Reachout provided services to 3,096 different individuals last year.
More were males than females, 71 % had major psychiatric problems and 15%
had both psychiatric and substance abuse problems. Over 24,000 sandwiches
were distributed. This past summer we had contact with an alarming number
of homeless people—greatly outnumbering those of previous summers. in the *
month of August alone the team on the street saw a total of 397 Individuals—
of those 123 were "new" to the outreach team. The Central Park team saw a
total of 383 individuals—of those 183 were "“new" to the team.
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If you would like more information about the Project please
call us at (212) 595-3066.

Malling address:
593 Columbus Avenue
New York, N.Y. 10024

Office location:
88th Street and Amsterdam Avenue
Northeast corner—at the bottom of the driveway
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" ByEBEN smpmo

For the- residents of Wesl 96th
Street, the quist of. suthmer was shat.
tered last. week with lhecnews that
Larry Hogue was back ‘Gri'the streets..

Since 1985, Mr. Hogue, & homeless ©

man who lhe ‘police say becomes vio- -

-lent when he smokes crack, has been’
a lrlghlenlng fixture for the residents
o! e  Upper West Side" ne!ghborhood

ogie has been arTested nine

umes slnce 1972, for offenses ranglng
from assault to attempted ‘smurder

" when he pushed a young girl.i front.

. of.a school .bus on Amsterdam Ave-
nue. He was acquitted of the murder™"

charge after a trial In 1988 and has. = *
not been convicted of any crimes seri-

* . ous enough 1o kee; h\m off the street

for longer than a e

*‘A Constant nghuunre'

Prosecitors say that Mr. Hogue, 48
gears old, Is mentally [l because of a
_head injury sustained when he served
fn Viétnam. And on Sunday, alter.
being arrested for scratching a car

" sluation wis not
-constant nightmiing;

-she sald. “There.

thathe wm £00n be back. "'rhe neigh- *-‘The Dlsu-ict. Attorney’s office has

borbood I lving (. absohute Lerror ,uxen ackeen iniersst i3 M Homey
, ) &-lew)'el 1
Wesmlhmsur'ee:: 'n:\::em dent o( ‘ mou}m the'h ""]
h P cut
$10 Bappeny gaid M.x'-i}

do
‘auxdiiary police omeeun has aydorgseri
active In efforts to get Mr'H Shi
the streets. . & R
, Resldenu.pollce ombem_nndm lhrmlgfr
say-that. i?3Af Pemﬂ\
é‘o‘:’“’fu‘,“’m"‘n";ﬁ“& fing 33t
_symbo!'of the ty: of'ge
g‘mnmly 1 Mdnngems'pemn of
e streel

orn fellwmeomm
sald P4

Y Wl!

Dlane Sonde.'_ I
Reuchout. ‘& progi
less on the Upper};es‘#}d

anyone, the client or\he cbmm

me-,
thing on the books that covers these '
people.””

The Legal ‘Ald"soce wmcnhu'as'-‘ ek, when: Mry iwas ress;
R B ammm‘s:mmm
u?: lt:?e?te&se_o frep & him Iindow: with s part.of. astone. bench

with a knlfe, he was taken to Bellevue
Hospltal Centerfor psychiatric tests.
But people in the neighborhood fear

: that he:# outof:lob o
i e
l&m« n
Hogue rett 'hom

gall gnd- . Foi ; ;- wa've, -
'r.200 pounds the police'sald:  beest '.me'é = ; ess 1 '
&umd.!usi.loew. whopgeads ‘the” : o fetely ﬁ : Rt antiv e |
“ Precinct, sald: “HERa bl Indi:  safe, éven with Mr. Hogue lockes :

L "’"{ 'ﬂﬂn& for'the motnent. “This heppens each”
I The P'Mn Mr‘;Hogue was hn time,” she sald. #We have a sense of
lszrw!vebess r uned 'dq e .

" had' ed in :
on the' Upper” ‘West Side with lus
hxstory ‘of violent cnmu. ) .

e . - -
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| Wes Side Homeless Man
1Is Te ntatwely Ruled III i

ByCE lA W DUGGER

Psychiatris mlunung urry Ho-
gue, & homelgss man who has {right-
ened Upper Wést Side residents with
ms lmuon 1, ooculom!ly violent
‘outbursts, hgve tentatively concluded
that he is tally £l and should be
committed {o a°mental hospt

He Sho Id be Committed, Psychratrxsts Say

1o

Buln ln]uty in Vleu\lm

b That .psychiatrist, 'he sald, told
state olﬂclals that the preliminary
finding Is that Mr, Hogye {s mentally
il and wili need continuing treat-
ment. Mr. Hogue's m;nudl ::‘ljness ’:s
+ also compoun: ed by a bra ury he,

d while se¥vlng in the mili-

or
treatment, state’ mental “heelth offi-
clals sald yesterday. -

* -The case drew wide attention thls
week aftér ft-was’ reported .Jn. The,
West Side Spirit.” Mr. -Hogue's loug
presence in the nelghborhood ha
ralsed questions about law en-
torc:r[xémtmd mental health authord-

tles did not move more quickly to get
- Mr, Hogue. off the'streets or mlkc
" sure he recetved proper help:

* Yesterday, an omd.ll in lhc Mm-
"hattan District Attorney’s office sald
Mr. Hogue gptu:ugoflnﬂ earlier this
u( too low, And-the state ‘mental
_ health commissioner said a'Vetarans
Administration hospital that refeased

tary commitment of menully 0l peo-
Ple 100 SLingentdy. . frrvavaesnoiim
Mr. Hoguc. 48 yurtold. m‘:';

: stringof § has had
.wlmmnw:u\ceth\he}mm
 case, Mr.:Hogue was canvict-

.ed of | ‘2 “16-yeaiold girl in:
.{;v:\l lﬁl{n}ﬂ&ﬂdmw
loayeacin -o.teddeutymduw

8 e - s oadee gl 2L

people. v A ‘.
He vnnden nlm!ﬂsly. yvemng u!

strangers or aggressi begg!

and he Is especlally.threatening when ™

hlghd;n cnck. say . the - pouee lnd-

Mr. Hogue‘: eour(-lppolnled law-
yer, Noel Zlegler. could, pot de
reached for.

wry in Vietnam. Mr. Surles said the
state would accept him'as a patiept if
a judge orders his commitment At a
hearing scheduled for Sept. 21,

. This January, he was arrested for
throwlig a brick through the wind-
shield of a 1987. Oldsmoblle, At that
polnt, there was a widespread dutery

l from residents ntrlld thul Mr. H:gue

would quickly be baclt on the sireets.
‘That drew the -attention of “Paul
Shechtman, couhse! (o the Manhattan
3'Is1rlct Auomey, Robert M. Morgen-

The psychiatrists found Mr, Hogue
‘competent. While he was nwnlung his
eoun dnle. -he accumitldted:

from-his.veterans, benelll.s Io
ball hl mself out of Jail.

Mr. Shechtman sald-Mr., H u 'k
‘release was “probably my f hull.'
not having uked lhlt lhe XY
.ot & higher am ' ‘

Not ;ong'umue bllled m:meuwz.

lck the;|
u%m 'lup ulken%ymev%lb‘
‘Hosplul leer. th  then' traps-
erred Jhini to the*F.D: ,:ei.q'ujs

7 **Within two weeks,

‘out of his lrtem‘ nd he

+ being relatively docile,':Mr,
man sald. The ital thea”

-Euale taw §s sotringen tha
‘can only be commlueq o, 1

'.‘_uu_lqn h]rwllurhéktnTmm nt
M ; er’ to himself or- l;the

al !u'-glve xS mmp X, rgqn
who I3 assaul

< ;l ta}t .u Vu E e
. fiextble, n':‘””'mn ’“”“‘ as Gkt
i' denice the n's Vi iﬂt ry, as

Lwell* a3} ud t

After-Mr. H degcf tha
*hosplw, he-plea guumto lh
‘a. rlck l.hmu

Mr. Hogue is now’ underxolng psy-
chiptric tests at Bellevue Hospital in
Manhattan Lorinda’ Klefn, & spokes-
woman for the city,hospltal, declined

. 10 commen( on his pase. But Richard’
Surles, state Commiss: = oner of Mental
Health, sald members. of his staff
have talked toa psychllmsl worklng

{ far Bellevue, | ..).

*:months mw-;:mr
ot "c'g m:;ihl '
.’scraping a 6ar
' -Mr. Shectitman sald M2 ‘Hogue’g&u
- acting ‘much™ more™ biurrel
- week than he-did -when he -ple
- gulity in:the bmken-wlndslueld '{J
, dent eariler this.year,. " - * b
*: > “He!was shauting .about my“(n-
volvement in'the Kennedy-assass|ha-
*: Uon," Mr.:Shechtman.sald. **
‘was saying was stifficléntiy irra
that }F'was moving, somewhat gf y,
for a. psychlatric evaliation fod the
Teasons Mr. Hdgue hlmself had ﬁ;sx
” lrdcula iy
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‘Threat Only on Crack, Man Flouts Health System

i
ByCELIA

Peering from thelr apartment win.
Gowt, the residents of West $6th Strees
hive walched Larry Hogue's siow de.
soent #nlo madness. At {Irst, he was
fust anather ghambling hometess mas
who enuttered to hmseif, shepx darefoot
I8 the enow and ate from the 2arbege.

But over Lhe years his behavior bes
came more bisarre. He stalked & teach.
€r a8 she walked her fawn-colored Akl
18, and threatencs 1o roast and eat the
dog. Hedragged o raggedy chalr ntoa
bury Interseciion, bea

He Jumped on the hood of a red Jetia
and banged on the windshicl! s
terrified woman tried o pull out of &

»

parting space. He beaved rocks}ks

WArough the vauited stained-glars win.
dows of » lndmark church Me
|knocked a schoolgin o the streeq,
where she wit aimost rtruck by an
onrushing truck. .

Uke Typical Horree Mevia .

W.DUCGER -

"ot only tested thé tolerance of resl.
dents, but has als offered an wousually
Getalled ook at the fafhire of the men-

silivtions laatkon of the mentally I and
the rtse of cheap crack cocaine.
Community Care and Moty
$ince the, 1130"s, when there were
Almost 90,000 patkents In Hew York
Stte mental hosplials, O state
greatly shrunk that

SMELENCY fooms or fall
“foedis, but esch Ume, tike some 5

Mr. Hogue It amang the growing
ranks of mentally 1, peaple_who aew
aiso sddicted so druge. His scary colls-

slog with the Upper West Side, 8 bas-
em, has
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Judge Urders Mentallv Il

By CELIA W.DUGGER

Larry Hogue, a ‘mentally ill man whose
aggressive behavior has terrified many Up-
per West Side residents, was ordered held
In a state hospital against his will yesterday
by a judge who ruled that Mr. Hogue was
likely to abuse crack, refuse treatment and
become psychotic and dangerous If he was
released to the streets yet again,

The judge ruled after a state psychlatrist
testifled that Mr. Hogue, who is being held
in Creedmore Psychiatric Center in
Queens, Is ‘'a disaster walting to happen."

The case of Mr. Hogue has become a
widely publicized test of whether state laws
on Involuntary commitment of the mentally
I are adequate to cope with the growing
numbers of mentally 11l drug addicts on the
streets.of New York.

Repeatedly Taken Off the Street

Mr. Hogue, a Vietnam veteran, suffers
from a manlc depressive iliness that is
worsened by drug abuse, sald the state
osychiatrist, Kusum Kathpalia, He has
seen taken off the streets more than 30
:imes: only to be released when the drugs
'ave ‘cleared his body and his behavior
mproves. He then returns to the street and
he abuse of drugs that-worsens his manic
lepressive fliness.

At Issue is the delicate balancing of Mr.,
logue's indlvidual rights and his demands

or liberty against what the residents of,

Vest 96th Street — his favorite haunt —
onsider their right to live in tranquillity,
ree from the repeated harassments of a
eranged man. : .

The law says a person can be hospitalized

d

Manhattan Man to Remain in Hospital

A clash of individual
liberty with community
rights.

against his will only i{ he is an imminent
danger to himsel{ or others.

State . Supreme Court Judge Cosmo J.
DiTuccl made it clear how thin the line was
between committing a mentally. ill person
and releasing him when he sald yesterday
that he would reconsider his declsiop {f Mr.
Hogue admitted that he was a mentally ill

_drug abuser and promlised to seek outpa-

. tlent care, Mr. Hogue Is “‘almost eligible for

release,” the judge said. .
Mr. Hogue can petition for his {reedom in
60 days. The state can-then ask the court tb

_commit him for six more months,

"State mental health officials said the

judge's decision supported their contentlion .

that state law was broad enough to involun-
tarily commit a person like My, Hogue,
even though he was a peaceable person who

passed his days playing chess as long ashe -
was hospitalized and locked away from °

street drugs.

State officials have maintained that psy-
chiatrists and lawyers have often interpret-
ed the law too narrowly., For example, in
Mr. Hogue's case, they say, hospitals re-
leased him once the drugs cleared from his
system and he became calm. But the hospl-
tals could have presented evidence that Mr,
Hogue's sober hospital stays were always
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Larry. Hoguc, a mentally |l| Vietnam
veteran, was ordered held in a state
*hospital against his. will,

followed by drug abuse and psychosis once
he was released.

““The judge's decision shows that when
proper medical evidence'is presented, Mr.’
Hogue falls well within the framework that
courts can use to retain him involuntarily,”
sald Peter A. Durfee, a depugy counsel for

. the state Office of Mental Health,

Robert Spoor, a spokesman for the state

Office of Mental Health, said, ‘'‘More and

led Pftll

. . more, we're recognizing the broader Inter-

pretation of the law."”

But New York City's Mental Health Com-
“missioner, Luis R. Marcos, said the law was
- stlll so murky that docters were often reluc-
tant to recommend the involuntary.com-
- mitment of patients whose mental iliness
" was set-off by drug abuse. He believes the
- law should be modified.

Mr. Hogue's lawyer, Catherine Kerrigan,

*-with Mental Hygiene Legal Services, de-

clined to comment on the case.

During the -hearing at Creedmore hospi-
tal in Queens, Mr. Hogue angrily denounced
the psychiatrists, prosecutors and res!dents
% West 96th Street for conspiring against

m,

He denied the testimony of one of the
residents, Lisa Lehr, that he had mastur-
batéd in ‘front of children, slept on the
yellow line in the middle of 96th Street, set
fires and threatened to kill her as he
clutched 8 machete in one hand and an ice
pick in the other.

‘A Bunch of Lles’

“Ms. Lehr s part of the 96th Street Ku
Klux Klan,” Mr. Hogue said. 'That's a
bunch of lies by rich 86th Street people out
to rallroad me, ] fought in Vietnam for; this
country. For those people to make me out to
be a bad person, that's immoral."” Yo

Mr. Hogue's son, Shawn Sells, lesllﬂed
that he was willing to have his father live
with him and his three young childfer. in

. their apartment in Bridgeport, Conn..Mr.
Sells sald he was not working and would be

Continued on Page B2
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Mentally Ill Jalled on No Charges, Survey Says

ByPHIUPJ.HlLTS
W-mu«-\'nﬂw
WASHINGTON Sept. 9 - A survey

- 6f American Jails has found that more
‘than half regularly hold people with
serfous ‘menta! disorders on trivial§.
charges or no charges at'all. ~ °°
. "“We. were shocked to.find - thats 29
percent of the jalls we ‘asked admitted
toholding reople infail with no charges’
at all, solely because they are mentally,
-ilL,"" sald Dr. Stdney Wolfe, director of
the Public Citizen Health Research
Group, a Washl health ad
‘group that-conducted the survey of
1,391 local jalls, the first of its kind:.

cent of jails lcknoylledgqi holdlng peo-
ple who have serious menta) disorders
on minor-charges like dlurderly con.
duct or vagrancy, .
Lack o!Tmuncn( Clled‘ :

-When jelis added people With mn or:
mental disorders who are suspt of
committing more sérious-crimes,-the
figure rises: to/moneouun 88 peréent.
the group sald, " -

1t is illegal in :smtu lobold,lbe
mentally ill without charges except ot
a brief and emergency-bas!s. In eight
states and thé District of (Columbll
even cimergency - detention fn- falls:is

*| * Thus, 3aid Dr. Wolfe, thejalls are
. lc(ullly the- nation's - largest ' menta)

prohlblled. Jailers say they often hlve

nd llwmluve bcc-luse ‘of the lbscnee
of emergency mental health treatment
or rellable Jocal treatment programs.

insttutions, A separate survey by the
group found that the Los Angeles Coun-
ty: Jall has become tne natlon's hrxest
e Wae ‘sroup, slond wit
. Dr. Wolfe's group. a the
Natlonal Alliance e 13; the Mentally 113, &
support group for mentaily 1, sent
e to all 3,353 local falls in
United States. About 41 percent of,
the falls tespooded, representing more
than 60-percent of the 430,000 people1n
j-u dnthe Unlted States. -

The group said'an additonal 23 per-

l:hoddnsl

munlty mmul hnlth agendes urvund

tepon .8 000, o y wldupmd.mlsue of lhe

a2 percent of Ill those rm?,ln j'l!l}qne nation's correctional 'g:" The sit-] the countky, sald that government pro-
‘manic:depressive ‘o :d\lmphmuc p uation has'developed 23] vides three-fourths of the financing for -
‘have other serious.mental state mental-hospltals have. been emp-  community treatment, and that this

‘The survéy had’the mpport oflhe tied by a-serles-of legal sind mental] money has been reduced“as the Fed-
_American Psychiatriq Assoclation, and)] heslth- reforms. Many ol ‘those"In the| eral Government and.many state gov-
“the American. Jail’ ‘ugn helped state Institutions. were ‘recelving poor| emments struggle to close lhelrbudgcl
et e “‘?a"%‘e“"“’;&f’":’fmm"f‘ Trendutions 10 Feup salve he probiem.

g IR could-be treated ¢ y| mendations 1o help 5o ¢ problem.
. *The Eve:\-Bmden!ngNe! = . Amang -the main- recommendations,

l;“‘2'.1111 adinnistrators are'alatmed'at]  The

increasihg rate b1 which the men-
1ally {1l are. ciught:in the ever-
bmdenmz net of the criminal Justice]
and booked ihito ‘the ‘nation’s

ilﬂ’ for uu:ulve lengths of time,” the
al} association sald.in"a statement
“Jailhas become lhewbtumte Im'um-
(D ascah T; English, the president
. pm t

I tric Associa-)

of the American
l.lon. nld jailing -the mentally {il is a

mmtew centers and uuuhey ve
inadequate’ fiinds ‘0 follow their pa:
tients closely.

James’ Flnley, dlrvctor of ;overn-

ment affairsfor
Community Menta
trade . association

Natfonal Council of
tal Health Centers, the
repmemlns .com-

;n mml:l 1]’ i1l, and requiring

or the menta | men-
tal health pmf{sslonlls as & condition
-of licensing to do'two hours'of pro bono
work a week at public mmul hellth
ecnleu. '

uld ‘Or. E. Fuller Torrey, a psychln-

trist who is an author.of the report, ai
- that would mi\ke it u

g laws:
J r‘egll In’ AI states to hold the mentally
it without chuzu'

shifting funds from:
rograms to jails to care
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Homeléss, Insane and on Crack

A Danger to Themselves and Others

By CELIA W.DUGGER

VERY now and agaln a heinous crime or bizarre act
"by a homeless mentally 1ll-person shocks the public
and inspires a spasm of governmental concern about

. the shoddy state of mental health care for the poor, It |
Is a cycle of mind{ulness and forgetfulness that plays out-in .
clties across the country. L. o
. The-ssues were back in the spotlight jn New York City
last week after,an 80.year-old churchgoing woman ‘was
beaten to death with a plpe by a mentally il drug-abuser who
Jived In a nearby shelter.

The killing caused Gov. Mario M. Cuomo’s administra. -
tion to announce Thursday it would step up efforts to {ind and - -
hospitalize mentally 11l shelter residen(s who are dangeroug.
The state dispatched a psychiatrist, soclal workerand nurse.
to the shelter where thp suspect llved and found three
severely 11l people who agreed to go to a clty hospital, N
» But many of the professionals who work daily with the_ .
mentally-1ll in shelters and on the streets say the state's
actlon 1s just-one small stitch in.-d tattered safety'nst,
Thousands of mentally lil.drug abpsers enter New Yor] Clg
hospitals each-year in crisis, The problem lsn't so much ,
getting them to the hospital; doctors and caseworkers say, It's )
knowing what to do with them:once'they are'there, - .

The growing problem of patients who-are mentally Il
chemical abusers, or MICA'g in the shorthand of city ofticlals,
hag caught-an“already overWhelmed community mental;
health systeni‘flat:footed;: Between1085 -and. lagt year;'ths~
prapartion of mentally il patients discharged from New-York:;
Clty hosplials.who were also'dependent on drugs or alechol,, -’
doubled, to more than 40'percent. The system {s notgearedto

! .
3
({0

‘Christophicr Bat!
“bludgeoning to'd

" Continuadbn page 18 ° Bofyear-cl:fd woman in New York City,

o

) : i i s P_hl_llomnbouar'maank‘rl;xicn.:u:
Chrlstoph 4 gr, described ashomele mentally{ll, was charged last week with
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A Danger to
Themselves and Others

Continued frompage 1

help therh. At the state level, drig treatment and
mental health care are-divided in two-different
sureaucracies. Treatmént programs for mental-
y ill addicts are'sparse, and state hospitals often
10 not have properly trained staff.

“People’s problems are .not compartmental-
zed the way agencles are,” said Nancy Wack-
stein, executive director of the Lenox Hill Neigh-
yorhood Association, which works with the home-
ess mentally ilL “The miental health system does
10t want to deal with addicts. They’d rather have
wre psychoses or neuroses.” '

The ground for the disastrous spread of drug
ibuse among the homeless mentatly ill was laid
wer the last several decades in New York and
ther states. Prodded: by court rul-.
ngs on the rights of mental patients,

« well as the availability of new .

lrugs to treat them, governments

ieinstitutionalized the vast majority

f the mentally 1ll, but they failed to -
eliver on promises to develop-
nough group homes and outpatient’
{inics. )

No one knows how many homeless
aentally ill-there are in this country.
stimates for the homeless alone
ange from the 1990 Census's disput- ;
d 250,000 to between 1 million and 3
1illion estimated by their'advocates. .
ne quarter to a-third of that is
ought to be’ memally ill. In New * °
‘ork City, the state estimates that .
000 homeless are mentally ill; ad-.
acates say the figure may, be double
at.

-~

rack and the Homeless

In New Yerk City in the 1970's and
e early 1980’s, even the number of
sphouses and shabby single-room-
«cupancy hotels that had ence.
wsed the mentally 11l living outside
locked hospital wards dwindled as -
viiers reniovated them for more :
‘osperous tenants. -
By the early 1880's, it became a;
wrent that growing numbers of men-
Wy 111 people, predominantly schizo-
wrenics, were living In doorways .
W on stoops. In 1982, a homeless °
yman who refused to leave her’
rdboard box froze to death in Man-
ttan. Out of the reach of casework-

s who could oversee their medica-
-r':. the homeless mentally 11l grew
Ker.

So in the mid-1980's, when crack
came widespread and cheap, the
mel;ss mentally {il were often ea-

ger customers, looking for a way to redicate
themselves and to escape their torment, psychia-
trists say. i L.
For a decade now, a New York City program
called Project Help has operated as & kind of 911
service for the homeless mentally ill, with psy-
chiatrists empowered to hospitaljze people who
are a danger to themselves or others. The vast

. majority of people it picks up are not attacking

others; they are simply not taking care of them-
selves. They have uicerafed feet, “tubercular
coughs, emaciated bodies. :
Once the patients are stabilized in the hospital,
there is often no place for them tq go, said Sam
Tsemberis, di r of Project Help. There aré
simply not enough supervised group homes. The
state estimates that each bed costs about $60,000,

and another $14,000 to $28,000 & year to mainta

But even many of the supervised apartmer
being developed especially for the mentally
will not accept people who have recently us
drugs or have a criminal record.

“They want people who have been substan
free for six months or a year,” Mr. Tsembe:
said. “No one is like that on the streets. Peoj
are drinking, or smoking crack.”

The Chaos of Shelters

Nor will many of the mentally ill brave U
often fearsome city shelters. For almost a de
ade, city officials have promised to develop sp
cialized shelters for the mentally ill, but so far
has not happened on a large scale. Instead, mar

: mentally ill people are sent to larg

dangerous armory shelters wher
they are often preyed upon by dru
dealers and thugs. The cacophonot
and chaotic open areas where the
sleep with hundreds of others ca
exacerbate their illnesses, doctor
say. The suspect in last ' week’s slay
ing lived in just such an.armor

" shelter in the Bronx, a makeshi:
home to 700 men.
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State Mental Health Commissione
Richard C. Surles acknowledge
there are deep structural problems i
the system. “‘A tragedy comes alon;
and there’s a flurry of attention for :
while,”” he said. His departmen
needs . more resources to cope witl
the underlying causes of the trage
dies that catch the public eye, he said

““There’s a huge concentration o
community mental health clinics ir
midtown,”" Mr. Surles .said. *“Bui
there are very few in Bedford-Stuy-
vesant, East Harlem and the Soutt
Bronx. | need.a new generation of
specialized clinics. I need better -
trained staffs in the hospitals to deai
with difficult patients. I need more

. than double the number of intensive

case managers | now have in New
York City.”

Only afraction of this is included in
the budget recently proposed by Gov-
ernor Cuomo. He Is advocating clos-
ing three state hospitals and invest-
ing $43 million In community serv-
ices. Dr. Surles sald most of that ncw
money would be spent on housing for

.the mentally {li, not on clinics, case
managers or hospital staffs. Some-
times, he sald, he is unsure whether
e is running a housing agency or a
mental health one.

“So much of this comes back‘to
money,"”* he said.
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» Danger of Mentally Ill Homeless
To Be Re-evaluated in New York

By SARAHLYALL .
rights of homeless people.
And for the

The Cuomo administration seld yes-|
{erday that it would begin sending siate’]
mental health workers {nto New York
City's homeless shellers in aneffortio
{dentily residents who arc dangerously
mentaily i1l and’ place them {n state
mental " hospltals, in some cases

t their will,

' .%‘mucy. which was ardered by the
Stale Mecntal Health Commissioner,
Dr. Richard C. Surles, came In re-
sponse 1o the Tase of 'a mentally Wl
homeless man who drifted in and out of

m
argucd’ that while the program may
Identlfy and treat some extremely glek.
people, 1t docs not deal with the deeper
'reasons that lead 10 thousands of New
Yorkers flowing in and vut of meatal
I hospluu.]llls,mell.enmdmm
[News snalysis, page B2) - .
Yesterday, as residents of (he nelgh-
borhood near the shelter mourned the
slain woman and accused the clty of
falling to protect thelr lm;‘lhc ﬂm
and was charged |iwo threo-member teams men|
2 E"ﬂcmgxﬁﬂn 80-year-old Broax health workess, each made up of l
&mm 10 death on Sunday nepr thenurse, & social worker and a psyc.huM
thelter where he sometimes lived. trist, entcred tha Franklin Avenue
Continued on Page B2, Column |

~.But the move was Lhe latest twistina
‘lopg-running struggle over how best 1o
‘J\ fandle the thousands .of meatally (il
\J" patienis wha have beenleft 1o roam the
= diy's streets and crowd its shelters |
\J since the state began closing its mental |

Hosplals 30 years-ago. The state has .

N “pledged to create residential programs )

= {0 Lrcat them u\nclvxbanwoq;.buthu

== falicn far short of its promises.
The policy , was immediately ate
tacked by the New York Civil {bertles
_Unlon, which sald that involuntary hos-
. phalizstion might well vialale the

Danger of Mentally Ill Home_less Comes Under Scrutiny

Continued From Page Al

* - térand conducted s preliminary evalu.
\/\mot s mentally i residents. The
f, one of ty's largest, was
b i, ittt o
T Le,
the alaying.
Dr. Surles said that the state did

pl
details with the clty
B e e
people wou comm 7.3 .
1als under the policy. *‘1t could be one
person; It could 100 people;
couldlg'e 1,000 people — § don't A

sal

&

L4

MENTAL HOSPITALS

‘A Decline In Patients

tal b
dangerous tq themselves or others.
Under the current system, ments}
hesith_ofliclals are not allowed (o
take them from the shelters. to the
state hospitals, bul can only reler
them to psychiatric emergency
rooms for evaluation. .

1" objects, as did Larry

64,3534
SN Inpatient poputation of New
AW York Stale psychiatic
centors as of March 31..

! ! Polntng Flagers | - ¢
[\ For as long as there has been a
problem, the stats and the city have.
ied to blame each other.
.b:l'l'lm not plnilua blame an, .
. L 1I'm personally outrag - beln garevo door, becauger man
<= Dr. Susles, proceeding to ask why Mr. . ouhes.cpeo;‘{em:eed g 1ermh care.
Bauste Fad slipped trough the S PEOpetcol i chre.
cracks in the cliy's vast shelier 58 ucyed the stats's plan, ssylng thit ki
tey o " was 8 desperale measure that under
Youhave s mullitude of cliy agenr  yed e state's fallure to provide
clas o1 bLILC, HRA. and (s iy t housing for the mentally
. ,,\s“ e depar tment, i homeless. The state says there are
ke e, 1, b s o ol
In l\llu‘nl),y;e nndrzbdfq'ug;wmeml ﬁem'd‘:",?o‘g say the 13 trom
tude o lem down t e
But Angela Casullo Jr. 8 deputy  gor menally iil homeless people in
commissiones at the clty HumanRe- | ney' york Cty, sald Mary Brosna-
rees Admiustration, which I re- * 40 oxecyuve dlrector of the Coali-
spoasible for administering the city’s tlon for the Homeless.
homeless shelters, sald.the city bas - ", plan (s & classic smoke.
always been hamstrung In lts abllity * she sald. “The blood is
ta deal wih its.mentally i homeless  {1o"Co, ey hinds and he's look:
population. : °  Ing (or & quick-flx solution™ .
+ .. Policy Called Overdus ‘Ms. Brosnahan also safd that while

He sald.that the state should be.
responsible for people like Mr, Bat.
Usie,and that he was pleased with the .
new .policy. “"I'm glad that they've .
done years ago. |
Just hope that this doesn't end up

the state’s
w

it Is on'a smaller scale,
plan represented-a

an
earlfer era, when mentally i1l people

were placed in sprawling state hnsrl-
tals to langulsh until they died. With
the advent of drugs-that could (reat
people suffering from schizophrenia
and other mental lllnesses, the state

ﬁ”mxm \vers and 1070e
3 ] 's.
. agsumpl was that thess

.. poople could live-actiive and safg lives. -
outside In the community,” she said.

of peop!

*But this is wming the clock bick
+ and.Jocking the folks Up again* .
« Dr. Surles’ sald that over the next

- .few weeks, “the “teams of workers,
would systematically visit all the
_city’'s homeless shelters, starting
with the 13 men's shelters, Lo deter-

mine the magnltude of the problem.

. Separate Area for Some

‘The teams will evaluate only those

" residents that the shelter staff consid-
~crs mentally il and possibly danger
- ous, Hke those residents placed in the

Franklln Avenue: shelter's *yellow -.

zoae" {or the mentally i, he sald.
Some of the resldénts could be tak.
cn fo psychiatric emergency rooms in

(=13
he sald. Others cotld be.committed
_ directly to’ state-run hospluals, 1ike
Creedmoor Psychlatric Ceater in
" Queens, where officials say there is
cnough space for more patlents.
Under state law, people can be (n-

ly baspitals for further evaluaden, *

° voluntarily commitied to stite men-
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Hogue, ihe 43-year-old horneless man
known for terrorizing the residents of

West 96th street, he is entiled to a *

court hearing. In Mr. Hogue's case,
the judge rulcd that he could be Invol-
untarily commitied. Mr. Hogue ls
now undergolng treatment in Creed-
moor, where each patient costs the

“state $105,000 & year.

No Treatment Follow-up

Is il thcy are considered

Before the slaying on Sunday, Mr.

Battiste, who Is and has a long
criminal secord, had been treated for
psychiatric problems In city hospluals
al jeast (wice in the last two moaths,

. city olllclals sald. Although dociors

who treated him recommended that
he enroll In & drug-treatment pro-
gram, he never lollowed up and in-
stead went back Lo the Franklin Ave-
nue shelter. :

. There, he was placed in the shel-

* ter's “'yellow z0ne” for mentally {if

and viclent residents, where even in
the rough shelter world he was con-
sidered dangerous. Although shelter
officials knew of his problems, no one
ever followed up on his ir

.To carry out the new policy, the
state is asking the city Lo grant |t
thzse powers: Lhe ability to_go lnto
shelters unannounced and the abllity
to transport mentally itl people 1o
emergency rooms or state hpspitals
on the spoL “We want & major over-
haul Inthe way the state relates to the
<ty shelter system,” Dr. Surles said.

Norman Siegel, execulive director
of the New York Civil Libertle:
Unlon, said the new policy ralsed :
host of ‘questions. *The standard §
that you have (o be In imminent dan
ger (0 yourself or others, based not o
speculation but on actual conducy,
he sald. **The state better be ver

‘care(ul, becaise homeless peop'

have rights, toa."”



A Debate Unstilled

. New Plan for Homeless'Mgntally 1l

Does Not Address Larger Questions

By CELIA W. DUGGER

In moving to identify and hospiml,—i
ize-violent mentally ill residents of.

New York City shelters, state offi-:;
cials are taking a small step to im-.{

prove coordination in & fragmented,.
overwhelmed mental health system. .
The new policy is not a«

. return to. institutionaliz-:

- News ing the mentally it on a;
Analysis large scale. Instead, it is!
a limited fnitiative to!

deal with the !ears|
.aroused by the latest horror story out;

tis year, Governor Cuomo has i

proposed closing three.mental hospi-
tals and pumping $43 million more
into community mental health. State
officials say the Cuomo administra-
tion has invested heavily jn housing
with special services for the mentally

ill. But advocates say more hospitals ,

should be closed and maintain that
Governor Cuomo has failed in his
overall promises’ (0 reform mental
health services.

- As the number of mentally ill peo-
ple living outside hospital wards.has
grown, two other trends have enor-
mously ‘complicated their ability to

of the mental health system: the fatal survive independ i
ently. Firs
beating -Sunday of "an 80-year-old - jg70tc and wp'i? the gtock o!f' :?ng({’:

-Bronx shefter. .
The ney effort may find some ex-

woman byi mentally {ll man from a
tremely sick people and commit

room-occupancy hotels that tradition-

ally provided the mentally ill with a
cheap place to stay disappeared as
developers upgraded the )

them to state mental hospitals. But 54 then, in the mid-1980°, the wild. '

‘experts and advocates for the men-
tally ill argue that it falls to grapple
with the deeper reasons that lead to

fire spread of inexpensive crack co--
caine in the city ensnared growing.

thousands of New Yorkers cycling in. cated mentally ill people in drug ad-

and out of mental hospitals, jails,

and laws regarding the memally il},
the state has cut the number of pa-
tients- in mental hospitals.from al-

" most 90,000 in the 1950's. to about’

11,000 now. And eventhat number

The need is in the
streets; the money
in the institutions.

will shrink to about 9,700 by .1994

under Gov. Mdrio M. Cuomoé's new

budget proposal. R
01d System Keeps Money

-But politics has kept the state from
shifting enough resources from men-
tal hospitals to services in the com-
munities where mentally ill people
now live. Many largely empty hospi-
tals have remained open because
community leaders, lJawmakers and
unions have fought the closings.

“Historically, the dollars have re-
mained locked in the institutions and
did not go into community mental
health,” said David Rothman, a pro-
fessor of social medicine at Columbia ;
University College of Physicians and ,
Surgeons.

numbers of often inadequately medi- ’
]

shelters and the streets. ) i :xctions that exacerbated .lhelr in-
In response to changing attitudes gsses. . - e -

"The result of these forces is often™
apparent da the stheets’ Without sta- |

ble.housing where caseworkers and,
doctors can care for them-and make,|

properties, !}

The state’s latest effort to ‘cope
with the problem of disturbed, occa-
‘sionally violent homeless people has
not calmed the debate but has instead
led to a new bout of finger pointing
between city and state officials over
who Is to blame for the tragic break-
downs in the system that have period-
ically flared into public view over the
past decade. ’

A Clty-State Debate
- Commissioner Surles criticized the
city for failing to act aggressively
enough to inveluntarily commit men-
tally ill people who are a danger to
themselves or others. *'For some rea-
son, the people in the city continue to
want to say that the law is a prob-
lem,” he said. ) <
* The new policy of sending teams
into shelters to identify violent people
. grew out of the sense, he said, that
“ le are getting lost out there.
*And [I've got to do something aggres-
sive to change the way. we do busi-
ness. ‘For some reason we aren't
reaching ‘cases of people who are
threatening to others.”

But the city’s Mental Health Com-
missioner, Luis R. Marcos, said much
of the problem lies with the state. The
state has two separate bureaucracies

.that deal with mental health and drug

sure they stay on their medications, /41,56 "making coordinated efforts to

the mentally ill-get sicker and too
often end up living on sidewalks and
in doorways. =~ -~ .
For the ‘most part, psychiatrists
and social workers say, the homeless
mentally ill are .not dangerous and
are much more likely to'be preyed
upon than to be predators them--

selves.
Sick and on Thelr Own

- Too often, both state and city hospi-
tals effectively release mentally ill
people to the streets or homeless shel-
ters, where they have difficulty get-
ting treatment and housing.

The state's Mental Health Commis-

'sioner. Richard C. Surles, said state.

hospitals-never discharge patients to
the streets. But Diane Sohde, director
of Project ‘Reach.Qut, which works
with homeless +nentally ill people on
the Upper West Side; said state hospi-
tals commonly let people out on day
passes, and they never go back.

“l can show you a person in our
Jounge now who got out of Manhattan
Psychiatric Center on a day pass six
weeks ago,” she said.

Ms. Sonde said her organization
often has trouble finding treatment
for homeless clients and depends on
psychiatrists who volunteer their
time. *We often can‘t get people psy-
chiatric care from the community
clinics,’" she said. ““They're full and
have long waiting lists."”
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deal with mentally ili addicts difficult
to implement, he said. . .
 Added to that, he said, state com-
‘mitment laws are fuzzy about wheth-
er people can be involuntary commit-
ted if their mental illness is set off by
drug abuse. Dr. Marcos said he wants
the law_clarified, and he called the
state's move into city shelters “‘a
Band-Aid approach.” |

““The state,” he said, ‘‘can‘t have it
both ways, continuing to downsize the’
hospitals without investing enough in
community services, while blaming
city doctors for not institutionalizing
more people. I mean, really.”



| State Told
To Free Man
In Hospital

Homeless Man Said
To Harass Residents

By RONALD SULLIVAN

Larry Hogue, the homeless man
who residents of the Upper West Side
accuse of terrorizing them and their
neighborhood, was ordered released
from a state mental hospital yester-
; day on the grounds that he was not
: mentally ill and only had what a
! judge described as an “attitude prob-
lem.”

But the release order, by Justice
Richard Rutledge of State Supreme
Court in Queens, was elfectively
stayed for five days while the state
Attorney General, Robert Abrams,
files an emergency appeal of the or-
der with the Appellate Division of
State Supreme Court.

State lawyers who fought Mr. Ho-
gue's release from Creedmoor Psy-
. chiatric Center in Queens quoted Jus-
tice Rutledge as saying that Mr. Ho-
gue apparently did not have a mental
illness and thus could not be kept
involuntarily committed by the state .
any longer. . .

“What he has is an attifude prob-
lem," the judge said, according to the
state lawyers. Justice Rutledge could
not be reached for comment last|
night.

Release Called Disservice

Mr. Abrams denounced the judge's
statement, calling it an“‘insult to the
community.” In a statement, Mr.
Abrams described the order releas-
i ing Mr. Hogue as a “‘disservice to the

community he has terrorized for the

I past few years."”
° " The ruling, Mr. Abrams said, “flies
|"in the face of testimony from experts
* that Mr. Hogue's behavior becomes
! frightening and dangerous when he
| fails to take medication, and asser-
tions by residents of Manhattan's Up-
per West Side that he spends his
government disability checks on
crack.”

Justice Rutledge was appareatly
convinced during a four-hour hearing
yesterday that Mr. Hogue had re-
gained his mental composure during
nearly two months of involuntary
confinement and that he had agreed
10 live with his son in Connecticut.

Mr. Hogue's commitment nearly
two months ago underscored a grow-
ing fear in-New York City over the
potential danger posed by some men-
tally ill homeless people whose ill-
nesses are worsened by drug use and
who grow violent when they [ail to
take medications.

That fear was hcightened last
month when Christopher Battiste, the
homeless drug addict who has been in
and out of shelters, prisons and p;yL-

R e banemitale vam chae~ad

Eebroaesy 5, (113

VN T e S

Menacing Recalled

The killing increased the demands
by many residents for a tougher poli-
¢y for the violent mentally {ll who
become more dangerous when using
drugs.

said Mr. Hogue had terrorized her
neighborhood since 1985, with his vio-
lence Increasing sharply In the last 18
months.

Roaming an area centered on West
96th Strec, residents said, Mr. Hogue
would menace pedestrians, often
striking some of the older ones: at-
tempt to set fires to cars and trash
cans; expose himself, and throw
heavy objects like stone benches

often, he was arrested for disorderly
conducl or some other minor offense
and released.

All told, he has been arrested nine

terms in prison ranging from five
days (0 a year.

At his hearing In court yesterday,
Mr. Hogue, who is 48 years old and a
stocky six feet tall, testified that his
problems began when he was a sol-
dier In Vietnam, and that he suffered
“{lashbacks” that were prompted by
his exposure to the toxic chemical,
Agent Orange.

Social workers testified that Mr.

Hogue's son in Connecticut  had:
agreed to take him in and that Mr,;
Hogue's former wife had agreed “to;
look in after him.” '

But Dr. Kussim Kathpalia, the psy--
chiatrist who treated Mr. Hogue at’
Creedmoor, testified that Mr. Hogue
“‘does have a mental illness’* and that
if he was released he would revert to
his destructive behavior.

Lisa Lehr, a West Side resldem,'

through plate glass windows. Most -

times since 1972 and has served six. -
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Busmess as Usual
For Shelter Teams

By LYNDA RICHARDSON

. Dr.James Farrar and his team of
- -state mental health workers recently
!+ weaved thelr way through the echo-

-'ing corridors of the Bellevue Men's 3

Shelfer béfore settling into & confer-
ence room with a stack of manila
ﬂ}es on 12 homeless men.
Soon, the team began summoning
7-the men themselves, A few walted
¥ gervously outside the closed steel
oor,- -
. Theteam,inthis Lnstance com-
‘~. posed of a psychologlst, a psychia-
" trist,a soclal worker and a nurse,
“: looking at men identified by shelter
3 -workers, was doing nothlng new. For
the last 12 years, thgteam hasbeeha
mobile triage unit eonducting weekly
visits in the city’s sprawling shelter
sysiem to make psychlatricevalua-
tionson homeless men. Sometimes
the team simply helps a resident get
aprescription oroffers a recommen-
+datlon for entry into a group home.
:+But'at other times, it deems a person
“inneed of immediatg hospitalization
arx:dlseeks tohave hlm taken from the
shelter

-

AY

State’s Plans for the Mentally 11 _

Amid publicoutrageoverthe .
death of an 80-year-old woman in the
Bronx, who the pollce say was killed
by a homeless man who spent much-
of hislife bouncing between'miental '

.Institutions and shelters, the state:-.;.
announced last week that {twould -
send more teams into the clty's 25,
single-sex shelters and it would g{ve L
the teams more authority to take ac-
tion against those they decldeare -

dangerous, The teams usually con- ~: - .} -

sist of three people: a psychlatrist, a
soclal worker and a nurse,
- Rithard C. Surles, the State Memal
Health Commissioner, sald the state, ,
* would take other steps to mgke :ute
that the mentally-ll did not comea
danger1o the public, including bettar:
training of shelter.workers and more--
inspection of conditions in the shel-: i
ters. He said he hoped the teamg ™ %
would help to pinpoint the most vola-
tile residents, -
Despite Commissioner Surlea sur.
gent tone, nothing much had changed.
last week, and the only state team

" Continued orrPage BS -
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De_spite Plans for Hom

Continued From Page Bl

screening the mentally ill in the shel-
ter system wenit about its business as
usual, . : .

«+  Intheconference room on the third
.t floor of the Bellevue Mén's Shelter,
-~ Lemembers.of -the téam ‘gently ques-
oned each man, then‘listened pa-
ently and.watched for signs of trou-
- ble; Two men muttered-about sulcids.
‘f.Andm‘é.p‘-'g%an ‘In his 30'3-was hearing
feriyolces’~ ahd > expressed homicldal
‘w1 thoughts.; “Ever:hear the devil tell

»'you what:to do?" he quietly asked a
;_',".-‘- x}?!w;;; Jeigring a boxer's swipe In the

) midday, 3'0f the 12 men had

15 "juugl1 w{plt%intgrll y.ambulance l'? &e

. P c’emergency raoms of the -
¥ I an Belleviie Hospital,

& seltyan
g

than'half & d

as’ répéated at more
n.shelters last week,
ental

R

Viag'the ‘state m

“ ‘Jw
Jpglinds, - )

o L BlgsteporStunt? |

.» Sonie city .officials and advocates

v« of thehome 'ess.b‘egax;:.w.que.sqon last:|.

., week-whether the

big propouncement
"+ made in Albanydsmers

the mel health team did |.
.h%é:l_t,a,lways does on routine |.
g, " 2K

#nerely-a public- |

eless,
-The latestina

dispute over

-treating the

-mentally ill.

“the state.’I've been calling my folks
:jto‘ 84y, 'Are things better now with
this response?’ and they say, ‘What
response? Things are pretty much
"h?l,s,_a_ﬂ]e:' " . .

" .. ‘ASerlesof Changes’

<. Commissioner Surles sald on Fri-
‘-daytthat things would.indeed change
J but:that he was still trying to deter-
; smine.the magnitude of the problem.
*Awhole serles of changes’ would be
gannounced this\Week; Mr., Surles said.
A1 stillinot sure:what we want to
do*permangntly,” ‘he said. The Com-
smissioner ‘sald- there would. be two
‘eteams, Instead of one, fully operating

: iinithe:shelters by this'week, and that

he:iriténded to redeline thelr role.

In:& move Intended ito hasten the
liospjtalization - of . the dangerously

“ymentally i1}, Mr. Surles sald the state-

«itrelations’ §tunt* The™ announcement;
.thelsald;.the latest. twist In & long-

- 17Ripning dispute overhow'best-to han-
-nrdlethiousarids: of-mentally:jli patients
.+ who havé:beenleft ta roam:thecity's
-..afstreets;andicrowd its shelters-since
: lstate ybegan:.closing .its mental.
itals:. three..decades ago, didn't -

".“gl!litsm‘muﬂl-' Rt
Nprigxn- Slegel,: the. executive di-
ctor of'the New York Clvil Liberties
- «»>Unlon, sald-the state-was once again
x-ducking its. larger responsibilities to
-n.:-ﬂ:?mvlde-more community:care by of-
ering a prograim “that.the state has
ctuala; 1ad in effect.{or.some time.”’
s¥Without:ithe cresources' to treat
<1 theselindividuals,"* Mr: Slegel. -sald,
.+ :Mithlg-e-Just g hollow gesture: which
-, diverts attentlon-from the state's con-
gd‘unulng-refusal;whnnor its promise to
1tiprovide. ‘community - mental health
services.’t v, ...
At the clty's Human Resources Ad-
ministration, which'ls In charge of the
shelter- system, Angelo Castillo Jr.,
Deputy Commissioner, sald that he
_sensed no heightened urgency from

el
sobr -8

.Jemployed psychiatrists on the two
teamis-would get legal authorization
froiiithe city to transport mentally
people who seem to be dangerous
sychiatric emergency rooms or to
jental hospitals, immediately
Tcibly, 4f necessary.
“Yoder. the current system, state
. #menta]: health officials are not al-
lowed#to take people from the shel-
" gers_ directly to state mental hospi-
1dls; but may only request emergency
personnel to take them to psychiatric

x

<3

emergency rooms In city hospitals
for evaluation, he said.

.. Mir.. Surles also sald he wanted:
more systematic training of the shel-
ter-gtaffs to recognize mental liness,
more inspections of the shelters, and
mentaj-health services made avail-
able'in 9 of the 13 men'’s shelters that
tack them, possibly through contracts
with volunteer community agencies.
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Ted Hernitche, the deputy shelter director at Bellevue Men's Shelter,
asks about the homeless men who can’t be reached by the psychiatric
teams: “What do we do with the ones who don't want help?"
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What to Look For

fembers of Dr. Farrar's team said

¢ looked for signs of bizarre be-

ior, which could include extreme
ation, like standing in corners and

‘ing into space; muttering to no

, and getting into fights. The shel-
staff is trained by the team to

<e similar assessments.

There are things that may be hard

wvaluate but look different,” said

Taormina, the psychiatric social

ker. “We all have a sense of what

trange.”

urrent state law says people must

1 danger to themselves or others

yre they may be involuntarily

imitted.

o get someone forcibly commit-
Mr. Taormina said, “‘The team
uses the criteria it has always

1, which Is based on dangerous-

s at the present. If he.{s not ap-

ring bizarre and not appearing

gerous, If the guy is functioning

, at the moment, what can youdo?

. say, “Stay with it.' You can‘t

ly throw him in the hospital.”

t Bellevue, the members of the
2 team and the shelter staff greet-

one another warmly. In many

:s, they have known one another
years. In the dimly lighted hall-
outside the conference room,
e of the homeless men, at times
ympanled by their caseworkers,
in to line up shortly after 9 A.M.
nterviews that would last from an
* to an hour and a half.

A Nervous Walt

anding against the wall, Wilfred
oan goL jumpier the longer he
e

wanted it over real fast,” said
2-year-old man, who has slept on
itreets and in trains for the last
years. **A lot of guys on the wail
- telling stories about some guys
1 to the hospital and it was scary-
ne up."

ke the other men, Mr. Sessom
ed to sit down for the evaluation.
r than cajoling and sometimes
ing, officials said there is little
can do to force shelter residents
. in the Interview chair.

-. Sessom said his caseworker
d him to go because she felt he
1't being open with her. He said
2 of the men in the shelter believe

It's Business as Usual

— s

he is mentally il] because he glpgles
! es
lot, cracks jokes and exerc?sgg lr:
netically. But he said his only prob.
lem is his eagerness to leave the
shelter. The state team evaluates
$§? tshue? :rs Mr.dSes'som to insure
e rea or
hO&Séll",B pl:-ograms. y speclalized
e he was being interview
Mr. Sessom said he was trying eldt;

figure out where the psychiatric so-
cial worker, Mr. Taormina, was lead-
ing with his questlons. Had he killed
somebody? “No.” Did he want to kill
somebody? ‘I smiled and 1 sald
*Yeah,' and he sald, ‘That's a joke?' {

. said, ‘Yes, that Is: I hope you didn't
* take that seriously.' "

Mr. Sessom said he was surprised
that the soclal worker got him to
reveal his private shame, the oné he
had not told his caseworker: that he
had not graduated from high school.
After the evaluation was over, Mr.
Sessom looked relleved. ““1 guess he
sald I was all right," he sald with a

* giggle, before disappearing within the

warren of rooms and hallways.
Trouble Ahead

When a man in his 30's walked in
and talked of hearing voices, the
team’ saw trouble Immediately. *'I
need some help,’”’ he said to a visitor,
speaking with an unfocused stare.
““This shelter is getting.on my nerves.
These people are making me real
snappy. I snap. I hear the voice."

The man was taken to Bellevue
Hospital, where doctors feit he was!
not dangerous and returned him to’
the shelter that day, state officials
said. He was re-evaluated by the state
team on Thursday and volunteered to:
be hospltalized at the state-run Man-
hattan Psychiatric Center.

Officials at Bellevue Men’s Shelter
said the man who heard the devil was
not the kind who caused the most

- alarm.

“Those are the easy ones,” said
Ted Hernltche, the deputy shelter di-
rector. “They're ¢rying out for help.
The question Is, What do we do with
the ones who don’t want help? What
about the ones whose psychosls is not
as easily defined and seen?"’
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Who Will Turn Violent?

Hospitals Have to Guess

Dy ELISARETH ROSENTHAL

{ Early ona Monday momlng In
he Columbla.Presbyterian Medi-
cal Center emergency room, hlne
mmuuic patients’ with recent

. abaut who willbe viokent are olien
made on the bails of Umlied Infore
matlon, snd even more limited
science, leading 10 8 somelmes

of viclent behavier . mediocre batling aversge, rv-
ad on ch and arm. 53y, Bul as & p

cualrs, awaiting & doclor's deck * matter doctors I
sion about who would be commit- gmm’ rooms eust commit
ted and who disch d Onw rrian wiolent
P;dwn‘z\dumummgz pmenu every day.
end another, hea resea
volcxwx"wblmlnuu-pmm- And 22 now rehers have

tute, had grazed & woman's beck
witha hﬂe. A Slyearold wom-

The crack. The (hreats. The tem-"
per untrums gons bad™ .

Allalne patients had been living

“extended observatioa

c b oaa

area™ just off: the emergency
mml«lnerwuaygmdu
golng observalion, lesting ‘and

Lreaiment Now, hulnyvmdn-
tess command .center pext door,
half a dozess workers were buslly

1 the hospha) agalnss thelr will. . «

They were Lrylng 10 sort out
whether violent words .
ed Innocsous outbursis or serious
thrests; which wvolces "urging
someone 10 kill were private mad.
ness and which n\lghl lead .n
homicide.

‘botn worklag oa new strategies?

#y patients who are statlstically at
risk, the same: way. nmuqm
use risk {actors 1o predict which,
patkents are wlntnblc w0 hun
dlsfase. e

Dredging of (he Past

emergency.
far beuer determing about
viclent potential, Dr. Stzvenson
sald. There'is tremendous pres-
ture ta improve tince, tightly oc
wrongly, the courts and public

-have frequently held theraplsts

scoountable for a pnllu\('l violent
acts. |

“When it comes to predicting
violence, our crystal balls are Ler-
HWM sald Dr. John Moo~

eaoro( law, pq-d\nl-

C . ‘quQCCIZ.CdeI

Crystal balls
..,:,;a"'.“':::'.‘:".:..;’:.u“‘.‘"w:.“: for violence
are cloudy.

grou;
the pnua.u uuu ! the
types of mental hu.nsrwmud.

Devoting More Time
To Investigation

-uryn(mﬁuhlur 'I
mlonedbylhclnaw
Uenis relessed from emer-{ ¢y,
Mwumﬂnpm 2
© hirm, even If the harm is only
shaving of

at seversl
Mave Kentifled aumerous factors
Mhm-nmmww
with a peedisposition violence.
Among them are poor lbm\y W Con-
1ol anger, crack use and falling to
ke prescrided medications.
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Marbyma K. Yo The v Fort Tomas

Dr.Ellen M, Suvcmon. psychnmc duel of Colurnbia.| Prubytuun emesgency services.

stronger In cenulia subgroups of psy-;
chiatric p-llenu. 1ike thosa wilh oer-"
taln 1ypes of delusions = and those:
who are patlenis In emergency
rooms. ;

A Stronger Link
To Drugs or Alcohol

ton bes
ween me\ul lllndslndviokna.hul
1t°s not nearly as strong as the link 10
" sald Dr. Dale
peychological
ghey Porter Pay-
chiatrke Institute of.the Unmnlly of
Californis &1 San Francisca The
tennial Ine violence Is muliinlied m«

for asmssing violent po-
tentla) is dlsarmingly simple: they
ask the patlent Uf he or she has any
intent 1o hury otvers or himsell. The

portant they 1
Dr. Muuhln lJmp s looking at:
these four ly'pes risk fzctors:
M
m‘uovumw\dummumb

ITr;ou involving the patient’s past,
inchading 8 history ou'ne.u or failure;
or

! M - dldu o} bl’ar Mun

since they have found that viokenc

oﬂen u-e of combintn
13 predisposed to vioke

-m ] plrllulur sltuation, For ex:
renic man at Cols

. tremely siresstul family shuati
while in the eme!

rEenty rodm, hel
+ group counseling with his faenlly .

- M3 girit,

| But Lheraplsts acknowbedge 1

here are many consiraleds on a ¢

‘Seeking time
"bombs amon
the troubled.

ik
N.unry of
rongest
viok
emergency soom saff ollen r.n
gt access 10 arvest
cases breause ol Ume mnunlm
bureaucratic reasons and In od
because of concerna for civil righ
~The amount of informatior

« wr'ssbllity 1o cnmpk'-l

mmplg atthough

Decisions Can Take
Days or Just Hours

Althe Unlve:‘ulyd(:lll(wnh .

about three hours, stthough they b
the capacity to keep patlents
abovt a day, At Columbis-Presby
an, where m-ny palkﬂu in lhe |
chiatric 'd bluﬂ
hllh risks of v ptymlln
ried Lhe threeday exiended ob
ullm unlt sa that evaluations o
bc mon Lhorough.
the civil b

doclors tay Lhis brings a g
amount of information Lo the surface:
respond with plant 16 emur-
der Peighdors or weapons hidden In
handdags
nmm,mmm«-u'
much more proding. “We are very.
direct about ulln; paUants about!
mw {aniasics and accels’
wea| >~ Dr. sald
"m certainty the patlent’s stale

ment about lntentions’ ks Important
But i's hardiy the snly one. R

4 Typcs of Factors .

-

10 keep
treatment.
SThose involving the patient's 30~
cisl context, Including living arrenge-

ments or (smily structure.

4Those invoiving & patient’s dis-!
order, like delusions or fantssies
about vickence.,

Dr. McNie and his colteague Dr.,
Renee Binder have developed a°
sereening chechlist (or use by thera-
plul at Langley Porter in San Fran.
€lsco 10 see which patients possesas
same of the qualitles that correlate
with & helghtened poteniial for vb'
kence. N includes questions about n—.
cent aparessive behavior, s hustory of !
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Hu !uuu Inherent in keeping pe
for days against thelr will whhout
safeguard of o formal commiim
Commiiment p res vary wh
from state to stste dut freque
require thal ag beast two doctors -
Cur on the detentlon and sliow
tients some form of Jegal sppesl w
in 48 10 71 hours. But the doctors
that saciely may have (o compror
on civil libertles If 1t wanis be
proteciion. And they point out

30ne patients who would be com
ted I psychlairlsts had odaly ¢
hours to render & judgment are

home withoul commitment afie
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Helping the Meritally T Return to the World *

Béllevue’s ProgramIsa Model of Discharge Plar'grﬁng,i_ri Caring for the Homeless

By LYNDA RICHARDSON

Reba Cherry used (o lash out at
people on the strects when she felt
cornerced. In a psychotic daze, she
was Ited by her halluct
tions, But the 36-year-old mentally ill
and homcless woman was calm,.
cheerful and medicated enough on &
recent Monday to be discharged from
Bellevuc Hospital

Armed with a onc-week supply of
an anti-psychotic drug, three sets of
clothing and discharge papers that
spelicd out aftercare treatment, Ms.
Cherry was escarted from the hospl-
1al's 18 West, unit 10 a supervised
single-room occupancy hotel in Chel-.
sea where medical attention and
counseling were waiting. -

Ms. Cherry's first jteps into the
real” world were more sure-fooled
than those of many mentally lil home-
tess people who are released (rom
New York Clty hospltals, advocates
for the mentally ill say. Unlike Ms.
Cherry, most get little more than a
slip of paper with no solid services
behind it, advocates say, and many
end up joining the estimated 10,000-
menttalfly ill people in the city who
have no place to live but In huge,
lorbidding shelters or on the streets.

Procedures Inconsistent

Ag the debate churns over a recent
ruling In & lawsult aimed ar forcing
the city to provide housing for home-
less mentally ill people once they
leave hospitals, Bellevue's 18 West
ward provides a model of discharge
planning in the complex worid of care
for the homeless mentally iil, city
officials and advocates for the men-
tally 11l say. But in hospitals across
the city, and even within one hospital,
like Bellevue, the discharge pro-
cedures are rarcly consistent, and in
some cases nonexistent, they say.

A showdown may come in mid-
April when the ruling by the State
Court of Appeals takes effect. The
city said that its discharge procedure
is effcciive and that i planned to

h safe b
' health services. N
*"The clty fs doing what 'we were
trying to stop them from doing,” sald
Mary Brosnahan, executlve directar
of the Coalitlon for.the Homeless.

- At Bellevue, the 18 West unil Lreats
some of the clty’s most chronically il
homeless patients, The special zs-{ed
ward accepts only people brought in
by Project Help, a city-run program
uu: seeks to hoslpluuz.,e the danger-
ously ty Il homeless, agal
their will If necessary, and eventually
find appropriate places for them to

ve.
“It Is a mode] program and it
shows that it can be done,” said Luls
R. Marcos, New York Cliy’s Mental
Health Commlssioner, *Unfortunate-
:K, we_don't have simllar programs
roughout the system. That's not the
way it Is In other city hospltals er in
other wards at Bellevue, either.”
When the 18 West unit at Bellevue
was created six years ago, it received
seven additional stafl members and
$300,000 more than the other psychl-
atric wards, Mr. Mircos sald. The
unit’s «Stra money, its special sense
of mission and its link to & network
that tracks the home My i1

',lnd .

that efforts are made by clty hospi-
« tals to place the homeless mentally [l
into_ housing or to malntal
with the communlty agencles that
referred them to hosplials.

Returning (o the Streets

The mentally {1l homeless are often
discharged with & written referral to
a city shelter, but most refuse to go
and, many rewm to the streels, ac-

course,” saild Dr. Tsemberis of
Project Help. “These people need
help to make sense of thelr lives,”
«L'Tanya Smith, a 34.year-old
honeless woman, has shown up at the
drop-In center every day since Feb. L.
On (hat day, she said she left the 18
East psychlatric ward of Bellevue
Hospital after a (wo-week stay with
only a referral slip (o get drug treal-
ment at a comminity health clinic.
The who has been in.and

cording to ity care
that ded '

P 0 & Qf 1 4
sent out by the city's Office of Mental
Health last year. The groups also
found that many patients were placed
back on the strests without hospltal
stafls notifying the agencles that re-
ferred them to hospltals. Seldom do

.

Most ex-patients
get little more than
a slip.of paper with
nothing behind it.

has given it an advanuage over.other
wards, the commissioner sald,
Even on one floor of Bellevue Hos-

hospitals call to arrange discharge
plans, they sald.
“All oo often patients are dis.

'Ehlrzed uwl,_eth plans that fall through

fistic or just

plita), the discharge pl. g is olten
starkly. Intoasistent in tric
units. On a recent Thursday, a 35-
year-old sehizophrenk ’ ”
in the_hospital’s 18 South umnit was
only given a list of single-room occu-
pancy hotels upon his discharge. The
homeless man returned 1o the same
East Side street comer where health-
care workers picked him up.

He was reieased without any,dis-
charge plans and no effort was made
1o have a court decide whether he
should stay hospitalized, said:Dr.
Samuel Tsemberls, director of
Project Help.

**It's horrible,* sald Dr. Tsemberis.
“The unit didn't try.to detain him,
» ing e guy had a history of

continue discharging fly #l
homeless people as usual But advo-
cales for the hoimeless say the city
will fuceac pt of court ¢

trying to leave hospitals at the first
chance.*
Dr. Tsemberis and other communi-

ing if it continues lodlschargre people

ty health-care workers say it is rare

y arc
* plain poor 10 begln with,” sald D

Sonde, the director ol Project ‘Rea-

chout, a noaprofit :fency that pro-,
tally Hi

vides help to men Romeless
peopie.

At Bellevue Hospltal, officials said
thelr policy has elways been to pro-
vide proper discharge plans for every

" patlent, not only In the 18 West uniL

Bul every day, the products of
falled discharges in the mental-
health-care system find their way ;:

. out of mental fistituttons for severs)

years, had been offered an adequate

discharge planbut refected it, a hos- -

plal spokesman said. -

But Dr. Tsemberis sald that Ms.
Smlth's experience pointed to a lack
of follow-up and government respon-
sibllity and that more coordination
was nceded between the clty’s hospl-
tals and community care providers.

“As far as 18 East is concerned, her
case is closed unill she comes back
again Dr. Tsemberis sald. The 18
West unlt at Bellevoe, where Ms.
Cherry was treated and discharged,
was created in 1987 as a joint project
between Project Help, Bellevue Hos-
pital and' Rockland State Psychiatric
Facility In Orangeburg as a means of
tracking patients after their dis-
charge from city hospitals.

Can Challenge Commitment *

+ Homeless people are first evaluat-
cd where they are found by dt{ psy-
chiatrists for Project Help. Il they
arc found to be a danger to them-
selves or others, they are taken to
Bellevue's emergency room where
they are evaluated. agaln and In-
formed of thelr right to challenge
their commitment.

Patients who are admitted are
placed [n 18 West, Bul because the
unit Is usualty full, overflow patients
are also taken (o the hospital’s other
adull psychiatric wards where the
homel ow ated to fill at

a drop-in-center for the homel
Ahe old school of St Agnes Church en
East 44th Street ncar Grand Central

Terménal
‘It’s Not Easy*
There they are able to get & shower,
a hot meal, a change of clothing or a
nap curled up in a chair.
*It's not easv for them (o <tav nn
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now are
Ieast half of the beds.

‘The patients usually stay in 18 West
for mbout 30 days. When they are
releascd, about S0 percent are placed
in community-based residences.
About 40 percent go to the state men-
1al hospi and a b
arc reunited with family members or
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Reba Cherry, a homeless woman who was treated in the psychia

H, 2ol 1.

‘i

hotic 3

q

with

“ward of Bell WaS T

clothing, discharge p;pm and housing at a single-room occupasi
hotel in Chelsea, where medical caze and counscling awaited her.

Py

Despite thelr best efforts, hospital
officlals say they 100 somelimes feel |
hamstrung by the system in which!
they work, X
“We have secen patients slip |
through our fingers because of court
rutings, patients who have in some
cases come to bud end, cither in the
legal sysiem or deteriorating on the
streets,” said Dr. Roben Levy, a psy-
chiatrist and unit chiel on 18 West.

“The sysicm is a very erratic
patchwork, depending on the given
hospital, the glven doctor, the Idiosyn-
cracies of the judpes,” he added.
*“The concept of danger to oncself and
others is interpreicd dilferently by

Despite her sketchy history, hos
12t s1afl members said they knew!
enough about her pasi from Project.
Help records e know her possibill,
tics.

Ms. Cherry had not responded ef-+
fretively to medication before, bul
docturs &t 18 West decided on a loag.
torm irial with an cxpensive new,
drug catied Clorazil. They discovered
aver the course of fsve months that
the drip seemed 1o be the glue that
hetd her wopether. *

Surint workers besan filling out
housing applications. They chose St
Frances Kesidences, which has a
medica! and social wurk weam and a
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? DEPARTMENT OF MENTAL HEALTH.
(} MENTAL RETARDATION AND ALCOHOLISM SERVICES
ﬁ@. 03 wor: suncer
%ﬁ;ﬂ NEW YORK. N.Y. 10013
212.334.2081
}/' FAX: 212-566-6256
rk

LUIS R MARCOS. M.D.
COMMISSIONER
™ November 9, 1992

Phyllis Harrison-Ross, M.D.
Director

Department of Psychiatry
Metropolitan Hospital CMHC
1900 Second Avenue, Rm. 4M3
New York, New York 10029

Dear Phyllis:

As you know, clinicians in psychiatric emergency rooms often
express their lack of clarity -about the legal provisions for
emexgency care and treatment to individuals who suffer from
substance-induced mental disorders and are dangerous to self and/or
others. This confusion is understandable given the current mental
hygiene law which expressly -excludes substance abuse from its
definition of mental illness (MHL Sec. 1.03 (3) (20)).

Compounding the problem, the mental hygiene law separates the
provisions of care to the mentally ill (MHL Sec. 9.39) from the
provisions of care to substance.abusers (MHL Sec. 23.01 (b) (3)).
Specifically, it excludes emergency involuntary treatment f£or
substance abusers.

I would like to propose an amendment to the mental hygiene law
which adds "substance-induced mental disorders" to the current
. emergency admissions for immediate observation, care and treatment
.provisions. Enclosed please find two documents for your
consideration. The first is a legal analysis of the statutes
governing this area and the second is a copy of the current mental
hygiene law. pertaining to this issue.

I am especially interssted in your thoughts about this matter as
well as your support. Please contact me at your earliest
conveniznce to discuss this initiative.

-

lock forward to sgeaking with you.

Best r=2gaxdds,

 dhetdy

Luis R. Marccs, M.D.
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