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Background
The Special Senate Committee to Review Commitment and

Release Procedures of the Department of Mental Health was
established by Senate Order 1761 on March 1,1982, and mandated:

“to make an investigation and study of the circumstances sur-
rounding the commitmentof Vernal Walford to the Northamp-
ton State Hospital in 1974, and his release, and the subsequent
murder of Arnold Zeleznik in Miami, Florida, on December
20, 1974, for which offense the said Vernal Walford was subse-
quently indicted, and to determine whether the said release
was proper under the circumstances and to consider whether
the present practices of the Department of Mental Health in
the commitment and release ofpatients committed to its care
are adequate to protect the patient and to ensure the safety
of the public ...”

The Special Committee is chaired by Senator Patricia McGovern
of Second Essex and Middlesex. Members of the Special Commit-
tee are: Senator David Locke of Norfolk, Bristol and Middlesex;
Senator Michael LoPresti of Suffolk and Middlesex; Senator Ar-
thur Lewis of Suffolk and Norfolk, and Senator Peter Webber of
Berkshire.

After several planning meetings in March and April of 1982,
the Special Committee decided to proceed in two phases:

(1) PHASE ONE
It was agreed that the first phase of the Special Commit-

tee’s investigation would focus solely on the 1974 release of Ver-
nal Walford from the Northampton State Hospital. As such,
the Committee planned tu, first, reconstruct the circumstances
surrounding the release through the examination of witnesses
in public hearings; second, to determine the appropriateness
of the release: third, to use the Walford case as a “window
into the system” in place during 1974 and examine matters of
policy, procedure, and overall facility management; fourth,

to determine whether the Walford case reflects a breakdown
in the decision-making of several individuals or whether it is
indicative of systemic flaws which may remain unaddressed
and have implications for the future; and, fifth, to review the
internal investigation of the Walford case conducted by the
Department of Mental Health in January of 1975.

EXECUTIVE SUMMARY
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It was further agreed that the Committee would complete
the Phase One investigation and issue its findings and conclu-
sions prior to initiation of Phase Two.
(2) PHASE TWO

It was agreed that the second phase of the Special Com-
mittee’s investigation would focus on the present practices of
the Department of Mental Health, particularly as they relate
to the commitment, treatment, and release of potentially
dangerous and assaultive patients by the Commonwealth’s
state hospital system.

The Phase One report, entitled “The Release of Vernal Walford
from the Northampton State Hospital”, was released on November
12, 1982.

The Phase Two report, written in an effort to determine
. whether the present practices of the Department of Mental

Health in the commitmentand release of patients committed to its
care are adequate to protect the patient and to ensure the safety
of the public . . is presented here.

The report itself, is comprised of three sections. The first is con-
cerned with the overall administration of the State Hospitals. The
second deals with the admission and discharge procedures current-
ly in effect at each State Hospital. The third discusses the treat-
ment of Assaultive patients in the State Hospital setting.
I. The Overall Administration of the State Hospital System Findings

With regard to the overall administration of the Com-
monwealth’s State Hospital System, the Committee finds that:

1. the operation of the Commonwealth’s State Hospital system
suffers from a lack of standardized administrative procedures;

2. the present administrative structure of the State Hospitals
suffers from a lack of administrative clarity:

3. the operation of the Commonwealth’s State Hospital system
suffers from a lack of centralized policy development and a lack
of administrative oversight;

4. the present administrative structure of the State Hospitals
reflects a lack of clear authority lines and fixed accountability:

5. the administrative structure of the Commonwealth’s State
Hospital system impedes the provision of treatment to groups of
patients requiring specialized or heightened levels of care;

6. the current administrative structure of the Commonwealth’s
State Hospitals significantly contributes to the Department’s in-
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ability to provide consistent clinical supervision ofphysicians and
psychiatrists;

7. the operation of the Commonwealth’s State Hospital system
suffers from the Department’s inability to monitor the quality of
care provided;

8. the Department of Mental Health has failed to conduct ade-
quate planning for the disposition of underutilized facilities; and

9. the Department’s lack of attention to resolving the ad-
ministrative chaos characterized by the State Hospital system has
contributed significantly to State Hospital decertification and a loss
of Federal reimbursement.

With regard to the overall administration of the Com-
monwealth’s State Hospital System, the Committee concludes that
while important steps have, indeed, been taken since 1974 (i.e. the
elimination of in-patient overcrowding through census reduction,
and the less frequent reliance on underqualified personnel), the
Department of Mental Health continues to operate a system
characterized by a fragmented organizational structure with vague
and ever-changing lines of authority, and an overall lack of accoun-
tability. While reform legislation has given the Department broad
powers to set policy, procedures, and standardsof practice for the
State Hospital system, the Department’s central office has
repeatedly abused its discretion by the haphazard delegation of
authority to district and area offices. The latter, in turn, have pass-
ed authority further down the hierarchy, resulting in a system
under which no single individual can be held responsible fox- depart-
mental decisions.

As a result, the organizational structure of each State Hospital
varies substantially. Administrative practices vary from hospital
to hospital, area to area, and district to district. Indeed, factors such
as geography, individual management style, and tradition exert a
greater influence on the structure and organization of hospitals than
do the efforts of central office personnel.

Also, while the unitized modelof State Hospital administration
(under which patients are grouped according to their geographic
area of origin) has, as intended, both decreased the power of the
superintendents and expedited the census reduction process, the
organizational chaos which has come to characterize this ad-

CONCLUSION
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ministrative model largely negates any potential benefits.
Furthermore, although DMH’s own recognition of its vast

organizational problems is evident as far back as 1978, measures
to effectively ameliorate this situation have yet to be implemented
on a department-wide basis.

In closing, it should be noted that the Committee is somewhat
encouraged by DMH’s very recent efforts ( i.e. the drafting of a
preliminary “State Hospital Policy and Procedure Manual”) to cor-
rect its many administrative dilemmas. The Committee is convinc-
ed, further, that the solutions to DHM’s seemingly complex pro-
blems are, in fact, quite simple but will only be implemented with
the cooperation and support of DMH senior officials.

With regard to the overall administration of the Com
monwealth’s State Hospital System, the Committee recommend
that

1, DMH should develop clear statements of policy regardin
the role of state hospitals in the present service delivery systerr
Specifically, these policy statements, or “mission” statement
should

reflect a commitment to providing long-term, treatmer
oriented services in a state hospital setting for those patie
who cannot be served in the community:

reflect a commitment to serving the most seriously ill p
tients in a structured, humane, institutional s

reflect a commitment to both the protection of the patier

and the protect bk

36S Of PTd ;ermnam

tients to be lospitc

DMH should reevaluate its unit-based model of state hosj

administration in light of the Committee’s findings and conclusion
Furthermore, the Committee recommends that the Department file

hospitaa policy report on unit-based management of the
with the Senate Ways and Means Committee and the Joint Com
mittee on Human Services within 90 days of the release of this
report. The Department’s report should explain whetheror not the

Department intends to continue the unitization policy and provide
a rationale for its decision.

RECOMMENDATIONS
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3. DMH should develop a comprehensive policy and procedures
manual for the operation of the state hospitals. The manual should:

(a) standardize, to the extent possible, the organizational
structure of the state hospitals;
(b) establish clear lines of authority and responsibility:
(c) establish uniform, functional, job descriptions for all
employees of the state hospitals:
(d) clarify the role of hospital administrators, area office per-
sonnel, and district office personnel in the management of the
state hospitals:
(e) establish a clear line of supervision relative to physicians
and psychiatrists who work in the state hospital system;
(f) standardize admission and discharge procedures for all
DMH in-patient units.
Once completed, the procedural provisions of the manual
should be promulgated as departmental regulations under
M.G.L. Chapter 30A.

4. DMH should design and implement a program of in-service
training regarding the new policy and procedures manual to en-
sure that district, area, and state hospital personnel all have a com-
mon interpretation and understanding of the new and/or revised
procedures.

5. The Secretary of Human Services should convene a joint ex-
ecutive/legislative committee to develop a consolidation plan for
the Commonwealth’s seven state hospitals.

6. In refining the organizational structure of the state hospitals,
the DMH should plan for the establishmentof regional or statewide
units for certain “special” populations whose special needs can-
not be met in a standard area-based, in-patient unit. Priority
populations for special units should include:

(a) assaultive patients (both male and female) who require
a “medium security” facility i.e. more security than the
standard in-patient unit, but substantially less security than
MCI Bridgewater;
(b) adolescent patients in need of secure care;
(c) geriatric patients;

(d) highly suicidal patients

11. Admission and Discharge Procedures Findings
With regard to the admissionand discharge procedures follow-
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Ed in the Commonwealth’s State Hospital System, the Committe<
finds that:

1. the Department of Mental Health has achieved substantia
progress since 1974 in establishing State Hospital admissioi
procedures;

2. the Department of Mental Health has failed to develop am
standardize detailed operating procedures for area based Pre
Screening teams;

3. the Department of Mental Health has failed to standardizt
and monitor admission procedures followed at State Hospitals aftej
the patient is initially received; and

4. the Department of Mental Health has made little or no pro
gress in the structuring and standardizing of State Hospita
discharge procedures since 1974.

Withregard to the admission and discharge procedures within
the Commonwealth’s State Hospital system, the Committee con-
cludes that while the Department has made some progress in the
development of adequate admission procedures, State Hospital ad-
mission and discharge procedures are not adequate to protect thepatient ana
the public.

While admission procedures are carefully prescribed by
statute, discharge procedures have been left almost totally to the
discretion ofDMH officials. Unfortunately, DMH has not respond-
ed to its legislative mandate by developing uniform procedures and
standards for governing the discharge of State Hospital patients.

Secondly, while the Committee readily acknowledges the in-
herent difficulty in making appropriate release decisions for the
population in question, it feels strongly that it is the responsibility
of the Department to guarantee that all reasonable measures are
taken in the decision-making process. Therefore, even though
Departmental policies cannot be expected to eliminate all errors
of judgment in the area of release, they should not contribute to or
cause such errors. Unfortunately, given the lack of statewide
discharge standards and procedures, and the lack of centralized
monitoring of discharge practices, the Committee concludes that'
the DMH has failed considerably in this area.

CONCLUSION
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1. The Special Senate Committee recommends that the Com-
missioner of Mental Health appoint a group consisting of physi-
cians, psychiatrists, and clinicians from both the public and private
sector for the purpose of developing the highest practicable pro-
fessional standards relative to patient discharge called for in Sec-
tion 2 of M.G.L. Chapter 123. It is further recommended:

(a) that the group’s membership be divided equally between
representatives of the public and private sector;
(to) that the group be required to present a final set of
discharge standards within six months of the date of
appointment:
(c) that the group be required to present a final set of
discharge standards within six months of the date of
appointment.

2. If the Commissioner of Mental Health is unwilling to con-
vene such a group, or if the group is unable to agree on discharge
standards within the six month period, the Special Senate Commit-
tee recommends the establishmentof a special legislative commis-
sion for the purpose of amending Chapter 123, Section 2, to include
detailed standards for discharge.

3. The Special Senate Committee recommends that the Depart-
ment’s Individual Service Plan regulations, currently in effect in
only one DMH region, be adopted statewide.

System

Findings
With regard to the treatment of assaultive patients in the Com-

monwealth’s State Hospital system, the Committee finds that:
1. the Department of Mental Health has failed to develop treat-

ment options for a small population of mentally ill patients who ex-
hibit a pattern of assaultive behavior;

2. the Department of Mental Health has failed to develop ap-
propriate facilities for a small population of mentally ill patients
who exhibit a pattern of assaultive behavior; and

3. the Department’s failure to develop appropriate facilities for
assaultive patients has contributed to the severe overcrowding of
the Department of Correction’s (DOC) prison hospital at MCI-
Bridgewater.

111. The Treatment of Assaultive Patients in the Commonwealth’sHospital

RECOMMENDATIONS
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With regard to the treatment ofassaultive patients in the Com-
monwealth’s State Hospital system, the Committee concludes that
this segment of the mentally ill population requiring inpatient care
has been seriously neglected. Furthermore, the Committee feels
that the needs of the female members of this group have been vir-
tually ignored, their only placement option being the maximum
security unit at the DOC’s MCI-Framingham.

Indeed, it is a sadly ironic but nonetheless prominent feature
of the state mental health delivery system that the Com-
monwealth’s maximum security prisons now form a major part of
the “continuation of care’’ afforded many members of our men-
tally ill population.

The Committee has not concluded that the deinstitutionaliza-
tion policy of the Department of Mental Health is inherently flaw-
ed. The Committee has concluded that a singular, one dimensional
focus on community-based care, without a corresponding effort to
establish humane, secure, and treatment oriented in-patient
facilities for seriously disturbed patients, is poor public policy.

1. The Department of Mental Health should establish two
thirty-bed medium security facilities for assaultive male patients
and one twelve-bed facility for assaultive female patients.

2. Prior to the submission of a budget request for these
facilities, the Department should develop detailed plans regarding;

(a) site preparation;
(b) security hardware and procedures;
(c) treatment to be provided;
(d) diagnostic procedures to be followed;
(e) admission and discharge standards andprocedures; and
(f) program budgets.

3. The Department of Mental Health should issue a comprehen-
sive policy on the treatment of assualtive patients which reflects
a balance between the rights of the patient and the responsibility
of the Department to protect the public.

The Special Senate Committee recommends the establishment
of an Executive Branch agency, independent of the Human Services

CONCLUSION

RECOMMENDATIONS

SPECIAL RECOMMENDATIONS
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umbrella, with a mandate to conduct objective, timely, and

thorough investigations of unusual incidents which occur within
human service agencies.

The members of the Special Committee will sponsor legisla-
tionto create such an agency in an effort to ensure greater accoun-
tability within the human service delivery system.

The Special Senate Committee to Review Commitment and
Release Procedures of the Department of Mental Health was
established by Senate Order 1761 on March 1, 1982.

Senate Order 1761, adopted by a unanimous vote of the
Massachusetts Senate on a motion by Senator David H. Locke (R-
Wellesley), called for the establishment of a Special Committee,
appointed by the President, consisting of five members, not more
than three of whom could be members of the same political party.
The Special Committee was ordered to:

. . . make an investigation and study of the circumstances sur-
rounding the commitment of VernalWalford to the Northamp-
ton State Hospital in 1974, and his release, and the subsequent
murder of Arnold Zeleznik in Miami, Florida, on December
20, 1974 for which offense the said Vernal Walford was subse-
quently indicted, and to determine whether the said release
was proper under the circumstances and to consider whether
the present practices of the Department of Mental Health in
the commitmentand release of patients committed to its care
are adequate to protect the patient and to ensure the safety
of the public

On March 15, 1982, Senate President William M. Bulger, (D-
Boston) announced the appointment of Senators McGovern of
Second Essex and Middlesex, LoPresti of Suffolk and Middlesex,
Lewis of Suffolk and Norfolk, Locke of Norfolk, Bristol and Mid-
dlesex, and Webber of Berkshire to the Special Committee. Senator
Patricia McGovern (D-Lawrence) was appointed to chair the
Committee.

With the publication of its Phase One report (see “A Report
of the Special Senate Committee to Review Commitment and
Release Procedures of the Department of Mental Health; Phase
One: The Release of Vernal Walford from the Northampton State
Hospital on November 27, 1974”) dated November 12, 1982, the
Special Senate Committee fulfilled the first component of the dual
mandate articulated in Senate Order 1761.

INTRODUCTION
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This report represents the Committee’s response to the seconc
requirement of Order 1761: a review of present practices of thf
Department of Mental Health.

During Phase One, the Committee used the Walford case as
“a window into the mental health system of 1974,” a vehicle foi
assessing matters ofpolicy, procedure, and overall facility manage
ment in addition to individual decision-making associated with the
release of Vernal Walford. In so doing, the Committee concludec
that, in 1974, state hospital operations were characterized by ‘‘gross
institutional negligence,” inadequate commitment and release pro
cedures, a lack of organizational stability, and a lack of program
matic accountability. Furthermore, the Committee concluded thal
“the central office of the Department of Mental Health failed to ex
ercise its authority and responsibility withregard to the establish
ment of policy, procedure, standards of care, and the monitoring
of quality care” at least insofar as the state hospitals were
concerned.

During this second phase of the investigation, the Committee
has attempted to assess the extent to which significant im
provements have been made in the operation of the state hospitals
since 1974. In order to make a thorough and responsible assessment
the Committee concluded that three distinct issues needed to be ex
amined in detail:
1. The overall administration of the state hospitals;
2. The admission and discharge procedures currently in effect al

each state hospital;
3. The treatment of assaultive patients in the state hospital setting

This report addresses each of these issues in three separate sec
tions. Each section contains a summary of background informa
tion, findings, a conclusion, and the Special Committee’s recom
mendations for corrective action.

The following methods were used by the Special Senate Com-
mittee in developing information upon which to base its Phase Twc
report:
1. Document Review

The Committee reviewed hundreds of documentsprovided by
the Department of Mental Health, including statutes, policy
memoranda, legal opinions, budget proposals, hospital specific pro-

METHODOLOGY
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cedures, draft policies and procedures, and patient data. In addi-
tion, the Committee reviewed unsolicited information provided by
DMH employees, mental health advocates, and members of the
public.
2. Site Visits

The Committee, through its staff, conducted site visits to six
of the Commonwealth’s seven state hospitals. Open ended inter-
views were conducted with facility administrators, in-patient unit
directors, physicians and psychiatrists, nursing supervisors,
nurses, mental health assistants, and patients. Patient records,
selected at random, were reviewed. A rough inventory of vacant
buildings was taken. In-patient units were toured; Program areas
(for Occupational Therapy, Physical Therapy, Recreation, etc.)
were observed; and unit specific procedures were reviewed.
3. Telephone Interviews

The Committee, through its staff, conducted dozens of
telephone interviews with DMH employees, DMH patients, families
of DMH patients, advocates, DMH vendors, and members of the
public. Telephone interviews were used to collect background in-
formation and were conducted on an “off the record’’ basis.
4. Public Hearings

The Special Committee held public hearings in Boston on the
following dates:

February 17, 1983
February 27, 1983
March 3, 1983
March 10, 1983
March 24, 1983
April 5, 1983
April 7, 1983
April 19, 1983
April 21, 1983

SECTION I. The Overall Administration Of The State Hospital System
Background

The Department of Mental Health currently operates seven
state hospitals; Northampton State Hospital, Worcester State
Hospital, Westborough State Hospital, Danvers State Hospital,
Taunton State Hospital, MedfieldState Hospital, and Metropolitan
State Hospital.

Approximately 4,000 individuals are employed by the hospital
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system, which serves approximately 1,200 patients on any given
day.
The System Prior to 1974

Prior to the deinstitutionalizationinitiatives of the early seven-
ties, the Commonwealth’s state hospitals functioned under what can
be described as a “traditional” administrative structure. Hospitals
were run by physician superintendents who, by law, were respon-
sible for both clinical and administrative aspects of the hospital’s
operation, and for final decision-making with regard to admission
and discharge. Generally, each hospital had centralized depart-
ments of psychiatry, nursing, social services, psychology,
maintenance, medical records, and a steward. Each department
was administered by a professional with training and experience
in a given discipline who reported to the superintendent. In-patient
units and wards, for the most part, were organized according to
the age, sex, and treatment requirements of the patients (e.g.
chronic male ward, acute female ward, geriatrics ward, adoles-
cent ward).

While the deplorable conditions, overcrowding, and substan-
dard care of the old hospital system is widely known and a matter
of record, some fundamental administrative clarity was reflected
in the overall organizational structure of the hospitals. Lines of
authority were clear. A fixed point of accountability (i.e. depart-
ment heads) existed for each basic function performed at the facili-
ty. Theoretically, one individual could be identified and held ac-
countable for any problem which arose at the facility.
The System After 1974

In late 1974,the Department of Mental Health initiated a policy
which called for the “unitization” of state hospitals. The process
of unitization involved the following elements;
1. The Establishment of Geographic Units in Each State Hospital

The hospitals’ in-patient units were organized along geographic
lines. Patients were no longer grouped according to behavior
disorders or level of security required, rather, each unitwas respon-
sible for all patients from the geographic “Area” it served. For ex-
ample, a patient formerly housed on a chronic care unit with thir-
ty other chronic care patients would be reassigned to the North Cen-
tral Unit (if the patient was from Leominster) or the Springfield
Unit (if the patient was from the city of Springfield). If the Unit
was large enough, it would consist of two or more wards organized
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at the discretion of the Unit Director. Some units simply divided
their population into male and female wards. Others maintained
the acute/chronlc distinction in establishing wards. Other smaller
units simply housed all of theirpatients together, regardless of sex,
behavior patterns or type of care required. In other words, patients
requiring short term stabilization, long term care, adolescent pa-
tients, male, female, elderly, court committed, voluntary and in-
voluntary patients were all mixed together based on their “area
of meaningful tie” (/.e. last known address).
2. The Appointment of Unit Directors

Each geographic unit was given a newly created position of
Unit Director. Unit Directors were charged with the responsibility
of overseeing both the clinical and administrative aspects of their unit.
Every staff person assigned to the unit (social workers, mental
health assistants, nurses, doctors, psychiatrists, psychologists, etc.)
was to report to the unit director. It should be noted, however, that
these unit directors were not physicians. In fact, most unit direc-
tors in the system today are nurses, social workers or masters level
psychologists, with nursing being the predominant discipline
represented.
3. The Abolition of Centralized Hospital Departments

With few exceptions, centralized departments such as the
medical department, the departments of psychiatry and
psychology, nursing, medical records, and social work were simply
abolished. Personnel associated with these departments were now
assigned to the various units and instructed to report to the unit
director. Each unit director then structured his or her clinical
disciplines according to an original design. For example, certain
unit directors appointed their own medical directors and charged
them with only supervising physicians, while others appointed a
single clinical director and placed all physicians, social workers,
and psychologists under his or her supervision.
4. The Removal of Superintendents and the Delegation of the Superin-

tendent’s Statutory Authority to Area Directors
The position of state hospital superintendent was abolished by

the Department of Mental Health. Superintendents were replaced
by acting superintendents or assistant superintendents or “facili-
ty directors” whose authority was confined to “housekeeping” func-
tions of the hospital. Housekeeping functions would include
maintenance, food service, laundry, and other institutional support
services.
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The superintendent’s statutory authority to admit and
discharge patients, and to appoint hospital personnel was delegated
by administrative order to Area Directors.* (It shouldbe noted that
the Department requested and received an Attorney General’s opi-
nion which found that the delegation of the Superintendent’s ap-
pointment authority would be permissable under Massachusetts
General Laws.)

Each area director was formally designated a facility direc-
tor for the state hospital in-patient unit which corresponded to the
geographic area of his or her responsibility. Thus, area directors
became responsible for all services provided to clients from their
respective geographic areas, including in-patient services at the
state hospital. Unit directors, who originally reported to
superintendents, now reported to area directors who were respon-
sible for admitting and discharging patients, hiring and firing unit
personnel, and all other client-related activities of the unit.
6. The Relationship of State Hospitals to the Central Office

Under the older state hospital system, the relationship between
the facility head (superintendent) and the executive staff of the cen-
tral office was relatively clear and direct. Superintendents were
accountable toBoards ofTrustees and to the Commissioner of Men-
tal Health. When the need arose, state hospital related problems
could be quickly elevated to the highest levels of the department
by the superintendent. Superintendents were, in fact, considered
to be senior level officials in the department’s hierarchy.

With the onset of unitization, state hospitals no longer occupied
a pivotal position in the department’s table of organization. Rather,
the current administrative structure is designed to support some
forty area-based service delivery operations. State hospital in-
patient units appear in the table of organization as “mini hospitals”
under the authority of area directors, while state hospital support
services come under the authority of the district manager. The

5. The Designation of Area Directors as “Facility Directors’’

In the early seventies, the DMH divided the Commonwealth into some 40 areas,
in an attempt to decentralize departmental organization and, hence, to facilitate
the provision of community-based services. As a result, area offices, small
administrative units responsible for contractingthese services, were established
under the supervision of the Area Directors.
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district manger* is responsible for all activities of the state hospital,
but must work through several administrative layers in order to
actually affect day-to-day operations. District managers, in turn,
report to the chief operating officer who reports through the depu-
ty commissioner to the commissioner. Unfortunately, there is no single
office nor single individual in either the central office, the district offices
or the area offices of the Department of Mental Health whose major area
of responsibility is the overall management of the state hospital system.

The following simplified organization charts reflect the change
in administrative structure which came about as a result of
unitization:

The 40 statewide DMH areas were subsequenUy grouped into seven districts,
eachunder the supervision of a District Manager, The latter, typically responsible
for the one state hospital and the one major mental retardation center within
his or her district, provided the main link between area-based services and the
DMH central office.
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Post 1974

Commissioner

State Hospital
Facility
Director *

Area DirectorArea Director Area Director

State State State
Hospital Hospital Hospital

Unit Director Unit Director Unit Director

l I
I i

1 J
1 I
1 I

I
I 1

L j__

* Formerly Superintendent
** It should be noted that the broken lines in the above chart indi-

cate reporting relationships.

The Objectives of Unitization
It is clear from the previous discussion that the implementa-

tion of unitization has resulted in an enormously complex ad-
ministrative structure, through which state hospital units are
managed. In attempting to assess the effectiveness of the present
administrationof the state hospitals, the Special Committee began

District Manager
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by forming its own conclusions regarding the objectives which the
policy of unitization was designed to achieve. In other words, the
Committee first attempted to understand the reasons for the im-
plementation of such a complicated organizational structure.

The objectives of unitization, as interpretedby the Committee,
are as follows:

1. To Destroy the Power of State Hospital Superintendents
Superintendents, as a group, were perceived to be obstruc-

tionists to the implementation of the department’s policy of
deinstitutionalization. They exercised enormous power over state
hospital budgets, jobs, and more importantly, patients. Often this
power was used to maintain a type ofpolitical insulation which per-
mitted individual superintendents to successfully resist the depart-
ment’s efforts to divert patients and resources from their respec-
tive institutions.

The policy of unitization allowed this substantial power, once
wielded by less than a dozen individuals, to be channeled to forty
area directors whose commitment to deinstitutionalization could
be carefully assessed prior to their appointment.

Implicit in the unitization model is the notion that Area Direc-
tors would not view a shift in resources from one service delivery
system to another as a threat to their “turf” because Area Direc-
tors would be responsible for both institutionaland community ser-
vices. Indeed, a reduction in the in-patient units’ census offered an
opportunity to present a compelling argument for an expanded
budget to provide community alternatives for these patients.
3. To Improve the Quality of Care Provided to DMH Patients

The shift to unitization was considered essential to the establish-
ment of a ‘ ‘continuum of care’ ’ for DMH patients. Ideally, the state
hospital in-patient unit would become one component in a range
of services (i.e. out patient services provided by community men-
tal health centers, community-based residential programs, in-
dependent living programs, crisis intervention services, etc.)
available in each geographic area, all administered oy the Area
Office. Patients could then move from one level of service to
another, at the appropriate juncture in the course of their treat-
ment, under an administrative configuration which facilitated “con-
tinuity of care.”

2. To Reduce the Population of State Hospitals
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Findings
1. The Operation of the Commonwealth’s State Hospital System Suffers

From a Lack of Standardized Administrative Procedures
While a certain degree of variation in administrative practice

among hospitals is to be expected and would be desirable, the Com-
mittee finds the present degree of variation to be indefensible. Units
within the same hospital often follow radically different ad-
ministrative procedures relative to such simple functions as patient
record keeping, admission, and discharge. In addition to variation
at the unit level, each hospital follows a differentset of procedures
with respect to centralized services, the relationship to district of-
fices, the configuration and practices of hospital-wide committees,
and the extent to which area office staff participates in hospital
operations.
2. The Present Administrative Structure of the State Hospitals Suffers

from a Lack of Administrative Clarity
The Committee presumes that, if a state hospital system is to

deliver quality services to its patients, the system must be com-
prehensible to those who work within it, to the general public, and
to those agencies and organizations with which it must work
(private hospital emergency rooms, the police, community pro-
grams, families of the mentally ill, public officials, other public ser-
vice agencies, etc.). If these agencies and indiviudals are unable
to understand how the system is organized, who is able to make deci-
sions, and who is authorized to overturn decisions, there is a high
probability that the system will not be accountable.

The Committee finds that the current organizational structure
of the state hospitals is so complex that it frustrates the efforts of
those who attempt to work cooperatively within it or to hold it
responsible for the provision of care.

Whether inadvertently or by design, the Committee finds the
current lack of organizational clarity to be an impediment to the
department’s ability to provide a responsible system of service
delivery to mentally ill patients who require in-patient care.
3. The Operation of the Commonwealth’s State Hospital System Suffers

from a Lack of Centralized Policy Development and a Lack of Cen-
tralized Administrative Oversight
During public testimony before the Special Committee on

March 10, 1983, former Secretary of Human Services, Justice
William T. Hogan, Jr., stated:
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“Mental health policy direction must come from the top. It
must be clear and unambiguous. It must be disseminated to
the department through a well written policy manual. Discre-
tion must be structured, standards of practice (especially
release decision-making) must be adopted, and guidelines for
decision-making must be promulgated . . . Centralized policy-
making must replace unstructured discretionary decision-
making at the area or unit level.”

The Committee agrees with the recommendations of Justice
Hogan and finds the department’s efforts over the past several
years to structure discretionary decision-making at the district or
area level to be thoroughly deficient.

During the last ten years, senior staff of the Department of
Mental Health have exhibited a tireless dedication to the advance-
ment of a particular ideology (i.e., deinstitutionalization) and the
promotion ofbroad philosophic principles such as area-based plan-
ning and a corresponding reluctance or inability to translate doc-
trine into clear procedural direction.

The department’s statutory authority to establishpolicies, pro-
cedures, and standards of practice, contained in M.G.D. Chapter
123, Section 2, has consistently been delegated to district, area, and
unit managers through a poorly monitored and unstructured
process.

In a February 15, 1978 policy statement entitled “Departmen-
tal Organization and Integration of the State Hospital System into
the Community Mental Health Service System,” then Commis-
sioner of Mental Health Robert Okin, M.D. stated:

“This (unitization is a step of considerable consequence, which
will not be taken until the area program is, in the opinion of
the appropriate Regional Services Administrator and the Com-
missioner, ready for such responsibility.
Readiness will be achieved by the development in each Region
of operating procedures which clearly articulate the respec-
tive responsibilities and authority of the Regional Services Ad-
ministrator, Area Director and Hospital Administrator. These
procedures will be set out in detail in a Regional Operating
Manual, discussed in more detail below.
Readiness requires more than development of a Regional
Operating Manual that meets legal, regulatory, funding, and
certification as a provider of service requirements for third
party reimbursement. It requires participation and accep-
tance by staff, the Area Board, and the public-at-large. To this
end, planning and procedural development, including im-
plementation of the Operating Manual, must be time-phased
and worked out step-by-step. An Action Plan with a timetable
for accomplishing each phase of the integration process should
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be submitted to the Regional Services Administrator for for-
warding, with comments to the Commissioner. Consultatior
and technical assistance may be requested and may be ad-
visable for either the process or the content of the integratior
plan.”

In another section of the paper, under the heading “Regiona
Operating Manuals,” Commissioner Okin goes on to state:

“The foregoing section of this paper (“Integration of the Stab
Hospital into the CommunityMental Health Service System”;
has been kept deliberately general because the Departmem
does not intend to impose uniform structures upon forty-om
different area programs which have diverse needs, strengths
and resources. Similarly, within the broad outline set out ir
the foregoing section, there may be variations in the gover
nance of area-relatedstate hospitals. Specific issues must, o
course, be addressed and decided. This, in turn, must b«
documented through the development of a Regional Operating
Manual setting forth the mechanism for integration of the stab
hospital units into the community mental health service
system.”

The paper then presents a detailed list of issues which mus
be addressed in the Regional Operating Manuals (see appendix 2)
and concludes with the statement:

“In summary, the Operating Manual must set forth method;
and procedures by whichresponsibilities and authority tradi
tionally lodged in the Superintendent of the Hospital an
redistributed to the Regional Services Administrator, the Are;
Directors, and the Hospital Administrator.”

Despite the good intentions and understanding of the problem
represented in Commissioner Okin’s statement, the Committei
finds no evidence that any of these stated requirements wen
implemented.

The Special Committee finds no evidence that departmen
managers were held accountable for the development of regiona
operating manuals. Furthermore, the evidence suggests that whe:
draft procedures were developed and implemented at the regiona
or area levels, the procedures were never centrally reviewed fo
appropriateness and consistency. This emphasis on creative divei
sification to address local “needs, strengths, and resources” ha
left the state hospital system in a state of organizational anarch
which truly defies description.

During the course of this investigation, the Special Senate Con
mittee repeatedly requested that the department provide the Con

4. The Present Administrative Structure of the State Hospitals Reflects
Lack of Clear Authority Lines and Fixed Accountability
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mittee with a department-wide organizational chart clearly
representing the existing lines of authority from the state hospitals
to the Commissioner’s Office. The department was unable to com-
ply with the Committee’s request.

It is the Committee’s assertion that the department’s failure
to develop standardized job descriptions for personnel performing
basic functions related to hospital operations has resulted in vague
and confusing lines of authorityand in an inability to establish fix-
ed accountability.

The Committee furtherargues that, regardless of the manage-
ment Structure imposed upon the state hospitals and regardless of
the ideological bias upon which the structure is based, certain basic
clinical and administrativefunctions must be performed. These functions
could be incorporated into standardized job descriptions. The super-
visory or oversight responsibility, which would ensure that these
functions are performed, could also become part of the standar-
dized job descriptions. As the functions become more complex and
professional judgment becomes a factor, the responsibility for the
decision-making could be fixed, structured, and standardized
through the design of appropriate job descriptions.

The Committee finds there is a disturbing reluctance on the
part of mental health officials to employ this basic management
tool.

The department, in fact, seems reluctant to embrace the very
concept of individual responsibility, preferring instead, the “team”
approach.

What began as innovation in providing treatment, the “Multi-
disciplinary” approach (an attempt to involve line staff,
psychologists, nurses, social workers and others in the planning and
and delivery of treatment to patients), has evolved into a perfect
vehicle for obscuring lines of authority and accountability. Teams
intervene when a patient is in crisis while in a community place-
ment. Teams screen admissions to state hospital in-patient units.
Teams deviseand carry out treatment plans. Teams develop after-
care plans. Teams recommend discharge. And, teams of unit direc-
tors and area directors “manage” hospitals.

The study of administrative practice in the Commonwealth's
state hospital system today is a study of diffusion and obfuscation.
Everyone is involved, but no one is responsible.
5. The Administrative Structure of the Commonwealth’s State Hospital
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System Impedes the Provision of Treatment to Groups of Patients Re-
quiring Specialized or Heightened Levels of Care

The current emphasis on the assignment of patients to small
in-patient units (anywhere from roughly 20 to 60 beds depending
on the area served) covering a given geographic area, results in
an extraordinary mix of patients and behaviorpatterns in one unit.
Often the units are too small to allow for the segregation of patients
requiring special care. For example, geriatric patients and highly
assaultive patients require almost entirely different types of care.
Under the current organizational structure, each unit is likely to
have one or two geriatric patients, one or two assaultive patients,
one or two adolescents, and one or two highly suicidalpatients. Ob-
viously, these patients would be better served through placement
in units specifically designed with theirparticular treatment needs
in mind. A small unit simply cannot justify the hiring of a physical
therapist and the development of a physical therapy program for
one or two geriatric patients. Nor shouldan entire unit be subjected
to security procedures developed to protect the public from one
potentially dangerous patient. Under the present system, the needs
of each subgroup ofpatients are compromised as the unit’s treat-
ment approach is gradually adjusted to accommodate “the whole.”

The absurdity of this situation is reflected in the comments of
a former patient who presented the Committee with the following
argument:

"Those of us who go through periods of suicidal behavior are
told by the doctors that much of this behavior is caused by
stress. Yet, when they think we’re a serious danger to
ourselves, they put us in a hospital unit with patients who are
considered a danger to others. What can be more stressful than
being locked up with someone who is potentially homicidal?”

6. The Current Administrative Structure of the Commonwealth’s State
Hospitals Significantly Contributes to the Department’s Inability to Pro-
vide Consistent Clinical Supervision of Physicians and Psychiatrists
As stated previously, under the present unitized system, unit

directors are responsible for overseeing all clinical and ad-
ministrative functions of their particular unit. Given that many unit
directors are nurses, psychologists, or social workers, the follow-
ing question arises: How can a unit director, who has neither the
training nor professional standing to supervise or evaluate physi-
cians and psychiatrists, ensure that the doctors in their unit are
held accountable for providing adequate medical and psychiatric
care?
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The Committee finds that the department has proven incapable
)f answering this question satisfactorily.

While the evidence to support this finding is substantial, the
Committee cites the folllowing specific examples:

A. The January 12,1983 decisionof Administrative Law Judge
Richard Greenberg affirming the decertification of Northampton
State Hospital from the Medicare and Medicaid programs, which
dates in part:

“The DMH is subdivided into several geographical regions
under the supervision of a Regional Administrator, who has
the responsibility for a variety of programs. The hospital falls
within the jurisdiction of the Regional Administrator, who ap-
pears to have little to do with the actual daily management
of the institution. Several components within and without the
hospital are involved in the regular treatment of patients, i.e.,
hospital staff, University of Massachusetts consultants, and
community based programs. Each reports individually to the
Regional Administrator. The resident medical director
testified that, not only was the chain of command unclear, it
was subject to frequent change.
This elongated chain of command with no central authority
precludes assignment of overall responsibility for efficient
operation of the hospital on a daily basis. One example, noted
at length in the hearing testimony, dealt with University of
Massachusetts psychiatrists who were not completing
discharge summaries. Although the hospital has a resident
medical director (Dr. Gallup), no one at the hospital had the
authority to take action against thesepsychiatrists in order toforce them
to fulfill their duty to the patients at the hospital. The problem was
only resolved when Dr. Myerson of the University of
Masschusetts Medical School in Worcester, who is not in the
hospital chain of command, threatened the offending physi-
cians with forfeiture of vacation time. (Transcript 1031 et. seq.
and 1311.) There was, in fact, no authorityforsuch an action and the
record suggests that there are, in fact, no effective institutional con-
trols on these personnel. ”

B. A 1981 survey report of the Department of Public Health
citing deficiencies in the operation of Worcester State Hospital,
which states in part:

“There was no organized, hospital-wide medical staff organiz-
ed under or approved by the governing body and responsible
to the governing body for the quality of all medical care pro-
vided to patients in the hospital and the ethical and profes-
sional practices of its members. There were no current writ-
ten medical staffpolicies, by-laws, rules, regulations. Medical
staff appointments were not made by the governing body.
There was no credentials committee. There were no written
established policies concerning the holding of consultations.
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The scope of the physicians’ privileges was not delineated.
There were no medical staff officers. The statutory require-
ment regarding medical staffby-laws was not met. There was
no organized executive committee of the medical staff. There
was no joint conference committee. There was no medical
records committee at the time of the survey. The last meeting
of the medical records committee was May 27, 1980, after
which the committee was dissolved . . .

“Twenty-five clinical records were reviewed as a sampling
from the six certified wards. All twenty-five records lacked
sufficient documentation data to justify the established admit-
ting diagnosis. All twenty-five lacked comprehensive psychiatric and
medical histories and/or updates.
Psycho-social histories documented by a Social Worker were
found lacking in six records reviewed. Up-dated psycho-social
histories were found in 11 records and 4 records had not been
up-dated since 1977 or 1979. Monthly social service progress
notes had not consistently been documented for the previous
three months in six clinical records. Identification data sheets
lacked admitting diagnoses in 3 records reviewed. Intercur-
rent diagnoses were lacking on 7 records reviewed.
Of the twenty-five records reviewed, only 9 records contained a
documented evaluation by a psychiatrist within the previous three
months. Treatmentplans and reviews did not indicate any input by a
psychiatrist. There was evidence of a psychologist’s involvement
in treatment planning and of monthly progress notes during
the past three months in only 20 out of 25 records reviewed.”

C. In an interview held during a Special Committee site visit
to a state hospital in-patient unit in January of 1983, a hospital
psychiatrist was asked, “To whom do you report? ” The psychiatrist
responded, “I report directly to the Area Director.” In a subsequent
interview with the unit’s director, a nurse, the unit director was
asked, “If we were to ask the psychiatrist on your unit who he
reports to, what would his answer be?” The unit director respond-
ed, “He would tell you that he reports to me.”

from the Department’s Inability to Monitor the Quality ofCare Provided
The department refers to programmatic monitoring as a

“Quality Assurance” function. The Committee finds that the
“Quality Assurance” efforts of the department, as they relate to
state hospitals, are completely inadequate.

First, the department admits to never having established
minimum standardsof care on a statewide basis. Therefore, Quali-
ty Assurance Teams have no common standards with which to
assess the operation of an in-patient unit.

7. The Operation of the Commonwealth’s State Hospital System Suffers
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Second, in the instances when Quality Assurance Teams have
conducted reviews based on arbitrarily established standards, the
Committee finds a consistent lack of guidelines and operating pro-
cedures governing team membership, team activities, theprepara-
tionof reports, and hospital follow-up relative to the corrective ac-
tion required.

Third, the responsibility for quality assurance has never been
clearly vested in a particular office of the Department. Recently,
one area official told the Committee that, while Quality Assurance
had once been the responsibility of the area office, it was now a
district office responsibility.

Several weeks later, the same official told the Committee that
the responsibility for Quality Assurance had been delegated, once
again, to the area office.

The same day, the Committee was contacted by a district of-
fice official from another part of the state who informed the Com-
mittee that Quality Assurance was a district function and that plans
for district-wide Quality Assurance reviews were being developed.
8. The Department of Mental Health has Failed to Conduct Adequate

Planning for the Disposition of Underutilized Facilities
In his testimony before the Special Committee, former

Secretary of Human Services Justice William T. Hogan stated:
“Massachusetts still maintains seven state mental health
hospitals which represent the capacity of a bygone era. Each
hospital has a very small current patient population and very
large fixed costs. Common sense suggests that consolidating
the institutions to provide excellent facilities and proper staff
support in fewer locations would preserve access, improve
care, increase accountability and reduce costs. Instead of
seven under-utilized campuses, the Department of Mental
Health must plan for fewer permanent hospital settings to
serve the state over the long future

The Committee finds Justice Hogan’s statement to be fully sup-
ported by the facts. Despite a steady decline in the state hospital
population (from approximately 11,000patients in 1970 to approx-
imately 2,000 patients in 1982), the departmenthas failed to develop
a comprehensive plan for the consolidation and disposition of ex-
cess state hospital property and facilities.
9. The Department’s Lack of Attention to Resolving the Administrative

Chaos Characterized by the State Hospital System has Contributed
Significantly to State Hospital Decertification and a Loss of Federal
Reimbursement
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In its review of state hospital certification and accreditation
studies conducted by the United States Department of Health and
Human Services and by the Massachusetts Department of Public
Health, the Committee found numerous citations regarding a lack
of administrative clarity, unclear lines of authority, a lack of
policies and procedures, and a profound lack of accountability.

In those instances where the reports resulted in decertification,
these matters were consistently highlighted as major deficiencies.

The Special Committee wishes to note several improvements
in the overall operation of the state hospitals since 1974 before
presenting general comments on the deficiencies in administrative
practice noted above.

Specifically, the progress achieved in census reduction and the
resultant lack of overcrowding combined with capital im-
provements in many of the in-patient units has resulted in improv-
ed patient care.

In addition, the Committee notes substantially less reliance on
non-certified, limited license physicians and psychiatrists.

The Committee visited several in-patient units which appeared
to be providing better than average care, particularly in terms of
nursing care. The NewBedford unitat Taunton State Hospital and
the Hadley Unit (for geriatric patients) at Westborough State
Hospital are examples of in-patient units which, in relative terms,
stand in sharp contrast to other state hospital units because of the
excellent care provided.

Furthermore, the Committee wishes to highlight the dedica-
tion and hard work exhibitedby mental health assistants, nursing
staff, and volunteers, who are, in the Committee’s view, responsi-
ble for the most difficult task associated with the state hospital
operations: namely, meeting the physical and emotional needs of
seriously ill patients on a day-to-day basis. While this report is
highly critical of state hospital administration, this criticism is not
intendedto reflect poorly on directcare staff who are forced to con-
tend with administrative deficiencies which they are powerless to
correct.

Despite these improvements, the Commonwealth’s state
hospital system still suffers from a fragmented organizational

CONCLUSION
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structure, vague and ever-changing lines of authority, and an
overall lack of accountability.

Reform legislation ofrecent decades has given the Department
of Mental Health broad powers to set policy, procedures and stan-
dards of practice with regard to state hospital operations. Unfor-
tunately, the Department has abused its discretion through the
reckless delegation of its authority to district and area offices.
These offices set and change policy with disturbing frequency and,
following the lead of the central office, delegate their authority fur-
ther down the heirarchy.

As a result, the organizational structure of each state hospital
varies substantially. Administrative practices which directly in-
fluence the day-to-day operation of the hospitals (in budgetary, per-
sonnel and record-keeping areas, for example) vary from in-patient
unit to in-patient unit, from area office to area office, from district
to district, and from hospital to hospital. Factors such as geographic
location, management style of individual administrators, and past
patterns of practice have had a far greater influence over the
organizational structure and operation of the hospitals than has the
reasoned decision-making of senior DMH officials.

Furthermore, the “area-based” or “unitized” model of hospital
management has proven to be an extremely complex, cumbersome,
and costly organizational model. As a mechanism for destroying
the power of superintendents and for facilitating census reduction,
the model has succeeded. On the other hand, it has failed to live
up to the promise of establishing continuity of care.

Although the model has resolved some of the problems of cen-
tralized planning, policy development, and administrative over-
sight. Where polices have been developed, the department seems
incapable of ensuring implementation by its own offices. Commis-
sioner Okin’s 1978 Policy Memorandum, quoted extensively in this
report, is a monument to this lack of oversightand accountability.
Five years later, the department still has not developed the policy
and procedure manuals called for (as a prerequisite to unitization)
in the memorandum.

Over the past twelve to eighteen months, the department has
initiated some encouraging efforts aimed at addressing many of
the concerns raised by the Special Committee. For example, a
preliminary draftof a State Hospital Policy and Procedure Manual
bas been developed. Section of the draft manualhave been reviewed
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by the Committeeand appear to be an excellent first step in a long
overdue process to set minimum standards and standardize ad-
ministrative practice. The Committee is encouraged by the depart-
ment’s efforts in this area.

While the Committee’s findings suggest administrative pro-
blems of significant magnitude, the solutions to these problems are
surprisingly simple. However, the successful application of these
solutions will depend upon the willingness of senior DMH officials
to abandon their preoccupation with matters of ideology and focus
on the less glamorous, but more productive, elements of basic
public administration. Examples of these elements are presented
below as recommendations of the Special Committee.

1, DMH should develop clear statements of policy regarding
the role of state hospitals in the present service delivery system.
Specifically, these policy statements, or “mission” statements,
should :

(a) reflect a commitment to providing long-term treatment
oriented services in a state hospital setting for those patients
who cannot be served in the community;
(b) reflect a commitment to serving the most seriously ill pa-
tients in a structured, humane, institutional setting:
(c) reflect a commitment to both the protection of the patient
and the protection of the public;
(d) describe in unambiguous terms the specific types of pa-
tients to be served in a state hospital setting.

2. DMH should reevaluate its unit-based model of state hospital
administration in light of the Committee’s findings and conclusions.
Furthermore, the Committee recommends that the Department file
a policy report on unit-based management of the state hospitals
with the Senate Ways and Means Committee and the Joint Com-
mittee on Human Services within 90 days of the release of this
report. The Department’s report should explain whether or not the
Department intends to continue the unitization policy and provide
a rationale for its decision.

3. DMH should develop a comprehensive policy and procedures
manual for the operation of the state hospitals. The manual should:

(a) standardize, to the extent possible, the organizational
structure of the state hospitals:

RECOMMENDATIONS
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(b) establish clear lines of authority and responsibility;
(c) establish uniform, functional, job descriptions for all
employees of the state hospitals;
(d) clarify the role of hospital administrators, area office per-
sonnel, and district office personnel in the management of the
state hospitals:
(e) establish a clear line of supervision relative to physicians
and psychiatrists who work in the state hospital system;
(f) standardize admission and discharge procedures for all
DMH in-patient units.

Once completed, the procedural provisions of the manual
shouldbe promulgated as departmental regulations under M.G.L.
Chapter 30A.

4. DMH should design and implement a program of in-service
training regarding the new policy and procedures manual to en-
sure that district, area, and state hospital personnel all have a com-
mon interpretation and understanding of the new and/or revised
procedures.

5. The Secretary of Human Services should convene a joint ex-
ecutive/legislative committee to develop a consolidation plan for
the Commonwealth’s seven state hospitals.

6. In refining the organizational structure of the state hospitals,
the DMH should plan for the establishment of regional or statewide
units for certain “special” populations whose special needs can-
not be met in a standard area-based, in-patient unit. Priority
populations for special units should include:

(a) assaultive patients (both male and female) who require
a “medium security” facility i.e. more security than the
standard in-patient unit, but substantially less security than
MCI Bridgewater:
(b) adolescent patients in need of secure care;
(c) geriatric patients;
(d) highly suicidal patients.
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SECTION 11. Admission and Discharge Procedures
Background

This section of the Special Committee’s report addressed the
adequacy of state hospital admission and discharge procedures.

While there are several “routes” by which a patient may be
admitted to a state hospital, for the purposes of this report the Com-
mittee had reviewed admission procedures as they relate to the in-
voluntary commitment of patients.
The Law

Under Massachusetts law, Chapter 123, Section 12, an in-
dividual may be involuntarily* committed to a state hospital for
a period of up to ten days by a “designated physician” who believes
that failure to hospitalize this person would create a likelihood of
serious harm by reason of mental illness. A “designated physician”
refers to a physician who is formally authorized by the department
to admit patients to a specific facility.

The law also authorizes licensed physicians, qualified
psychologists, and police officers to apply for the involuntary com-
mitmentof an individual. Under these circumstances, however, the
law requires that the individual be evaluated by a designated physi-
cian immediately upon admission to the facility and that the
designated physician make a determination as to the ap-
propriateness of the application.

(•Note: The involuntary commitment mechanism described herein is commonly
referred to as the "pink paper’’; a reference to the form which must be signed prior
to transporting a patient to the state hospital.)

The law further provides that no person shall be admitted to
a facility involuntarily until that person has been given an oppor-
tunity to apply for a voluntary admission and “has been informedthat
he has a right to such voluntary admission.”

The provisions of Chapter 123, Section 12have generated much
controversy because once a patient who has been involuntarily com-
mitted for a ten-day period exercises his legal right to convert to
a voluntary status, the patient then has a right (again, under law)
to petition for release within a period of three days. Hence, the ten-
day period, during which hospital physicians must make a deci-
sion to either release the patient or petition the district court for
an extended involuntary commitment, is effectively reduced to
three days.
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If, after an evaluation, the hospital believes that the failure to
continue the hospitalization of a patient would create a likelihood
of serious harm by reason of mental illness, the law authorizes the
superintendent (now, the Area Director) to petition the district
court for the commitment of the patient (M.G.L. Chapter 123, Sec-
tion 7). Section 8 of Chapter 123authorizes the district court to com-
mit the patient for a period of up to six months if, after a hearing,
the court finds that (a) such a patient is mentally ill, and (b) the
discharge of suchperson from a facility would create a likelihood
of serious harm.

While the law is quite clear on the process to be followed and
the standards to be applied during the involuntary admission pro-
cess, substantially less statutory direction is provided on the mat-
ter of discharge. Basically, the “facility head” may discharge a
patient at any point in the ten day period of involuntary commit-
ment, court-ordered commitment, or voluntary commitment if a
determination is made that the patient is no longer in need of care
as an in-patient. Indeed, Section 4 of Chapter 123, which provides
statutory direction relative to the evaluation of patients, states:

“Following any review under the provisions of this section, or
at any other time, any patient who is no longer in need of care
as an in-patient shallbe discharged or placed on interim community
leave.” (emphasis added).

In summary, the law is clear in its intent to establish protec-
tions against the precipitous exercise of the Commonwealth’s abili-
ty to place someone in a state hospital against his will. A clinician
or police officer cannot simply send someone to a state hospital.
A second opinion by a designated physician, which confirms the
initial judgment, must first be made either prior to transporting
the patient or within hours afterreception at the facility. A further
determinationmust then be made within a ten day or, in some
cases, a three day period. The hospital physician must then either
convince the patient to remain voluntarily or convince a judge
through an adversarial process that additional hospitalization is re-
quired. Even after a minimum of three clinical evaluations and a
judicial decision, the initial commitment is valid for only a six
monthperiod. The statute requires a series of findings of “likelihood
of serious harm” and provides a lengthy and detailed definitionof
what constitutes “likelihood of serious harm” (see Chapter 123, Sec-
tion 1).

On the other hand, statute is virtually silent on the standards
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to be met or procedures to be followed when considering discharge
The Practice

The Department of Mental Health has adopted the practice of
“pre-screening” involuntary commitments to state hospital units.
According to this practice, applications for involuntary com-
mitments are referred to a “crisis intervention team” or a “pre-
screening team’ ’ consisting of designated physicians and other clini-
cians from the local community. These teams review cases to en-
sure that alternative placements have been explored and that
hospitalization in the state hospital is truly appropriate. Area direc-
tors are responsible for supervising the work of the pre-screening
teams and the area director holds the final decision-making authori-
ty with regard to admission and discharge.

The decision to discharge a patient from an in-patient unit is
also made by a team often referred to as a “treatment team,”
“aftercare planning team,” or “discharge team.” Generally, these
teams consist of state hospital staff as well as representatives of
the area office and community-based programs affiliatedwith the
area office. Once a patient is discharged, the area office is respon-
sible for ensuring the delivery of aftercare services prescribed in
the patient’s aftercare plan.

Findings

1. The Department of Mental Health has Achieved Substantial Progress
since 1974 in Establishing State Hospital Admission Procedures

The Committee finds that, although a great deal of work re-
mains to be completed, the department has established a founda-
tion upon which to construct a standard, comprehensible, state
hospital admission process which meets both the intent and the let-
ter of the law.
2. The Department ofMentalHealth hasFailied to Develop and Stardardize

Detailed Operating Procedures for Area Based Pre-Screening Teams
The Committee finds that while most area offices have

established screening teams, the membership, decision-making
process, and operating procedures of the teams vary substantially
from area to area and from district to district. Some teams have
no regular “base” or holding facility from which to operate, while
others are based in a community mental health center or local
emergency room. In some areas, the availability of the holding

facility and screening process is widely known by the police, courts,
local physicians, and local human services agencies. In other areas,
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the operation of the team remains a mystery to law enforcement
and social service officials. The number of designated physicians
available in a given area varies widely, and many state hospital
units do not have a designated physician available twenty-four
hours a day to admit involuntary patients.

Within the “Admissions and Commitments” section of the
Department’s draft State Hospital Policy Manual, the department
states:

“The physician, psychologist, or police officer applying for adt
mission (the applicant) is required to communicate with the area’s
prescreening program in order to describe the circumstances and
known clinical history, to determine whether the facility is the
proper facility to receive the person, to give notice of any
restraint, and to determine whether such restraint is
necessary.” (Emphasis added.)

This statement is a direct quote of Chapter 123, Section 12, with
one major exception. The law states;

“Whenever practicable, prior to transporting such person, the ap-
plicant shall telephone or otherwise communicate with a facili-
ty to describe the circumstances . . . etc.” (Emphasis added.)

The Committee finds the department’s proposed “require-
ment” that the applicant contact a prescreening program rather
than the state hospital to be inappropriate and in violation of the
statute. The department may certainly encourage applicants to use
the prescreening program, buta “requirement” to this effect is in-
consistent with the provisions of Chapter 123.

Furthermore, the Committee finds that the department’s em-
phasis on prescreening is premature, given the lack of standard
operating procedures for prescreening teams and the lack of
designated holding facilities in many communities.
3. The Department ofMentalHealth has Failed to Standardize andMonitor

Admission Procedures Followed at State Hospitals After the Patient
is Initially Received
The Committee finds that once a patient has been “received”

(i.e. attained reception status) at a state hospital, the
process varies widely from unit to unit and from hospital to hospital.
Some state hospitals have a centralized admissions area with a
physician available twenty-four hours a day. Other state hospitals
channel patients directly to geographic units which may not have
a physician available on certain days. Extraordinary variation ex-
ists in the recording of background information on a new admis-
sion. Unit personnel lack a common understanding of exactly what
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type of background information they are permitted to collect under
the law. The patients’ “right to privacy” or “client confidentiali-
ty” was mentioned consistently when hospital staff were question-
ed by the Committee about the difficulty associated with completing
adequate psycho-social histories on new admissions. No one,
however, was able to cite a written regulation, statute, or policy
directive which defined the limitations imposed by “client

’ On a more positive note, the Committeefinds the department’s
draft policy manual on state hospital operations to be an impor-
tant first step in addressing the problem of vague and poorly
monitored admission procedures.

4. The Department of Mental Health has Made Little or No Progress in
Structuring and Standardizing State Hospital Discharge Procedures since
1974
The Committee finds that State Hospital discharge procedures

continue to reflect the following serious deficiencies:
(a) a lack of standards to be used in making the decision to
discharge
(b) a lack of uniformity in discharge practices across in-
patient units as well as hospitals
(c) a lack of clarity relative to who makes the final decision
to discharge
(d) a lack of clarity regarding the role of the area office in
the decision to discharge
(e) the inappropriate delegation of statutory discharge
authority to hospital personnel who lack the clinical training,
experience, and qualifications to make such decisions
(f) a lack of clear procedures regarding the monitoring of a
discharged patient’s progress in the community
(g) a lack of communication between state hospital person-
nel and the community based programs responsible for pro-
viding services to discharged patients.

The Committee further finds that the vast majority of the area
offices do not even perform a case management function with
regard to discharged state hospital patients. The significance of this
fact is heightened by the department’s insistence over the past
decade on the need for unitization in order to achieve “contin
of care.” While it is true that patients may now move from the
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hospital through a wide range of community services, it is not true
that this movement will occur in a planned and rational fashion
under the supervision of one individual who will monitor the case
to ensure continuity of treatment.

The Special Committee concludes that, while the department
has achieved some progress in the development of adequate ad-
mission procedures, state hospital admission and discharge procedures
are not adequate to protect thepatient and the public. This is due to the
distinct lack of progress in the structuring of the discharge
decisions.

The Massachusetts Legislature granted the Department of
Mental Health enormous latitude in the matter ofpatient discharge.
Section 2 of M.G.L. Chapter 123 states:

“The department shall . . . adopt regulations consistent with
this chapter which establishprocedures and the highes+ prac-
ticable professional standards for the reception, examination,
treatment, restraint, transfer and discharge of mentally ill and
mentally retarded persons in departmental facilities.” (Em
phasis added
It should be noted that Section 2 provides this latitude from the

point of “reception” to the point of “discharge.” On the subject of
admission, the legislature provided specific direction on procedures
to be followed and standards to be applied. Discharge, however,
was left to the discretion of mental health professionals. Despite
this nrnfessional dpferenf'p thp Ipp-islatnrp msnriatpd that thethis professional deference, the legislature mandated that the
department structure its discharge discretion through the develop-tructure its discharge discretion through the develop
ment ofprocedures and professional standards. The department
response to this mandate can only be described as casual. Twelv
years have passed since the enactment of the laws quoted in thi
report and the Department of Mental Health has yet to implemen

liform procedures and standards for governing the discharge of
tate hospital patient

In arriving at this conclusion, the Special Committee recognizes
that the existence and enforcement of procedures and standards
governing discharge will not guarantee the appropriateness of all
release decisions. The Committee fully appreciates the difficulty
associated with the accurate assessment and prediction of human
behavior. Good faith errors in professional judgment will always
be possible under any system. The challenge for mental health pro-

CONCLUSION
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fessionals is not to guarantee a foolproof system, but to guarantee
thatall reasonable measures will be taken to ensure that these very
difficult decisions are made in a structured and responsible fashion
and are based on the best information available. In addressing the
matter ofpatient discharge, the response must not be casual or sub-
ject to loose interpretation.

While the department may be unable to prevent a good faith er-
ror in professional judgment, it should be able to ensure that its
practices do not contribute to or cause such errors. Unfortunately, the
Department of MentalHealth has avoided this challenge for over
a decade. Both the authority to discharge and the authority to
establish minimum standards governing discharge decisions have
been delegated by the department’s central office to regional of-
fices, area offices, in-patient units, and finally, in some instances,
to contracted programs. As a result, the Commonwealth has no
statewide standards governing discharge, no uniform procedures
for discharge, and no centralized monitoring of discharge practices.

1. The Special Senate Committee recommends that the Com-
missioner of Mental Health appoint a group consisting of physi-
cians, psychiatrists, and clinicians from both the public and private
sector for the purpose of developing the highest practicable pro-
fessional standards relative to patient discharge called for in Sec-
tion 2 of M.G.L. Chapter 123. It is further recommended:

(a) that the group’s membership be divided equally between
representatives of the public and private sector;
(b) that the group be chaired by the Commissioner of Mental
Health:
(c) that the group be required to present a final set of
discharge standards within six months of the date of
appointment.

2. If the Commissioner of Mental Health is unwilling to con-
vene such a group, or if the group is unable to agree on discharge
standards within the six month period, the Special Senate Commit-
tee recommends the establishment of a special legislative commis-
sion for the purpose of amending Chapter 123, Section 2, to include
detailed standards for discharge.

3. The Special Senate Committee recommends that the Depart-
ment’s Individual Service Plan regulations, currently in effect in
onlv one DMH region, be adopted statewide.

RECOMMENDATIONS
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SECTION 111. The Treatment of Assaultive Patients in the Common-
wealth ’s State Hospital System

Background
This section of the Committee’s report addresses the adequacy

of treatment provided to assaultive patients by state hospital in-
patient units.

During its Phase I review of the Walford case, the Committee
determined that virtually no specialized treatment, other than
seclusion and medication, was prescribed for this highly assaultive
and threatening patient. Had Walford continued to exhibit
assaultive and threatening behavior after having been secluded,
the hospital would have arranged for his transfer to Bridgewater
State Hospital, a Department of Correction facility, under the
emergency transfer provisions of M.G.L. Chapter 123, Section 13.

In summary, the circumstances surrounding the Walford case
suggested that, as of 1974, an assaultive patient would either:

(a) respond to mechanical and/or chemical restraints and be
maintained on the in-patient unit; or
(b) be transferred to a maximum security facility of the
Department of Correction

These options constituted a classic case of movement from one
extreme to the other; from a hospital in-patient unit with perhaps
one locked door and a staff of mental health assistants and nurses,
to a maximum security prison hospital with a razor wire perimeter
and a security staff of uniformed correctional officers.

During the second phase of its investigation, the Committee
again reviewed this issue in order to assess the Department's pro-
gress toward instituting treatment programs specifically design-
ed for this population.

Findings

Options for a Small Population of Mentally 111 Patients who Exhibit a
Pattern of Assaultive Behavior

The Committee finds a clear lack of progress in the depart-
ment’s ability to provide well prescribed treatment to violent, men-
tally ill patients.

The vast majority of state hospital staff interviewed by the
Special Committee readily acknowledged their inability to treat this
population, and expressed frustration over a general lack of

1. The Department of Mental Health has Failed to Develop Treatment
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resources required to “do the job right.” The problems cited most
often included:

(a) a lack of clinicians who have been trained to treat violent
patients;
(b) an inability to provide “differentialtreatment” due to the
patient mix of the unit;
(c) a lack of staff coverage needed to manage or control
assaultive patients, which in turn results in an over reliance
on the use of seclusion;
(d) the right of patients to refuse medication;
(e) a general lack of training in the control and treatment of
violent behavior.

2. The Department of Mental Health has Failed to Develop Appropriate
Facilities for a Small Population of Mentally HI Patients who Exhibit a
Pattern of Assaultive Behavior

The Committee finds that, in addition to its failure to develop
treatment options, the Department has failed to design appropriate
facilities for housing and treating assaultive patients. Given the
amount of surplus property and buildings under the direct control
of the Department of Mental Health, the Committee finds this
failure to be of major proportion and perhaps indicative of a fun-
damental resistance on the part of mental health officials to ac-
cept responsibility for treating this population.

Little has changed since 1974. Although written procedures for
the transfer of patients from state hospitals to MCI Bridgewater
have been developed (none existed in 1974), Bridgewater transfer
is still the only option other than discharge available to state
hospital units when they are unable to “manage” an assaultive
patient.

Again, state hospital staff members interviewed by the Com-
mittee acknowledged that a high percentage of the patients
transferred to MCI Bridgewater simply needed “more security than
we can provide here” but few needed to be held in a maximum
security prison.

In testimony before the Special Committee on April 19, 1983,
Robert Fein, PH.D., a clinical and forensic psychologist who is the
Deputy Medical Director of the McLean-Bridgewater Program at
Bridgewater State Hospital, related the following incident:

“We at Bridgewater several months ago were transferred a
man from a DMH facility who was seen as too violent. The man
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)

was a double amputee. He did not have legs. Fortunately, he
was returned to the DMH facility within several days but there
was no question that the staff at the unit that transferred him
were in terror of this man. I mean, we have not been into blam-
ing the staff from DMH, those people have worked very hard
under very difficultcircumstances, but I thought it was a sign
of the times that in 1983 a man without legs was transferred
to the state maximum security facility because he was too
violent to be managed.”

The Committee finds there to be a clear consensus on the part
of state hospital officials, senior officials of the Department of Men-
tal Health, and senior officials of the Department of Correction
regarding the need for ‘‘medium security” DMH facilities to house
and treat patients who require a more secure setting than a stan-
dard in-patient unit but substantially less security than that pro-
vided at MCI Bridgewater. Despite this consensus, the department
has not yet established such facilities.

Reference is again made to the testimony ofDr. Robert Fein:
‘‘We now have, in a census of about 458, at least 100 men whom
we think do not in a different world need Bridgewater State
Hospital. That is, in the world of real life choices, in institu-
tions that we at Bridgewater know about, we think that every
man there today or almost all of them need Bridgewater State
Hospital. But if you asked, if there were DMH facilities that
provided long-term structured, secure care, how many men
would not need to be at Bridgewater State Hospital today, I
would say of the 300 men who are currently committed there,
approximately 100 wouldnot needBridgewater State Hospital.
That does not mean to say they could be in a community.

Q. I understand. If there were an intermediate facility run
by the Department of Mental Health, they could leave
Bridgewater, move to medium facility, over 100?

A. That’s correct.”
While DMH officials testified that an effort to establish a

twenty-one bed medium security facility was underway, in-depth
questioning by the Committee revealed that;

(a) a final site for the facility had not been identified;
(b) detailed admission criteria had not been established;
(c) specific treatment programs had not been developed;
(d) special training for unit staff had not been designed;
(e) discharge standards had not been developed;
(f) the decision to establish a census limit of twenty-one was
arbitrarily reached.

3. TheDepartment’s Failure to Develop Appropriate Facilities for Assaultive
Patients has Contributed to the Severe Overcrowding of the Prison
Hospital at MCI Bridgewater
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Despite the proposal’s lack of detail, the department informed
the Committee that an FY 'B4 funding request for an annualized
budget of approximately one million dollars had been submitted
to the Legislature. Since Legislative approval of such a deficit pro-
posal is highly unlikely, the Committee questions the seriousness
with which the Department of MentalHealth takes its responsibility
to this group of patients.

However, the Committee recognizes that speculation as to the
Department’s motives does not bring the system closer to solving
this long standing dilemma. Regardless of the causes, the result
is the same: the mental health system continues to rely on the
criminal justice system for the management and treatment of its
most difficult patients.

The Committee finds that the Department’s lack of progress
in this area results in the unfair treatment of a small group of
seriously disturbed patients, and places an inappropriate burden
on an already overcrowded state prison system. During 1982, the
average daily population of the state hospital at MCI Bridgewater
was approximately 448, while the total number of beds available
at the facility was 395.

In previous sections of this report, the Special Committee has
documented how patients who require in-patient care in a state
hospital are clearly the most neglected segment of the mentally
ill population. Over the past decade, far more attention, funding,
and administrative support have been directed to the development
of community-based services while state hospitals have been vir-
tually ignored.

This section of the report concludes that a subgroup of state
hospital patients, namely the violent, acting out, assaultive patients
have been further ignored within the context of an already
neglected population.

Furthermore, yet another neglected subgroup can be identified
within the very small population of violent mentally ill patients:
violent mentally ill women. Since women are not (and should not
be) admitted to MCI Bridgewater, even the less than desirable op-
tion of a prison hospital, which exists for males, is not available
for this very small population. It is a sad but significant commen-
tary on the Massachusetts mental health delivery system, that the

CONCLUSION
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only option available for this very small group of women is solitary
confinement in the maximum security unit of MCI-Framingham.

The dark irony of deinstitutionalization cannot be fully com-
prehended until one realizes that the isolation cells of the Com-
monwealth’s maximum security prisons are not an integral part
of the “continuum of care” which has evolved over the past decade.

The Committee has not concluded that the deinstitutionaliza-
tion policy of the Department of Mental Health is inherently flaw
ed. The Committee has concluded that a singular, one dimensional
focus on community-based care, without a corresponding effort to
establish humane, secure, and treatment oriented in-patient
facilities for seriously disturbed patients, is poor public policy.

1. The Department of Mental Health should establish two
thirty-bed medium security facilities for assaultive male patients
and one twelve-bed facility for assaultive female patients.

2. Prior to the submission of a budget request for these
facilities, the Department should develop detailed plans regarding:

(a) site preparation:
(b) security hardware and procedures;
(c) treatment to be provided;
(d) diagnostic procedures to be followed;
(e) admission and discharge standards and procedures:

and
(f) program budgets.

3. The Department of Mental Health should issue a comprehen-
sive policy on the treatment of assaultive patients which reflects
a balance between the rights of the patient and the responsibility
of the Department to protect the public.

The Special Senate Committee recommends the establishment
of an Executive Branch agency, independent of the Human Services
umbrella, with a mandate to conduct objective, timely, and
thorough investigations of unusual incidents which occur within
human service agencies.

The members of the Special Committee will sponsor legisla-
tionto create such an agency in an effort to ensure greater account-
ability within the human service delivery system.

RECOMMENDATIONS

SPECIAL RECOMMENDATIONS
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