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ORDER ESTABLISHING THE SPECIAL COMMITTEE TO 
INVESTIGATE SECLUSION, RESTRAINT AND DEATHS 

IN STATE SUPPORTED FACILITIES

S E N A T E ..................................No. 2033

[Senate, October 2,1979 — Offered by Senator Jack H. Rackman.]

(Hhr Commnmuealtfj of Hasaadjufspttfl

Senate, October 2,1979.
1 Ordered, That a special committee, to consist of five mem-
2 bers of the senate to be appointed by the president of the
3 senate, is hereby established for the purpose of making an
4 investigation and study relative to seclusion, restraints and
5 deaths in facilities operated by, controlled by or contracted
6 by the department of mental health, the department of pub-
7 lie health and the department of youth services and nursing
8 homes.
9 Said committee shall be granted space and clerical assis- 

10 tance necessary for their investigation and study. Said com
i l  mittee shall report to the clerk of the senate.

ORDER EXTENDING THE SPECIAL COMMITTEE
S E N A T E ..................................No. 1916

[Senate, January 10, 1980 — Offered by Senator Jack H. Backman.l

CCommmuuralth of ffiassarhiutctto

Senate, Jan. 10,1980.
1 Ordered, That the special committee established (under Sen-
2 ate Order, No. 2033 of 1979) for the purpose of making an
3 investigation and study relative to seclusion, restraints and
4 deaths in facilities operated by, controlled by or contracted
5 by the department of mental health, the department of public
6 health and the department of youth services and nursing
7 homes, is hereby continued until the last Wednesday of De-
8 cember, nineteen hundred and eighty.
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Seclusion and Restraint)



VI

TABLE OF CONTENTS

Transmittal Message . . . . . . . .  ii

Order Establishing the Special Committee . . . . iii

Acknowledgements . . . . . . . .  iv

Executive Summary . . . . . . . .  viii

I. Introduction . . . . . . . .  1

II. Investigations into Unexpected Deaths . . .  5

A. Summary of Facts and Findings: Death of Mr. S., 
age 27, Solomon Mental Health Center, August
24, 1979 ..................................... 6

B. Summary of Facts and Findings: Death of Ms.
M., age 22, Taunton State Hospital, September
19, 1979 .....................................  14

C. Summary of Facts and Findings: Death of Mr.
R., age 30, Massachusetts Mental Health Center, 
September 19, 1979 . . . . . .  20

D. Summary of Facts and Findings: Disappearance
of Ms. D., age 32, from grounds of Metropolitan 
State Hospital since August 9, 1978 . . .  24

E. Recommendations . . . . . .  29

III. The Practice of Seclusion and Restraint in Depart
ment of Mental Health Facilities..................................33

A. Summary of F a c t s ............................................ .......

B. Findings of the Senate Committee . . .  35

C. Recommendations , ... . 3g



vn

IV. The Deinstitutionalization of Mentally Handicapped
Individuals .............................................................39

A. Summary of F a c t s ..................................................40

B. Findings of the Senate Committee . . .  41

C. Recommendations . . . . . .  44

) V. Proposed Legislation . . . . . . .  47

A. S u m m a r y ................................................................... 48

B. Seclusion and Restraint . . . . .  49

C. Program Standards . . . . . .  51

D. Special C o m m iss io n ..................................................52

APPENDICES

A. List of Unexpected Deaths . . . . . .  55

B. Summaries of Testimony, November 29,1979 . . .  59

C. Summaries of Testimony, November 30, 1979 . . .  65

D. Summaries of Testimony, December 3, 1979 . . .  71

E. Deinstitutionalization: A Cross-State Survey . . .  77

F. Selected Statements from Hearing Participants . . 81

G. Statement of Senator Jack H. Backman on the Discovery
of the Dismembered Body of Ann Davee . . . .  183

News Release of the Attorney General . . . .  185



viii

EXECUTIVE SUMMARY

In response to widespread criticism of patient care in state human 
service programs, the Senate voted on October 10, 1979 to estab
lish the Special Committee to Investigate Seclusion, Restraint and 
Deaths in State Supported Facilities. Senators John Aylmer, John 
Burke, John King and William Wall were appointed to the Senate 
Committee with Senator Jack Backman as its chairman.

At its first meeting, the Senate Committee decided to focus its 
initial investigation on three aspects of care in the Department of 
Mental Health (DMH): unexplained deaths, the use of seclusion and 
restraint and the process of deinstitutionalization. During its first 
ten months, the Senate Committee conducted intensive research 
and held a day-long public hearing on each of the three topics. More 
than forty witnesses were heard, and several thousand pages of 
printed records reviewed.

The facts, findings and recommendations presented here repre
sent the first interim report of the Senate Committee. On January 
10, 1980, the Senate voted to extend the investigation through De
cember, 1980. Additional investigations will be conducted during 
that period.

UNEXPLAINED DEATHS

During the course of its initial work, the Senate Committee 
learned of over twenty unexplained deaths and disappearances. Pre
liminary investigations indicated serious irregularities in several 
of these cases.

On November 29, 1979, witnesses were questioned concerning 
three deaths and one disappearance which illustrated the key issues 
involved. The testimony in all of these incidents revealed wide
spread violations of state law and regulations as well as major de
ficiencies in treatment planning, patient care and staff supervision. 
In several of the cases, the original investigation conducted by 
DMH was not satisfactory.
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In one incident, DMH reports indicated that a 30-year old male 
had died while in restraint at the Solomon Mental Health Center in 
Lowell on August 24, 1979. The Senate Committee found that the 
patient had been excessively restrained during his confinement at 
Solomon due to inadequate treatment planning. For the four hours 
prior to his death, the patient had been tied by his hands and feet 
face down on a bed in an unventilated room. During this period he 
probably was not checked every fifteen minutes as required by 
DMH regulations. Inadequately trained staff apparently tried to 
cover-up these deficiences by filling out restraint check forms retro
actively and giving false testimony to investigators. The Senate 
Committee also discovered that the patient was not legally com
mitted to the Solomon Mental Health Center on the day of his 
demise.

The death of a 22-year old woman who suffocated while left 
alone in a “posie” at Taunton State Hospital on September 19, 1979 
also involved the misuse of mechanical restraints. In addition, 
drugs had been overused. Again, poor treatment planning contri
buted to the fatal incident. Staff monitoring of the patient and 
emergency medical treatment were also inadequate.

The Senate Committee’s review of the case of a 30-year old male 
who died after a struggle with staff at the Mass. Mental Health 
Center in Boston on September 9, 1979, revealed serious flaws in 
DMH’s investigative process. The investigator lacked medical ex
perience, delayed interviews with witnesses and failed to include 
data required by DMH “Guidelines for Investigation” in his re
port. In addition, the investigator may have had a conflict-of-in
terest since he was also a lobbyist for the Massachusetts Psychia
tric Society working on legislation to protect mental health em
ployees from suits by patients and their families.

The case of a 36-year old woman who disappeared from Metro
politan State Hospital in Belmont on August 9, 1979, also demon
strated a failure by DMH to comply with its own “Guidelines for 
Investigation.” Possible evidence was destroyed, the state police 
did not investigate for two months and necessary records were lost.
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Seven of the woman’s teeth, apparently extracted post mortem, 
were found three months after her disappearance in the possession 
of a male patient who had been her friend. The woman is still listed 
as missing.

Based on all four of these cases, the Senate Committee concludes 
that further tragic deaths in DMH facilities can be prevented only 
if the following procedures are implemented:

•  No patient should ever be left unattended while in restraints.

•  Treatment plans must be developed and continually updated with 
input from the patient, direct care staff and family.

•  Responsibility for the implementation of the treatment plan and 
direct patient care must be clearly defined.

•  Emergency medical equipment must be available on each unit
and should be periodically inspected.

•  “Guidelines for Investigation” must be scrupulously followed 
following every unexpected death.

SECLUSION AND RESTRAINT

Current law and regulations permit the use of seclusion, chemical 
and mechanical restraints “only in emergency situations where 
there is . . . the serious threat of extreme violence, personal in
jury or attempted suicide.” Testimony at the November 30 hear
ing, however, revealed that restraints were frequently used illegally 
in DMH facilities. In other cases, seclusion and restraint were used 
without justification or after the threating episode had ended. The 
Senate Committee concludes that overuse of these practices is of
ten counter-productive to patient therapy.

Many of these abuses occur because of unacceptably low staffing 
levels, inadequate training and insufficient monitoring in state facil
ities. Less restrictive alternatives to chemical and mechanical re
straints are not encouraged and may not be possible without addi
tional qualified staff. In addition, the poor physical condition of 
many state mental health facilities creates an atmosphere in which 
violent behavior by patients and staff is more likely.

To protect patients’ rights and health, the Senate Committee 
recommends:
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•  The laws governing the use of seclusion and restraint must be 
substantially tightened. A bill addressing these issues passed the 
legislature in 1980 but was vetoed by Governor Edward King.

•  Improved monitoring and strict enforcement of all laws and reg
ulations governing seclusion and restraint is required.

•  The quality of direct care staff must be upgraded through im
proved selection, training and supervision.

•  Decaying institutions must be abandoned and all facilities pro
vided with sufficient supplies.

DEINSTITUTION ALIZATION

While the Senate Committee concludes that community-based 
care is preferable to treatment provided in a hospital setting in al
most every case, the current DMH program of deinstitutionaliza
tion contains serious flaws. Claims of success by state officials have 
often been inaccurate and misleading.

Testimony at the December 3 hearing demonstrated that insuf
ficient community resources now exist for successful deinstitution
alization. In too many cases, there has been poor planning for the 
needs of both communities and patients. Financial management 
and staffing, in particular, have been inadequate.

As a result the quality of care in many community programs is 
poor. Many former mental hospital patients are released to the 
community without any after-care or are merely transferred to 
small institutions such as nursing homes instead of being inte
grated into appropriate community settings. The non-affluent per
son who must depend on DMH still receives inferior care in the 
community after being discharged from a state hospital.

To make deinstitutionalization work successfully in Massachu
setts, the following recommendations must be pursued:

•  DMH should promulgate and enforce standards for proper care 
of patients such as those established by the Joint Commission of 
Accreditation of Hospitals.

•  The range of alternative programs must be increased and ade
quately funded based on a careful assessment of patient needs.

•  An ombudsman should be assigned to each program within DMH 
to assure the protection of patient rights.
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•  An adequately funded and staffed, independent commission should 
be established to further examine the quality of care in community 
programs as well as in state institutions. Until that commission 
issues its findings, the process of deinstitutionalization should not 
be accelerated, except with great caution and planning.

Both the House and Senate included $100,000 in the Fiscal ’81 
state budget to fund an ongoing investigation of DMH. This pro
posal was vetoed by Governor Edward King.

f



1981.] SENATE — No. 1751. 1

I.

INTRODUCTION
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During the summer of 1979, the Chairman and staff of the Leg
islature’s Joint Committee on Human Services conducted unan
nounced inspections of several Department of Mental Health facili
ties. At the Solomon Carter Fuller Adolescent Regional Program 
they found a serious violation of state regulations concerning the 
use of seclusion and restraint. A young girl had been shackled 
hand and foot in a small, unventilated, locked room for refusing to 
submit to a strip search. This discovery prompted an internal in
vestigation and review of the program which “revealed serious 
deficiencies in the Solomon Carter Fuller RAP program”, accord
ing to Department of Mental Health Commissioner Robert Okin.

On August 23, members and staff of the Human Services Com
mittee found that children at the Gaebler Unit of Metropolitan 
State Hospital had been repeatedly locked into isolation rooms 
without the approval of a physician. Seclusion slips were found 
that had been unreviewed for three months although existing reg
ulations required such documents to be signed within 24 hours of 
the time of the restraint.

As media attention focused on these problems, the Human Serv
ices Committee began to receive phone calls from various sources 
indicating additional irregularities in the administration of state 
supported facilities. By early fall, the deaths of seventeen persons 
in state supported institutions during the preceding two years had 
been reported. Most of the unexpected deaths occurred in Depart
ment of Mental Health facilities and several involved the use of 
seclusion and restraint.

On October 2, a resolution was offered on the Senate floor to 
create a special committee consisting of five members of the Sen
ate to further investigate these events. The resolution was adopted 
on October 10 and on October 18 Senate President William Bulger 
appointed Senator Jack Backman, Senator Jack King, Senator 
John Aylmer, Senator John Burke and Senator William Wall to the 
Special Senate Committee to Investigate Seclusion, Restraint and 
Deaths in State Supported Facilities.

The Special Committee reviewed the deaths and decided to con
centrate upon an investigation into circumstances surrounding four 
cases which typified the key issues involved.

On November 29, a hearing was held regarding the deaths of 
three clients of the department of mental health and the disap-
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pearance of a fourth. On the following day, a hearing to investi
gate the practices of seclusion and restraint took place. Deinsti
tutionalization was examined at a hearing on December 3.

The following report summarizes facts, findings and recommen
dations resulting from the work of the Special Senate Committee.

We want to make clear to the public that this report is not in
tended to damage any individual, any department or any program 
of the Commonwealth. We have tried to state the facts as we have 
seen them with the hope that we can bring about thoughtful, con
siderate and therapeutic care for all citizens of the Commonwealth 
who need our assistance.



I
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n.A.

MR. S 

AGE 27

SOLOMON MENTAL HEALTH CENTER

DIED, AUGUST 24, 1979
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1. Summary of Facts
Mr. S. was a 27-year old male who was a patient at Harry C. 

Solomon Mental Health Center from February 9, 1979 until the 
day of his death, August 24, 1979. This hospitalization constituted 
Mr. S’s tenth psychiatric admission since January, 1977, with al
most continuous inpatient care since February, 1978. Mr. S’s ini
tial diagnosis was “Chronic Schizophrenia, Undifferentiated Type.” 
His diagnosis remained essentially the same throughout successive 
hospitalizations.

Beginning in 1978, Mr. S. began to manifest periodic episodes 
of agitated behavior. During these episodes, Mr. S. became threat
ening toward other patients and staff and, according to hospital 
records, was frequently placed in mechanical restraints. During 
the patient’s final seven month hospitalization, there were thirty- 
seven such episodes. The periods of restraint were often lengthy 
(seldom less than two hours). The longest period without any use 
of restraints was about two weeks.

On the evening of August 24, 1979, Mr. S. was placed face down 
in a four point mechanical restraint (tied by the ankles and 
wrists) following another episode. Later that evening, the patient 
was found unconscious and was rushed to Lowell General Hos
pital where he was pronounced dead on arrival.

The Department of Mental Health’s initial investigation of Mr. 
S’s death was conducted by Jerome Klein, Ph.D., with the assis
tance of Edward Arman, M.D., and Frances Gibson, Region III 
Office Special Projects Administration. The final report of the 
Department of Mental Health investigation, based upon interviews 
with staff and a review of the patient’s medical records, alleges 
that the following sequence of events occurred on August 24, 1979:

5:30 P.M. Patient became agitated and aggressive — grabbing 
at another patient. Restraint order obtained from 
Dr. Von Zabem, psychiatrist on call.

5:45 P.M. Patient placed in four point restraint, lying on his 
abdomen on a bed. Bedroom door was open; patient 
was not visible from nursing section.

6:00 P.M. Patient received 20 mg. of Haldol liquid. Patient spit 
out medication.
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7:45 P.M.

8:00 P.M. 
to

9:00 P.M. 
9:15 P.M.

Release period from restraints. Patient continued 
agitated behavior and was replaced in restraints. 
15-minute checks made by A1 Fairbrother, Mental 
Health Assistant.
Patient still agitated.
Patient loudly banging on table. Mr. Fairbrother en
tered room and moved table.

9:30 P.M. Check made by Mr. Seth Early, Mental Health As
sistant. Patient quiet, leg shaking. Patient did not 
speak but made “noises.”

9:45 P.M. Mr. Early entered Mr. S’s room to remove him from 
restraints for rest period. Patient unresponsive to 
verbal stimulation. Mr. Early proceeded to remove 
restraints. Virginia Mackey, LPN, entered room to 
administer medication. LPN unable to rouse Mr. S. 
and noted that his face was ashen and that he was 
not breathing. Mr. Early was sent to get Dr. Choo, 
the doctor on call. Mr. Early returned to patient’s 
room with Dr. Choo. When they arrived, Florence 
Marquis, R.N., and Mrs. Mackey were performing 
cardiopulmonary resuscitation (CPR). Dr. Choo 
stated that he detected no pulse. Ambulance called 
and arrived promptly. CPR continued during half 
mile trip.

10:00 P.M. Patient pronounced dead on arrival at Lowell General 
Hospital.

Statements made before the Special Senate Committee on No
vember 29, 1979, contradicted crucial portions of the original DMH 
report. The new information prompted Commissioner Robert Okin 
to announce on December 3, 1979 that the S. investigation would 
be reopened. During the next month, the Civil Rights Division of 
the Office of the Attorney General also conducted an investigation 
of Mr. S’s death and ensuing actions of DMH employees.

The autopsy report of the medical examiner, John Karbowniczak, 
M.D., was completed and forwarded to DMH on March 13, 1980. 
“Pulmonary congestion and edema” were listed as the cause of 
death. On March 24, the second DMH report concerning the death 
of Mr. S. was completed. It called into question key conclusions of
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the first DMH report.
The Special Committee’s findings are based on a review of all 

there written reports as well as on testimony delivered at the 
hearing.

2. Findings of the Senate Committee
a. During the four hours Mr. S. spent in restraints immediately 

prior to his death, he was not checked consistently.
According to the Department of Mental Health’s “Policy Re

garding Seclusion and Restraint” of April 15, 1978, patients in re
straints must be visually checked for safety at least every 15 min
utes. Although the August 24, 1979 seclusion and restraint form 
for Mr. S. is complete with times and initials for every 15-minute 
period between 5:45 P.M. and 9:30 P.M., the Committee does not 
believe that all of these checks were done.

Florence Marquis’ initials appear next to the safety checks dur
ing the period from 5:45 P.M. to 7:00 P.M. Alfredo Ford's initials 
appear for 7:15 P.M. and 7:30 P.M. At 7:45 P.M., the patient is 
listed as “out.” The form indicates that A1 Fairbrother completed 
checks at 8:00 P.M., 8:15 P.M., 8:30 P.M. and 8:45 P.M. Seth 
Early’s initials appear by the 9:00 P.M., 9:15 P.M., 9:30 P.M. and 
9:45 P.M. checks.

However, Seth Early testified that he had not been assigned to 
check Mr. S. at any time during the August 24 seclusion and re
straint order. Mr. Early asserted that he looked in on Mr. S. at 
8:30 P.M., 9:30 P.M. and 9:45 P.M. but did not perform checks at 
9:00 P.M. or 9:15 P.M.

Mr. Early also stated that Alfredo Ford admitted he had not 
checked Mr. S. either. Mr. Early claimed that he approached Mr. 
Ford some time before 10:00 P.M. and asked if Ford had respon
sibility for performing any checks on Mr. S. According to Mr. 
Early, “He (Ford) said yes, but he wasn’t doing them or didn’t 
do them.”

Mr. Early also cast doubt upon A1 Fairbrother’s testimony. Mr. 
Fairbrother stated that between 9:15 P.M. and 9:30 P.M., he went 
into Mr. S’s room to move the night table because Mr. S. was 
banging on it. Commenting on this, Mr. Early’s opinion is that 
Fairbrother’s statement was made to protect people, “I don’t think 
he was checked.” Mr. Early explained that he didn’t  think Mr. S.
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was making noise because he had looked in on him at 8:30 P.M., 
9:30 P.M. and 9:45 P.M. and found him quiet at all three times. 
“I saw him at 8:30,” said Mr. Early, “and, like I say, I said in the 
report that I saw his foot moving, but that wasn’t true. He was 
just lying face down in the same position that I found him in at 
9:30 and 9:45.”

b. Those fifteen-minute checks which were performed did not 
include life sign checks.

Mr. Early testified that ward administrators never taught him 
the elements of a complete 15-minute check. He added that, in 
general, staff make checks only to find “where the patient is and 
make sure they’re not doing anything.”

The testimony of Dr. Klein, who directed the first DMH investi
gation, substantiates this conclusion. He stated, “. . . in the course 
of my own investigation, I certainly felt strongly, . . . that the 
whole process of 15-minute checks was . . . perfunctory.”

c. The fifteen-minute checks which were made were not prop
erly entered on the Department’s form.

DMH “Policy Regarding Seclusion and Restraint” in effect on 
the day of Mr. S’s death states, “The staff person performing the 
check shall fill in the time, initial the appropriate box under the 
section marked ‘safety checks’ on form A-32-77, and sign the sig
nature log on side two.”

In his testimony before the Committee, Mr. Early described the 
manner in which restraint form entries were actually made. He 
stated, “. . . usually the restraint sheets were filled out at the end 
of the evening, at the end of the shift when the nurse was getting 
to the paperwork. People would sign while leaving. I’d say, ‘OK, 
where do you want me to sign?’ and they’d say, ‘Well, just leave 
a few spaces for somebody else.’ In other words, you weren’t nec
essarily signing for the times you did check, if you did check.”

Mr. Early claimed that, on the night of Mr. S’s death, he told 
the charge nurse, “I’ll say that I can sign the restraint sheet for 
the last hour or so,” even though he had not performed the checks. 
“At that time,” Mr. Early concluded, “no one thought he had been 
checked for about two hours.”
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d. There was a systematic attempt by staff to cover up deficien
cies in monitoring Mr. S. on the night of his death.

The staff recognized their failure to properly check Mr. S. after 
the patient had been taken to Lowell General Hospital. Mr. Early 
testified, “I remember Flo Marquis saying, ‘You mean he wasn’t 
checked for two hours? Well, we can’t put that down.’ I remem
ber she was afraid about repercussions. I think that when the 
preliminary investigation was made by Dr. Klein, people kind of 
got together and talked about what they were going to say be
forehand.”

e. The physician who signed Mr. S’s seclusion and restraint or
der gave false testimony before the Special Senate Com
mittee.

At the November 29, 1979 hearing, Senator Backman asked Dr. 
Bertram Von Zabern when he last saw Mr. S. Dr. Von Zabern 
testified that he saw Mr. S. at 7:00 P.M., and described his exami
nation, “I went to the bedside and made sure his breathing was 
comfortable. I also convinced myself that he was in a state of in
creased agitation which justified the use of restraint.”

On January 2, 1980, Dr. Von Zabern met with Senator Backman 
in the latter’s office to apologize for and correct a “misstatement” 
he had made at the hearings. Dr. Von Zabern told Senator Back- 
man, “I did not see Mr. S. after he was put into restraints .. . Your 
question was, when did I see Mr. S. for the last time. The answer 
I can give is, I must have seen him on the same day, that is on 
August 24, between 2:00 and 5:00 in the afternoon.”

f. Inadequate attention was paid to Mr. S’s condition and the 
method of his restraint.

In the coroner’s report, John K. Karbowniczak, medical exami
ner, and Ambrose Keeley, pathologist, concluded, “It is our opinion 
that Mr. S. died of pulmonary congestion and edema. It is our 
further opinion that massive obesity and prostration and physical 
restraint may have contributed to the subject’s death.”

The DMH final report on Mr. S’s death agrees that “Mr. S’s medi
cal condition (i.e. highly agitated, grossly overweight, having re
cently received some medication), the environment (hot and hu
mid), and the position he was restrained in (four point on his



1981.] SENATE — No. 1751. 11

stomach)” contributed to his death. The medication he received, 
the heat in the unventilated room resulting from a broken air con
ditioner, and the position of Mr. S. in restraints, were all the re
sponsibility of DMH personnel.

g. Mr. S. was at times excessively restrained and the periods of 
restraint were not always clinically indicated.

Both in the testimony and in the written records, it was sug
gested that Mr. S’s condition had remained essentially unchanged 
throughout the various hospitalizations, yet the frequency and 
length of restraint periods had greatly increased. Mrs. Geraldine 
O’Connor, the social worker who had worked with Mr. S., stated 
that restraint was never used in previous hospitalizations. Con
sidering the long-standing pattern of resorting to mechanical re
straints to control the patient’s behavior, the Committee feels that 
hospital staff should have examined less restrictive means of han
dling the patient. In his report, Dr. Klein indicated that alterna
tives to restraint were never explored.

h. There has been inappropriate use of mechanical restraints at 
Solomon Mental Health Center.

In her testimony, Mrs. O’Connor referred to patients who were 
currently being placed in mechanical restraints when they had been 
managed in the past without restraints. Dr. Klein testified that 
staff cited incidents in which patients were kept in restraints after 
they had calmed down, “to teach them a lesson.” Mr. Early re
called an episode of a patient being placed in mechanical restraints 
when the behavior had not warranted such a measure.

In the light of the testimony, the Committee believes that me
chanical restraints have been used inappropriately and even puni- 
tively at Solomon Mental Health Center.

i. There is a lack of proper training and supervision of staff at 
the Solomon Mental Health Center.

Dr. Klein told the Committee that on the basis of his interview 
it was clear that the Mental Health Assistant staff did not have 
adequate training. Seth Early reported that there was no actual 
instruction or training for MHA’s at Solomon Mental Health Cen
ter. He stated that he had never been told how to do a proper 
15-minute check. Mr. Early also reported that he had never had
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any instruction in CPR prior to the death of Mr. S.
The testimony presented at the hearing also suggests a lack of 

adequate supervision of staff at Solomon. Dr. Klein and Dr. Von 
Zabern both testified that conducting 15-minute checks was too 
important to be the sole responsibility of Mental Health Assis
tants. The Committee feels that the situations faced by staff at 
facilities such as Solomon warrant a much higher level of training 
and supervision than is presently provided.

j. The State Coroner’s Office delayed the issuing of a report on 
the causes of Mr. S’s death for an unacceptable period.

Mr. S. died on August 24, 1979. It was not until March 13, 1980 
that DMH investigators received reports from the medical exami
ner and pathologist. This 7-month delay meant that both DMH 
investigations had to be completed in the absence of necessary in
formation.

k. On the day of his death, Mr. S. was illegally confined at the 
Solomon Mental Health Center.

Associate Commissioner Ray Brien testified that, “Although the 
patient was legally and appropriately admitted under a Section 12 
involuntary admission upon a qualified physician’s order, when 
this order ran out in 10 days there was failure to either seek a 
voluntary authorization from the patient for his continued hos
pitalization under Section 10, or to file a petition for involuntary 
commitment with the local district court under Sections 7 and 8.”

According to Mr. Brien, Mr. S. was never informed by Solomon 
staff or by other DMH administrators of his right to leave the 
facility. Therefore, Mr. S’s continued confinement for more than 
six months, including his final restraint on August 24, was illegal.
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II.B.

MS. M.

AGE 22

TAUNTON STATE HOSPITAL

DIED, SEPTEMBER 19, 1979
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1. Summary of Facts
Ms. M. was a 22-year old female who was a patient at the Brock

ton Area Facility of Taunton State Hospital from June 1, 1978 
until the day of her death, September 19, 1979. She was admitted 
involuntarily and on June 11, 1978, Ms. M. signed a voluntary ad
mission. The reason for admission was listed as “overdosing on 
aspirin, . . . threatening and destructive of property.”

Ms. M. had been at Massachusetts General Hospital in 1978 where 
her condition was diagnosed as “Schizophrenic Reaction.” She was 
almost continuously hospitalized from March, 1974 until March, 
1978. In March of 1978, she was placed in a community residence 
where she lived until her June 1, 1978 admission to Taunton. The 
diagnosis at the time of this final admission was “Schizophrenia 
Chronic Undifferentiated with Paranoid features.”

Ms. M’s condition deteriorated during her final stay at the 
Brockton Area Facility. In May, 1979, her behavior was described 
as “agitated, sleeping little, speaking loudly, incontinent of urine 
and openly masturbating.” This behavior persisted and was man
aged by a high use of mechanical and chemical restraint. During 
the few weeks prior to her death, she was awake much of the 
time. She was pacing around the unit and walking unsteadily. Her 
behavior was described as troublesome.

On September 19, 1979, Ms. M. was placed in a geriatric chair 
and restrained by a “posie”, a cloth device which ties the patient’s 
torso to a chair. She was “specialled”, kept under one-to-one ob
servation, during the day shift. At about 4:30 P.M., she was taken 
to the bathroom. Since she was unsteady on her feet, she was re
turned to the posie in the geriatric chair. The specialling continued 
until 5:00 P.M. when it was discontinued due to short staffing on 
the evening shift. At approximately 7:45 P.M., Ms. M. was found 
with the posie caught over her head. She had apparently slid down 
in the geriatric chair. The posie was cut loose and eardio-pul- 
monary resuscitation was begun. Ms. M. was then taken by am
bulance to Morton Hospital where she was pronounced dead.

2. Findings of the Senate Committee
a. Inadequate treatment planning for Ms. M. violated Massa

chusetts General Laws and may have contributed to her 
death.
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A treatment plan is a comprehensive document which directs 
staff in dealing with all facets of a patient’s care. Massachusetts 
law (M.G.L.A. c. 123, § 4) requires that the treatment plan for 
each patient in an inpatient psychiatric hospital be reviewed within 
three months after admission, again within the second three 
months, and annually thereafter.

The Department of Mental Health report prepared by investi
gator Mary Moore noted that deficiencies in treatment plan up
dating were cited by the utilization review coordinator in January, 
1979, April, 1979 and July, 1979.

Yet, Ms. M’s treatment plan was updated only once. That review 
took place fifteen months after her admission. It was done only 
after the DMH regional office requested that alternatives to chemi
cal and mechanical restraint be devised. The update was done by 
administrative personnel with no input from clinical staff involved 
with Ms. M’s care. Carol Glazier, Director of Ms. M’s unit, told the 
Special Senate Committee that she knew of the plan only “on a 
generalized basis.” Ms. Glazier confirmed that the regular reviews 
required by law were never completed for Ms. M.

Mary Moore, investigator of Ms. M’s death for DMH, concluded, 
“Ms. M. did not receive, following her June 1, 1978 admission, any 
consistent treatment planning other than chemotherapy including 
chemical restraint and mechanical restraint.” Ms. Moore criticized 
the quality of the two treatment plans that were designed. “The 
Treatment Plan that was developed both on June 2, 1978 and Au
gust 31, 1979 is not very specific. The general plan is identified, 
but long-term goals, short-term goals, strategies and particular 
staff to implement each strategy is not identified. The treatment 
plan is not signed by staff who developed it. Ms. M. did not par
ticipate in the treatment planning or sign the treatment plan,” 
according to Ms. Moore’s report.

The updated treatment plan for Ms. M. was never fully imple
mented. Frank Moran, a mental health assistant who worked with 
Ms. M., told the Committee that he had not been aware of any 
treatment plan for this patient.

The Committee concludes that the treatment plan existed only 
on paper and had no effect on the patient’s care.

b. Medical attention for Ms. M. was inadequate.
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Dr. Osser, a teaching consultant for the DMH Region V Office, 
testified that he had consulted on Ms. M’s case on June 7, 1979, 
and felt at that time that some of her symptoms suggested organic 
brain disease. Accordingly, he had recommended a complete neu
rological evaluation. Ms. Moore, in her testimony, stated that 3x/2 
months after an electroencephalogram was ordered it had still not 
been done. Ms. Glazier testified that her understanding of the delay 
was, “We needed permits to travel signed by her mother.”

The Committee concurs with Ms. Moore’s statement, “Waiting 
for a letter to be typed, lack of stamps at unit to mail, sending to 
area office for stamps and mailing, are unacceptable and unneces
sary delays.”

The failure to complete these ordered tests constitutes inade
quate medical attention.

c. Chemical and mechanical restraints were misused and abused.
The Committee concludes that the least restrictive alternatives 

for assisting Ms. M. were not used. Furthermore, the Committee 
believes that chemical and mechanical restraints constituted the 
only plan of treatment for Ms. M.

Ms. M’s physicians prescribed a variety of psychotropic medica
tions for her during the fifteen months of her stay at Taunton State 
Hospital. According to testimony by Dr. Osser, Ms. M. suffered 
disorientation, inability to control urine, cessation of menstruation 
and hair loss — all of which he felt may have been the result of 
overuse of psychotropic medications.

In his testimony before the Special Committee, Dr. Osser stated 
that after examining Ms. M. on June 7, 1979 he “did not feel (he) 
could condone further use of chemical restraint when there already 
were signs suggesting toxic effects on the brain.” Instead, he sug
gested that “tight ward management” rather than psychotropic 
medications be used. Despite his suggestions, the problems with 
medications continued. Ms. Moore reported that Dr. Osser had 
told her that some doctors had, at times, phoned in orders includ
ing psychotropics. On September 18, 1979 Dr. Lardent, another 
physician, saw Ms. M. and found her on high dosages of pheno- 
barbitol, dilantin, and dalmane. In his statement in the DMH re
port, Dr. Lardent reported “finding no justification for the use of 
these drugs” and he immediately moved to order these drugs be
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reduced and eliminated as quickly as was consistent with medical 
safety. The report states Dr. Osser believes, “Ms. M. was spiralling 
on the medications, potentially had behavioral toxicity, and staff, 
therefore, couldn’t see or assist her with the underlying problems.”

As Ms. M’s behavior continued to spiral, the use of mechanical 
restraints, too, spiralled. While Ms. M. had been mechanically re
strained on nine occasions between June, 1978 and April, 1979, she 
was restrained twenty-one times in the five months preceding her 
death.

The frequent use of both chemical and mechanical restraint dur
ing this period prompted intervention from Mary Moore of the 
Regional Quality Assurance Office on August 10, 1979. She re
quested that alternatives to the chemical and mechanical restraint 
of Ms. M. be identified. This request resulted in the drafting of the 
first and only updated treatment plan. This plan was never com
municated to the staff who were caring for Ms. M. Therefore, her 
treatment was not changed.

d. The posie as used on Ms. M. constituted a mechanical re
straint.

DMH regulations state that any “device interfering with free 
(voluntary) movement” shall be considered a restraint.

No seclusion and restraint reporting form was filled out on Sep
tember 19, 1979. Ms. Moore told the Special Committee that the 
ward staff did not view the posie as a “limitation of her freedom 
but as a support for her.”

However, mental health assistant Frank Moran testified, “She 
was disruptive to the ward and had provoked a couple of minor 
incidents where she was, at one point, I believe, slapped and at that 
point I conferred with the people I was working with and we de
cided it would be best to use a posie.”

Given this justification and the condition that existed on Sep
tember 19, 1979, the Special Committee agrees with Investigator 
Moore’s statement at the November 29th hearing, “It was my in
terpretation as the investigator after the event occurred, that I 
viewed it (the posie) as a limitation on her freedom . . .” and, 
therefore, a form of restraint.
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e. There was inadequate monitoring of Ms. M. while she was 
restrained with the posie.

Frank Moran told the Special Committee that he had seen Ms. M. 
slide out or slip down while in a posie restraint many times prior 
to September 19, 1979. Nevertheless, no provision was made for 
special observation of the patient while in the posie on the evening 
of her death.

The Committee agrees with Dr. Osser who stated, “You don’t 
ever restrain or seclude a patient without one-to-one supervision 
or close observation — particularly when there are signs of organic 
illness present and so forth that would suggest the possibility of 
increased danger of a medical emergency.” The Committee con
cludes that Ms. M’s death may have been prevented had she been 
more closely observed.

f. Resuscitation facilities and procedures at the Brockton Area 
facility were inadequate.

In her investigation, Ms. Moore found that the unit on which 
Ms. M. was a patient did not have oxygen tanks, ambu bags, a 
resuscitator or airways. Dr. Krueger, the physician on call on the 
evening of September 19, 1979, stated that “The facilities for car
diopulmonary resuscitation were very inadequate there. The per
sonnel did not seem to be trained; there was not a ready availabil
ity of resuscitation equipment.” When asked if his attempted re
suscitation might have been successful with the proper equipment, 
Dr. Krueger replied, “Yes.”
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n.c.

MR. R.

AGE 30

MASS. MENTAL HEALTH CENTER

DIED, SEPTEMBER 9, 1979
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1. Summary of Facts
Mr. R., a 30-year old male, was hospitalized on eleven separate 

occasions at Mass. Mental Health Center. His first psychiatric ad
mission to this facility was on February 15, 1968. He died on Sep
tember 9,1979 while still a patient.

On the afternoon of September 9, 1979, at approximately 3:15 
P.M., Mr. R. was put into an unlocked seclusion room for what 
DMH records call “outbursts and assaultive behavior to staff and { 
other patients.” According to statements of two psychiatric nurses 
and three mental health attendants present at the time, Mr. R. re
fused, in the seclusion room, to give up personal objects or to take 
his medication. The same statements indicate Mr. R. lunged at one 
of the mental health attendants, trying to drag him to the floor. 
The staff present responded by holding Mr. R. face down, physical
ly restraining each of his limbs.

After this struggle, Mr. R. was administered a chemical restraint 
(50 mg. Thorazine) at the order of the physician on call. Two to 
three minutes later, Mr. R’s vital signs were checked and no pulse 
could be detected. Resuscitation was attempted.

Mr. R. was transported to Peter Bent Brigham Hospital and pro
nounced dead there. A Mass. Mental Health Center representative 
later asked the R. family if it would authorize an autopsy. The 
family refused to grant permission on religious grounds. The med
ical examiner did not accept jurisdiction. Therefore, no autopsy 
was performed.

An investigation pursuant to Department of Mental Health and 
Executive Office of Human Services “Guidelines for Investigation” 
was conducted. The report produced was reviewed by Dr. Marshall 
Wolf of Peter Bent Brigham Hospital at the request of Dr. Miles 
Shore, Mass. Mental Health Center superintendent. Dr. Wolf con
cluded that the care of Mr. R. was satisfactory, but that it was im- j 
possible to settle the question as to the cause of death in the ab
sence of a post-mortem examination.

Following hearings of the Special Senate Committee in Decem
ber, 1979, further interviews were conducted and the report on Mr.
R. was expanded by the original investigator.

2. Findings of the Senate Committee
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a. The DMH investigator of Mr. R’s death may have had a 
conflict-of-interest.

James T. Hilliard, Esq., was selected by Superintendent Miles 
Shore, M.D., of Mass. Mental Health Center to investigate Mr. R’s 
death. While conducting the investigation, Mr. Hilliard was also 
acting as legislative counsel to the Massachusetts Psychiatric So
ciety. In that capacity, he lobbied for passage of a bill which would 
have directed the Attorney General to defend any state employee 
sued for violating the civil rights of a patient. Mr. Hilliard’s dual 
roles could have made it more difficult to conduct an objective 
analysis of this case.

b. The investigator lacked medical experience.
Mr. Hilliard, an attorney with no medical experience, was asked 

to analyze numerous professional decisions made by physicians, 
nurses and mental health assistants. Perhaps in recognition of this 
deficiency in Mr. Hilliard’s knowledge, Dr. Shore asked Dr. Mar
shall Wolf to review Mr. R’s record and Mr. Hilliard’s report.

Mr. Hilliard mentions in the “Medical History” section of his in
vestigative report that Mr. R. had previously suffered two heart at
tacks. Dr. Wolf, however, “could not find documentation in his 
records of the two heart attacks referred to in . . . Mr. Hilliard’s 
document.” Mr. Hilliard’s error demonstrates the problems that 
can be encountered when a lay person examines medical questions.

c. Interviews were unnecessarily delayed and did not include 
key witnesses.

Mr. Hilliard was directed by Dr. Shore to begin the investigation 
on September 12, three days after Mr. R’s death. Department 
“Guidelines” require that the report be completed within thirty 
days of the incident.

Mr. Hilliard first interviewed a witness on October 9, a month af
ter Mr. R’s death. At the Senate hearing, Dr. Shore explained this 
delay by stating that scheduling interviews is difficult in a hospital 
because people work different shifts. Once Mr. Hilliard began, how
ever, he talked to three nurses and six mental health assistants in 
two days and forwarded the final report to Dr. Shore a day later.

None of the physicians who assisted in the attempt to resuscitate 
Mr. R. were interviewed during the initial investigation. Mr. Hil-



22 SENATE — No. 1751. [ April

lard’s report states that he talked to Dr. Maria Smith, but this 
conversation did not take place before completion of the initial re
port. After the Senate hearings, Mr. Hilliard expanded his report 
to include interviews of the attending physicians.

d. Insufficient documentation of the interviews was supplied.
Department of Mental Health “Guidelines for Investigation” and

the Executive Office of Human Services “Manual on the Conduct i 
of Investigators” must be followed in reporting upon a death in a " 
mental health facility. The Executive Office of Human Services 
“Manual” directs the investigator to summarize all interviews and 
to subsequently have the witness review and sign the summary 
statement.

Mr. Hilliard took notes on the interviews he conducted but 
neither summarized each interview nor had them signed. A month 
after completing the report, Mr. Hilliard had yet to forward the 
interview notes to the Department of Mental Health general coun
sel or to the Mass. Mental Health Center. This was finally done at 
the request of the Special Senate Committee.

e. Questions concerning Mr. R’s treatment are covered inade
quately in the investigative report.

Mr. Hilliard’s investigation was confined to an analysis of the 
cause, method and reasonableness of Mr. R’s restraint on the day 
of his death. No attempt was made to examine events leading up 
to the death. The Senate Committee found that Mr. Hilliard’s 
focus was too narrow in investigating a medico-legal death.

f. The Mass. Mental Health Center lacks adequate resuscitation 
equipment.

The Senate Committee is unconvinced that adequate equipment 
to treat persons in an emergency situation is present at Mass. Mental 
Health Center. Dr. Shore, the Superintendent, testified that counter j 
shock equipment was not available and that other devices for re
suscitation may not have been present.
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II.D

MS. D.

AGE 36

METROPOLITAN STATE HOSPITAL

DISAPPEARED, AUGUST 9, 1978
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1. Summary of Facts
Ms. D., a 36-year old female, voluntarily readmitted herself to 

Metropolitan State Hospital on December 23, 1973. Ms. D. had a 
history of hospitalizations dating back to 1952. She was diagnosed 
as mildly retarded with schizophrenia, chronic undifferentiated 
type.

Ms. D. had been granted a grounds pass which allowed her to 
walk around the hospital grounds unescorted. The pass was author
ized by the ward physician upon recommendation by her treatment 
team.

On August 9, 1978, Ms. D. was reported missing from the hos
pital when she failed to return to her ward by late afternoon. The 
evening physician, Dr. Suvasini Pandit, was notified at 5:30 p.m. 
He in turn contacted the State Police, Waltham Police, Ms. D’s 
mother and Mel Tapper, Director of Ms. D’s unit.

On the following day, a search of the grounds discovered a hut 
containing clothes and linen. The hut was dismantled within 24 
hours and the linen sent to the laundry.

On October 6, during another search for Ms. D., the hospftal staff 
found a woman’s skirt, pieces of cloth, a pocketbook and a small 
zippered case tied together in a bundle. The pocketbook contained 
sunglasses, a hatchet and photographs. On the back of the photos 
were notes written to Ms. D. The pocketbook was identified as 
having belonged to Ms. D.

On November 13, seven human teeth were found in the posses
sion of a Metropolitan State Hospital patient who had been a 
friend of Ms. D. Stanley Schwartz, Forensic Dental Examiner for 
the Commonwealth of Massachusetts, reported on December 13, 
1978 that the teeth were Ms. D’s, that they had not been extracted 
professionally, and that they may have been removed post-mortem. 
A year later on December 26, 1979, Schwartz stated that “until the 
full investigation, i.e., with medical examiner, body, etc., I cannot 
state that they (the teeth) are post mortem.”

Ms. D. is still missing. The investigation of her disappearance is 
an open case with the State Police and under the consideration of 
the Attorney General. The patient who had been carrying Ms. D’s 
teeth was committed to Bridgewater State Hospital on December 
27, 1978 and remains there at this time.
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2. Findings of the Senate Committee
a. The Departmeiit of Mental Health violated its own “Guide

lines for Investigation” in its lack of appropriate response to 
Ms. D’s disappearance.

Commissioner Robert Okin admitted before the Special Senate 
Committee to Investigate Seclusion, Restraint and Deaths in State 
Supported Facilities that no formal investigation had been con
ducted in the case of Ms. D. Although Ms. D’s disappearance was 
reported to the State Police and Waltham Police, the Department 
of Mental Health was not relieved of its responsibility to investi
gate. Section H. of the DMH “Guidelines for Investigation” states, 
“The duty of the person in charge or the person conducting the in
vestigation under these regulations is independent of any require
ment for investigation by police or the district attorney.” This sec
tion is reinforced by a passage in an introduction to the “Guide
lines” : “Many administrative personnel believe that in referring a 
matter to the State Police they have fulfilled their obligation to 
protect the persons in their charge. This is not and has never been 
true.”

In reviewing the original investigative report, the Department 
of Mental Health legal office was remiss in allowing this lack of 
attention to continue.

b. A two month gap in the search for Ms. D. ims not justified.

The first formal search by the State Police did not take place un
til October 6. There is no documentation of any systematic in
spection of the hospital grounds between August 11 and October 6. 
During this period there is no evidence that DMH regional or legal 
staff ever pressed the State Police for assistance.

c. Department of Mental Health personnel acted precipitously 
in destroying possible evidence.

During a search of hospital grounds conducted on August 10, 
1978, the day after Ms. D. disappeared, a hut built by patients con
taining linen and clothes was found. Within 24 hours, DMH staff 
had dismantled the hut and sent the clothes to the laundry. Neither 
State Police nor Waltham Police were given the opportunity to in-
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spect the hut or examine the clothes. DMH investigators assumed 
that these articles were unrelated to Ms. D’s disappearance.

At a later point, the patient who had been carrying Ms. D’s teeth 
was interviewed. He stated that he had constructed the hut and 
that he and Ms. D. had often gone there together.

The conclusion drawn by DMH investigators that the discovery 
of the hut was unimportant was not based upon any facts docu
mented in either DMH investigative report. The conclusion was 
unwarranted. The hut and clothes should, at the very least, have 
been shown to the police before any action was taken.

d. The original investigative report did not include interviews 
required by Executive Office of Human Services “Guidelines 
for Investigation.”

The “Guidelines” direct investigators “to interview each person 
who has any first-hand knowledge concerning the occurrence un
der investigation.” The investigators “should not cease gathering 
pertinent information until they feel that they know all there is 
to know.”

Despite these directions, neither Ms. D’s physician, her social 
worker nor the administrator in charge of her ward was inter
viewed following her disappearance. There was no attempt to in
terview relevant persons. As a result, it is impossible to tell from 
reading the report who last saw Ms. D. alive.

e. Poor records were kept during the initial investigation caus
ing some information to be irretrievably lost.

The pocketbook found on October 6, 1978 was originally identi
fied as Ms. D’s. Yet, the new DMH report states that, “the exact 
way in which the identification was made is not specifically docu
mented and cannot be recollected at this time.”

This lapse in recording data also violates Executive Office of 
Human Services “Guidelines”. These “Guidelines” emphasize “the 
need to itemize, index and cross-reference materials accumulated 
and in other ways to organize the data collected.”
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EPILOGUE

As a result of the work of the Special Committee, the Attorney 
General commenced a criminal investigation of Ms. D’s disappear
ance. Previously, the Department of Mental Health had closed the 
case of Ms. D. by “discharging” her from the hospital on February 
9, 1979.

On August 12, 1980, the Attorney General’s investigators found 
the dismembered body of Ms. D. on the grounds of Metropolitan 
State Hospital. Ms. D. was apparently murdered and buried on 
August 9, 1978, the day of her disappearance. See Appendix G for 
further details.
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II.E.

RECOMMENDATIONS 

BASED ON AN INVESTIGATION 

OF UNEXPLAINED DEATHS

I
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1. No 'patient should be left unattended while in restraint.
Even when 15 minute checks are performed promptly and con

sistently, it is still possible that patients may experience serious 
harm. Only through constant observation of each patient in re
straint can tragic deaths, such as those discovered by the Special 
Committee, be prevented.

This recommendation was included in Senate 629 of 1980, “An 
Act Regulating Restraint of Mentally 111 Patients.” A copy of the | 
bill appears in Chapter V of this report.

2. Regular reviews of restraint records and patterns must be con
ducted by Department of Mental Health administrators.

Both unit heads and central office staff must analyze individual 
and aggregate data on the use of various forms of restraint in each 
institution. Substantial changes in usage patterns must be investi
gated and alternative methods of coping with patient behavior de
vised. Strict compliance with existing laws and regulations must 
be assured. Strong sanctions must be applied to staff members who 
violate patients’ rights.
3. Comprehensive treatment plans for each patient must be de

veloped with input from the patient, direct care staff and family.
The patient, family members, ward staff and medical staff must 

be involved in designing and updating individualized treatment 
plans. Recognition of special physical problems should be reflected 
in any plan to manage a patient’s behavior in an emergency.

The “informed consent” of the patient should be obtained through 
regular review of the alternative courses of treatment available 
and the advantages, disadvantages and risks of each. Unless a pa
tient is a minor or is judically found to be incompetent, he or she 
should be allowed to choose the most appropriate form of therapy.

4. One staff member should be responsible for overseeing design 
and implementation of the treatment plan.

Responsibility must be clearly defined to ensure that every treat
ment plan conforms with state law. One staff member should be 
assigned to monitor the application of each patient’s treatment plan 
by the other ward staff. Restraint patterns, in particular, should 
be regularly reviewed to insure that the least restrictive means are 
being used.
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5. One physician should be responsible for each patient’s care. 
Each patient should have one attending physician in charge of

managing that particular case. This would eliminate the danger of 
conflicting orders and gaps in coverage.

6. The quality of direct care staff must be improved.
Orientation and in-service programs for direct care staff must be

designed and implemented. These training programs must include 
cardiopulmonary resuscitation, checking a person in restraint, and 
alternatives to restraint. Staff must be taught to recognize the 
signs of potentially explosive situations and appropriate methods of 
intervention.

Increased staffing of nursing and mental health attendants is 
needed. At least one physician should be on duty at all times. To 
attract skilled personnel, salaries for direct care staff must be in
creased.

7. A periodic review of resuscitation equipment available on each 
unit must be conducted.

Adequate, well-maintained emergency equipment must be present 
at all times on each unit. At a minimum airways, oxygen, intra
venous equipment, ambu bags and an emergency drug box should 
be available. A specific person should be designated to conduct a 
periodic review of this equipment and to be responsible for its 
maintenance.

8. The Department must be more rigorous in its selection of in
vestigators.

It is necessary that investigators be totally independent while 
conducting their review. Hiring individuals who have other con
tracts with the Department creates the possibility of conflicts of 
înterest.

9. At least one medical professional should be included in the in
vestigating team.

Since medical decisions are an important part of the records, doc
tors should be involved from the beginning in the formal review of 
any unexpected death.

10. “Guidelines for Investigation” must be scrupulously followed. 
All investigations should begin promptly so that memories of
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events are fresh. Proper documentation of interviews is especially 
important. No potential evidence should be destroyed until the in
vestigation is complete. Detailed attention to record-keeping is 
necessary so that crucial data may be reconstructed.

11. An effective system for supervising investigations in progress 
must be developed.

A specific DMH administrator should be designated to supervise 
each investigation. Another person should review the draft report 
for completeness and proper documentation. The Commissioner 
should review each final report to determine what administrative 
or personnel changes are required.

12. The Coroner’s report of the cause of death should be issued 
within 21 days.

A report from the Coroner is necessary before DMH can release 
a final investigative report. Since the DMH report must be ready 
within 30 days following the incident, the Coroner’s Office must 
deliver its findings well before that deadline.

13. Reports on unexpected deaths should be released to the public 
once personal identifying data has been removed.

Good public policy depends on an informed public. Making the re
sults of investigations available to legislators, concerned profes
sionals, advocates and the media assures that all perspectives will 
be considered in framing new policies. The citizens of the Common
wealth have a right to know about the workings of departments 
their tax dollars support.
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III.

THE PRACTICE OF 

SECLUSION AND RESTRAINT 

IN DEPARTMENT OF MENTAL HEALTH

FACILITIES
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A. Summary of Facts
Current law and regulations allow the use of restraint (includ

ing seclusion, mechanical restraints, chemicals and physical force) 
“only in emergency situations where there is the occurrence of 
serious threat of extreme violence, personal injury, or attempted 
suicide.”

The testimony of many of our witnesses made clear that these 
regulations were often not observed in DMH facilities. Steven 
Schwartz, an attorney for the Mental Patients Advocacy Project, 
and David Webster, a mental health attendant, asserted that seclu
sion or restraint of patients for disobeying orders or behaving in 
ways that were annoying but not dangerous was frequent at North
ampton State Hospital and Mass. Mental Health Center. Other wit
nesses testified that patients were often kept in restraints long af
ter the serious threat had passed. Current law does not forbid this 
practice.

Attorney Thomas Schiavoni of the North Shore Children’s Law 
Project claimed that seclusion was carried to an extreme at the 
Gaebler Unit at Metropolitan State Hospital. One of his young 
clients was confined in a seclusion room for almost twenty-three 
hours a day during two six-month periods. A similar use of seclu
sion as “therapy” was described by Adrienne Princippe. Her son 
was placed in a “strip single”, a room with no furnishings other 
than a mattress, for several months until he “learned to control his 
anger.”

Several witnesses spoke of the effects that seclusion and restraint 
have on mental patients. Both Attorney Schiavoni and Dr. George 
Hardman of the Judge Baker Guidance Center argued that using 
seclusion as treatment tends to increase a patient’s reliance on ex
ternal control rather than the development of internal controls. Ac
cording to Dr. Hardman, the presence of seclusion rooms also 
creates an expectation of bad behavior. In addition, Flo Holland 
and Glen Brown, former staff at the NAJNAH Regional Adoles
cent Program, claimed that seclusion conveys the message that the 
child is a bad person who must be kept away from others.

Dr. Hardman cited studies demonstrating that “normal” individ
uals subjected to seclusion become tense, restless and eventually 
begin yelling and banging on the walls. According to Dr. Hard-
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man, three-quarters of the suicides in mental institutions take place 
in seclusion.*

B. Findings of the Senate Committee
1. Seclusion and restraint are often used illegally.
It is clear from the testimony heard by the Special Committee 

that seclusion, mechanical and chemical restraints are often used 
(when there is no justification according to existing laws and reg
ulations. Attorney Steven Schwartz informed the Special Com
mittee that a review of Northampton State Hospital by the Mental 
Patients Advocacy Project “indicates that there is a systematic 
practice of locking people up and tying them down as a result of 
behavior that, . . . , could never be said to justify such abuse.”

A similar conclusion was reached by Federal District Court Jus
tice Joseph L. Tauro in a recent ruling on treatment at Boston 
State Hospital.

2. Seclusion and restraint are often used when there is no justi
fication.

Current regulations are so vague that restraint can be continued 
after it is no longer necessary for the safety of the patient, other 
patients or staff. David Webster, a mental health attendant at the 
Mass. Mental Health Center, asserted, “Once a person is locked, 
procedures for unlocking are sometimes arbitrary. If the charge 
nurse is in meetings for two hours, then, whether it is needed or 
not, the patient usually remains locked.”

Another abuse occurs when staff members preemptively put 
people into restraints at the first sign of an oncoming crisis. Ac
cording to Linda Nannieelli, a nurse at the Mass. Mental Health 
Center, staff members who know a patient can recognize his 
“unique symptoms of impending loss of control.” If this is so, prop
erly trained staff should be able to reduce the number of incidents 
escalating into assaultive or self-abusive behavior.

Dr. J. Sanbourne Bockoven, former director of the Solomon 
Mental Health Center, agreed that violence can be prevented if the 
staff understands how people react to certain situations. Dr. Bock
oven claimed he was able to treat mentally ill adults without using

Summaries of opening statements from the hearing on seclusion and re
straint are included as Appendix C.
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seclusion or any other restraint except holding. In the NAJNAH 
program for severely disturbed adolescents, Flo Holland and Glen 
Brown also eliminated seclusion, mechanical and chemical restraints 
by using one-to-one contact with children approaching a crisis and 
by holding those who act out.

3. The use of locked seclusion during an agitated episode is often 
counterproductive.

Rates of seclusion vary greatly among institutions. Dr. Donald 
Gair, Director of the Gaebler Children’s Center, justified the high 
use of seclusion at his institution as a method of setting limits for 
his patients. However, Dr. Bockoven claimed that the very pres
ence of seclusion rooms seriously hampers the effectiveness of 
therapeutic programs. Other witnesses suggested that these arti
ficial limits do not help patients develop internal controls.

The Special Committee concludes that locked seclusion is not 
therapeutic and concurs with Dr. Hardman’s assertion that, in fact, 
seclusion can be counterproductive as a form of therapy.

4. There is insufficient monitoring of the use of seclusion and 
restraint.

Department of Mental Health regulations are violated extensively. 
The Department fails to collect sufficient data to monitor adherence 
to its rules. When violations are reported, DMH fails to enforce 
the letter of the law and rarely punishes those responsible. While 
DMH has created a procedure for investigating and addressing 
client complaints, “this complaint procedure is not widely known 
and hardly utilized at most state institutions,” according to At
torney Schwartz.

5. A low staff-patient ratio contributes to the overuse of seclu
sion and restraint.

Understaffing means that patients often cannot receive the at
tention which could reduce assaultive behavior. At the Gaebler 
Unit of Metropolitan State Hospital, for example, there are often 
three or fewer staff on a ward of fifteen children. According to 
Barbara Hoffman, the Regional Services Administrator for Gaebler, 
“This staffing pattern does not permit ready use of many of the
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techniques we know will prevent use of seclusion when a child be
comes excited and assaultive, such as talking a child down, holding, 
specialling, or taking the child off the ward to a quieter place.”

David Webster, a mental health attendant, and Dorothy Dundas, 
an ex-patient, added that patients may even behave so as to bring 
on seclusion just to get the attention that they would not otherwise 
receive.

6. Inadequate attention is paid to staff training and supervision.

Staff must be taught to use less restrictive alternatives to re
straint. Currently, many attendants receive almost no training in 
any techniques save seclusion and restraint. As a result, they rely 
on the only methods with which they are familiar.

“Staff are generally . . . not trained in the possible ill effects of 
seclusion,” according to Dr. Hardman. The “enormous importance 
of greatly increasing training programs for all persons bearing re
sponsibility for the well-being of the mentally ill” was also stressed 
by Dr. Bockoven. “Such training has a direct bearing on prevent
ing the tragedies with which these hearings deal,” he concluded.

Due to the lack of staff training and supervision, patients are of
ten subjected to abusive treatment and inappropriate care. Mrs. 
Jean Mitchell told of a nurse who repeatedly referred to her 16- 
year girl as “the animal.” Dr. Miriam Rosenberg, former senior 
staff psychiatrist at the Gaebler Unit, described the scapegoating 
of certain children by staff and the complete absence of attention to 
patients by psychiatrists. It is likely that these types of mistreat
ment cause patients to act out, providing a rationale for restraint.

7. The poor physical condition of many mental health facilities 
creates an atmosphere in which violent behavior is more 
likely.

Unhealthy, antiquated institutions do not create a therapeutic en
vironment. David Webster explained that rodent infestations, freez
ing temperatures and the lack of necessary supplies demoralize 
both patients and staff and create a climate in which abuse by staff 
and patients is more likely. It is not surprising that patients act 
out, and staff overreact, in such settings.
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C. Recommendations
1. The laws governing the use of restraint must be substantially 

tightened.

Legislative action is needed to further regulate the use of seclu
sion, chemical and mechanical restraints and to eliminate abuses 
of these practices. The Special Committee has filed “An Act Reg
ulating Restraint of Mentally 111 Patients” (S. 629 of 1980) address
ing these issues. The text of this proposal appeal's in Chapter V.

2. Improved monitoring is required to assure adherence to laws 
and regulations.

No matter what the law on restraint may be, strict enforcement 
will be needed to ensure compliance by local personnel. The Com
missioner of Mental Health must clearly identify the staff members 
responsible for administering the regulations in each institution 
and at the central office. Violations must be dealt with promptly 
and firmly. A clear system to process complaints by patients must 
also be established.

3. Staff and facilities must be upgraded.
The staff-patient ratio must be increased at most facilities. Staff 

selection, training and supervision must be improved to assure that 
patients are treated with humanity and understanding. Staff must 
be trained in alternatives to seclusion and restraint. A comprehen
sive orientation and in-service program must be developed and im
plemented. Decaying institutions must be abandoned and all facil
ities provided with sufficient supplies.
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IV.

THE DEINSTITUTIONALIZATION 

OF MENTALLY HANDICAPPED

INDIVIDUALS
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A. Summary of Facts
A wide spectrum of witnesses presented testimony concerning the 

Department of Mental Health policy of transferring mentally ill 
and mentally retarded persons from state hospitals to less restric
tive settings in the community. Among the speakers were Depart
ment of Mental Health employees, former staff, ex-patients, ad
vocates, mental health professionals, labor union representatives, 
and parents of institutionalized children.

Most witnesses agreed that the process of deinstitutionalization 
was flawed. DMH performance was strongly criticized from sev
eral perspectives, but there was no consensus about the cause of the 
problems. Court Monitor Marcia Stein argued that a lack of public 
agreement on goals and priorities was inhibiting progress. Dr. Lee 
Macht, a former Commissioner of DMH, directed attention to so
ciety’s lack of acceptance of mentally ill persons. Public policy 
consultant Margot Lindsay fixed responsibility on DMH for failing 
to form a partnership with communities. One former patient, 
Wendy Bartlett, charged that problems arose from the lack of con
trol clients have in the system. Kip Tiernan, founder of an emer
gency shelter, added that patients are not prepared to direct their 
own lives outside the institution. DMH Administrator Ed Budel- 
man suggested that mistakes are inevitable in a pioneer program, 
but Ben Ricci who brought a landmark lawsuit against the Depart
ment claimed that deinstitutionalization was bound to fail since the 
Department viewed the process only in quantitative terms.

Many methods to improve deinstitutionalization were discussed. 
Consideration of patient-run services, expansion of community re
sources, increased availability of varied treatment modalities, im
provement of monitoring capabilities, a greater commitment of 
state funds, better management at top levels of the Department and 
more involvement of communities in the planning process were all 
urged by different witnesses. DMH took the position, seconded by 
Dr. Lee Macht, that the State should end participation in direct 
service delivery. Other speakers responded that a strong State role 
was needed to assure quality care.*

♦Summaries of opening statements from the deinstitutionalization hearings 
are included as Appendix D,
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B. Findings of the Senate Committee
1. Despite problems in implementation, non-institutional care is 

preferable to care delivered in an institution for most patients.
Wendy Bartlett, spokesperson for “On Our Own,” claimed that 

institutions are debilitating and destructive to human dignity. “We 
have found these to be places where the ability to live independent
ly and make one’s own decisions can be lost.”

Edward Budelman, an Area Director for DMH, judged the state 
hospital system “clinically and humanely bankrupt.” He charged 
that it “systematically interferes with the very goals that treat
ment attempts to achieve.”

2. There has been poor planning for deinstitutionalization by the 
Department of Mental Health.

Marcia Stein, Assistant Court Monitor, described how the De
partment failed 15 years ago to mesh the community mental health 
system with existing public state hospital system. As a result, the 
community system never considered hospital clients their respon
sibility.

Joan Ackerman, Regional Vice-President of the Mental Health 
Chapter of Local 509, SEIU, AFL-CIO, argued that the “goals and 
time frames for effecting deinstitutionalization were established 
without consultation with direct care staff with resultant multiple 
dislocations and impediments to an orderly realistic process.” Ms. 
Ackerman also claimed that inadequate consideration was given 
to preparing communities to accept deinstitutionalized patients.

Fred Woogmaster, former director of a regional adolescent pro
gram, described poor planning preceding establishment of the 
RAP’s just three years ago. Commissioner Okin’s admission before 
the Senate Ways and Means Committee on May 6, 1980 that plan
ning for fiscal year 1980 had been over ambitious underlines the 
fact that inadequate planning continues to the present day.

3. There are insufficient community resources.
Many witnesses including Lisolette McMillan, the parent of an in

stitutionalized child, and Kip Tiernan, founder of Rosie’s Place, told 
of the problems that have resulted from the small number of com
munity alternatives available to the deinstitutionalized patient. Ms. 
McMillan explained that her child is confined to Worcester State
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Hospital since no appropriate alternative placements are available. 
Ms. Tiernan explained that, in the absence of such alternatives, 
many people are discharged from “the back wards to the back al
leys.”

Mr. Woogmaster stated that many teenagers were inappropriate
ly placed in the confines of the Regional Adolescent Program, Cen- 
terpoint, on the grounds of Danvers State Hospital because “there 
is no other place.” The result is that programs such as Center- 
point become “dumping grounds for the disadvantaged, disenfran
chised youngsters who have neither appropriate defenders nor ad
vocates.”

Former Commissioner Lee Macht stressed that DMH must pro
vide a “range of quality living situations from staffed and un
staffed halfway houses and cooperative apartments through patient 
controlled alternatives and independent living.”

4. The quality of care in many community programs is poor, due 
in part to understaffing.

Court Monitor Marcia Stein alleged that current standards for 
care in community programs are ill-defined, inconsistent and dif
ficult to enforce. She stressed the “maldistribution and poor mix of 
needed and appropriately trained mental health personnel” par
ticularly in the western and southeastern areas of the State.

Lisolette McMillan claimed that community programs in the 
Worcester area would not accept her son because they lacked suf
ficient staff. She said existing halfway houses are suited only for 
“clients who are well able to take care of themselves.”

5. Follow up care and tracking of deinstitutionalized patients is 
minimal or non-existent.

Kip Tiernan observed, “There does not appear to be any prepara
tion or follow up on some people discharged from the mental health 
system. Richard Rowland, Coordinator for the Legislative Council 
of Older Americans, commented upon a similar problem in the dis
charge of patients to nursing homes by DMH. “As a result,” said 
Mr. Rowland, “medication is often not adequately monitored, and 
in some cases contraindicated drugs may be prescribed by the phy
sician associated with the nursing home.”

Mr. Woogmaster claimed that there is no “effective monitoring
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and evaluation of programs.” Dr. Robert Younes, Chief of Pedia
trics at Carney Hospital in Dorchester, echoed this criticism de
crying the lack of “tools to track, monitor or to judge outcomes of 
the treatment of deinstitutionalized patients.” This leads, con
cluded Dr. Younes, to “poor community management of deinstitu
tionalized patients” and increased costs.

6. The Department’s claims of success in the program are inac
curate and misleading.

Richard Rowland said, “we’ve moved people from a state system 
into a smaller institutionalized system — the nursing home system 
or the rest home system.” He told of a “numbers game” in which 
persons were transferred from DMH’s care at Metropolitan State 
Hospital to Tewksbury State Hospital run by the Department of 
Public Health. “You reinstitutionalize people, you don’t greatly 
change the number of institutionalized individuals.”

The RAP programs which are part of DMH’s deinstitutionaliza
tion process are located predominantly on the grounds of state hos
pitals. Mr. Woogmaster commented, “Establishing a new program, 
one that by design is meant to instill hope, in the depressing ward 
of an antiquated mental hospital and simultaneously telling hostile, 
alienated youngsters that there is hope that they will succeed is 
simply an exercise in cynicism.”

Kip Tiernan told how persons had been dismissed from the DMH 
system with little more than advice to seek Rosie’s Place. This 
dumping, said Ms. Tiernan, results from the DMH formula: “Don’t 
take any admissions you don’t have to, and let them out whether 
they’re capable or not.”

7. DMH has failed to prepare communities for deinstitutionalized 
patients.

Transfer to the community is the “backbone of deinstitutional
ization,” according to Joan Ackerman, but “the community has not 
been ready to receive (ex-patients).” What is lacking, submitted 
Margot Lindsay of the Center for Public Service at Brandeis, is “a 
strong explicit commitment to deinstitutionalization as state pol- 
cy.” Fred Woogmaster agreed that such a commitment is not clear 
in Massachusetts. Until a strong commitment to clients’ and com
munities’ rights is heard, concluded Ms. Lindsay, “energies will be
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concentrated more on the ‘whether’ than on the ‘how’ of com
munity-based systems.”

8. There is lax accountability of fiscal operations.
Mr. Woogmaster remarked upon his experience, “When I arrived 

at Centerpoint, funds were being handled by three separate fiscal 
conduits. There was no one place where one could get a complete 
financial picture of Centerpoint.” Describing the system as set up 
to insure non-accountability of fund expenditure, Mr. Woogmaster 
said the “fiscal conduits had no program control or authority.”

9. Poor persons receive inferior care.
The Committee concludes that clients who must depend on DMH 

receive inferior care to those who can afford treatment in the pri
vate sector. As Wendy Bartlett noted, “The wide scope of thera
peutic modalities which exist in the private sector are seldom avail
able to DMH service recipients.” Among the programs not avail
able to DMH patients are “aftercare, emergency services, crisis in
tervention, day treatment, and work and social rehabilitation,” ac
cording to Dr. Lee Macht.

DMH Commissioner Robert Okin is correct in describing the serv
ice delivery system in Massachusetts as a two-tier structure, but the 
responsibility for inadequate care in state-supported facilities rests 
with DMH. Marcia Stein concluded that the last five mental health 
commissioners have all cited, “the lack of a computerized data sys
tem, competitive salaries for employees, and the constraints to hir
ing and firing inherent in the state personnel system.” Although 
these roadblocks continue to adversely affect patient care, little has 
been done to remedy the problems.

C. Recommendatiom
1. An adequately funded and staffed, independent commission 

should be established to further investigate these findings and 
to collect additional data.

The program of deinstitutionalization should not be accelerated 
prior to the findings of the commission. A  public dialogue should 
be started which will help delineate the responsibilities of the client, 
the State and the community in deinstitutionalization with the ulti
mate goal of making the community a partner in the process.

The options of expanding, eliminating or maintaining the present
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state role in direct mental health service delivery should be an
alyzed. Current DMH contracts with private vendors to provide 
services to deinstitutionalized persons should be examined to see if 
patient needs are being met.

Funding for such a commission was included in the Fiscal 1981 
state budget adopted by the House and Senate, but the proposal was 
vetoed by Gov. Edward King.

2. Decisions regarding new levels of expenditure must be based 
on an assessment of patient needs.

Budgets must reflect both the needs of patients in community- 
based programs and those who reside in state institutions. Funding 
priorities must be based on a comparative analysis of services re
quired by the most severely ill and those who are less disabled.

3. The range of alternative programs must be increased.
Mental health patients should not be segregated from the rest of

society. Placement in schools, homes or social groups should be 
preferred to institutional facilities. Juveniles, in particular, should 
be placed in family settings rather than in hospitals.

A network of non-institutional services for adolescents in crisis 
must be created or expanded where it does exist. A range of quality 
housing equitably distributed throughout the State must be pro
vided.

4. Qualified staff must be made available for service in such fa
cilities.

Wages for patient care staff must be increased to competitive lev
els, training programs expanded and current institutional employ
ees given additional training. Moreover, state personnel procedures 
should be simplified to improve the competency and effectiveness of 
mental health staff.

5. Patients and families must be included in the treatment pro
cess.

Both groups must be involved in program development and eval
uation.

6. An ombudsman should be assigned to each program within the 
Department of Mental Health.

This ombudsman should serve as a patient advocate to assure the
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protection of patient rights.

7. The Department of Mental Health should promulgate stand
ards of care for inpatient facilities and community-based pro
grams after consultation with a team of professionals and con
sumers.

The standards for inpatient facilities should include those estab
lished by the Joint Commission on Accreditation of Hospitals. The 
standards for community-based programs should encourage patient 
independence and require a healthy environment and non-abusive 
care. These standards must be vigorously enforced.
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V.

PROPOSED LEGISLATION
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A. Summary
Based on its initial findings, the Senate Committee agreed to sub

mit three proposals for consideration by the General Court.

1) The first proposal regulates seclusion and restraint of mental
ly ill patients by requiring closer and more frequent monitoring by 
physicians. The bill also requires that a trained staff person remain 
with a patient placed in restraint until the restraints can be re
moved. Another provision of the bill allows a patient to comment 
on the circumstances under which the restraint was used.

This proposal was filed during the 1980 legislative session. The 
bill, Senate 629, was passed by both the House and Senate but was 
vetoed by the Governor. The Senate voted 31-0 to override this veto. 
However, the House never voted on the Governor’s veto, and the 
bill died. The Senate committee will refile the bill with further 
amendments during the 1981 legislative session.

2) The second proposal requires all public and private inpatient 
facilities and community programs to comply with the standards es
tablished by the Joint Commission on Accreditation of Hospitals. 
The Senate Committee believes that implementation of this bill 
would dramatically improve the quality of care and the physical 
conditions in the Commonwealth’s mental health facilities.

3) The third proposal establishes a 13-member special commis
sion to conduct an ongoing investigation of mental health and re
tardation services in the Commonwealth. The Senate Committee 
recognizes that substantial additional research must be completed. 
A fully staffed and adequately funded special commission is, there
fore, necessary.

This proposal was included in the fiscal year 1981 budget act but 
was vetoed by the Governor. Neither the House nor the Senate 
voted on this veto.

Additional legislation will be filed in 1981 to implement other 
Senate Committee findings.
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B. REGULATING RESTRAINT

$he (Ecntntmuuralth of fflaswarhuortto

In the Year One Thousand Nine Hundred and Eighty.

An  Act regulating restraint of mentally ill patients.

Be it enacted by the Senate and House of Representatives in General 
Court assembled, and by the authority of the same, as follows:

1 Section 21 of chapter 123 of the General Laws is hereby
2 amended by striking the third paragraph and substituting in
3 place thereof the following: —
4 Restraint of a mentally ill patient may only be used in cases
5 of emergency, such as the occurrence of, or serious threat of,
6 extreme violence, personal injury, or attempted suicide; pro-
7 vided, however, that written authorization for such restraint
8 is given by the superintendent or director of the facility or by
9 a physician designated by him for this purpose who is present 

10 at the time of the emergency or if the superintendent or di
l l  rector or designated physician is not present at the time of
12 the emergency, non-chemical means of restraint may be used
13 for a period of one hour; provided that within one hour the
14 person in restraint shall be examined by the superintendent,
15 director or designated physician. Any minor child placed in
16 restraints shall be examined by a physician within 15 minutes
17 of the order for restraint. A physician shall review the re-
18 straint order, by personal examination of the child or consul-
19 tation with ward staff attending the child, every hour there-
20 after. No order for restraint shall be valid for a period of
21 more than three hours beyond which time it may be renewed
22 by the superintendent, director or authorized physician only
23 upon personal examination. The reasons for the original use
24 of the restraint, the reason for its continuation after each re-
25 newal and the reason for its cessation shall be noted upon the
26 restraint form by the superintendent, director or authorized
27 physician at the time of each occurrence.
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28 No person shall be kept in restraint without a person in at-
29 tendance specially trained to understand, assist and afford
30 therapy to the person in restraint.
31 No “P.R.N.” or “as required” authorization of restraint may
32 be written.
33 No restraint is authorized except as specified in this sec-
34 tion in any public or private facility for the care and treat-
35 ment of mentally ill or mentally retarded persons including
36 the intensive care unit and Bridgewater.
37 No later than eight hours after the period of restraint, a
38 copy of the restraint form shall be delivered to the person who
39 was in restraint. A place shall be provided on the form or on
40 attachments thereto, for the person to comment on the cir-
41 cumstances leading to the use of restraint and on the manner
42 of restraint used.
43 A copy of the restraint form and any such attachments shall
44 become part of the chart of the patient. Copies of all re-
45 straint forms shall be sent to the Commissioner of Mental
46 Health who shall review them and sign them within thirty
47 days, and statistical records shall be kept for each facility and
48 each designated physician.
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C. QUALITY OF CARE
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In the Year One Thousand Nine Hundred and Eighty.

An  Act to improve the quality of care in  mental health

FACILITIES.

Be it enacted by the Senate and House of Representatives in General 
Court assembled, and by the authority of the same, as follows:

1 Section 2 of chapter 123 of the General Laws, as inserted by
2 section 4 of chapter 888 of the acts of 1970, is hereby amended
3 by adding at the end thereof, the following: —
4 All facilities, including the intensive care unit for women
5 and Bridgewater State Hospital, all other psychiatric units and
6 programs operated by or under contract with the department,
7 and all psychiatric units of general hospitals licensed by the
8 department or the department of public health, shall comply
9 with the current accreditation standards established by the 

10 Joint Commission on Accreditation of Hospitals.
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D. SPECIAL COMMISSION
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In the Year One Thousand Nine Hundred and Eighty.

An  Act establishing a special commission to investigate

M EN TA L H EA LTH  AND RETARDATION CARE AND SERVICES.

Be it enacted by the Senate and House of Representatives in General 
Court assembled, and by the authority of the same, as follows:

1 Section 1. A special commission is hereby established to in-
2 vestigate and study, as a basis for legislative action, the qual-
3 ity and management of mental health and retardation care and
4 services in the Commonwealth. Said investigation and study
5 shall include but need not be limited to consideration of: in-
6 stitutional care; deinstitutionalization; the use of seclusion and
7 restraint; the causes of unexpected deaths; patient abuse; pro-
8 cedures for voluntary and involuntary commitment; contract-
9 ing and budgeting practices; the effectiveness of public and pri-

10 vate mental health programs and facilities; and department of
11 mental health procedures to ensure adherence to existing law
12 and regulations.
13 Said commission shall consist of thirteen members, two of
14 whom shall be members of the senate to be appointed by the
15 president of the senate, three of whom shall be members of
16 the house of representatives to be appointed by the speaker of
17 the house, and eight of whom shall be members at-large to be
18 appointed by the Governor, one shall have extensive experi-
19 ence in vendor management, one shall be a registered nurse,
20 one shall be a registered physician with a specialty in psychia-
21 try, one shall be a registered psychologist, one shall be a men-
22 tal health advocate from the Mental Patient’s Liberation
23 Front, and two shall be members of labor unions which repre-
24 sent mental health workers, one each from bargaining unit 2
25 and bargaining unit 8. No members shall be or have been an
26 employee of the Department of Mental Health within the two
27 years prior to his appointment to the commission.
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28 All institutions, agencies, divisions, and offices of the de-
29 partment as well as any institutions, agencies and other serv-
30 ice providers having contracts with the department for direct
31 care to patients shall provide full cooperation to the commis-
32 sion including direct and unrestricted access to all their rec-
33 ords, papers, and files, provided that no patient records shall
34 be examined until all personal identifying information has
35 been removed.
36 The commission shall file the final report of its evaluation
37 and study, together with a draft of legislation necessary to
38 carry its recommendations into effect, with the clerk of the
39 house of representatives on or before March thirty-first, nine-
40 teen hundred and eighty-two.

1 Section 2. The sum of one hundred thousand dollars is
2 hereby appropriated for the purposes of the special commis-
3 sion relative to the quality of mental health and mental re-
4 tardation care and services in the commonwealth, established
5 by section 1 of this act.



'
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UNEXPECTED DEATHS

(1)  , male, age 27, found dead on August 24, 1979,
in four point restraints at Solomon Mental Health Center, 
Lowell. Patient had been receiving heavy maintenance doses 
of psychotropic drugs. The Senate Committee has uncov
ered falsified information in the reports. A medical doctor 
of the Department of Mental Health has admitted giving false 
testimony on Mr. S’s death to our Committee.

(2) .................... male, age 23, died July 17, 1979 at Taunton
State Hospital. Apparently injured while being forced into 
mechanical restraint.

(3) ....................... , female, age 61, died September 13, 1979 at
Taunton State Hospital. Cause of death unknown, but may 
be drug-related. There was breach of medication reporting 
procedures and discrepancy in reports.

(4) ....................female, age 22, died September 19, 1979, at
Taunton State Hospital. She suffocated while in “posie” re
straint.

(5) ....................male, age 30, died suddenly on April 19, 1979,
at Solomon Mental Health Center, Lowell. Question of over
medication. Autopsy reports cause of death “pulmonary 
embolus.”

(6) ........... - ......... , male, age 30, found dead on September 9,
1979, at Mass. Mental Health Center. Body found in a seclu
sion room where he had been placed after a struggle with 5 
staff members.

(7) ............ ...... —., female, age 86, died August 16, 1979, at Colo
nial Nursing Home, Weymouth. Found dead on ground two 
floors below her room. Apparently released herself from 
“posie” restraint.

(8) ...........-.......... , male, age 11, died July 30, 1978, at the Dever-
eaux Foundation School. Found dead in bed. Autopsy con
cludes that he died of “natural causes.”

(9) ...................... , male, age 24, died October 24, 1979, near the
Solomon Mental Health Center. Disappeared from Center. 
Found tied to a tree and burned to death.
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(10) ......................female, age 67, died October 28, 1978, at West-
boro State Hospital — collapsed after fight with another 
patient. No autopsy report as yet.

(11) ...............  , male, age 29, died April 24, 1979 at the Mass.
Mental Health Center, Boston. Apparently hung himself. 
There is a question whether doctor’s orders for his surveil
lance were carried out.

(12) .................. elderly female, died April 6, 1979, at Metro
politan State Hospital in Waltham. Apparently drowned in 
bathtub.

(13) ......................, female, age 61, died October 9, 1979, at Dan
vers State Hospital. Apparently choked to death on a piece 
of meat.

(14) ____ _____ , male, age 75, died September 1, 1977, at Taun
ton State Hospital. Died after suffering several injuries in 
shower room. Question of pneumonia and 2 or 3 day delay 
in transfer to general hospital. No appropriate investigation 
was conducted.

(15) ............. ........ , female, age 32, died January 19, 1979, the day
she was supposed to have been released from Westboro State 
Hospital. Unknown causes.

(16) ..................male, age 20, died March 9, 1978 at Westboro
State Hospital. Found drowned in bathtub.

(17) ...................male, age 36, died August 8, 1977, at Wren-
tham State School while in an isolation room. He apparently 
choked to death on a piece of meat while on a puree diet.

(18) ...................... , female, age 32, disappeared from Metropolitan
State Hospital, in Waltham in August, 1978. Seven of the 
patient’s teeth were found in the possession of another pa
tient. No appropriate investigation of her disappearance was 
conducted by either D.M.H. or the state police. Patient was 
listed as “missing” for two years. In November 1979, the At
torney General’s office initiated an investigation. On August 
12, 1980, the dismembered body of this patient was found on 
the grounds of the hospital.

, male, age 22, died on December 13, 1979 at(19)
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Walter E. Fernald State School. The adequacy of medical 
attention preceding his death has been challenged.

(20)  .......... , male, a g e ..... , was a resident of the Walter E.
Fernald State School. He died on January 25, 1980 of a heart 
attack. Questions have been raised concerning the medical 
response to his emergency and the adequacy of resuscitation 
attempts.

(21) ...................... , male, age 25, was a resident of Walter E. Fer
nald School. He died on January 24, 1980, choking to death 
on solid food while on a restricted puree diet.

(22) ..... ................. , male, age 19, was a patient at the Solomon
Carter Fuller Mental Health Center. He died in late Janu
ary 1980 of a pulmonary embolism. Investigation of the 
death has been requested but has not yet been received.

(23) ............... ...... , male, age 45, was an inmate at the Southeast
ern Correctional Center. He died on February 3, 1980 in the 
hospital at M.C.I. Bridgewater. Preliminary indication is that 
he died of “cardiac arrest.” Neither the autopsy nor an in
vestigation pursuant to EOHS guidelines has been com
pleted.

(24) ______- ....... , female, age 28, a patient at Danvers State
Hospital, was last seen on October 5, 1979 when she walked 
away from that facility. She was found dead on March 12, 
1980 in Westwood on the Lee estate.

(25) ................... —, male, age 51, was admitted to Glenside Hos
pital, a private psychiatric facility in Jamaica Plain, on 
April 8, 1980 at 2:00 a.m. He was placed in a seclusion room 
under chemical restraint and died at 8:00 a.m. “of cardiac 
arrest.”

(26) ...................... , - ......... , age 85, died at People’s Church Nurs
ing Home. Found strangled to death in “posie restraint.”

(27) ............ .......... , female, age ..... , resident of Walden House
Healthcare Nursing Home. Found in posie restraint at bot
tom of stairwell with lacerations of forehead, scalp and body.

(28-40) Various deaths with question of suicide in nursing homes.
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ROBERT OKIN, Commissioner 
Department of Mental Health

Dr. Okin explained that patients and staff are victimized by the 
operating conditions of public sector state mental hospitals. Sec
ond class treatment, he stated, is guaranteed in large, remote, anti
quated and understaffed state hospitals. He argued that, even 
given these conditions, significant progress has been made in de
livery of patient care.

An alternative system of mental health outpatient and inpatient 
services in patients’ communities must be established, submitted 
Okin. All mentally ill citizens, he added, should have the right to 
secure inpatient care in their home communities.

RAYMOND P. BILODEAU, former legal counsel 
Department of Mental Health

Bilodeau, who authored the DMH “Guidelines for Investigation”, 
argued that they are not being implemented. The Department’s 
administrative office, as well as area and region personnel, ignore 
complaints, stated Bilodeau. While a central file of investigations 
should be available in each facility, he added, that is not the case 
in many areas. More importantly, he concluded, the Quality As
surance Unit has not been given the role of conducting investiga
tions or of offering assistance in potentially harmful situations. 
This impairment in the management information system results, 
he said, in a lack of monitoring and investigative capacity avail
able from the Central Office and in a jeopardizing of patient health 
and safety.

MARY N. MOORE, Quality Assurance Coordinator, Region V 
Department of Mental Health

Ms. Moore was called to the hearing because she had authored 
the investigative report of the death of Ms. M. at Taunton State 
Hospital. Ms. M., age 22, suffocated while in a posie restraint on 
September 19, 1979. Moore testified that Ms. M. had been inap
propriately monitored pursuant to restraint precautions as defined 
by the Department. Not only was treatment planning and updat
ing inadequate for Ms. M., stated Moore, but consultation and lab 
information were not always integrated with such planning.
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DR. RICHARD BOHN KRUEGER 
Taunton State Hospital

Dr. Krueger was a resident in training who was “moonlighting” 
at Taunton State Hospital. His responsibilities were limited to 
medical problems. Under questioning, he described a “dearth” of 
psychiatric treatment at Taunton and the difficulty patients expe
rience in gaining access to psychiatrists and physicians.

Krueger stated that the medication being used on Ms. M. had 
failed to alleviate her problems and that he believed that she was 
experiencing toxic effects from their use.

In regard to the attempt to revive the patient, Krueger said that 
the personnel seemed poorly trained and that resuscitation equip
ment was not readily available.

Krueger made no opening statement.
CAROL GLAZER, R.N.
Assistant Unit Director, Taunton State Hospital

Ms. Glazer acknowledged an awareness of the requirement for 
updating treatment plans but admitted that the updates in Ms. M’s 
plan were not done.

Glazer stated that the three month delay in electroencephalo
gram tests for Ms. M. was due to the fact that the patient’s family 
had not signed the necessary travel permits. Glazer stated that 
certain emergency medical equipment was not available on Ms. M’s 
unit. She felt it was “possible” that the patient could have been 
resuscitated had such emergency equipment been available.

Glazer did not make an opening statement.

FRANK MORAN, Mental Health Assistant II 
Taunton State Hospital

Moran told the Committee that Ms. M. was placed in a posie re
straint on the evening of her death because she was disruptive as 
well as unsteady on her feet. No restraint order was signed, ex
plained Moran, because the posie was considered to be a “medical 
deterrent” for her own protection. Moran stated that Ms. M. often 
slipped down in the posie. On the night of her death, she was su
pervised until 5:15 p.m. and then left unattended. Ms. M. died at 
7:15 p.m. According to Moran, Ms. M. probably would not have 
died had such monitoring been continued.

Mr. Moran made no opening statement.
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DR. DAVID N. OSSER, Psychiatric Teaching Consultant 
Region V, DMH

Dr. Osser had been a consulting psychiatrist for Ms. M. He stated 
that he had not been able to condone the further use of chemical 
restraint on Ms. M. as signs of toxic effects from what was then 
current medication were evident. Osser said that if he had been 
the regular physician on the ward, he may have ordered one-on-one 
supervision with appropriate restriction or restraint. Concluded 
Osser, restraint and medication in the absence of proper supervis
ing and staffing can be unduly dangerous to the patient.

DR. MILES F. SHORE, Superintendent 
Mass. Mental Health Center

Dr. Shore told the Committee that patients in mental hospitals 
have a higher mortality rate than the general population. He 
therefore cautioned the Committee against equating hospital con
ditions with causes of death.

Dr. Shore also answered questions from the Committee concern
ing irregularities in the investigation of Mr. R’s death at Mass. 
Mental Health Center. He confirmed that the DMH investigation 
included no interviews of the appropriate psychiatrists. Dr. Shore 
suggested that the DMH “Guidelines for Investigation” should be 
more specific.

MRS. S., mother of Mr. S.
Mrs. S’s son, Mr. S., died in the Solomon Mental Health Center 

on August 24, 1979 while in four point restraint. Mrs. S. described 
her son as frequently disoriented and very frightened as a result 
of medication. She stated that on previous occasions Mr. S. suf
fered a black eye and a broken finger while being forced into re
straint. He also had severe blisters from the restraints according 
to Mrs. S. She concluded by saying that she did not believe that 
Mr. S. had been checked every 15 minutes by staff on the night of 
his death.

GERALDINE O’CONNOR, Former Treatment Coordinator 
Solomon Mental Health Center

Ms. O’Connor was asked to describe the changes that had taken 
place at the Solomon Mental Health Center in recent years. She 
told the Committee that although restraint had almost never been



1981.] SENATE — No. 1751. 63

used during the first years of the facility’s operation, it was used 
as a common management tool at the time of Mr. S’s death. She 
described how a steady increase in census had led to more use of 
mechanical and chemical restraint, even for patients not previously 
treated in such a manner.

Ms. O’Connor did not make a formal opening statement.

SETH EARLY, former mental health assistant 
Solomon Mental Health Center

Mr. Early was on duty at the Solomon Mental Health Center on 
the night of Mr. S’s death. Mr. S. was placed in restraints at ap
proximately 5:30 p.m. Mr. Early stated he believed that Mr. S. 
had not been checked for two hours preceding his death. Early told 
the Committee that unit staff met after Mr. S’s death to discuss 
who would sign the restraint check form and to decide what they 
would tell the investigator.

Mr. Early discussed the lack of staff training at Solomon and de
scribed the lax attitudes and practices of staff regarding DMH 
regulations.

Mr. Early made no opening statement.

DR. JEROME KLEIN, Clinical Psychologist 
Solomon Mental Health Center

Dr. Klein was the investigator in the death of Mr. S. Under ques
tioning, he discussed problems at the facility that his investigation 
had revealed. He described the inadequate training of and inap
propriate responsibility given to mental health assistants. The im
proper use of mechanical restraints as well as failure to document 
and report 15-minute checks were discussed.

Klein stated that he was surprised by Early’s testimony and felt 
that the investigation should be reopened.

He made no opening statement.

DR. BERTAM VON ZABERN, Staff Psychiatrist 
Solomon Mental Health Center

Dr. Von Zabern took charge of Mr. S’s treatment on August 8, 
1979, two weeks before Mr. S’s death. Dr. Von Zabern approved 
the final restraint order for Mr. S. on the evening of his death. He 
explained that he gave the order over the phone at 5:45 p.m. and 
signed the form at 7:30 p.m. He told the Committee that he had
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seen Mr. S. at 7:00 p.m.
On January 2, 1980, Dr. Von Zabem met with Sen. Jack Back- 

man to inform him that in fact he had not seen Mr. S. after he was 
placed in restraint.

Dr. Von Zabern made no opening statement.

RAY BRIEN, Associate Commissioner 
Department of Mental Health

Brien’s responsibilities include the overall management of the 
internal operations of the Department and therefore the monitor
ing of the investigation of Mr. S’s death. He cautioned the Com
mittee that no clear relationship had yet been established between 
the cause of death and events preceding the death. Brien cited the 
following deficiencies in the care and treatment of Mr. S.: 1) the 
patient was being detained and treated without proper authoriza
tion; 2) there was inadequate treatment planning to determine more 
effective and less restrictive treatment methods; 3) training of 
staff in implementing restraint policies was deficient; and 4) men
tal health assistants had been given an inappropriate amount of 
responsibility. He also cited a dramatic increase over two years 
in the use of restraint at Solomon. Mr. Brien outlined the Depart
ment’s plans to correct those deficiencies which he had described.
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STEVEN J. SCHWARTZ 
Mental Patients Advocacy Project

Schwartz stated that institutionalized persons in Massachusetts 
are frequently locked away and tied down in wholesale violation of 
standards and procedures mandated by law. The Department of 
Mental Health procedure for investigating client complaints is, he 
continued, an ineffective tool for insuring that statutory standards 
are honored.

Schwartz presented a review of Northampton State Hospital re
vealing a systematic practice of secluding and restraining patients 
as a matter of institutional convenience. He added that the simple 
frequency of the use of seclusion and restraint at that facility is 
shocking. He concluded that these problems reflect the nature of 
the institutions themselves: massive, antiquated facilities that must 
be closed.

FRANK ROBERTS
Mental Patients Liberation Front

Roberts criticized the growing attitude that the major tranquil
izers are a panacea for mentally ill persons. These drugs, he said, 
can be dangerous and are non-curative. Some long-term effects of 
these drugs, according to Roberts, include permanent eye dam
age, impairment of liver functions and tardive dyskenesia which is 
an irreversible form of brain damage.

MIRIAM ROSENBERG, M.D., Ph.D.
Diplomat of the American Board of Psychiatry and Neurology. 
Former child psychiatrist, Gaebler Unit

Dr. Rosenberg testified that she was continually shocked at 
Gaebler by the demoralization of the medical executive staff which j 
resulted in an incredibly high seclusion rate as well as in other 
mishaps. Often, she said, there were no doctors at all available in 
the hospital. The nursing staff, she concluded, was cautioned not 
to let outsiders know of this situation. Dr. Rosenberg explained 
that counselors receive no supervision and that lacking sophisti
cated techniques and recourse to staff physicians, they resort to 
seclusion when a child acts out. Children are made scapegoats of 
staff problems, according to Dr. Rosenberg._____ ___ ^
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THOMAS F. SCHIAVONI, Staff Attorney 
North Shore Children’s Law Project

Mr. Schiavoni represented a 15-year old boy whose case provided 
him with a look at seclusion practices at Gaebler. His client re
mained in a 6' by 11' seclusion cell almost 23 hours per day for six 
months. This resulted, said Schiavoni, because the Unit lacked a 
sufficient number of trained staff with alternative behavioral tech- 

|  niques to cope with crisis.
The Gaebler Unit, according to Schiavoni, considers seclusion 

a therapeutic modality to be casually used in setting limits for 
patients.

DONALD S. GAIR, M.D.
Director of the Gaebler Unit, Metropolitan State Hospital

Our patients, stated Gair, are seriously lacking in the develop
ment of self-control, social adaptation and judgment compared to 
others of their age. Admission of each child is urgently sought, 
he continued, with the repeated statement that no other setting 
could manage or treat the child. According to Dr. Gair, the need 
for limit-setting arises at Gaebler. Seclusion is used to prevent 
attacks on others (90% of the time) or on self (10% of the time). 
The vast majority of seclusion decisions, he argued, must be made 
by the nursing staff with subsequent authorization and review by 
physicians.

GLENN BROWN, Founder and former supervisor;
FLO HOLLAND, Former educational liaison;
NAJNAH Northampton Regional Adolescent Program

NAJNAH is an unlocked facility. Its residents live together in 
a home in the community and attend their own school in a sepa
rate town. Brown and Holland said that staff will not send a young 

) person to a quiet room, seclusion or isolate him for any reason at 
all. Chemical restraints are not used. No matter what a resident 
does, they explained, he/she is part of the family and is treated as 
such. As explained by Brown and Holland, a young person be
having in a physically aggressive manner is physically restrained 
by a specially trained staff member. The staff member will remain 
with the child, they concluded, during the crisis and for a good 
length of time afterwards.
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BARBARA HOFFMAN
Regional Services Administrator, Region IV-A, DMH

Hoffman stated that the use of seclusion and restraint is usually 
higher in children’s programs than in adult programs. She de
scribed children at Gaebler as a highly selected group, dangerous 
to themselves and others.

In monitoring Gaebler, said Hoffman, problems have been found 
in compliance with requirements for obtaining physician signatures 
on seclusion orders in a timely fashion. Dr. Gair has agreed to 
correct this problem immediately. While the amount of seclusion 
has dropped at Gaebler, concluded Hoffman, only fundamental 
changes in the way we treat severely disturbed children can be 
accepted.

DAVID WEBSTER
Mental Health Attendant, Mass. Mental Health Center

Webster argued that mental health workers are underpaid, in
sufficiently trained and forced to work in unhealthy conditions. In 
addition, Webster stated, state facilities are understaffed. Webster 
explained that these factors lead to arbitrary use of seclusion and 
make it impossible to consider less restrictive alternatives.

WILLIAM PIERCE, Ph.D.
R.S.A. — Region VI, DMH

Dr. Pierce told the Committee that seclusion and restraint are 
utilized in accordance with current DMH policies in Region VI in
patient facilities. Dr. Pierce believes that seclusion and restraint 
must remain a part of the range of therapeutic procedures and in
terventions. He argued that containment of an assaultive pa
tient is necessary for both the patient and the maintenance of an 
overall therapeutic setting.

ADRIENNE PRINCIPPE
Mother of patient at Mass. Mental Health

Mrs. Princippe described the problems her son had experienced 
in finding appropriate placement in the mental health system. He 
was threatened with being sent to Bridgewater, said Mrs. Princippe, 
and stayed at a number of places before ending up at Mass. Mental 
Health Center. At Mass. Mental Health Center, he was kept in a 
“strip single” and not allowed to have any personal possessions for
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an extensive length of time, according to Mrs. Princippe.

MRS. HARVEY MITCHELL 
Mother of patient at Worcester State Hospital 

Mrs. Mitchell outlined overdrugging and other abuses of her 
daughter at Worcester State Hospital between 11/6/77 and 
10/30/79. According to Mrs. Mitchell, Terry was frequently put 
into a straight-jacket or tied to a chair in a seclusion room and 
left there all day. Terry was verbally abused by staff, stated Mrs. 
Mitchell, and was so heavily medicated that she entered a coma
like state with almost no pulse.

J. SANBOURNE BOCKOVEN, M.D.
Former Director, Solomon Mental Health Center 

Dr. Bockoven argued that the very presence of seclusion room 
signals to patients and staff that control is a higher priority than 
faith, confidence and healing. Present day therapeutic programs 
are seriously hampered by the presence of seclusion rooms, said 
Dr. Bockoven. An open door, no seclusion policy, concluded Dr. 
Bockoven, can work if it has the support of the local community 
and state legislature.

DR. THOMAS GUTHEIL
Assistant Clinical Director, Mass. Mental Health Center 

Dr. Gutheil explained that when seclusion is carefully and cor
rectly used, it is a safe and effective psychiatric treatment modality 
for inpatients. Although its use is limited in this State to emer
gency situations, seclusion can, argued Dr. Gutheil, be helpful in 
treating a wide range of clinical states.

GEORGE L. HARDMAN, M.D.
Seclusion, said Dr. Hardman, may be counterproductive as a 

therapy, precipitating regression in the patient as well as a failure 
to develop internal controls. In the psychiatric literature, seclu
sion is rarely referred to as “treatment.” It is unsafe, concluded 
Hardman, and while it may be necessary at times to restrain vio
lent patients, physical holding is a superior procedure.

LINDA NANNACELLI, R.N.
Mass. Mental Health Center

Violence is a common occurrence on the ward, stated Nanna-
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celli, and as a result seclusion is used to help patients deal with 
behavior beyond their own control. Although the potential to mis
use seclusion exists, it is not realized at Mass. Mental Health Cen
ter, according to Nannacelli. It is a useful and necessary tool, not 
taken lightly by staff, she concluded.

DOROTHY DUNDAS, Ex-patient 
Ms. Dundas told the Committee that, during her stay in an in

stitution, she began to act in self-destructive ways in order to 
attract attention. She learned to want drugs, to want to be locked 
up, to expect assault and finally to invite it. Physical restraint and 
seclusion, said Ms. Dundas, leads to increased isolation and feel
ings of anger and despair. She described the deep and lasting ef
fect of her stay in the institution and called for a resolution to 
these issues.
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MARCIA STEIN, Assistant Monitor 
Office of U.S. District Court Monitor

Ms. Stein opened the third day’s discussion with an overview of 
deinstitutionalization from her perspective as Assistant Monitor in 
the Office of the U.S. District Court Monitor. Ms. Stein argued that 
expanded public education and debate will hasten the development 
of community services for deinstitutionalized persons. Specifically 
she proposed that the Commonwealth 1) increase funding when 
necessary; 2) establish standard levels of acceptable services; 3) 
monitor and enforce these standards; 4) coordinate inpatient and 
community services; and 5) improve the geographical distribution 
of staff and services.

LISOLETTE MacMILLAN, parent of child at Worcester State 
Hospital.
Member of North Worcester County DMH Area Advisory Board

Ms. MacMillan charged that treatment priorities for the men
tally ill are “upside down.” Claiming that patients in state hos
pitals lived in overcrowded, understaffed conditions and were often 
poorly clothed and ill-fed, Ms. MacMillan called for concentrating 
assistance on those who are most ill and young enough to benefit 
the most. She added that patients seeking deinstitutionalization 
faced a “Catch 22” situation: patients cannot be moved into the 
community unless placements are available, but community place
ments cannot be found until residential counts are reduced.

SANDRA HORROCKS, R.N.
Director, Regional Adolescent Program 
Taunton State Hospital

Ms. Horrocks described the Region V Regional Adolescent Pro
gram which she had directed. Like the four other RAP’s around 
the State, this facility was designed to serve the ten most severely 
disturbed adolescents in the region. At Taunton, group manage
ment was based on a point system which allowed residents to earn 
increased responsibilities and privileges by meeting specified be
havioral criteria. The program never used mechanical or chemical 
restraints or seclusion according to Ms. Horrocks. Instead, the pro
gram approached violent behavior by removing the resident from 
an inflammatory situation, by physically holding the resident or by
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providing intensive counselling by trained staff. The Region V 
RAP was phased out in November, 1979. The adolescents were 
transferred to a variety of settings including adult units at Taunton 
State Hospital, a local mental health center and community pro
grams.

MR. FRED WOOGMASTER, Former Director of Centerpoint — 
R.A.P. at Danvers State Hospital

The former Director of Centerpoint told the Committee that no 
new programs, especially those for children and adolescents, should 
be situated on state hospital grounds. Since large institutions rep
resent years of failure, the physical environment makes it virtu
ally impossible to instill “hope” in the residents. The location of 
Centerpoint reflects poor planning, according to Woogmaster. He 
believes this lack of preparation applies to discharge planning, 
aftercare and monitoring as well. Mr. Woogmaster also expressed 
his concern about “fiscal conduits” which circumvent civil service 
but confuse accountability.

DR. ROBERT YOUNES, Chief of Pediatrics 
Carney Hospital

Dr. Younes argued that present programs of deinstitutionalizing 
children fail to adequately consider the needs of the child’s family. 
Yet support and advocacy by the family is crucial to the success of 
the child’s move back into the community. To remedy this weak
ness, Dr. Younes urged the Committee to consider requiring the 
development of an individual life plan for every person with im
paired function. A formal planning process, like that used for 
Chapter 766, could assure input for the patient and parents.

EDWARD BUDELMANN, Former Acting Assistant Commissioner 
for Children’s Services at DMH and currently the Director of the 
Department’s Greater Lynn Area Office

Dr. Budelmann claimed that the basic problem in Massachusetts 
is a two-class system of treatment: general or private hospitals for 
the privileged and state institutions for the less affluent. State 
hospitals are a particularly bad alternative for children, in Budel- 
mann’s opinion. He claimed that the Department of Mental Health 
was about to embark on a major program of deinstitutionalization, 
cutting the state hospital census of young people by more than half
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in Fiscal 1981. Budelmann assured the Committee that an ade
quate Quality Assurance program was in place for monitoring and 
evaluating community residences for children.

WENDY BARTLETT, Former patient at Northampton State Hos
pital

Ms. Bartlett, who acted as a spokesperson for a group of former 
recipients of mental health services called “On Our Own,” sup
ported the “self-help” approach to assisting former state hospital 
patients. She believes such programs are a positive alternative to 
the Department of Mental Health’s “assembly line” deinstitutional
ization and heavy reliance on drug-based therapies. Ms. Bartlett 
and “On Our Own” have urged DMH to expand programs of com
munity education, correct deficiencies in community facilities, and 
involve patients in decisions affecting their lives.

KIP TIERNAN, Team Ministry, Warwick House; 
founder of Rosie’s Place

Ms. Tieman criticized the lack of preparation of patients before 
they are released into the community. In addition to financial sup
port, housing arrangements, and aftercare, Ms. Tieman believes 
deinstitutionalized patients should be given a survival course to 
deal with the violent and uncaring environment they are about to 
enter. She claimed that gentrification, condominium conversions, 
General Relief cuts and low S.S.I. benefits have had a profound im
pact on the quality of life for ex-patients.

RICHARD ROWLAND, Coordinator 
Legislative Council of Older Americans

Mr. Rowland addressed the particular problems of the many el
derly ex-patients who have been moved from mental hospitals to 
nursing homes as part of deinstitutionalization. While the State 
has increased the amount of Federal reimbursement for the care 
of these patients, Mr. Rowland believes the effect has merely been 
reinstitutionalization in a different facility. He suggests additional 
funding for special services to elderly in nursing homes. Increased 
monitoring of these services by the Department of Elder Affairs is 
also required.
DR. LEE MACHT, Chief, Dept, of Psychology 
Cambridge Hospital; former Commissioner of DMH
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Dr. Maeht told the Special Committee that the Commonwealth 
has been involved in a major revolution in mental health care. The 
utilization of state hospitals has been significantly lowered and 
community services increased by 300%. For the future, Dr. Macht 
believes that care for the mentally ill should be provided by the 
private sector. Contracts should be written and monitored by the 
Department of Mental Health. Continued progress could be based 
on 18 specific proposals which Dr. Macht offered as a “blueprint.”

MARGOT LINDSEY, Consultant on Citizen Participation,
Brandeis, Center for Public Services

Ms. Lindsey described community concerns with deinstitutional
ization. In her experience, most fears fall into three categories: 
money issues; “neighborhood ecology”; and personal discomfort. 
Ms. Lindsey believes the Legislature can help address these issues 
by: 1) making a strong commitment to deinstitutionalization; 2) 
evenly distributing community residences across the Common
wealth; 3) providing an appropriate voice for public concern; 4) de
veloping an answer to the financial concerns of individuals and 
municipalities; and 5) making start-up and supplementary funds 
available.

PROF. BENJAMIN RICCI, parent of child at Belchertown; 
member of Jt. Special Commission on Belchertown State School 
and Monson State Hospital

Professor Ricci, principal plaintiff in a landmark mental retarda
tion class action suit, told the Committee that deinstitutionaliza
tion, as practiced by the Department of Mental Health, is a nega
tive concept and purely quantitative. Mr. Ricci reports that many 
mentally retarded persons who were deinstitutionalized as a result 
of Ricci v. Greenblatt are currently 1) facing evictions, 2) in need 
of counselling, 3) unemployed, 4) inadequately prepared to live in 
the community, 5) living in “sub-standard” housing, or 6) “in con
stant fear” of “job-discrimination,” “lay-offs” and “unemploy
ment.” Mr. Ricci suggested that the Committee file legislation to 
remove the responsibility for the care and treatment of the men
tally retarded from the Department of Mental Health and to re
quire that physicians demonstrate their competency in drug phar
macology.
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JOAN ACKERMAN, M.SAV.,
Regional Vice President of the Mental Health Chapter of Local 509, 
Service Employees International Union

Ms. Ackerman spoke about concerns felt by staff of state psy
chiatric hospitals. INIs. Ackerman claimed that direct care staff 
were not consulted in developing goals and time frames for dein
stitutionalization. As a result, inadequate consideration has been 
given to the placement of patients who have been deinstitutional
ized. Ms. Ackerman also warned that the private sector cannot 
adequately treat the mentally ill; only society as a whole can.

DR. ROBERT OKIN
Commissioner of the Department of Mental Health

Dr. Okin opened his remarks by assuring the Committee that 
the Department would complete a full investigation of each of the 
deaths and disappearances of patients in state facilities. Commis
sioner Okin told the Committee that much remains to be done to 
create an adequate system of community care including: 1) the 
development of community residences and day programs, 2) de
velopment of standards and regulations for such programs, and 
3) development of regulations for Individual Service Plans. Com
missioner Okin also suggested that it will be necessary to expand 
the capacity of the private sector to provide inpatient care through 
the expansion of psychiatric units in community general hospitals.
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APPENDIX E.

DEINSTITUTIONALIZATION: A CROSS-STATE SURVEY
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SUMMARY OF STATE EXPERIENCES 
WITH DE-INSTITUTIONALIZATION*

The movement to deinstitutionalize patients started in the 1950’s, 
when drug therapy and social psychiatry received increased at
tention as effective forms of treatment. The trend accelerated with 
passage of the Mental Retardation Facilities and Community Men
tal Health Centers Construction Act of 1963 along with various 
provisions for federal funding of non-institutional care. Since that 
time, community-based mental health services have been empha
sized as appropriate alternatives to state hospitals.

Nationally, the inpatient population decreased by more than 50% 
between 1955 and 1974, from about 600,000 to 200,000. The num
ber of patients was reduced in California by 75%, in New York 
and Nebraska by 50%, in New Jersey by 65% and in Massachu
setts by 85%. The average length of stay in institutions also de
creased over the same time period; in Oklahoma, for example, it 
fell from 2964 days to only 28. The only exception to this trend 
has been in the state of Maryland, where the inpatient population 
doubled between 1973 and 1974.

Three of the states surveyed have mental health services organ
ized by region. In Connecticut and Nebraska institutional and 
community care is state-run on a regional level, while in Virginia, 
programs are state and federally funded but are controlled by au
tonomous regional boards. County-operated services still exist in 
several states, including California and Florida. Michigan, which 
has no plans for deinstitutionalization, provides community treat
ment only at the initiative of each county.

Florida, Connecticut and New Jersey all provide comprehensive 
services in the community. Services include living arrangements, 
crisis intervention, outpatient treatment, recreational activities and 
assistance in job placement. Traditional housing and day care are 
reported to be particularly successful in New Jersey. That state 
has also eliminated restrictive zoning laws and other regulations 
which prevent the location of residences in certain neighborhoods.

In nearly every state, problems surrounding deinstitutionaliza-
* This appendix is based upon a survey of the deinstitutionalization poli

cies and experiences of twelve states: Massachusetts, New York, Cali
fornia, Maryland, New Jersey, Oklahoma, Nebraska, Michigan, Ala
bama, Virginia, Florida and Connecticut.
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tion have been caused by inadequate funding, a lack of prepara
tion or community resistance. In California, “Proposition 13” has 
decreased funds available to counties. Consequently, more patients 
are being sent to state hospitals. In Virginia, nursing homes and 
community groups oppose deinstitutionalization because they do not 
have the funds necessary to receive patients. The same type of 
resistance has prevented Maryland from reducing its inpatient 
population by 25-50%. The practice of “dumping” patients into the 
community, reported in both California and New York, apparently 
resulted from a shortage of housing alternatives.

New York has corrected many of the problems surrounding de- 
institutionalization by coordinating mental health hospital services 
and by using community support systems such as adjustment grants 
and joint policy review. This has led to the success of programs 
such as Long Island Jewish-Hillside and Fountainhead. The latter, 
which has been operating since 1940, provides housing, job assist
ance, cooperative work, recreational activities and day care to for
merly institutionalized patients.
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APPENDIX F.

SELECTED STATEMENTS FROM HEARING PARTICIPANTS
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In the course of its investigation, the special committee has as
sembled files containing thousands of pages of testimony, submitted 
statements, charts, tapes and reports of the Department of Mental 
Health, agencies, physicians, therapists, patients, families, employ
ees and citizen groups.

Due to space and printing constraints, it is impossible to include 
all of the material which has been utilized in the process of pro
ducing this report. Appendix F contains selected testimony of 
witnesses which was delivered during the three days of hearings. 
Any person or group wishing to further study the system is free 
to examine the committee’s complete files — within the limitations 
of privacy of individuals.
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TESTIMONY OF RAYMOND P. BILODEAU, FORMER LEGAL 
COUNSEL, DEPARTMENT OF MENTAL HEALTH, 

PRESENTED TO THE SPECIAL SENATE COMMITTEE 
INVESTIGATING CERTAIN DEATHS AT DMH FACILITIES.

Mr. Chairman, members of the committee, I am happy to re
spond to your request for information about the Guidelines for 

I Investigation, issued by the Commissioner of Mental Health on 
December 12, 1977, to be effective January 1, 1978. I was the 
author of those Guidelines, assisted by a registered nurse from 
Quality Assurance, at that time a special Office reporting to the 
Commissioner. It was and is typical of the Commissioner that the 
Guidelines were developed in response to Boston Globe accounts 
of alleged abuse at the Femald State School in the summer of 1976. 
I was told to draft something that would deal with the allegations.

It quickly developed that there were two parts to the problem. 
The first was that the system failed to respond to numerous com
plaints made by certain staff and other friends of the client in
volved. This caused the frustration that led the employee to go to 
the Globe. The second was that “behavior modification” was little 
understood by people not clinically trained in the procedures, and 
there was no adequate regulation dealing with this highly special
ized, easily misunderstood technique.

I drafted the Guidelines while conducting investigations with the 
Quality Assurance staff. That staff offered suggestions, and a later 
draft was sent to certain Regional Service Administrators, area 
directors and superintendents for their review. The final draft was 
prepared with all of these suggestions in hand.

After the promulgation by Administrative Directive on Decem
ber 12, 1977, the nurse and I went to each region to meet with the 
Regional Service Administrators, area directors, superintendents 

/ and, occasionally, unit directors, to explain the Guidelines. At each 
such meeting, we offered our services to train their personnel in 
the use of the Guidelines. We never received any such request.

The Guidelines themselves are actually largely based on pre
viously existing administrative directives and a conservative view 
of management accountability. The definition of “death” is taken 
from Directive 07-5.1, as is the definition of “injury”, except for 
the inclusion of harm from unknown sources, or repeated harm.
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Some sections are restatements of Statutes: the sections requir
ing notice to the District Attorney, the Medical Examiner, the 
State Police and the Welfare Department.

One key change is the requirement to treat a patient or resi
dent who complains like any other complainant. Unless the head 
of the facility knows the complaint is without merit (e.g., com
plains that God is talking to him, or complains about a previously 
investigated complaint), common sense tells you that you cannot 
legally claim to be protecting a person if you do not inquire into a 
complaint enough to know it is without merit.

In point of fact, DMH management has no idea how unreliable 
patient or resident complaints are because they do not investigate 
nor record the results of investigations into those complaints.

Another key change is the requirement to maintain a “central 
file” in each facility of all investigations. This is a public record, 
with client identifying information deleted. This is consistent with 
Supreme Judicial Court and Attorney General opinions finding 
such reports accessible under G.L. C. 66, the Freedom of Informa
tion Act. This provision in theory makes it possible to review 
easily the kinds and numbers of problems investigated in facilities 
and to determine what, if anything, was being done to correct the 
problems. It should also encourage the facility management to do 
a proper investigation and follow-up, since the report will be 
available to the public.

To test whether the Guidelines are being implemented, then, all 
you should have to do is to ask to see any facility’s investigative 
file. If that file is not available, you will have to embarrass the 
head of the facility by asking why the Guidelines are not being 
followed. More importantly, you will have to ask the head of the 
facility and the Commissioner how many deaths occurred, and 
why, and how he knows that without written documentation. Also (  
how many broken legs, arms, eye injuries? Ask how he knows if v 
patients on any particular unit are more likely to be assaulted than 
on another unit, or more likely to die this year while in restraint 
than last year, and why?

In fact, the Guidelines are not implemented, or we would not be 
here. The most frequently mentioned reason for not following 
them is that they are too cumbersome, involve too much paper
work. I find it hard to believe that paperwork necessary to assure
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the health, safety or rights of clients is seen as having a lower 
priority than the reams of useless paperwork that accumulates un
read in Central Office.

Actually, if the Guidelines are read properly, the procedure laid 
out (Part III) is only a spelling out of the procedure routinely 
followed in many places. If it is an event or occurrence, the Guide
lines require the head of the facility to find out what happened and 
why, and to develop means to prevent it from happening again. 
This must be done in writing. I do not know what any rational 
person concerned about protecting physically and mentally handi
capped people could possibly ask to be deleted without allowing a 
serious risk of harm to continue.

If the situation involves a complaint, the head of the facility 
must acknowledge the complaint in writing and investigate as 
above. In my experience, almost 100% of the “bad” newspaper 
reports about DMH and almost 100% of the complaints DMH re
ceives from the Governor’s office and from legislators involve com
plaints ignored by the unit directors, area directors, superintend
ents, regional service administrators or the -Commissioner. A great 
deal of time and good will is lost just by the failure of the Depart
ment of Mental Health to respond appropriately to a complaint 
that often could be readily and easily dealt with at the facility 
level. If the head of a facility acknowledges the complaint in writ
ing, he is less likely to ignore it.

The two usual reasons for ignoring a complaint, “You can’t  be
lieve a crazy/retarded person or their ‘pathologically involved’ fam
ilies.” and “It wasn’t in writing.”, have been specifically eliminated 
by the Guidelines. The only reason to ignore a complaint is if the 
head of facility knows, not guesses or assumes, that the client is 
not at risk. Surely that is not too much to ask.

By far the most important aspect of the Guidelines, however, is 
the Central Office oversight of the process by Quality Assurance. 
This was the Commissioner’s delegate, his way of exercising his 
responsibility under G.L. C. 19, Section 1, to assure the protection 
of all persons receiving mental health or retardation services in the 
Commonwealth. It is top management’s way of monitoring the 
critical areas of client health, safety and rights. Quality Assurance 
thus should have the expertise and experience to assist in investi
gations, to conduct investigations, and to offer technical assistance



88 SENATE — No. 1751. [April

in correcting potentially harmful situations. It now appears that 
Quality Assurance has been removed from this role, and that there 
is no effective monitoring or investigative assistance available from 
Central Office, nor any requirement to be trained in investigation 
procedures.

It must be kept in mind that the Guidelines also serve as the 
only management information system addressing these areas of 
health, safety and rights. Failing to implement them means not 
only that clients may be at risk, but that the Commissioner has no 
way of knowing if they are at risk, why or what is being done to 
reduce the risk.

Two examples may prove helpful. In one case, the parents of 
a retarded adolescent were upset because they had not been noti
fied when he was taken for X-rays of his nose and forehead. They 
discovered the problem when they visited him and observed two 
black eyes and scrapes on his forehead. It took over a month to 
get a formal response from the superintendent, which was incon
sistent with information they had received earlier. In addition, 
a doctor affiliated with a vendor told them he suspected a pattern 
of abuse in the cottage where the young man resided. The Com
missioner requested an investigation after the Governor was called 
by these people.

Our investigation quickly developed the fact that not only this 
retarded man, but 38 other adolescents in the same cottage were 
subjected to bites, scrapes, black eyes and similar injuries on a 
daily basis, and on occasion more serious injuries occurred. The 
superintendent not only had no idea this was happening, he had 
no way of knowing short of going out and reading the same 
records we did. Why he did not do so is a mystery, but it demon
strates the need for Central Office oversight and management as
sistance. One would think that the system developed by the su- ✓ 
perintendent would have been taken up by Central Office and ap
plied to other facilities, but it has not, as far as I know.

The second case involved a person who committed suicide shortly 
after escaping from the facility. A nicely written report came to 
Central Office, but left out the answers to two questions: was this 
person known to be an escape risk, and, if so, what precautions 
were taken? The very key points needed from a management per
spective to prevent the problem from recurring were not ad-
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dressed. The investigation was reopened. This again demonstrates 
the need for Central Office oversight and also for training in ele
mentary management and analytical skills for DMH management.

Obviously, this Committee would not be needed if DMH were 
following the Guidelines or indeed had any kind of minimally ade
quate management at all levels. You should be able to go to any 
DMH facility and see what kinds of problems have occurred and 
what was done to correct them. You should be able to compare a 
facility’s performance from month to month and year to year, and 
to compare facilities. That allows you to find the facilities that 
are successful in reducing client exposure to risk and applying their 
techniques to other facilities.

It is clear that you cannot do that. What is more appalling, 
neither can the Commissioner of Mental Health, who stands con
demned by the very existence of this committee of not knowing if, 
how or why people in his care die. His response was predictable: 
set up a Blue Ribbon panel. Thus he attempts to avoid responsi
bility, even when he knows it is the failure by DMH to use its 
existing rules that has led to the present situation. He cannot hold 
the Department of Mental Health responsible until he holds him
self responsible.

It should be noted that the Guidelines were revised after almost 
a year’s experience and comments from the field. As far as I know, 
the revised version has not been issued. Thank you.

Respectfully submitted,

Raymond P. Bilodeau
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TESTIMONY OF STEVEN J. SCHWARTZ 
MENTAL PATIENTS ADVOCACY PROJECT 

TO THE SPECIAL COMMITTEE TO INVESTIGATE 
SECLUSION, RESTRAINT AND DEATHS IN THE 

STATE-SUPPORTED FACILITIES

November 30,1979

Mr. Chairman, Senators, and Members of the Special Committee:

The Mental Patients Advocacy Project is a federally funded pro
gram mandated to provide legal assistance to mentally disabled 
persons both in institutions and in community mental health pro
grams in western Massachusetts. Our program has assisted thou
sands of residents in a broad variety of legal matters. We regularly 
interview every new admission to the Northampton State Hospital 
and inform them of their legal rights. We have assisted residents 
of the Hospital in filing complaints with respect to abuse and mis
treatment in a large number of cases. Finally, we have represented 
clients at literally thousands of periodic reviews and have regu
larly advocated for the clients’ right to treatment, to refuse treat
ment, and to be free from harm occasioned by their institutional
ization. As a result of this extensive involvement in the day to 
day functioning of the Hospital and the often unwritten procedures 
that regulate clients’ lives, we have gained an extensive familiarity 
with the actual operations of a major state institution.

The use of restraints and seclusion on persons who are labelled as 
mentally ill is obviously not a new medical phenomenon. A recent 
paper prepared by a colleague of mine, David Ferleger, traces the 
use of restraint back to biblical times and finds that as early as  ̂
91 B.C., medical authorities began opposing the use of physical 
restraint. Although persons labelled as mentally ill were com
monly chained to walls and beds during the Middle Ages, by the 
early nineteenth century, a reform movement dedicated to the 
total abolition of all restraints gained momentum. The successful 
implementation of the abolitionist theory at Lincoln Asylum in 
1837 was then duplicated at several other institutions throughout 
England. Despite these reforms, however, physicians and admin
istrators continue to debate whether people should be tied down,



1981.] SENATE — No. 1751. 91

drugged, or locked in cells in order to effectively treat their emo
tional difficulties or to conveniently maintain a neat and orderly 
institution. That there can be debate on the subject is itself some
what surprising given the clear documentation of the harms re
sulting from restraint and seclusion, as well as the realistic possi
bility of its total abolition. But that institutions in this Common
wealth should continue to tolerate, in this era, the flagrant abuse 
of these procedures is totally inexcusable.

The Massachusetts Legislature recognized, in reforming the men
tal health laws during its 1970 session, that strict limitations should 
be imposed on the use of restraint and seclusion. As a consequence, 
section 21 of Chapter 123 requires that such procedures only be 
employed in emergency situations where there is the occurrence or 
serious threat of extreme violence, personal injury or attempted 
suicide. Specific procedures are outlined in the statute and are 
supplemented by Department of Mental Health regulations govern
ing the use of restraint and seclusion. Despite these statutory and 
regulatory protections, however, institutionalized persons are fre
quently locked away and tied down in wholesale violation of these 
standards and procedures mandated by law. In fact, only recently 
a federal district court judge found that DMH personnel engaged 
in a systematic practice of illegally restraining and secluding resi
dents at the Boston State Hospital. He further found that such 
practices violated constitutional as well as state statutory rights. 
Based on the overwhelming evidence produced at that trial as well 
as further documentation which we will present to the Committee 
today, there can be little doubt that the reality of life in state in
stitutions is in flagrant violation of legislative mandates and federal 
constitutional guarantees.

In addition to these statements of legal rights, the Department 
of Mental Health has appropriately created a procedure for in
vestigating and addressing client complaints. While this complaint 
procedure is not widely known and hardly utilized at most state 
institutions, due primarily to the absence of independent client ad
vocates, at the Northampton State Hospital we frequently file com
plaints demanding investigations of client abuse, and in particular, 
the inappropriate and illegal use of restraint and seclusion. We 
have achieved considerable success in improving certain practices 
at the Hospital as a result of the continual filing of these com-
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plaints. For instance, when a doctor chemically restrained a client 
who refused treatment but was in no way presenting a danger to 
anyone, the Department declared that such practices violated the 
client’s legal rights and must be terminated immediately. Unfor
tunately, the complaint in the case I just described required almost 
five months of continual pressure for the Department to reach its 
final decision. Thus, the slowness of the process and the total ab
sence of advocates in most institutions make that complaint process 
less than a totally effective tool to insure that the statutory stand
ards are honored throughout the state.

Where client advocates are present and are legally trained to 
identify and protest violations of restraint and seclusion rules, the 
situation may improve somewhat. In fact, at the Northampton 
State Hospital I would venture to say that there is less restraint 
and seclusion and less physical abuse due to the continuous and 
substantial presence of paralegals and lawyers.

But even where lawyers are present, where complaint proce
dures are used, and where reasonable statutory standards are 
available, the use of restraint and seclusion is alarming. We re
cently completed a review of restraint and seclusion at the North
ampton State Hospital for the months of July, August and Sep
tember of this year.

Attached to our testimony are several charts and case studies 
generated by this analysis. Although it is not possible to present 
all that information to you now, I would just like to highlight sev
eral of the key points:

(READ FROM CHART)

It should be noted that this analysis is based on available, docu
mented information. Thus whenever one of our clients was locked 
in a room or tied to a bed in the middle of the night and no re
straint form was completed or no entry made in a medical record, 
there was virtually no ability to include this reality in any report. 
Since a federal judge has already found that DMH personnel fre
quently violate statutory standards and since both this Committee 
Chairman and that federal judge personally witnessed numerous 
procedural violations of state law — such as unsigned restraint 
forms — there is little reason to believe that institutional staff 
regularly comply with DMH policies which require the completion
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of a form or notation in a client’s record whenever restraint or 
seclusion is employed. Thus all we can report to this Committee 
is what we actually see or can obtain through written documenta
tion; yet what we know based on our experience of more than 
seven years within the walls of the institution and numerous con
versations with our clients is that the situation is far worse than 
any written reports would ever indicate.

And so, Mr. Chairman, and Members of this Committee, I would 
suggest that the situation is not as complex as others might lead 
you to believe. The Legislature has expressed its will through clear 
statutory standards that restraint and seclusion should never be 
used except in emergency situations. The Department of Mental 
Health has promulgated procedures for investigation abuse of cli
ents’ rights and has an available mechanism for enforcing any 
abuse of its policies and regulations. At the Northampton State 
Hospital there is even a trained team of attorneys and paralegals 
who devote their full time to ensuring that the rights of institu
tionalized persons are respected. Nevertheless, even at Northamp
ton, our review indicates that there is a systematic practice of 
locking people up and tying them down as a result of behavior that, 
by the farthest stretches of the imagination, could never be said 
to justify such abuse. Moreover, the simple frequency of the use 
of restraint and seclusion, even at Northampton, is shocking. And 
since the use of restraint and seclusion is clearly not limited to 
emergency situations, it can only be concluded that the abuse of 
these practices is mostly a matter of institutional convenience.

That administrative convenience may result in disabled persons 
being strapped to beds or shut into windowless rooms may be 
shocking, but to those familiar with the workings of institutions, 
it is not surprising. I would suggest that this tragic reality in no 
way reflects any ill-motive on the part of the DMH staff or even 
lack of resources in those facilities; more properly, it reflects the 
nature of institutions themselves — massive, antiquated facilities 
designed to warehouse people under conditions that reflect the 
worst vestiges of the Middle Ages. The crime, then, is not that in
stitutions perpetrate the systematic violations of human rights, 
but that they exist at all. And I would suggest that unless this 
Committee recognizes that stark reality, it will only propose the
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passing of another standard or another procedure or another 
mechanism that will not prevent, any more than previous actions 
have prevented, the wholesale violation of the rights of my clients.

Thank you for the opportunity to talk to you today.
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I. Introduction
In order to assess the frequency of and documentation for the 

use of restraint and seclusion at the Northampton State Hospital, 
the Mental Patients Advocacy Project conducted an analysis of 
the incidence of these practices during the month of July, August 
and September of 1979. Data for this study was gathered from 
DMH summaries of the use of restraint and seclusion during these j| 
months. Information was verified, where possible, with relevant ' 
clinicians or DMH personnel. A summary of the data generated by 
this review is set forth in Tables 1-3. Specific information as to 
the duration, frequency, length of stay, and time of day during 
which restraint and seclusion was employed is set forth in Tables 
4-8. All summaries are subdivided according to the six units at the 
Northampton State Hospital and are limited to the months indi
cated on the tables.

II. Observations
On the basis of this study and the data included in the attached 

tables, the following conclusions can be drawn as to the use of 
restraint and seclusion at the Northampton State Hospital:

1. There were 281 orders for restraint and seclusion written 
during July and 780 during the period of July - September.

2. Persons at the Northampton State Hospital were restrained 
and secluded over 920 hours during July and more than 2621 
hours during the period from July - September.

3. Of the individuals who were secluded or restrained during 
July - September, 412 orders — or almost 53% of the total — 
were for persons confined more than ten hours per month.

4. On any given day during two of the three months there was 
almost a 50% probability that a person would be restrained 
or secluded on certain units at the Northampton State Hos- '■ 
pital.

5. During one month a person put into restraint or seclusion on 
a given unit was likely to spend at least nine hours involun
tarily confined.

6. During two of the three months a person living on the Hamp- 
shire-Franklin unit was twice as likely to be restrained or 
secluded as a person residing on the Springfield unit.
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7. During September more than 100 persons — or almost one 
out of three people at the Northampton State Hospital — 
were restrained or secluded.

8. Of the more than 70 persons who were restrained or secluded 
during August, 11 were confined over 20 hours and four per
sons for more than 50 hours.

9. More than half of the restraint and seclusion orders occur 
between 3:00 - 11:00 p.m., when there rarely are physicians 
or other clinical staff at the Hospital.



TABLE 1: SUMMARY OF RESTRAINT AND SECLUSION DATA FOR JULY 1979 8

UNITS

Berkshire
Hampshire-

Franklin
Holyoke-
Chicopee Springfield Westfield

Geriatric,
M.R. Totals

#  of Occasions 
of Seclusion 21 27 13 20 5

*Not
Available 86

#  of Occasions 
of Mechanical 
Restraint 20 96 26 16 13 w 171

#  of Occasions 
of Chemical 
Restraint 8 4 4 4 4 24

Total #  of
Occasions 49 127 43 40 22 281

Total #  of Hours 
Seclusion 46° 25" 80° 20" 29° 45" 75° 58" 10° 20" "

242 hrs. 
28 min.

Total #  of Hours 
Mechanical Re
straint 59° 10" 418° 20" 99" 15° 59° 33" 47° 30"

683 hrs. 
48 min.

Total #  of Hours 
of Seclusion and 
Mechanical Re- 
straint 105° 35” 498° 40" 129° 134° 57° 50" . 925 hrs. 

5 min.
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TABLE 1: (Continued)

Berkshire
Hampshire-

Franklin
Holyoke-
Chicopee Springfield Westfield

Geriatric,
M.R. Totals

Avg. Daily Census 49.55 55.39 43.10 73.8 23.54 "

Rate = No. of C’s 
Restrained or 
Secluded -+- Avg. 
Daily Census 38% 48% 25% 23% 25% „
Rate =  No. of hrs. 
of Restraint or 
Seclusion Avg. 
Daily Census

(2 hrs., 
8 min.)

(9 hrs.) (3 hrs.) (1 hr., 49 
min.)

(2 hrs., 
27 min.) «

CD
CD
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TABLE 2: SUMMARY OF RESTRAINT AND SECLUSION DATA FOR AUGUST 1979 g

UNITS

Berkshire
Hampshire-

Franklin
Holyoke-
Chicopee Springfield Westfield

Geriatric,
M.R. Totals

#  of Occasions
of Seclusion 30 8 30 31 4 22 125

#  of Occasions 
of Mechanical 
Restraint 6 36 1 4 29 8 84

#  of Occasions 
of Chemical 
Restraint 5 2 4 6 2

4
19

Total #  of
Occasions 41 46 35 41 33 32 228

Total #  of Hrs. 
Mechanical Re
straint 18° 45" 129° 35" 87° 45" 21° 45" 89° 50" 23°

347 hrs. 
40 min.

Total #  of Hrs. 
Seclusion 137° 18° 45" 2° 15" 154° 30" 12° 50" 91° 10"

416 hrs. 
15 min.

Total #  of Hrs. 
of Seclusion and 
Mechanical Re
straint 155° 45" 148° 20" 90° 176° 15" 102° 10" 114° 10"

786 hrs. 
40 min.
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TABLE 2: (Continued)

Berkshire
Hampshire-

Franklin
Holyoke-
Chicopee Springfield Westfield

Geriatric,
M.R. Totals

Avg. Daily Census 49 51.9 41.5 75.5 23.7 84

Rate =  No. of C’s 
Restrained or 
Secluded -s- by 
Avg. Daily Census 26% 33% 31% 21% 29% 8%

Rate =  No. of hrs. 
of Restraint and 
Seclusion -h by 
Avg. Daily Census

(3 hrs., 
11 min.)

(2 hrs., 
51 min.)

2 hrs., 
10 min.)

(2 hrs., 
20 min.)

(4 hrs. 
19 min.)

(1 hr., 
21 min.)
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TABLE 3: SUMMARY OF RESTRAINT AND SECLUSION DATA FOR SEPTEMBER 1979

UNITS

Berkshire
Hampshi re- 

Franklin
Holyoke-
Chicopee Springfield Westfield

Geriatric,
M.R. Totals

#  of Occasions
of Seclusion 24 24 26 20 5 10 109

# of Occasions 
of Mechanical 
Restraint 8 53 19 20 25 14 139

# of Occasions 
of Chemical 
Restraint 4 6 7 5 0 1 23

Total #  of
Occasions 36 83 52 45 30 25 271

Total #  of hrs.
Seclusion 62° 45" 136° 75° 15" 64° 30" 14° 45" 26° 45" 381 hrs.

Total #  of hrs.
Mechanical
Restraint 29° 199° 30" 81° 50" 104° 50" 79° % o

C
O

530 hrs. 
45 min.

Total #  of hrs. 
of Seclusion & 
Mechanical 
Restraint 91° 45" 335° 30" 157° 5" 169° 20" 93° 45" 63° 20"

910 hrs. 
45 min.
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T A B L E  3: (Continued)

Berkshire
Hampshire-

Franklin
Holyoke-
Chicopee Springfield Westfield

Geriatric,
M.R. Totals

Avg. Daily Census 47.6 56.2 37.2 66.7 26.5 71.9

Rate =  No. of C’s 
Restrained or 
Secluded -s- by 
Avg. Daily Census 38% 44% 35% 27% 45% 11%

Rate =  #  of hrs. 
of Restraint or 
Seclusion by 
Avg. Daily Census 1° 55" 5° 58" 4° 13" 2“ 32" 3° 32" 53"
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TABLE 4: DURATION AND FREQUENCY OF RESTRAINT AND SECLUSION IN JULY 1979

UNIT

Berkshire
Hampshire-

Franklin
Holyoke-
Chieopee Springfield Westfield

Geriatric,
M.R. Totals

Less than 
5 hrs. 12 11 7 8 2 N/A 40

5 -10 hrs. 5 7 2 6 3 N/A 23

10 - 20 hrs. 1 2 1 3 2 N/A 9

20 - 35 hrs. 1 2 1 N/A 4

35 - 50 hrs. 2 N/A 2

50 -100 hrs. 1 N/A 1

More than 
100 hrs. 1 N/A 1

Total Number of Clients Restrained or Secluded: 80
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TABLE 5: DURATION AND FREQUENCY OF RESTRAINT AND SECLUSION IN AUGUST 1979

UNITS

Berkshire
Hampshire-

Franklin
Holyoke-
Chicopee Springfield Westfield

Geriatric,
M.R. Totals

Less than 
5 hrs. 8 9 7 6 4 2 36

5-10 hrs. 1 6 2 9 2 20

10-20 hrs. 1 1 2 2 6

20 - 35 hrs. 3 1 4

35-50 hrs. 1 1 1 3

50-100 hrs. 1 1 1 1 4

More than 
100 hrs.

Total Number of Clients Restrained or Secluded: 73
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TABLE 6: DURATION AND FREQUENCY OF RESTRAINT AND SECLUSION IN SEPTEMBER 1979

UNITS

Berkshire
Hampshire-

Franklin
Holyoke-
Chicopee Springfield Westfield

Geriatric,
M.R. Totals

Less than 
5 hrs. 5 16 6 9 5 5 51

5 -10 hrs. 5 3 5 2 9 24

10-20 hrs 2 4 5 2 2 15

20 - 35 hrs. 3 2 1 1 7

- 50 hrs. 1 1 2

50 -100 hrs. 1 1 2

More than 
100 hrs.

Total Number of Clients Restrained or Secluded: 101
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TABLE 7: TIME OF DAY OF RESTRAINT AND SECLUSION FOR PERSONS CONFINED MORE
THAN TEN HOURS PER MONTH DURING JULY - SEPTEMBER

UNITS

Time

Hampshire-
Franklin/
Westfield

Holyoke-
Chicopee/
Berkshire Springfield

M.R.
Geriatric, Totals

# ’s % # ’s % # ’s % # ’s % # ’s %

7-3 76 37 29 26 2 7 18 25 125 30

3-11 70 34 55 50 15 56 48 66 188 45

11-7 61 29 27 24 10 37 7 9 105 25

No. of 
Orders 207 111 27 73 418

o
-a
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TABLE 8: LENGTH OF STAY IN RESTRAINT AND SECLUSION FOR PERSONS WHO WERE
CONFINED MORE THAN TEN HOURS PER MONTH DURING JULY - SEPTEMBER

UNITS

Length
of

R&S

Hampshire-
Franklin
Westfield

Holyoke-
Chicopee/
Berkshire Springfield

M.R.
Geriatric Totals

# ’s % # ’s % # ’s % #'s % # ’s %

0-2
hrs. 51 25 28 26 3 11 32 47 114 28

2-4
hrs. 57 27 33 30 9 33 9 13 108 26

4-6
hrs. 40 19 18 16 2 8 14 21 74 18

6-8
hrs. 59 29 31 28 13 48 13 19 116 28

No. of 
Orders 207 100 110 100 27 100 68 100 412 100

108 
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APPENDIX 2

CASE STUDIES OF THREE PERSONS SUBJECTED TO 

ILLEGAL RESTRAINT AND SECLUSION AT THE

NORTHAMPTON STATE HOSPITAL
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Case Study 1:

Mr. T. has been institutionalized at the Northampton State Hos
pital for over thirty-seven years. He spent 220 hours tied down 
by physical restraints or locked in a seclusion room in July of 
1979.

Although the stated reason for the restraint or seclusion is often 
either alleged assaultiveness or self-destructive behavior, on numer
ous other occasions he was confined on the basis of his being dis
ruptive, agitated, unpredictable, or even for his own protection 
when he was tired from pacing. No investigation into the fre
quency or appropriateness of restraint or seclusion has been ini
tiated.

Case Study 2:

Ms. F is a mentally retarded woman who has been confined at the 
Northampton State Hospital for the last twelve years, despite the 
lack of services for her at that institution. She is frequently placed 
in mechanical restraints for alleged assaultive and self-destructive 
behavior.

Ms. F has recently been accepted and is awaiting placement into 
a residential and vocational community program for retarded 
adults. Despite the fact that many staff agree that her problematic 
behavior can be improved or eliminated by behavioral programs, 
the only option ever used is restraint or seclusion. During July - 
September, 1979 Ms. F was placed in mechanical restraints for over 
147 hours. She probably will spend countless more hours confined 
before her new placement is finally available.

Case Study 3:

Ms. O has been confined at the Northampton State Hospital for 
over fifty-one years. During the month of August, 1979 her hos
pital record contained six restraint and seclusion orders, totaling 
eighteen hours.

The nursing notes in Ms. O’s record contained sixteen docu
mented occasions where she was confined involuntarily in her 
room for varying periods of time. No signed seclusion orders for 
any of these instances were ever written or included in her rec-
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ord. On two other occasions where Ms. O was placed in a locked 
seclusion room, no signed orders were ever written or placed in 
her record.

Moreover, Ms. O was placed in wrist and ankle restraints five 
additional times and chemically restrained (Dalmane 30 mg.) three 
times. Not a single medical order for any of these instances was 
included in the record.
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APPENDIX 3

Complaints Filed By Attorneys or Paralegals From the 
Mental Patients Advocacy Project With Respect to the 

Illegal Use of Restraint and Seclusion

and

Decisions Rendered by DMH Officials Pursuant 
to the Guidelines for Investigation
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STATEMENT SUBMITTED BY THOMAS F. SCHIAVONI, STAFF 
ATTORNEY OF THE NORTH SHORE CHILDREN’S LAW 
PROJECT TO THE SENATE SPECIAL COMMITTEE TO IN
VESTIGATE SECLUSION, RESTRAINT AND DEATHS IN 
STATE SUPPORTED FACILITIES.

SECOND DAY OF HEARINGS, NOVEMBER 30,1979

SUBJECT MATTER: USE OF SECLUSION AT THE GAEBLER 
CHILDREN’S UNIT OF METROPOLITAN STATE HOSPITAL IN 
WALTHAM, MASSACHUSETTS

My name is Thomas F. Schiavoni. I am the co-founder and staff 
attorney of the North Shore Children’s Law Project, a nonprofit 
and tax-exempt community legal resource center providing advo
cacy, research and training in issues affecting the civil rights, 
health, education and welfare of young people. As an advocate, 
I have had occasion to represent children in a variety of forums, 
including mental health proceedings. While engaged in such ad
vocacy, I have represented a 15 year old boy — whom I will refer 
to as Larry — whose case provided me with a close-up look at the 
pattern and use of seclusion as practiced at the Gaebler Children’s 
Unit at Metropolitan State Hospital in Waltham, Massachusetts.

As a point of departure, Larry’s case is particularly instructive 
in attempting to examine the practice of seclusion in its most sen
sational form: a prolonged regimen of seclusion for literally months 
at a time; continual and unabated isolation of a child within a 
locked 6' by 11' room behind a metal door. First, it will be helpful 
to briefly describe the nature of Larry’s emotional problems and 
the manner in which the North Shore Children’s Law Project be
came involved in his case.

In 1973 at the age of 10 years, Larry was placed in a private resi
dential program for children with primarily emotional problems. 
This was due to a history of aggressive and self-destructive be
havior.

During a regular weekend visit at home with his family in Sep
tember 1976, Larry had a serious argument with his father in the 
course of which he attacked his parent. After a short-term inpa
tient evaluation which was conducted at the Gaebler Unit, he was 
discharged back into the private residential program. After an-
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other incident of self-destructive behavior, Larry was voluntarily 
signed by his parents into the Gaebler Unit on a long-term basis 
in December 1976.

His records indicate that Larry was perceived to be eruptive 
and assaultive with little warning. This was a particularly trouble
some problem because he was physically mature and quite large for 
his age. Larry was described as having poor impulse control and 
exhibiting infantile and egocentric behavior. His intellectual func
tioning was generally thought to be within normal limits although 
there was some indication of a learning disability.

There are indications that Larry had been placed in seclusion 
at various intervals for brief periods during 1977. However, in 
May 1978 after an outburst and struggle with several staff — char
acterized as an assault — he was placed on a regimen of prolonged 
seclusion under the orders of the Director of the Gaebler Unit.

In essence, this young man remained in a 6' by 11' seclusion cell 
almost 23 hours per day for the next six months with only short 
periods of time out for an occasional half hour walk with a female 
social worker. Ironically, this woman who was much smaller than 
Larry could easily manage the young man without incident. Pe
riodically, he was also allowed out for a visit from his family. He 
was again confined to prolonged seclusion on January 5,1979 where 
he largely remained until his discharge in June 1979. Larry was 
thereupon transferred into the regional adolescent program in Re
gion III where he remains today.

The Law Project’s assistance was originally requested by a local 
Help For Children office of the Massachusetts Office For Chil
dren. At that point, a series of letters had passed between regional 
and central OFC personnel (including the Commissioner of the 
OFC) and regional and central office personnel of the Massachu
setts Department of Mental Health (including the Commissioner 
and the Director of the Gaebler Unit).

A letter of September 19, 1978 to the Director of the Gaebler 
Unit from the children’s interdepartmental team of Region III 
(composed of representatives of seven major human service de
partments) expressed the team’s concern that: seclusion was be
ing used excessively for Larry as well as other children; appropri
ate staff members were lacking to back up Larry’s anticipated out
bursts; and, the child was being negatively reinforced in his belief
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that he could not be controlled in a lesser restrictive environment 
beyond the seclusion room.

In a letter of December 5, 1978, the then Commissioner of the 
Office For Children remarked to the Commissioner of the Depart
ment of Mental Health that availability of staff at the Gaebler 
Unit or the lack thereof was being used as the “clinical parameter” 
in determining the use of seclusion in Larry’s Case. She noted that 
“Gaebler has a problem due to staffing patterns when dealing with 
large, aggressive adolescents”. The Commissioner, citing a report 
from 1976, remarked that “Gaebler has traditionally had the high
est rate of seclusion compared to all other state hospitals. I am 
not sure what the implications are considering this is our ‘chil
dren’s unit.’ ”

Incidentally, the Commissioner’s conclusions were not exagger
ated. The Director of the Gaebler Unit, in response to a statement 
from the chairman of this committee that each child at Gaebler 
spent an average of 84 hours in locked seclusion for the month of 
September, volunteered the information that the figure for October 
1979 would actually be twice as high — that is, 168 hours per 
child, which translates to an average of one week of seclusion per 
month for every child at the Gaebler Unit.

A letter from an area director of DMH on January 17, 1979 ex
pressed concern that a children coordinator’s request for Larry’s 
individualized service plan (ISP) as required by DMH regulations 
has gone unanswered. In other words, the Department of Mental 
Health itself could not get a detailed description of the boy’s daily 
program for the Gaebler Unit. Department personnel had abso
lutely no idea of the type, amount or rationale for medication.

I do not mean to understate the complexity of this young man’s 
problems. I do not mean to deny that the Gaebler Staff — given 
their limited resources — had a genuine fear of physical intimida
tion of an adolescent such as Larry. But, what emerges from a 
review of his records is the conclusion that Larry was in fact 
placed in prolonged seclusion because the Unit lacked a sufficient 
number of trained staff with alternative behavioral management 
techniques to cope with crisis. The ISP finally prepared by the 
Gaebler staff frankly admitted that lack of money and lack of con
sensus were the main obstacles to an appropriate program. And, 
seclusion very soon came to be legitimized as the only appropriate
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treatment modality under the circumstances for Larry. It was not 
regarded as a procedure to be used to protect the patient or other 
patients in an extreme emergency.

One can see from the records that many of the outbursts and in
cidents of assaultiveness and dire threats occurred when Larry was 
told that he would have to return to his seclusion cell at night or 
at moments when he was actually locked in his cell. Thus, in a 
roundabout way, resistance by the patient to seclusion becomes in
terpreted as abnormal and inappropriate. At a certain point, cer
tain children such as Larry come to believe that seclusion is the 
only means of ultimately limiting his impulses. Eventually, some 
children actually request to be returned to the seclusion room vol
untarily. This is interpreted as positive behavior. However, what 
can happen is that the child comes to think of himself as having 
superhuman characteristics. Only the locked metal door of the 
seclusion room can contain his fury. Soon the feelings of inferior
ity and of being a ward’s scapegoat in seclusion are replaced by 
the belief that there is a kind of status attached to being held in 
total confinement. It is considered as a kind of badge of honor.

The next step in the child’s thought processes is the growing 
perception that only an adult mental hospital will be an appropri
ate substitute upon reaching the “magic” age of 16 years when 
children are discharged from Gaebler. This is exactly what hap
pened to Larry. In his belief that no children’s programs beyond 
Gaebler could possibly be appropriate, Larry initially desired to be 
transferred to an adult hospital. And, in effect, he was indeed — 
regardless of intention — being “groomed” for an adult facility.

These are not the only undesirable side-effects of seclusion. 
When asked to consider an adolescent or younger child as a pos
sible candidate for a lesser restrictive environment, a private pro
gram will usually be very wary of a long history of seclusion. 
Therefore, the use of seclusion might actually stigmatize a child 
and cut him off from future opportunities to move into less restric
tive and less coercive treatment opportunities.

The members of this special committee have heard many sta
tistics and facts throughout the course of these hearings. Fact: 
that the Gaebler Unit, as the state’s only public psychiatric unit 
for children, has only 40 inpatient slots at any one time and serves 
a total of approximately 100 children annually. Fact: that only
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one out of every four seriously disturbed children referred for 
treatment can be served at Gaebler. All of these facts are often 
cited to prove that the Gaebler Unit cares for some of the most 
difficult population of young people with significant mental health 
problems.

Such a conclusion may be very true. However, it does not nec
essarily follow that seclusion, which is an impermissible practice 
in many other children’s programs, should suddenly be sanctioned 
as an acceptable, legitimate method of limit-setting and “treat
ment” at Gaebler.

When someone suggests that these figures of seclusion usage 
have been taken out of context and that this somehow obscures 
the fact that we have some very sick children on our hands, you 
must avoid falling into an intellectual trap. It is bad enough to say 
that seclusion is being relied upon because a facility is profoundly 
underfunded and understaffed. It is quite another to dignify seclu
sion as a therapeutic modality, as a casually used technique for 
setting limits.

Perhaps as a question of public policy, it becomes less painful in 
avoiding the true issue of allocation of resources for human serv
ices by somehow convincing ourselves that, therapeutically, chil
dren such as Larry need a seclusion room. If it is a question of 
money, let us all at least be honest enough to recognize this hidden 
agenda in any public debate. As taxpayers and as policymakers we 
all owe the children at least that much.

I thank the committee for this opportunity to present informa
tion.
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DOCUMENTATION SUBMITTED BY THOMAS F. SCHIAVONI, 
STAFF ATTORNEY OF THE NORTH SHORE CHILDREN’S 
LAW PROJECT TO THE SENATE SPECIAL COMMITTEE TQ 
INVESTIGATE SECLUSION, RESTRAINT AND DEATHS IN 
STATE SUPPORTED FACILITIES.

SUBJECT MATTER: TRANSCRIBED DIARY OF A 13 YEAR 
OLD GIRL IN SECLUSION AT THE GAEBLER CHILDREN’S 
UNIT AT METROPOLITAN STATE HOSPITAL IN WALTHAM, 
MASSACHUSETTS.

COMMENTARY: The following pages are selections from the
diary of a 13 year old girl relating primarily to her extended and 
recurring isolation in a locked seclusion room at the Gaebler Chil
dren’s Unit at Metropolitan State Hospital in Waltham, Massachu
setts. These typed pages were transcribed from the original diary 
with the child’s grammar, spelling and punctuation left unaltered. 
Only the names of the other children and ward staff have been 
changed to protect identities.

This diary has come into the possession of an attorney from the 
North Shore Children’s Law Project with the stipulation that the 
identity of the transcriber not be revealed publicly nor the circum
stances under which this typed copy was produced be likewise de
scribed. However, for purposes of authenticating this document, 
the transcriber is willing at any time to provide the Special Senate 
Committee with a sworn and notarized affidavit attesting to the 
veracity of the diary and the circumstances of this girl’s seclusion.

The text itself requires little interpretation. The first mention 
of the seclusion rooms can be found on page 2: “small rooms”. The 
reference to “room schedule” on page 6 indicates a prearranged 
schedule determined by ward staff for the amount of time allotted 
to this child for the privilege to be outside her locked seclusion room 
(“time out”) at various periods of the day or week.

The last page was written while the child was under heavy 
medication. Her confusion regarding the sudden and unexplained 
changes in her bodily functions (shaking hands, intense drowsiness 
and twitching facial muscles) is attributed by the eyewitness tran
scriber to the side-effects of the prescribed drugs.

Paragraph 3 of the seventh page, “Why do they always say I’m
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high and need this room schedule?” is an illustration of what some 
might describe as a scapegoat syndrome on the individual wards 
of the Gaebler Unit. Observers of ward activity have commented 
on what appears to be recurring reliance upon seclusion for cer
tain children who have been singled out among all the other 
patients.

Attention is drawn to the last paragraph of page 8 when the 
child seems to be growing ambivalent to the use of the seclusion 
room to control her behavior. This same phenomenon has been 
observed in other children under a regimen of prolonged seclusion 
whereupon the child becomes dependent upon the isolation of the 
seclusion room as a means of withdrawing from the pressures of 
life on the outside ward and as a way of slowly escaping into a 
self-imposed “exile” thereby accentuating the child’s alienation.

Thomas F. Schiavoni, 12/5/79



120 SENATE — No. 1751. [ April

I’m going to start over. All the things that I think, do, act, 
people and my life. I’m mixed up. I’m in a hospital. It’s the worst 
place I have ever been in. It’s a place to help kids, from small ages 
up to 16teen years old. And I’m here for sewesiside (suicide). What 
a night that was. I was only 12. And ran from home with my 
brother who is 11. I was going to my friends house to get high on 
speed. I have never been hooked on drugs. I’m glad that I’m not 
and never was. It makes me happy NOW! Because there has been 
and are kids here for drugs. And are badder than me. I try now 
to get myself out of here. And back home. But this place makes 
you worse than when you first came. I have noticed that, of my
self and other kids.

The kids here are not bad, to me. Even if some try to kill them- 
selfs or are mental and many more things. I was only to be, here 
for 30 days but I’ve been here for more than 6 months. Now they 
say I loose my temper to fast. And hit kids. But when I was home I 
never hit anyone. I know sometimes I get really high or hyper
active you could say. But not as bad as you think.

When I first came here I was going to stay here for the 30 days. 
But now I want to leave and be home. This place is really bad for 
you the things you see around here makes you a different person. 
And soon you know what has happened to you. then your so hooked 
being one more person, you can’t  stop. You just get more high 
or whatever it is that is happening to you. I know, it’s happened 
to me, and is right now. Sometimes I bang my head on the door. 
When I’m upset sometime. I t’s foolish, but I do it because one more 
kid does it. I have to HELP myself.

Now what this place looks like to me a jail. Because the small 
windows are not glass you can’t  brake them and there is small 
windows that open and have bars. On the wards there are small 
rooms for people to be put in if they do something bad like me. I 
hit some kid. The room is very small with a mattress and thats 
all. The ward has a long dirty hallway, that stinks awful. I hate it. 
The rooms where the kids sleep are so messy and small, with one 
big one, but the wards is small anyways. The walls, Oh Boy! I 
better take a big breath. What am I going to say about the walls. 
They are such a mess with obcene words all over them and sick
ening paintings kids paint, on all over the walls. If you were just
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walking down our hall to visit you would want to walk out. The 
ward Im on is all girls and there is three more wards, the same as 
ours. But the worst is ward B. Wow, the kids are all small boys 
who really don’t paint on the walls at all. But it stinks like you- 
know-what. Ward A and D are pretty good. Ward D has boys and 
girls together all ages and Ward A has all teen boys. The Last 
floor. It has a kitchen and a crafts center and some part of the 
school and offices, thats all. And the basement is where new pa
tients come in and have to take all these tests to see if we are 
alright. And I can’t say any more about it. It has all locked doors 
so we can’t run, thats all.

When I see some staff unlocking a door I feel like running. Like 
I used to. I was running all the time. When your in a place or 
ward like this and all these girls together trying to bug someone 
because there is nothing else to do. I bug the dumb kids who now 
are so scared of me they don’t want to walk by me. I don’t blame 
them if they see me beating kids up, of course they don’t  want to 
be beaten to a piece of dust. When I get mad I feel like hitting 
someone. But thats not going to happen no more. I hope! I try in 
all ways to control my mean temper. Sometimes I think too much. 
I just wish I was out of this crumby dump, that I don’t need.
I feel like a piece of dust out of all there people.

You know, life is really hard to live with. There’s so many 
things going on like prices or drugs or just people dying for no 
reason at all. Don’t other people know that by screaming and 
being mean, things won’t come true. You have to work things out 
the way they are to be. Lots of people just don’t  even know whats 
happening in other states to people. I’m not saying I’m perfect at 
all. I just know some things that happen and even when I’m hav
ing my own troubles I want to help. And anyways theres people 
who try to help the world, but just can’t  because they have trou
bles of their own. I like writing my feelings out and things I can’t  
or do talk with other people. I hope my life will be better so I 
can live out in the world. I think like I always do, what I would 
want to be when I grow up. I want to help kids with bad problems 
who need a person near their side to tell them its time for bed or 
lots play some game and see how they all do and work.

All the kids just came back from supper and its all noisy again. 
I love it when I can hear just this pencil writing across the paper
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and hearing my radio outside the door with loud and soft tunes. 
It sounds so nice, like the beauty of flowers even if you can’t see 
them when your in here. I remember a flower that was dead and 
to me I thought it was beautiful and even better than when it 
was living. Little things like that look so beautiful to me. A star 
is my best thing. Just the other day I saw a star and the next day 
I saw it. It was the same star every night.

I just woke up and the staff says I have to stay in here until 
Kathy comes to talk it over. I hate waiting. That all I do in this 
room is wait until my next time out. The nurse said have a good 
day. If I could once have a good day I would jump up and down. 
I never have a good day. But I will try.

I went out for my 15 minutes and we had to have a meeting For 
at first I did not know why we were having it. Then piece by piece 
I knew. Some kids been setting people up. To the point where 
they want to blow up. and the kid who blows up I think are the 
smart ones. They know afterwards what they did. Now Paula S., 
Paula L., Leslie B., and Claire were setting this new girl up. Every 
time some person does not go in their groovy group or are just 
trying to help theirselves the group group hounds them. I have been 
hounded by them alot and I blew up and thats why I’m in this 
room. Well, I did the most talking, and I really knew what I was 
talking about. Even the staff thought I did really good. And I 
think we sound as (?). Marilyn brought up a rule for this. The 
kids like Claire, Paula L. and Leslie could not take it but Paula S. 
told the story and what happened was they tried to get one of my 
best friends here up.

I had to go to the bathroom, but I had to use a bedpan. Wow, 
does it smell in here. I hate using a bedpan. Its very uncomfort
able. Oh well. I have clean sheets to make my bed. They would 
tell me to get on the other side of the wall so I won’t hit, run or 
throw things. But I will not hurt no one. but maybe I will throw 
a tray when no one is here. But they can sure hear it. I’m really 
tired and bored, too But I still like this room. Maybe its doing me 
good. I just don’t know The room I’m in now is yellow and the 
smallest out of the four left. It has a mattress and a pillow and 
lost of writing in crayon and pencil on the walls. Its not the best 
one but its one. its really hard to live with life. Everyone feels 
lonely sometime, like I fell right now. Everyone has some kind of
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feeling, good or bad. I’m having a really bad time right now. I 
have been banging my head. Because I got all upset. They did 
not change my room schedule, that makes me really mad. Don’t 
they understand how I feel about being in this room? It makes me 
worse than I already am. I hate all the staff here. And I’ve been 
really good. As good as I can be. When I was banging my head 
it occurred to me that if I was still doing that I would not get out 
of this place or see Tom. And I don’t want that to happen. So I 
came right back to earth. Now I feel better. I have been sleeping 
all day, missing school too. When I leave this place and go home 
I will always remember how it has been here, and the people too, 
the things I did to help myself, that I can do at home. I don’t 
feel pretty in here. I don’t even have the time to wash my hair, or 
face. I am always in this room. I ’m really tired of this whole 
dump. Its just a mess for anyone who comes here. It makes them 
feel worse than when they first came.

This is one more time I just like a dumb-bell, dumped my tray. 
I can hear the ecord player, playing and all the girls are having fun. 
But me. Stuck in this room for the whole night. That was all my 
fault.

One staff just came to the door and said how are you doing. I 
said good and turned my head and I was still writing in my book 
and she said maybe I can read it afterwards. I said noboddy is. 
That’s that and always will be . I was wondering if we had a group 
today maybe I missed it. You never know whats going to happen 
in this place. Its bad. I am really getting to like this room I have 
been in it for so long. I’m getting hooked on it. Just like being one 
more person than yourself. I don’t  know if I should like it or not. 
It matters about alot of things. If soon that want to see how I 
can do I don’t know what to do. it stays. I thought I would not 
see it since I have been put in this other room where the indows is 
higher, but the star is there watching everything I do. Bad or 
good. Better if it is good. Thats what I’m trying to do.

I just got my PJs on and washed with a bar of soap and face 
cloth they gave me. And I really feel good. But I want to brush 
my hair. I will. They said they will have to take my notebook. 
I don’t want them to read it/  I want this to be with me all night. 
Maybe I will put it Under my mattress. If their not dumb enough 
to take it.
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Why do they always say I’m high and need this room schedule? 
when there is a girl higher than I get. and they don’t say anything 
about it. That makes me mad. Paula D. is just making me mad. 
I’m the only girl who is really high and will never get out. Now 
Claire and Jane are high

I just came again from two more classes and when I got back on 
the ward Kathy said she talked to Dr. and said she never
said anything to me yesterday and I never was talking about yes
terday. They have to listen really good at what they say and do. 
It makes me really mad, that I almost blew up. But I didnot. I 
went in my room screaming, so I could let my mad feelings out. 
They say we’re bad, I want them to think of what they do to us. 
Alot, too. I think the staff should do something about theirselves, 
instead of us. Well, my social worker just came, 11 will stop/

Well I talked to Kathy and Dr. . It was not bad. Maybe
I need this room a lot. But it bugs me alot. They just don’t  under
stand my feelings. Thats one thing I must let them all know, is 
my feelings. I wish I had more time out of this room, to do some
thing. Now its getting to me. Help! I hate it. So boring being 
locked up. But think how people in jail must feel. Not good any
ways. I know that! No way to escape. I feel insane right now. I 
just asked the staff for some juice and she said wait till you come 
out. I want to take a shower, and man I called her some bad 
names. I can be mean for no reason. Well, back to locked up. 
In jail you have real bars all over you. You must get a beating if 
you do something bad. But what is there to do.

—1 4 -

Nothing but work in the fields, I would think. I would not want 
to do that at all. I rather stay here. Think, theresprobably 100’s 
of people in jail for no reason and here too. Why can’t I go home, 
I’m just always too high or hitting someone, what I don’t want to 
do no more. But they don’t believe me a bit. Do I always fail 
when I’m out of my room.

GET ME OUT OF THIS DUMP
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Well, I blew it tonight. I was to go to my room so I hid under 
a bed so they would not find me. Well, it was a long time before 
they found me. What a treat, but I have to just stay in my room 
for the night, thats not bad. Theres not too much time anyways. 
I like in a way staying in here. Only when I’m carried in or lose 
my temper, I hate stying in this room. Its not good for me in a 
way. I will start really liking the room and then I might get in 
trouble to get in. I don’t want that to happen.

But I just get mad at the staff. I had asked for a face cloth and 
a night gown, and NO she wouldn’t give me the facecloth and soap, 
but the other night I got to have it. Oh, it makes me mad to just 
hear them. Their not good for us. At all. The don’t do a thing 
I guess as I think my day has been bad and I hate myself. And 
every staff. They are all too lazy, dumb, stupid, gross, mean, thats 
all I have to say about them.

Its been two days and I have not wrote in my book. Well, I’ll 
have to say what happened. It started when I wanted my P J’s, but 
I ran off the ward because they were going to take my notebook 
and I got all upset and banged on the door and scratched my arms. 
They were bleeding. I wanted to talk to Tom W. They would not 
let me. He told me at leas to stop scratching my arms. So then I 
could for the next day write in my book. What a night, but my 
star is out now, watching me. Then yesterday I hurt my arms 
more so they are bad now. I know I was not to do that.

I have a worse schedule. The same at noon, but only two times 
for 20 minutes at night. Well, I’ll tell you the story. I was in love 
with Gale. But now we are fighting, I mean it too. I was in my 
room for 48 hours for kicking Phil and hurting Pam’s stereo and 
banging my head. Just everything. I don’t know whats happening 
to me. I lnow now I’m the worst kid on the wards. I’m not getting 
nothing. It’s my fault, at least I know that. But I have to help 
myself, but how. I try in all ways. I was to get out in the morning 
but they, the staff, said wait until Kathy comes. But they were 
right of course, and made me miss a time out. Well, I took a 
shower and felt better. But I have I have been having minor 
siesures. I took my meds, so why is this happening to me. Its not
right. Boy am I scared to death. I want to see my doctor but they 
won’t let me.
But I was only in for the night. Then my doctor came he next
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day and said I should be in for 24 hours. So I stayed for 12 more. 
The other day I banged on the door until I had to be tied to a bed 
on my back. It was not bad.

Well, looks like I blew it. Gale started in on me, Every name in 
the book she used on me. The staff sat on their asses and did not 
do a thing, untill the fight started.they came. See how dumb they 
are. Thats one thing why I hate them Now I am going to be in 
for a long time. She better too, and if I find out she’s not I’m going 
to cause shit. She needed what she got. But I walked into my 
room, that was an improvement. I really don’t care for how long 
I’m in. When they said take off your shoes, I did. I think I am 
building all my anger inside, untill its to the top. and I blow. I’m 
shaky now. I mean it too. I’m scared in a way for what I did.

The other
day I was scraping some paint off the walls and one leaf came off 
but it said something. It took a long time to find out. Well, it said 
I WANT TO GO HOME. I HAVE NO MORE LOVE. I NEED 
SOMEBODY TO LOVE ME. BUT NOBODY WANTS TO LOVE 
ME. NIEAR! PETER I GOT TO GET OUT OF HERE.

Thats what he wrote. He must have been lonely. I wonder how
he felt, feel sick right now.

Let me get out of here. Don’t you know how 
I feel? You must understand, I’m not a piece of dust from the earth 
I’m something you can use. I’m no money, I’m noashe. I’m me, 
I’me, The one who has her problems. So? Don’t you? I know, yes 
I do. Maybe you don’t, but I’ve gone through a good part of life. 
If anyone would know. We’re people, not money. Love me. Care 
for me.

Well, I have not even come out of my room. I just stopped cry
ing. I’ll tell you what happened. I woke up today, I felt really 
good even though I did miss one time out last night. I was upset, 
but that was nothing. Well, about 9:00 this morning Claire was 
put in a room for jumping Paula. Paula was in only till her cab 
came. But Claire lit her mattress on fire. She asked me if she 
should do it and like a dumby I said yes. Then the Cops were here 
and firemen. Claire was all upset.

Claire is still crying. I don’t blame 
her. She feels like dying, I would too. She was in for 24 hours for 
hurting Paula. She might be in longer now for starting the fire.
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Or maybe a heavier Room Schedule, who knows. Everything hap- 
ens here. Now you know. Its really bad for you! Whats going to 
happen to all of us. Claire is cooled down now. She is maybe 
sleeping. Who knows? She does. Her feelings must really be hurt. 
Claire got high again. She’s going to be in there for a long time. 
One more kid was put in a room. Wow! all the time their in rooms. 
I spend my life in here. It does me no good.

God, if your real, save us. Don’t let us turn to the devil. Don’t 
lock us up. Our lives are nothing now. We go day by day. We hear 
thing we shouldn’t/

My hand is really shaky. I don’t  know why. I feel really funny. 
Whats going on with me. I wish I knew. I had taken a nap. I 
just went to sleep like so! I have been really sleepyand still jerking 
at the mouth. I wish that would go away. Before, twokids were 
in the room . . .  I think I’m getting one now. I’m so home sick. I 
mean it. Its hard to think about home. Its hard to think about 
it when your in here. It scares you. This room is just sick to be 
in, to sleep in, to eat in. Its a four-walled jailed. Thats the way 
I think about it. No way to get out. Just locked up. Help! Like 
who would want to help us. Even if we need it. My ward is going 
out on Monday. So is Nancy! Their all going, but I’m stuck here. 
God, who knows what is going to happen to me. I’m just one left 
over piece of dust from the ground. That can’t stand up.
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TESTIMONY BEFORE THE MASSACHUSETTS SENATE

MIRIAM ROSENBERG, M.D., Ph.D.
Diplomat of the American Board of Psychiatry and Neurology
I worked as a child psychiatrist at the Gaebler Unit for four 

years. During that time I was continually shocked by an attitude 
of demoralization which filtered down from the medical executive 
staff to every level of the hospital resulting in the incredible seclu
sion rate and many other mishaps.

To illustrate by specific incidents.
On one occasion I came in about 11 in the morning as I was not 

the on duty doctor that day. The nursing supervisor greeted me 
at the door shaking from head to foot. “Thank God you’re here”, 
she said. There were no doctors in the hospital at all; the on duty 
doctors of which there were supposedly two, were not in, and some
thing had been terribly wrong with patient A, for several hours. 
It was frequently the case in my experience that there were no 
doctors in the hospital at all. The nursing staff was under instruc
tions not to call for medical help to the main unit lest anyone know 
that no doctors were in. One doctor came in every day, turned on 
his office light and opened his office door, and left. Another doctor 
came in about y2 hour per week, for the doctors’ meeting. Nurs
ing staff on some wards were instructed never to page for their 
doctors.

I went to examine the patient. He had severe neurologic symp
toms. He was a young boy who was being treated with phenothia- 
zines, a psychotropic medication. He appeared to me to have 
Tardive Dyskinesia which is a neurological disease caused by pro
longed use of phenothiazine drugs. I took him off the phenothia- 
zines and gave him another drug to alleviate the symptoms, and I 
signed him up for a consultation with a neurologist. I wrote a note 
in his chart to the effect that I believed he had Tardive Dyskinesia 
and that I had ordered a neurology consult.

It happens that although Tardive Dyskinesia is caused by the 
phenothiazines, the symptoms can be masked by raising the pheno
thiazine dosage although the disease will be exacerbated. The on 
duty doctor that day was this child’s doctor. He never came in



1981.] SENATE — No. 1751. 129

that day but when he did come in a few days later he raised the 
dosage of phenothiazines and cancelled the neurology consult. When 
questioned, he and another doctor said the boy was faking. This 
patient came to attention about a year later when the office for 
children became concerned because he was in seclusion around the 
clock for several months. A neurologic examination at that time, 
under legal pressure, revealed Tardive Dyskenesia. [This sort of 
thing happened all the time.]

Another case was a very young child with diabetes. After her 
admission the physician in charge raised her insulin level consider
ably. This resulted in some severe symptoms which seemed to cor
relate with the high insulin level. They sent back highly documented 
evidence that
too high and was causing severe symptoms. In addition they sent 
evidence of epilepsy which required further workup at Children’s 
Hospital. When the physician in charge came back from his vaca
tion he went into a rage because I had sent the child to the Joslin 
Clinic. He raised the insulin dose right back to where he had it 
before and refused to complete the workup of her epilepsy. When 
I complained about this to the medical executives, one of them 
said, “hell, she’s going to die soon anyway.” This was about an 
8 year old child, and the other said, “we don’t want to make Dr. X 
angry.”

It is no surprise that in this type of atmosphere there is an in
credible seclusion rate. The children are mostly cared for by coun
selors in their early 20’s who have almost no training except how 
to seclude. Most of the children never see their doctor. The coun
selors receive almost no supervision. Lacking any sophisticated 
techniques and unable to call the doctor, the only recourse they 
have is to seclude. After a time this enormous seclusion rate be
came romanticized into a highly publicized theory by one of the 
doctors, that seclusion was a form of therapy and good for the 
children.

In this demoralized atmosphere certain children are scapegoated 
and provoked into acting out and then secluded for prolonged pe
riods of time, often months. In one Situation a very pretty and in
telligent young girl was admitted for depression. She carried a 
diagnosis of epilepsy. The chief nurse and counselors and doctor 
fought a lot and this child seemed to become the scapegoat in that
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situation, whereby political peace was maintained on the ward by 
having her continually in seclusion. The physician in charge had 
decided she didn’t really have epilepsy even though she came in 
with the diagnosis, and her anti-epileptic meds were taken away. 
She began to have seizures in the seclusion room and the physician 
when called, did not examine her but told the staff on the telephone 
that the girl was “faking.”

She had many seizures, including hitting her head, tongue bit
ing, and incontinence in seclusion. Staff called the doctor many 
times and he just kept saying that she was faking.

Finally the Medical Directors decided that the solution to the 
problem was to send this child to an adult mental hospital. I be
lieve she was 12 or 13 at the time. A large meeting was held to 
this end and at this meeting I spoke up and said that I thought the 
child was being scapegoated because of problems among the staff. 
I was called on the carpet after the meeting by the medical direc
tor. “Are you trying to be a hero or something?” he asked. He 
said “hero” as though it were the worst thing a person could pos
sibly be. I reiterated that I thought the child was just a scapegoat 
of ward problems, and he said, “so what.?” I explained that the 
problem with sending her away if she was just a scapegoat, instead 
of solving the ward problems, was that there would just be an
other scapegoat after she left. In fact, I identified at that time the 
two girls who I thought would be scapegoated if this girl were sent 
away. The medical director then said that he did not care if the 
patient was being scapegoated if this helped the headnurse and 
ward doctor to get along, and furthermore, he said, he did not care 
if these other two girls were scapegoated if it served the same 
ends.

The first girl was sent away to an adult state hospital. She es
caped rather soon and was on the streets. I have been informed 
that she was picked up by a pimp who later slashed her up with a 
knife and threw her out a window, breaking her back. She is de
scribed now as being as good as dead.

As I had predicted, the first of the other two girls who was 
friendly and well behaved, then was in seclusion continuously. A 
big meeting was held, she was sent to an adult state hospital and 
the third girl took her place in continuous seclusion, meetings and 
transfer to adult hospital and -so on.
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With other professionals, I complained about this sort of thing 
to a Commissioner and to the Regional Administration but nothing 
was done. After four years of this sort of thing the Medical Di
rector asked me to leave within nine months. “You care too much 
about patients to work in a place like this,” he said. He repeated 
this many times in subsequent meetings on the subject. He also 
said that I was a wonderful person and that was the whole prob
lem. He said that I was causing a disruption on my ward. This 
he said was because I had two-thirds of the patients and another 
senior doctor had the other third; I saw my patients daily and the 
other doctor did not see his patients at all. When asked to see a 
patient he would say that he was just doing charity by working 
at the Gaebler Unit (in a full time job) and that this did not in
clude seeing patients. This situation did cause disruption in that 
the children who had the other doctor wanted to switch to me and 
the staff wanted the other doctor to see patients. However, even 
staff was confused as they thought the other doctor was only part 
time as he was only in about y2 hour per week so that in fact he 
had no time to see patients.

The medical director said that I should be in private practice if 
I wanted to give the type of medical care that I did.

I have spoken to other doctors who had similar experiences at 
the Gaebler Unit. All the incidents I have described were well docu
mented in the records, unless these records have been altered since.

Miriam Rosenberg, M.D., Ph.D.
Diplomat of the American Board of
Psychiatry and Neurology
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TESTIMONY OF FLO HOLLAND AND GLEN BROWN

Senator Backman and members of the Committee:

We are pleased and proud to have the opportunity to speak 
about the NAJNAH PROGRAM that we worked for for the past 
3y2 years.

NAJNAH — which stands for Not a Jail, Not a Hospital, is the 
Department of Mental Health Adolescent Program in Region 1, 
located in West Springfield, Massachusetts. The program was de
signed to take 10 emotionally disturbed adolescents — both males 
and females — out of the Northampton State Hospital, place them 
together in a living situation, and, through intensive work by the 
child care staff, prepare them to move to a less restrictive setting 
as quickly as possible.

What we feel is so outstanding about NAJNAH is that it is the 
only unlocked Regional Adolescent Program in Massachusetts. Un
like other RAP programs, which are located on hospital grounds, 
and have bars on the windows, the young people of NAJNAH live 
together in a home in the community, and attend their own school 
in a separate town.

The clients carry with them all the ranges of diagnoses. They 
are either abusive to themselves or toward others, have long his
tories of hospitalizations, incarcerations, placements in other pro
grams, and in foster homes. All of them have failed in other pro
grams, many of them have been called ‘untreatable’, and a few 
were destined for institutionalization for the rest of their lives.

The NAJNAH home was opened the summer of 1976 under the 
guidance and supervision of Glenn Brown. Mr. Brown implemented 
the Browndale Treatment Process, a method founded in 1966 by 
John L. Brown, which has successfully been used across Canada, 
Holland, and France.

The following 3 points are a concise outline of the B ro w n d a le  

Philosophy:

1. “The child (or adolescent, or adult), is a whole unique human 
child, with all the needs of a child, and these basic human needs
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take precedence over any single fact about the child.”1 We are 
concerned that children once diagnosed tend to be seen as cases. 
The fact that he is a schizophrenic child, or a character disordered 
child, or that he runs away 27 times is not of prime importance.

2. The child is part of a history we had nothing to do with. He 
was born to someone, was part of a family, grew up in a specific 
living situation. Therefore he has allegiances we must honor. 
Treatment must respect the biological tie between child and par
ents, and reinforce the parent’s role.

3. “We have a strong conviction that all children need to have 
intimate daily life experiences with all the generations of man 
from infancy to old age. The extended family in nature provided 
this wide range of generational experience.”2 We believe that 
within the context of the family model a child has the opportunity 
for positive support, and a large number of role models to choose 
from.

The Brown dale method of treatment is organized around con
cepts known as routines, limits, and anchor points. Once staff 
members in a treatment home have a working understanding of 
those concepts, there is no reason why the child cannot be treated 
in an open setting in the community with all the benefits that such 
a setting provides for the child.

“If a child is to function as a human being he must participate 
in certain routine activities each day: he must get up, get washed 
and dressed, eat, go to school or engage in some type of social 
exchange, go to bed. This is true for the ‘normal’ child; it is 
equally true for the emotionally disturbed child. It is helpful if 
the staff are consistent in their handling of routines so that the 
child can predict what is going to happen and anticipate what is 
expected of him.”3

Anchor points are rules which have a basis in common sense, or 
good health practices, such as hanging up coats in the closet, wear
ing slippers around the house, not leaning back in chairs, — but 
which do not concern matters of life and death. Therefore, the 
rules can be defied or broken without serious consequences. When

1 John L. Brown, “The philosophy and rationales of the Browndale
Treatment Process,” Family Involvement Magazine, January, 1976.

2 Ibid.
3 John L. Brown, Routines, Limits and Anchor Points, 1974.
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used correctly, the anchor point is an extremely flexible treatment 
tool in handling a child’s repressed anger, destructive or violent 
impulses, or deviant behavior at times and in places selected by the 
staff.

“Limits are rules on which there can be no negotiation because 
they concern areas in which the safety or well-being of the child is 
at stake. A limit is involved if a child is either endangering him
self, another person or property, in a way that will have lasting 
consequences; or, is acting in a fashion that will jeopardize his 
position in the community or his continuing stay at the treatment 
center.”

“In the handling of routines, conflict should be avoided, but in 
the handling of limits the point at issue should be approached di
rectly and the handling must be absolute.”4 No alternative can be 
offered. For example: if a child is about to hit another child over 
the head with a baseball bat, the staff member must step in, and 
take the bat out of the hands of the aggressor, and give verbal 
direction to both participants.

As part of our treatment in the house, we do not send a young 
person to a quiet room, seclusion, or isolate him for any reason at 
all. No matter what he does, he is part of the family, and is 
treated as such. Isolation is a violation of an individual’s right to 
have human contact. Just as we do not deprive an individual of 
food, clothing, or shelter, so we would never deprive him of his 
need to be with people.

As part of our treatment in the house we do not use chemical 
restraints. An individual given a “strong tranquilizing drug will 
wake up with the same unresolved problems, his anger suppressed, 
not released. Methods like these may bring temporary relief to the 
staff, but they do not benefit the child.”5

There are many ways that we do deal with individuals who are 
acting out.

1. We have family meetings at least once a week, and any mem
ber can call a special meeting to discuss a situation that is hap
pening at home at the treatment center.

2. When a young client is nervous and scared and threatens to

4 J. L. Brown, Routines, Limits, and Anchor Points
5 Carl Dukoff, “Good Controls for Children,” Family Involvement Maga

zine, 1977
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run, we have one staff with him or her until the problem decreases. 
When this is done the rest of the young adults know that their 
foster brother or sister will be safe; the tension in the home will 
then subside.

3. If a person is self-abusive, we have the individual on a one- 
to-one with a staff until the crisis is over.

4. When a young person exhibits physically aggressive behavior 
we have staff trained so as to physically restrain the individual. 
By physically restraining the individual, we are giving him several 
messages, a) that neither the individual, nor anyone else will get 
hurt; b) that we accept the young person and his feelings — no 
matter how much rage he may have inside of him, we can handle 
it; c) that we care enough for his well-being that we want to in
volve ourselves in keeping him safe; d) that it is all right for an 
individual to express his feelings by yelling and screaming as loudly 
as he wants.

Not only will the staff remain with the individual during the 
crisis, but for a good length of time afterwards. An individual 
who has been restrained “needs to be reassured that although he 
has expressed a great deal of anger he is still accepted, still a valued 
member of the therapeutic family, and he can gain that reassur
ance through our attitude toward him and our actions.”6

As we are part of a family, we never isolate the young person 
being restrained. We do not want to give him the message that he 
is a ‘bad’ person, and should not be with other people. In fact, it is 
important for the other young people to see that the young man or 
woman is not being hurt. Once they see that everything is safe for 
everyone concerned, they go on with their other activities.

As there is so much anger in most of our clients, they will use 
abusive language, they will spit in your face, they will bite, kick, 
and use anything they can to strike out. When they lose control, 
the staff are the receivers of the anger and rage for all of the 
things that have happened to the young people in the past. The 
staff, therefore, must be concerned, dedicated, and specially trained 
so that they do not lose control themselves, and are able to keep

6 C. Dukoff, “Good Controls for Children,” Family Involvement Magazine,
1977
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the focus on why the individual had to be restrained in the first 
place.

In summary, we are grateful for the opportunity to present a 
method of treatment that views the child as a whole unique human 
being. The Browndale method has been successful in the past in 
developing the strength and potential of the inidvidual, in an en
vironment that has respect for the rights and dignity of the clients.
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TESTIMONY OF DAVID WEBSTER, MHA AT MASS. MENTAL 
HEALTH CENTER BEFORE SPECIAL SENATE HEARINGS 

ON SECLUSION AND RESTRAINT, 11/30/79

I would like to talk about two major issues in mental hospitals. 
One is seclusions, and the second is why things reach the point 
where seclusions or other drastic actions are needed. What can be 
done to avoid tense situations where seclusions are legally called 
for?

I want to make clear that I think being isolated in a locked seclu
sion room is a mentally and physically scarring experience. Un
fortunately, in the situation where I work, in order to protect pa
tients and staff, and with our limited physical space, limited staff, 
and limited conversation, seclusions are sometimes the only answer.

I. SECLUSIONS
A) Example includes one person who has been assaultive at 

times; other times this patient is manic — yelling, wandering, 
touching people and breaking things. At least two times I have 
seen the patient locked, not for assault, but for loudness and being 
very annoying. Having enough staff so that someone could stay 
with the patient could have prevented this.

B) Example includes locking up people who might injure them
selves if they aren’t limited in some way; one person was climbing 
over objects, trying to slip out windows, eating cigarette butts, 
breaking restrictions, and not responding to verbal limits set by 
staff members. When constantly observed (coed) on a one-to-one 
basis these things can be avoided; but because of struggling with 
staff and the reasons listed above, this patient has been put in 
locked seclusion (LQR).

C) Example includes locking people up who have done property 
damage; one person had broken windows and reported this to the 
nursing station. Knowing that this person was not assaultive or 
self-destructive, the locked seclusion was used.

Once a person is locked, procedures for unlocking are sometimes 
arbitrary; if the charge nurse is in meetings for two hours, then, 
whether it is needed or not, the patient usually remains locked.
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Why This Happens.
The people I work with don’t like to see these things happen 

either. They are humane, dedicated people. The is fortunate 
to have them. I emphasize the problems that need solving, but 
good is done at MMHC, too.

But you can’t give workers $8000 to $12,000 a year, have us 
work three weekends a month, give us almost no training in how 
to handle patients, other than seclusion, and expect us to be taking 
risks to avoid seclusion without support from above.

We work, and the patients live, in unhealthy conditions — roach- 
and mice-infested halls, 50 degree cold last winter, hepatitis car
riers, smoke-filled rooms, and the physical danger of being bitten, 
straining back, being hurt.

Even if we try to avoid locking, there is not any way for us, when 
short-staffed, to do one c.o., much less the two c.o.’s that are called 
for at times. With the first two patients which I talked about, I 
would say that having no one available to sit with them is why they 
were locked.

II. WHY THINGS REACH THE POINT OF SECLUSION
A. Frustration — One fellow was brought in despondent and 

presumably self-injurious. He was this way because of tragedies 
in his life. He was restricted to an open seclusion room, and out 
of eight hours he received only fifteen minutes of therapeutic con
versation because of short-staffing. He soon learned that if he 
broke the rules and left his room, this would get him more atten
tion. He got more and more frustrated till he came to the point 
where he began to push furniture around and ripped up his money. 
Because of all of this and his being possibly suicidal he was put 
into seclusion for several hours afterward. This person already had 
a very low opinion of himelf and clearly said he wanted to talk to 
people. Does locking help his opinion of himself or allow him to 
talk?

B. Why are People Ignored?
Often because of short-staffing. You heard yesterday about what 

a check person does. Let’s discuss the duties and responsibilities 
of a check person. A check person includes one staff member at a 
time, and he/she must carry out the following duties.
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1) check on all the people on the checks list, as many as 15 or 20.
2) stay with the people who are restricted to their rooms and 

want to so smoke, usually 3-8 people.
3) bring room restricted people to the pay phone, bathroom, 

patient’s store.
4) help the people open drawers, take their showers, get water.
5) get people for their meals, bring them for medication, de

liver snacks and meals.
6) make sure s/he checks the people who are potentially danger

ous to themselves or others.
7) be available for emergencies.

This is impossible for one person to do.
C. Lack of supplies also causes frustration. Think about what 

these mean.
1) Cold showers at times.
2) never enough towels.
3) sometimes no toilet paper, soap, razors, or sheets.
4) not enough underwear or socks.
These mean a lot to people. People get frustrated being isolated, 

lonely, having to deal with four dirty walls. What does this do to 
a person’s self-image and readiness to leave the hospital?

D. Dehumanization — its extremes are seclusion and restraint, 
but it includes:

— no personal contact between patients and patients or patients 
and staff; for example, a person comforts another crying person 
and can be room restricted.

— family members are also told not to touch and spouses are 
not allowed to have conjugal visits.

This all adds more stigma to being an untouchable “mental pa
tient”, it also transforms a comforting, warm feeling into a wrong 
and negative feeling to one who is “mentally ill”.

Dehumanization also includes not usually allowing the patient to 
read her or his records, not usually allowed to participate in mak
ing treatment plans, and subtle ways in which patients are coerced 
into taking drugs/medications.

HI. HOW CAN WE ATTEMPT TO BETTER THIS SITUATION?
It is tempting to blame the attendants, nurses, and other em-
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ployees that make the day to day decisions. However, I feel it is 
those with power in DMH who set policy and the legislature that 
funds mental hospitals that bear the most responsibility.

What we have just discussed are seclusions and the reasons why. 
There are some straightforward answers to these problems.

1) Better staffing, and better treatment of staff and patients by 
the state in terms of money and supplies.

2) Better attitudes toward patients. They should be given the 
respect and dignity that anyone else would get.

3) More training for those on the ward, the people most involved 
in patient care.

4) Public and legislative monitoring and review of the good and 
bad that goes on inside a mental hospital.

You need to gather a body of people which consists of patients, 
ex-patients, employees, administrators and citizens interested in 
studying the situation and to become more aware of what has been 
done in other institutional settings. I hope that the special com
mittee will do something about these topics discussed here today 
and take responsibility for making the state system work and not 
simply turn this into a profit-making private industry.



1981.] SENATE — No. 1751. 141

STATEMENT

To: Senator Jack Backman, Chairman,
SPECIAL COMMITTEE TO INVESTIGATE SECLUSION, 

RESTRAINT AND DEATHS IN STATE SUPPORTED 
FACILITIES

From: J. S a n b o u r n e  B o c k o v e n , M.D.

Date: November 30, 1979

The perspective this brief comment seeks to impart is not de
rived from theoretical sources. It is derived from experiences of 
my own and other people’s efforts to guide the development of 
patient care in psychiatric inpatient services in a direction be
lieved to maximize constructive interpersonal relationships. Nine 
years of assisting Drs. Harry C. Solomon, Robert W. Hyde, Milton 
Greenblatt and Alvin Semrad develop an open-door therapeutic 
milieu at Boston Psychopathic Hospital were telling formative 
years as far as developing attitudinal habits goes. In regard to the 
specific issue of seclusion, it was Dr. Daniel Funkenstein’s steady 
persistence in gradually reducing seclusion to the zero point — 
observed by all — which demonstrated that an institutional habit 
can be changed when supported fully by all levels of administra
tive authority and when accompanied by patient reasoning with 
everyone involved.

POINT OF EMPHASIS
I wish to place emphasis on the fact that the presence of seclu

sion rooms on a ward in itself conveys an insidious message to pa
tients and personnel alike. It is a message obviously of different 
and opposite import to the one than to the other. It does have, 
however, one import common to both groups: the means of domi
nation and control are accorded more visibility and the appearance 
of having a higher priority than the means of helpfulness or signs 
of faith and confidence in the healing powers of forebearing kind
ness and trustworthiness of personnel.

The introduction of present-day therapeutic programs in already 
existing wards designed in the distant past, in accordance with at
titudes toward the mentally ill then current, is seriously hampered 
by the invariably present seclusion rooms. The heavy steel-clad
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door, the large key-hole suggesting the jailor’s key, the small eye- 
level peep-hole of a window and the absence of a door-knob are a 
puzzling mockery of staff efforts to maintain a demeanor of good 
will. Ward staff, long accustomed to the presence of seclusion 
rooms, see nothing ominous or sinister about them as does any 
reasonably sensitive newcomer to the scene.

The seclusion room is a vestige of days long gone by when mental 
hospital personnel policies were also severely oppressive by mod
ern standards. Neglect of the needs of the personnel was the rule. 
The needs of ward personnel for training, for common respect or 
even for recreational time was not recognized. Neglect of the needs 
of personnel continued for many years after new concepts of mental 
illness led to substantial measures for improvement of patient-care. 
It was inevitable that continuing neglect of personnel in the face 
of improvement of conditions for workers outside the mental health 
field would result in their joining the forces of organized labor.

At about the same time that unionized hospital personnel ac
quired a strong voice in influencing hospital policy, psychiatric ad
ministrators, along with clinicians, began to espouse the virtues 
of permissiveness. The newly grown assertiveness of ward person
nel combined with the newly adopted passivity of psychiatrists re
sulted in the ironic spectacle of personnel prevailing in the prefer
ence for retaining seclusion rooms.

CLOSING COMMENT
These particulars are related partially out of historical interest 

but largely for the record they provide in demonstrating the great 
importance of strong support from many sources for a new mental 
health center to develop its program. The Center in Lowell had 
such support during its crucial start-up years from two commis
sioners of mental health, Dr. Solomon and Dr. Greenblatt. Of par
ticular importance, however, was the support the Center received 
from the Mental Health Association of Greater Lowell, the admin
istration and trustees of Lowell General Hospital which welcomed 
the Center as a neighbor — indeed, donated the land on which it 
was built! and the Greater Lowell Mental Health and Retardation 
Area Board.

It is a matter of personal experience to me that an open-door no 
seclusion policy not only works but is a happier policy for all con-
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cerned. It is also obvious to me that this could not have been with
out the good will of our Area Board and private Associations and 
Agencies in the local community which in turn won support from 
neighborhood leadership, city and town authorities, and the all- 
important consideration of the State Legislature.

NOTE FOR SPECIAL ATTENTION 
I am aware that this hearing is not being held to discuss the 

issue of training. I would feel however that my statement would 
be wasted if I did not use these final words to emphasize the enor
mous importance of greatly increasing training programs for all 
personnel bearing responsibility for the well-being of the mentally 
ill and relief from mental illness. Such training has a direct bear
ing on preventing the tragedies with which these hearings deal.
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SECLUSION AS “TREATMENT”
ALTERNATIVES TO SECLUSION 
DANGERS OF SECLUSION

Summary of Testimony of George L. Hardman, M.D.
November 30, 1979

I first became concerned about problems related to the use of 
seclusion in 1968, when I observed hospitalized adolescents who 
were being secluded for long periods of time for misbehavior, with 
little apparent improvement.

My concerns increased markedly in 1971, when a patient newly 
readmitted to Boston State Hospital at age 22 died in a seclusion 
room. He had complained earlier of being ill, but apparently was 
told he was malingering. The death was not discovered for several 
hours. The apparent lack of scrutiny of procedures after this 
death, in contrast to the usual procedure of medical or surgical 
services to review all deaths as a learning experience, was very 
disturbing to me.

Seclusion may be necessary at times to restrain violent patients. 
In my opinion, the use of seclusion should be as brief as possible, 
and should be discontinued as soon as the person gives an indica
tion of being able to maintain control. Repeated violent episodes 
should be scrutinized for possible factors of conflict with particular 
staff, subtle precipitating incidents, or the syndrome of patho
logical excitement described by Stanton & Schwartz, in cases of 
covert staff conflict on the ward. In these cases, conflict among 
staff, which was not recognized, could lead to excitement in the 
patient, who was then perceived as the one who was “tearing the 
ward apart.” “The most striking finding was that pathologically 
excited patients were regularly the subjects of secret, affectively 
important staff disagreement; and equally regularly, their excite
ment terminated, usually abruptly, when the staff members were 
brought to discuss seriously their points of disagreement with each 
other.”1 Seclusion in such cases, even if the patient were violent 
or suicidal, would not address the factors contributing to the ag
itated state. Anxiety of the staff about a patient may exaggerate 
the potential for violence, and contribute to inappropriate use of 
seclusion.

Use of seclusion is described as a retreat for overstimulated pa-
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tients. In my opinion, an unlocked quiet room can function just as 
as well. Barton, a former superintendent of Boston State and past 
president of the American Psychiatric Association, has written, 
“The seclusion room produces a minimal stimulus environment, 
conducive to further perceptual distortion by the schizophrenic pa
tient. How much more helpful the withdrawal of a troubled person 
could become in an attractively decorated place of beauty, color, 
warmth, and solitude when one must be alone.”2 Most psychiatric 
patients will withdraw on their own when stimulation becomes un
comfortable. Few psychiatric wards provide for this, and with
drawal is often discouraged by staff, who may feel such withdrawal 
is “avoiding problems.” Bettelheim3 has also written of the signifi
cance of a person having his own private space.

Seclusion is said to be a means of developing internal control 
over one’s impulses. Brief periods of restraint, in the context of a 
therapeutic relationship may accomplish this. Important is that 
the person be released from restraint at the earliest moment, when 
he is once again able to manage his own controls. Children, being 
small, can usually be gently held and calmed down. Long term 
seclusion, or any long term imposition of external control, or ex
ternal control imposed without ongoing human contact, tends to 
diminish the person’s ability to control himself. Unable to exercise 
his own control mechanisms, he tends to rely more on extreme 
controls, and becomes “institutionalized and unable to negotiate for 
himself when external controls are not present. The issue is par
ticularly crucial for children and adolescents, who are still in the 
process of personality development, and may miss out on important 
developmental tasks.

Redl and Wineman4 have devoted much consideration to develop
ment of internal controls in severely acting out children in a resi
dential treatment center. Of crucial importance is that behavior 
management be free of side effects which could undermine a thera
peutic program. Of 17 techniques for control of behavior, most in
volve continuation in the group activities. When a child must be 
removed, it is carefully done, brief, with continual contact with a 
child care worker who helps the child master the situations, and 
with consideration of precautions and contra-indications. Redl has 
written that he would never lock a child in his room. Careful struc
turing of the residential milieu program as described by Redl and
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Wineman, can avoid most of the incidents which might lead to 
seclusion. Although described in work with children, I have used 
the same techniques successfully with adolescents.

Bettelheim, writing of the Orthogenic School, a residential center 
for severely disturbed and psychotic children and adolescents 
stresses the task of “ (holding) the patient in such high esteem 
that the expectation is that he will always act like a decent human j 
being.”5 Presence of seclusion rooms can create the opposite ex
pectation. “Any physical restraint, whether by straight jacket or 
the injection of drugs, is experienced by the patient as concern for 
others, not for him. Though he might understand later that it was 
done for his protection, at the time he is restrained he is con
vinced that it is done not for but against him. This is what makes 
it such a destructive experience: even in the moment of his greatest 
anguish the concern is not for him. If it were, the restraint would 
not be necessary.”6

Trieschman et al,7 in writing of the Walker Home, a residential 
center for severely disturbed children, describe various stages of a 
temper tantrum, and specific techniques for handling each stage.
It is important to recognize build-up of tension, and deal with this 
before a destructive outburst occurs. It is important for the adult 
to maintain his own personal self control to help the child regain 
his.

Although seclusion is described as “treatment”, there is little 
written on it in the psychiatric literature. I have seen no mention 
of seclusion in the Comprehensive Textbook of Psychiatry. The 
Harvard Guide to Modem Psychiatry describes seclusion as a situ
ation where an attendant is constantly present, with whom the pa
tient can interact, which is hardly the usual practice. Another sec
tion states that “Mechanically restraining such (violent) patients | 
may confirm their fears and should therefore be considered only as 
a last resort.”8

Most psychiatric nursing books do not mention seclusion. Alt- 
schul states “Occasionally, but with good nursing only in the rarest 
circumstances, it may be necessary to lock the door of the patient’s 
room for a while until some better method of dealing with a par
ticular situation can be found.” . . . “The disturbed patient very 
rarely benefits from this in any way. On the contrary, he is likely
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to become extremely resentful, and this can only increase the ag
gression, not diminish it.”9

There are virtually no studies in the psychiatric literature of se
clusion as a therapeutic modality. One study described voluntary 
use of a sensory deprivation experience, which could be terminated 
by the patient at any time. Improvement in social adjustment was 
noted in a study of prisoners who were isolated in a prison setting 
as a disciplinary measure.10 I have been unable to find any studies 
which describe use of seclusion as is generally practiced in our state 
hospitals.

Stanton and Schwartz, writing in a classic study of a mental 
hospital, state, “Seclusion, cold wet sheet packs, and sedative medi
cations were similarly controversial because they, too, were am
biguous. All were prescribed officially as “treatment” which was 
to be given to a patient only when expected to be beneficial for 
him. But at the same time, all were used as measures of social 
restraint, despite continuous assertions that they were “treatment, 
not punishment,” by persons high in the hierarchy. These asser
tions were ignored for the simple reason that they were not always 
true: out of context they were merely confusing.”11

Goffman, a sociologist studying institutions, writes of factors 
involved in imposing the “medical model” on an institution, (es
pecially one in evolution from a strictly custodial setting). “Every
thing that goes on in the hospital must be legitimated by assimi
lating it or translating it to fit into a medical service frame of 
reference. Daily staff actions must be defined and presented as 
expressions of observation, diagnosis, and treatment. To effect this 
transition, reality must be considerably twisted. . . .”12

There are virtually no references in psychiatric literature to use 
of seclusion from a practical standpoint. Staff on my ward at Met
ropolitan State Hospital report that they have never been trained 
in use of seclusion. Thus use of seclusion is likely to vary, as staff 
have virtually nothing to guide them. Staff are generally also not 
trained in possible ill effects of seclusion. I would not consider it a 
valid “treatment.”

Seclusion is not as safe as claimed. Involving a form of sensory 
deprivation, seclusion may precipitate regression. Barton writes: 
“The effects of solitary confinement described by Meltzer were 
labeled “stir crazy.” When an individual was subjected to extreme
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isolation, he became tense, restless, yelled, banged on the walls, 
and assaultive to others. Withdrawal was followed by dissociation 
and regression.” . . . “Seclusion for disturbed behavior in a “seam
less room” under conditions of reduced stimuli may exaggerate the 
sense of unreality and distortion of perception already present in 
the schizophrenic patient.”13

Gutheil14 has mentioned the danger of narcissistic injury, basi
cally a lowering of the self esteem of the patient, and possible 
detrimental effects to any therapeutic relationship.

Gutheil also mentions the fact that isolation from the ward com
munity may be perceived as abandonment by the patient. This may 
be particularly true if the patient feels that the staff is angry at 
him, which is not infrequently the case. Such feelings may be diffi
cult to counteract, and outweigh the potential benefit of seclusion.

Some patients may see being put in seclusion as a masochistic 
form of “attention” and precipitate their being put in seclusion as 
a way of forcing interaction with ward staff. Obviously, this is not 
a very adaptive development.

The danger that seclusion will precipitate regression, and failure 
to develop internal controls or other effective coping mechanisms 
has already been mentioned. Barton writes “. . . . there is another 
kind of behavior reaction in mental patients for which seclusion is 
sometimes used. Its use under these circumstances is open to seri
ous question. The patient asks to go into seclusion because he 
might harm himself or others. Thus gratification of unconscious 
fantasy or of infantile dependency needs is made possible by seclu
sion that provides a retreat and serves as a catalyst for a regres
sive experience.”15 The danger is especially severe in children and 
adolescents, who are going through a developmental process. De
prived of positive interactions with other human beings, age spe
cific developmental tasks may be bypassed, perhaps irreversibly.

Seclusion is not generally seen as a form of treatment by pa
tients. In general, it is seen as punishment, similar to a jail sen
tence, and contributes to an impression that the psychiatrist and 
the hospital are not helpful, but rather agents of control.

Panic at being placed in a small, bare room and being locked in 
is not uncommon, and may in itself precipitate acute aggressive
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or self destructive behavior. The risk of self destructive behavior 
is particularly severe if a patient accustomed to “acting out” as a 
means of coping with feelings is suddenly deprived of this psycho
logical defense mechanism. At such times, the only outlet for his 
aggression may be to harm himself. Contributing to the panic may 
be elements of sensory deprivation, which have been shown to lead 
to hallucinations and other distortions of reality even in normal 
persons. Also, the lack of control over one’s destiny which is pre
cipitated by being locked in may precipitate abandonment of what
ever control mechanisms the person had, and result in further re
gression.

Seclusion, whether or not labeled as “treatment”, is generally 
not used in the manner one would expect of a therapeutic measure
— at least not in my experience. Minimally, one would expect se
clusion to be used judiciously, with careful consideration of risks 
and benefits, by staff who have been well trained, and with careful 
consideration of alternatives. Persistence of a symptom — violence
— should call for careful diagnostic assessment of underlying 
causes, with particular emphasis on study of incidents which lead 
to violence, when it occurs, with whom, etc., and a well structured 
ward program designed to avoid such incidents. Adequate, well 
trained staff are essential.

Seclusion may be necessary at times for short term control of 
violent behavior. It is not, in my opinion, a treatment, and can not 
substitute for a carefully thought out therapeutic plan. Most chil
dren are small enough to be held by a staff person and calmed 
down, and would suffer the most from seclusion because of the im
portance of developmental stages. Adolescents may be too big to 
be held, but are also vulnerable to interference with developmental 
phases and need peer interaction for identity formation. There is 

I a serious need for programs for emotionally disturbed, aggressive 
adolescents, who can not be treated adequately either on an adult 
or children’s ward.

Barton writes: “Purging, bleeding, blistering were once fashion
able methods of treatment of the mentally ill. Seclusion, restraint 
and packs are equally obsolete treatment techniques. Fear, panic, 
and frantic efforts to escape are nearly as common human reactions



150 SENATE — No. 1751. [April

to being tied down or caged as they are observable manifestations 
of animal behavior.”16

George L. Hardman, M.D.
Co-director, Delinquency Section 

Judge Baker Guidance Center

Consultant Psychiatrist,
Tantasqua & Union 61 School Syst. 

Consultant Psychiatrist,
Metropolitan State Hospital 

Instructor in Psychiatry,
Harvard Medical School 

Associate in Psychiatry,
Children’s Hospital Medical Center
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ON DEINSTITUTIONALIZATION

Testimony of Marcia Stein 
December 3, 1979

Prepared for submission to the Special Committee to Investigate 
Seclusion, Restraint and Deaths in State Supported Facilities

Speaking to you as the former staff director of the Special Leg
islative Commission on Belchtertown and Monson and the Special 
Senate Committee on Mental Health, I’m pleased to be invited 
back to share with you some perspectives on deinstitutionalization: 
Where We Are and What We Need to Do. Of necessity, with the 
limitations of time, I’ve selected out just a few considerations that 
are foremost in my mind but in no way can they be viewed as the 
total story. I’ve also tried to address matters not yet raised at the 
two earlier sessions.

The Growth of a Public Consensus that Accepts and Demands 
Community Based Services

In spite of many deficiencies in patient care in the community 
and public dissatisfaction with efforts to address them, there has 
been substantial progress in Massachusetts over the past decade 
toward development of a viable community service system. Per
haps most significant has been an ever growing Commonwealth 
Consensus that accepts several common goals. These are (1) to 
develop community based services to serve citizens who are men
tally retarded, (2) to prevent the need for institutional services, 
(3) to develop less restrictive settings for those needing long term 
care, and (4) to improve the management and administration of 
existing and for future services. That consensus grows in spite of 
many problems and fortunately, to suggest solutions that involve 
care in the state institutions becomes even less acceptable.

I see the remaining controversy in public policy arising out of 
the failure to achieve a consensus in four major areas:
1. How to develop and maintain an acceptable level of care for 

those individuals who remain in institutions for whatever rea
sons, for however long.

2. How to generate sufficient resources to fund an expanding com-
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munity system without the need to immediately reallocate in
stitutional resources unless and until those resources are sur
plus.

4. How, where and by whom will the most stigmatized, difficult 
patients be served?

In spite of expansion of community services during the seventies, 
these issues remain and are tasks for the eighties.

In my opinion, a continued open and expanded public debate on 
these issues will be necessary, coupled with intensified public edu
cation efforts. Professionals and legislative and administrative 
policymakers often strongly disagree adding to public confusion.

Why is public education important? Progress is speedier when 
goals and priorities are confirmed by a public consensus. For the 
legislature to act decisively, and for the administration to succeed 
locally, communities must be willing to undertake and continue to 
accept services for the very disabled.

I recently observed some unattractive annoying behavior by an 
obviously disturbed woman in a restaurant near my home. In spite 
of my years in the field, I caught myself thinking “there’s one of 
those”, meaning a former chronic mental hospital patient now liv
ing in the community. But then came second thoughts:

Where should she be living?
What services should she receive?
What do we as taxpayers want to support to meet her needs? 
What about her rights?
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TESTIMONY BEFORE SPECIAL COMMITTEE TO INVESTI
GATE SECLUSION, RESTRAINT AND DEATHS IN STATE 
SUPPORTED FACILITIES — MASSACHUSETTS STATE SEN
ATE — 3 DECEMBER 1979

FREDRIC C. WOOGMASTER 

Mr. Chairman, Members of the Special Committee:

I am Fredric C. Woogmaster, former Director of Counterpoint, 
one of several RAP (Regional Adolescent Program) programs in 
the Commonwealth of Massachusetts. Centerpoint serves Law
rence, Lowell, Lynn, Medford and a number of other cities and 
towns including the entire North Shore. Centerpoint is located in 
a locked ward of the Bonner Building, on the grounds of the Dan
vers State Hospital. I was appointed as Director of Centerpoint on 
February 1st, 1979 and I vacated that position on September 28, 
1979.

When I returned to Massachusetts, after having lived and worked 
in the Washington, D.C. area for the past fifteen years, to assume 
the position of Director of Centerpoint, I did so with the under
standing that Massachusetts was committed to the principles of 
deinstitutionalization. That commitment is not clear. Centerpoint 
and all but one of the Regional Adolescent Programs are housed on 
the grounds of state mental hospitals. Those hospitals, like all 
other archaic institutional settings throughout the nation repre
sent failure. RAP youngsters are said to be the worst delinquents; 
the most seriously assaultive and disturbed youngsters in the 
Commonwealth.

One of the most important goals with such youngsters is to in
still them with hope, at least to reduce some, the hopelessness fed 
by emotional deprivation and alienation. They must be convinced 

I that their lives need not follow paths of failure, that they can suc
ceed, that they can, in fact, lead productive lives without hurting 
themselves or others.

Establishing a new program, one that by design is meant to in
still hope, in a depressing ward of an antiquated mental hospital 
and simultaneously telling hostile, alienated youngsters that there 
is hope — that they will succeed — is simply an exercise in cyni
cism. Centerpoint was established in such a ward; one of the most
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appalling physical spaces I have ever seen. In June we were able 
to move Centerpoint, after three years of operation, to a newer 
building, a more suitable space. The program, however, still oper
ates on the grounds of the state hospital. In my judgment, no new 
programs should be housed in institutions representing years of 
failure. Certainly not programs for children and adolescents. What 
sheer folly to spend $500,000 a year for twelve youngsters in an 
environment that reeks of neglect, abuse and failure.

Centerpoint, and I believe the other RAP programs as well, was 
started with precious little planning. When I arrived in February, 
after nearly three years of operation, almost all of the original 
clients were still there. No appropriate discharge planning had 
been done for three years. DMH has since appointed an aftercare 
coordinator who is in the process of developing an aftercare pro
gram for Centerpoint youngsters. The lack of discharge planning, 
the lack of aftercare development represents gross irresponsibility 
that must be at least shared by DMH regional administration and 
the central office. It seems that as long as there were no publicized 
incidents, no death, no cases of brutality, administration was happy. 
Treatment, it seems, was irrelevant, as long as there were no “prob
lems.”

Since I believe there was little or no treatment at Centerpoint 
for nearly three years, I believed that those youngsters were sim
ply “warehoused.” They did receive service, and some of them 
improved, but clearly not as a result of planned treatment. My use 
of the term warehoused, I use to simply state my opinion — that 
there was no treatment at Centerpoint. The world-at-large was 
hoodwinked. With a wonderful public relations effort and politi
cally savvy regional administrators, the Watergate tapes would 
still be safe with that cast of characters.

How can such a visible, important program, funded through a 
state agency, DMH, and fully supported by the Division of Youth 
Services, the Office for Children, and the Department of Education, 
enjoy such a positive public reputation and yet be providing little 
or no treatment. How could the Regional Administrators and cen
tral office personnel close their eyes to the appalling conditions at 
Centerpoint? I can only believe that there is no effective monitor
ing and evaluation of programs: an absolute necessity in order to 
provide good service.
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When I arrived at Centerpoint, funds were being handled by 
three separate fiscal conduits. There was no one place where one 
could get a complete financial picture of Centerpoint. There was 
no way to determine what the total money expended was at any 
given time. The system was shoddy at best, and a set-up for the 
non-accountability of the expenditure of funds. The fiscal conduits 
had no program control or authority. All authority was vested in 
the Regional Administrator of DMH, much of it delegated to the 
Regional Children’s Coordinator, while all the responsibility re
sided in the program and conduits.

The use of fiscal conduits, organizations that simply “pay the 
bills” can be a convenient way to circumvent a burdensome civil 
service system, but it can also confuse all issues of accountability. 
There was very little clarity; a lack of administrative and fiscal 
clarity must always contribute to a lack of program clarity.

My final concern relates to admission criteria and the referral 
and admission process. Although it can be argued, there is a pre
ponderance of information and professional opinion that supports 
the thesis that mixed populations of youngsters in certain combi
nations can not be effectively treated. One such mix is that of 
delinquency (social maladjustment) and severe emotional disturb
ance (psychosis). Centerpoint has both. One youngster, diagnosed 
as psychotic and a chronic schizophrenic, has been at Centerpoint 
for three years, treated in the context of a behavioral system de
signed for delinquents, which, in my judgment, only exacerbated 
his confusion and disorientation. Centerpoint, in my opinion, is 
not an appropriate program for this youngster. Many youngsters 
are admitted to Centerpoint because “there is no other place.” 
Other programs, then, more suitable, must be developed.

The idea for the RAP program was not a terrible one; the pro
grams were developed by people interested in the welfare of chil
dren, but the planning was poor and the program implementation 
and design was abominable. Without appropriate on-going moni
toring and evaluation (in my judgment the Department of Mental 
Health cannot police itself) programs like Centerpoint will become 
dumping grounds for the disadvantaged, disenfranchised young
sters who have neither appropriate defenders nor advocates.

Placing a youngster in a locked facility is serious business. If it
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ever is to be done, it should be done, clearly, as a last resort. Every 
check and balance should be in place prior to that final disposition. 
My experience at Centerpoint tells me that is not the case. The 
gaps are enormous, the abuses, I’m afraid, are nearly as large.

I will end my formal remarks on that note but will be happy to 
answer any questions you might have. Also, I would be pleased to 
furnish this Committee with any written information that might 
serve a useful purpose. Thank you.
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Testimony: Kip Tiernan — One Warwick Street, Roxbury, Mass.
02120

Special Committee Hearings on Deinstitutionalization, Room 427, 
State House, Boston, Mass.

My dear Sisters and Brothers:

Thank you for the opportunity to speak today. I stand here, 
once more, speaking in behalf of the voiceless of the city, the no- 
world people, some percentage of whom have been referred to as 
Boston’s Boat People. People with nowhere to go. As a member 
of an urban team ministry, Warwick House/St. Philip parish in 
Roxbury, I used to visit the wards at Boston State many years ago. 
Today I’m seeing some of those folks today in the streets and it 
seems to me that our streets have become the wards without meds 
in some instances.

I’d like to preface any remarks I make here today by stating I 
know some really terrific, compassionate mental health people — 
who indeed provide a credibility for the mental health system it 
does not always deserve. I also know some wonderful non-profes
sional people who work with and for deinstitutionalized people. 
They, too, provide this credibility. People like myself have spent 
enough time with deinstitutionalized people, in this instance spe
cifically women, to make some kind of critical observations. (1) 
Dropping folks from the back wards to the back alleys is not in 
anyone’s best interests; (2) the problem is a growing one — in 
fact, maybe even epidemic; (3) there aren’t enough beds in the city 
to address the most basic needs of the chronically distressed; (4) 
there does not appear to be any preparation or followup on some 
people discharged from the mental health system.

Three years ago we were told, at Rosie’s Place, that Boston State 
Hospital could not lower its census without us. But, you see, we 
are not and were not ever equipped to deal with the extraordinary 
needs of the discharged patient who obviously needs care after 
discharge. Neither are, for the most part, other existing services 
that offer emergency shelter and basics such as food, clothing, beds. 
I m sure there are people who are making it out there. But I see 
the ones for whom deinstitutionalization has not worked. And it’s 
pretty depressing.
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Let’s talk a moment about the climate — the environment they 
come back to. They are usually released back into their own 
neighborhoods. Well, the old neighborhood isn’t what it used to 
be. Requiring some form of stability, they come back to an up
rooted neighborhood, where now the faces are not only unfamiliar, 
they are in many instances, hostile. If they are lucky enough to 
get on general relief or SSI, they are not going to be able to find 
suitable housing, or they are going to get ripped off by callous 
landlords — or they are not going to be able to maintain rooms 
because of their behavioral eccentricities in some instances. They 
are also being dumped into areas where the urban poor are strug
gling to maintain their apartments and rooms and the gap is getting 
narrower for poor people in the cities to maintain themselves. The 
numbers game is being played out with the various mental health 
systems too — don’t take any admissions you don’t have to and 
let them out whether they’re capable or not. Welfare workers 
cannot deal with the large numbers of chronically distressed people 
they are seeing every day. The homeless persons division of the 
Welfare department is not geared to handle the large number of 
people who were coming to them for assistance. Last year the 
homeless division set up a new ruling regarding the giving of $30 
per person for a room. The recipient was to get a voucher worth 
thirty dollars, and give it to a prospective landlord. This hasn’t 
worked out because landlords don’t want to have to wait for their 
money and they aren’t interested in vouchers, so now the welfare 
department can say there aren’t homeless people because the di
vision doesn’t see them. It’s all wrong. Condo conversion has re
duced what was left of the rooming houses. Those that are left are 
very expensive and very selective. Deinstitutionalized people are 
harder to place now, even if we can find rooms for them.

There are not enough community residences. Newer residents 
are taking steps to prevent residences from happening, in many 
gentrified areas, all previously urban, where massive displacement 
has taken place. The mental health system doesn’t pay folks 
enough to provide decent services for dischargees. The budget in 
SSI is too low to enable dischargees to enjoy the new found free
dom they should have. They end up leaving and hitting the emer
gency shelters which are all incapable of providing many of the 
services they require. None of us are set up for custody and care
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on a day to day year to year basis, as many dischargees require. 
And yet we find ourselves doing the things we feel the mental 
health system should be doing — like trying to get them on SSI, 
trying to get them into rooms and apartments, trying to make sure 
they get back to the hospital for treatment — many are in poor 
physical shape as well as emotional turmoil — we try  to help them 
survive in an incredibly alien and hostile world — they should have 
survival courses before being discharged.

We are called upon by every multi-million-dollar funded agency 
in the city — frequently by mental health facilities — to provide 
what they say they cannot provide — food, clothing and shelter. 
In some instances they’ve even sent women to us with a piece of 
paper, telling them they were to come to us — without calling us 
ahead — to make sure there would be room. This is not only un
fair to the women, it’s unfair to us. It’s an added indignity the poor 
woman should not have to deal with. And it’s wrong. In fact, it 
is violent.

To feel good about yourself, to feel of value, to feel even neces
sary to someone — that’s probably as good a basis for good mental 
health I can think of. But that is not the way many who are being 
discharged are made to feel. I think there are some simple ways to 
handle the current problem of deinstitutionalization. One might 
be to become less professional and more common sensy. I think we 
need mental health workers who spend time with discharged 
people, to help them adjust to this terrible society — if they must 
— to help them become more economically stable and independent; 
to go with them to the landlord, the doctor, the welfare office — to 
spend qualitative time with them — not as a worker but as a 
friend — I’d like to see a series of small home settings — where 
four or five women on SSI could live with maybe two workers who 
might make a two year commitment to such a setting — where 
meals and expenses could be shared — where the quality of life 
might be considered — where a caring environment might be pro
vided. I know that sounds pretty simple but it would sure beat 
the mess we are all in now. Turning neighborhoods into snake pits 
isn’t doing much for anybody. Women being deinstitutionalized 
today are not going to make it unless some careful planning is done. 
Preferably before patients are released. Beth Israel Hospital did 
a pappr on deinstitutionalrzetion a couple of years ago. March,
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1977: Scientific American — stating it hasn’t  worked. Well, it still 
hasn’t  for a large number we see in the neighborhoods every day. 
Eventually what happens is they get sick and have to be read
mitted. But as soon as their trauma is over, they are again re
leased back to the streets. There’s got to be a more human way of 
dealing with vulnerable people. And blaming the victim is not the 
answer — but that’s what’s happening. The poor are being labeled 
an impact by the hordes of new neighbors coming to town. The 
displacers are the impact.

There’s a lot more I could say today — but I’m not going to — 
there are others here today who can say it far better than I — I’m 
very discouraged with the mental health system that releases vul
nerable people to a hostile world — a world that has a growing 
mean streak in it — a world that has no use for you if you are 
poor, or old or different. I’ve been coming to hearings similar to 
this one for years, testifying on behalf of the poor — the disen
franchised. And I shouldn’t have to. We should not be meeting 
like this, year after year, decade after decade. There are thou
sands of suffering people out there — and we are accountable. 
There is a responsibility the mental health system must address 
itself to for those it has seen fit to discharge .. . they are wandering 
around, alone out there — in bus stops, abandoned buildings, all 
nite cafeterias, emergency rooms, in the weeds, the streets . . . 
and they are constitutionally entitled to food, clothing and shelter. 
And somebody is responsible — particularly if we dare to continue 
to call ourselves Christians —the streets are unsafe — even for the 
so called adjusted persons — how can we release vulnerable suf
fering people to such hostile suroundings?

It’s getting harder and harder to feed the hungry and clothe 
the naked and shelter the homeless these days. I t’s not politically 
appropriate.

Several years ago there was a bit of graffiti on the walls of Ox
ford and I passed it on to some friends in Mental Patients Libera
tion Front, suggesting they use it for their letterhead — it read 
“Do not adjust your mind—there is a fault in reality” . . .

I guess the question I’m asking today is: Who’s crazy?

The other quote I’d like to leave with you is from Aeschyles “In
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our sleep, pain, which cannot forget, falls drop by drop upon the 
heart, until in our own despair, against our wills, comes wisdom, 
through the awful grace of God.”

Thank you.

Kip Tiernan
Rosie’s Place, 1662 Washington Street, Boston 
Warwick House/St. Philip Parish,
Warwick Street, Roxbury, Mass.
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TESTIMONY OF RICHARD ROWLAND BEFORE THE SPECIAL
COMMITTEE TO INVESTIGATE SECLUSION, RESTRAINT 

AND DEATHS IN STATE SUPPORTED FACILITIES

December 3, 1979

SENATOR BACKMAN: Richard Rowland, Coordinator for the
Legislative Council of Older Americans.

MR. ROWLAND: Good afternoon, Mr. Chairman, members of
the Committee. My name is Richard Rowland, representing the 
Legislative Council for Older Americans. I’ve passed around to one 
of your staff people a copy of a memorandum of agreement that the 
Mass. Assn, of Older Americans and the Dept, of Elder Affairs and 
also the Dept, of Mental Health worked out January of this year — 
and a statement of goals for mental health services for the elderly. 
I’d like for you sometime to peruse it. I think it impinges on what 
you’ve been talking about, about quality care and follow-up and it 
was put together by people from those three organizations on a 
cooperative effort. But we think it needs a lot of work to imple
ment it. We think it is a good statement, but, like most phil
osophical statements, it needs to be implemented.

What I’d like to do to start off, Mr. Chairman, is to thank you 
and your Committee for raising a whole series of issues that deal 
with care in the mental health system. I think you’ve done a serv
ice and I hope that once the Committee ends and makes its re
port, that the Committee will look toward some follow-up moni
toring in six to twelve months after you make your report. I think 
the thing that we’ve found on most of the efforts is that it is not 
getting philosophical agreement about quality of care or what’s 
really right to provide a human quality in the system, but it’s car
rying out those agreements, and that’s really difficult. I was kind of 
puzzled sort of over what the Committee was doing, given the 
various statements that came out in the press by one of the Coali
tion members, I think at one time, there wei'e statements sort of 
questioning the, what the Committee was doing, and then later on 
in the week I heard a radio statement praising the diplomacy and 
sagacity of the Chairman; so I hope that the sort of dual side or 
inconsistency of — will be overcome. But I think what it points 
out is that whenever you start to look at a system — not only this
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system, but any system — you find that there’s both threatening 
aspects of any kind of investigation or re-analysis and also sup
portive aspects; and I think that knowing the work that all of you 
have done, with regard to mental health services, that what is go
ing to come out will of certainty be a positive nature.

This brings me to the Commissioner — the role of the Commis
sioner, Dr. Robert Okin. I think — we’ve worked with Dr. Okin 
for a number of years now, and I’d just like to say that we’ve been 
critical of the Department for various services for the elderly, but 
on balance, I think that Dr. Okin has done a credible job. I think 
that he has brought the system a long way; I think that it has a 
long way to go, but, and I’m hoping that many of the criticisms 
that come out, that Dr. Okin can see that this Committee has both 
his interests and the interest of the staff and the Department — all 
of those served by the Department — in mind.

When looking at — we’ve looked at some of the problems of the 
elderly in the mental health system over the years, and it didn’t 
take a lot of digging to find out that there weren’t a lot of serv
ices for the elderly. This is not true just in this State, but it’s true 
in many of the states. The — you find that most of the elderly are 
living in institutions where the services leave a lot to be desired. 
But if you look at the number of elderly served in the community 
clinics, you’ll find that it’s very low; it’s also very low nationally. I 
think this has a lot to do with the way we conduct therapeutic 
treatment in community clinics. The elderly are not particularly 
prone to the verbal interaction in psychiatric therapy; and, there
fore, they both select themselves out and I think the staff opts for 
a different type of patient. But we also think there are many more 
things that can be done for the elderly in the community — whether 
they’re day treatment centers, visiting, both to nursing homes, rest 
homes — visiting to the homes, giving consultation to senior cen
ters — a whole host of things in . . .

About 26 months ago we appeared before the Department at a 
budgetary hearing and asked for two million dollars to be set aside 
in special services to the elderly. In the fiscal ’79 appropriation we 
were successful in getting three hundred and thirteen thousand dol
lars — not very much, but it was earmarked for services to the 
elderly. In Fiscal ’80 — the budget year we’re just in — the De
partment agreed to put in almost a million dollars — nine hundred



164 SENATE — No. 1751. [April

and thirty thousand dollars in new money. They put it in their re
quest, yet this was rejected by Human Services Secretary Charles 
Mahoney and did not appear in Governor King’s version of the 
budget. We had extended conversations with the Legislature and 
when the budget finally was finalized, four hundred thousand dol
lars additional monies . . .  at the service . . . develop. This is 
what we had requested and Commissioner Okin had agreed and 
four hundred thousand dollars was put in this budget. It is — it’s 
not enough by a long-shot, but we are hoping it will increase in the 
future and we will continue to push for additional monies.

To give you an indication of what has happened in institution
alization, I think, as you look, there are a number of studies and 
surveys that have been made, and one of the things that keeps 
popping up is that about ten or eleven percent of the nursing home 
population, in terms of long-term care facilities, Level 3 facilities, 
is made up of former institutionalized patients. About 26 percent 
— 23-26 percent of the residents of rest homes are former patients 
of the Department of Mental Health — either the retarded or from 
the mental health hospitals. Now, when you look at the services 
that are available in these nursing homes or the rest homes, is 
where you become very concerned. With few exceptions, there 
aren’t services. In a sense, what we’ve had happen is in this sort 
of era of deinstitutionalization, we’ve moved people from a state 
system in the Dept, of Mental Health that’s state-funded basically, 
into a smaller institutionalized system — the nursing home system 
or the rest home system — where you change funding streams — 
you get more federal monies. But you reinstitutionalize people, 
yon don’t change greatly the number of institutionalized individuals.

SENATOR BACKMAN: Excuse me. Would you say they’re
better off or worse off?

MR. ROWLAND: In some cases, they’re better off. In other
cases they’re not as well off. Nursing homes tend to be much more 
crowded. They don’t have the living space; they don’t  have the 
recreational kinds of space [and] inclement weather that you had 
in many of the mental health facilities. And I don’t  mean that the 
life there was good. We’ve had a shift, not necessarily a qualita
tive change in lifestyle.
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SENATOR BACKMAN: Well, which ones are . . . those are
the ones that are worse off, which ones are better off — what, 
those that have gone into nursing homes?

MR. ROWLAND: The people that would be better off are the
people that have gone into homes that have a, maybe a large num
ber of private paying patients that could afford more services; 
those that are in homes where recently some of the area mental 
health groups have put incentive money to increase services if they 
are accepting patients. Now, some of these developments are rela
tively recent. In the whole history of institutionalization or dein
stitutionalization, the patients, elderly patients, haven’t fared well, 
they haven’t fared well at all. Now, there was a survey done in 
1977 in the Mass. Mental Health catchment area and they looked 
at almost 50 nursing homes — there were 49 nursing homes; and 
they found that about 18 percent of the population in these 49 
nursing homes were former residents of mental health institutions. 
Now, out of this, they developed a program; they went and they 
got some federal money and, from the Administration on Aging, 
and I think they’ve done a pretty good job to try to bring services. 
But they had to go to the Federal Government for that. And this 
was really out of the initiative of a particular individual director 
that moved in that manner.

SENATOR BACKMAN: What kind of services do you think the
Department of Mental Health should structure into nursing homes 
if they are going to shift patients from mental health institutions 
to nursing homes?

MR. ROWLAND: There ought to be ongoing consultation with
handling of behavior problems, problems of living, problems of the 
new space, problems of new staff that aren’t trained for this. There 
ought to be some sort of linkages with the Department of Elder Af
fairs and its Home Care Corporations — things we don’t have at 
this point.

SENATOR BACKMAN: There is no liaison between the Dept,
of Mental Health and nursing homes . . . once they’re . . .  in 
there?

MR. ROWLAND: Well, I think that the Dept, of Mental Health
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is moving in that direction; in some areas they’re doing this. I 
think the people you have to bring in more are the people also along 
in the Dept, of Elder Affairs. In a sense, they have a large home- 
care network that you know of — there’s about 42 million dollars 
in that system now, and what we ought to be doing is seeing that 
if there are transfer plans, that the Dept, of Elder Affairs is noti
fied and that they have some input and judgment over whether it’s 
going to be better — life is going to be better if you transfer some
one out of Metropolitan State to Tewksbury. Now, [in the] Tewks
bury transfer, in a sense what has happened is you move people 
from one state institution to another institution, on your chart for 
deinstitutionalization, one gets credit because you’ve moved them 
out of the mental health system; but what they don’t  tell you is that 
they’ve put up another entry on the public health system. In a 
sense, it is really the worst of a numbers game because then we can 
look and we can point and say we’re decreasing the mental health 
population. But what people don’t know enough to ask is we’ve 
transferred them to the public health system. Now,

SENATOR BACKMAN: I have just a question from your ex
perience — if a person has been mentally ill for 20 years and has 
been in a mental health institution, and the person is now, we’ll 
say, 68 years old or 74 years old — and I’ve given you the past his
tory — at that age, can they be shifted to a nursing home, public 
or private, and have their needs taken care of? Or do they still 
require mental health care?

MR. ROWLAND: Well, I think the fact of the matter is we’ve
moved hundreds of people like that and in most cases we really 
have forgotten about them once they got into the separate nursing 
home system. Now, I think recently the Department has recognized 
that it wants to do some follow-up, wants to do some liaison work 
and wants to put some money as an incentive into the nursing home 
system so nursing home operators will take these people. But 
what’s happened is that nursing home operators, because they’re 
harder to manage, they’ve refused in many cases to take more 
mental health referrals. Now, but people should be, in a sense, if 
we’re concerned about not just changing the funding stream but 
concerned about the quality of care on the other end of that trans
fer — people should be aware that we’ve got to in a sense put more



1981. J SENATE — No. 1751. 167

money into that system and more services because, in a sense, 
[really] people that are being transferred have mental health needs; 
they’ve been institutionalized for many years and they’re moved 
into a new system with a lot of trauma and a lot of fear, and they 
need to be given some assistance and also some ongoing kind of 
hope that we’re not abandoning them from the mental health sys
tem and pushing them into a nursing home system to forget and 
not care for them again.

SENATOR KING: These affiliation agreements that . . . have
tried to . . . with the nursing homes in their area . . . Do you 
have a problem with transfer itself from the medical buildings of 
state hospitals to local nursing homes? Is that still bothersome?

MR. ROWLAND: Yes, this is bothersome in a number of ways.
It’s bothersome because we cannot be sure that there’s really go
ing to be follow-up. In a sense, there’s agreement, but we really 
can’t be sure there’s follow-up. What we’d like to recommend is 
that the Dept, of Elder Affairs get involved because it has some 
special responsibilities for older residents and because it’s inside 
the state system and should be able to put pressure inside the state 
system.

SENATOR KING: Are vou talking about D.E.A. monitoring
the effectiveness of the affiliation agreement . . . and whether or 
not . . .  ?

MR. ROWLAND: That’s right. And before the State moves, in 
a sense, patients from Metropolitan State Hospital to Tewksbury 
Hospital, that they would have to involve the Dept, of Elder Af
fairs and that someone who would be independent of that transfer 
goes out and looks at the problems raised by this transfer, raises 
some questions about, is it a good transfer, is it really going to 
help or is it going to hinder, or are we just changing funding 
streams?

SENATOR BACKMAN: Just one thing. Can you tell me of
any follow-up at all — you know, you’re very kind in the way you 
testify all through the years; and, what follow-up, if any, do you 
know of anyplace that the Dept, of Mental Health has done in re
gard to persons shifted from mental health institutions to nursing 
homes?
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MR. ROWLAND: Well, I think in the Mass. Mental Health
catchment area because they’ve done some very good work; they 
got some federal funds; Dr. Gurien has been, I think, outstanding 
in giving leadership in that area. But that’s only one area. I think 
that they’ve done something in Mystic Valley.

SENATOR BACKMAN: What things have they done? I
mean . . . ?

MR. ROWLAND: Well, they’ve worked out some agreements; 
they’re doing some training now with mental health personnel that 
serve the elderly; they’ve developed some incentive money to en
courage nursing home operators to take patients from the mental 
health system and those patients then will get added services.

SENATOR BACKMAN: I see.

MR. ROWLAND: Now that’s the kind of model, but that’s be
ing done more in the exception than across the board.

MR. DAVID COLLINS: Mr. Chairman, may I make a com
ment? You mentioned the fact that the transfer from Danvers 
State to Tewksbury was a budgetary thing. This was not a Dept, 
of Mental Health-initiated thing. It was done by citizens . . .  I 
think, because of the conditions in Danvers State.

MR. ROWLAND: Well, I didn’t mention Danvers; I mentioned
Metropolitan State.

MR. COLLINS: Okay, there were 100 or 120 people transferred
from Danvers State and it required a special act of the Legislature 
to do this because the conditions at Danvers State were pretty bad 
for people who had more medical than mental problems, and we 
saw what happened on Channel 4 with their presentation; you 
know, it isn’t necessarily bad, and it, each case . . .

MR. ROWLAND: I would agree with you. I t’s not necessarily
bad, but it’s not necessarily good either. We ought to look at both 
sides of the coin here and see if it is in the patient’s interest. I 
think the other thing we’ve got to look at is what’s happening with 
Metropolitan State and Danvers now on the certificate of need 
that has been worked out and okayed by the State. Is the staff — 
and if you read the testimony from the people in Public Health in
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terms of certificate of need, determination of need, you get the idea 
very strongly that Tewksbury doesn’t want these patients. Now, 
if they don’t want them, then what’s that going to do to someone 
who’s maybe 80 years old and infirm — is brought into a system 
that is not prepared to take them? I would just hate to be that 
person. I think everyone in this room would hate to be the person 
that comes into a system in a sense that doesn’t want them. Maybe 
it’s because they don’t think there’s enough backup staff and 
money allocated for care; maybe they think they’re not handled 
and trained for special problems. But we’ve got to look at all those 
things so the patient’s interests are taken care of.

MR. COLLINS: The staff was transferred with the patients
from Danvers State to Tewksbury.

MR. ROWLAND: On that case. But if you look at the — what
is happening on the determination of need proceedings, you find a 
lot of evidence in the record that Tewksbury does not support the 
transfer. So I think that before you move very frail elderly people 
into this system, we’ve got to be very sure that the system is pre
pared for them and receptive for them and that they’re not getting, 
you know, sort of palmed off on a power play between the forces in 
the bureaucracy. I guess that’s the point I’d like to make.

SENATOR BACKMAN: Your testimony has been very excellent 
but I wonder if you could conclude. We have a number of witnesses. 
You have really given up a lot of information. If you have a few 
more remarks — we need to go on, as you know, all day . . .

MR. ROWLAND: I’d like to close by reading this: “In general,
there has been little in the way of fol'low-up of patients discharged 
to nursing homes by the Dept, of Mental Health. As a result, med
ication is often not adequately monitored, and in some cases contra
indicated drugs may be prescribed by the physician associated with 
the nursing home. Furthermore, some nursing homes have found 
state hospitals unwilling or unable to provide emergency help or 
readmission to a hospital when facilities find themselves no longer 
able to cope with disruptive patients. The Dept, of Mental Health 
has adopted a policy whereby each mental health area director 
must sign affiliation agreements with each nursing home accepting 
patients from the mental health service system. These affiliation
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agreements seek to guarantee that the Dept, of Mental Health will 
follow each of its referred patients and provide necessary services 
and consultation for an indefinite period of time. Implementation 
of these agreements, however, remains a major problem.” Now, 
this document comes and is part of the 1979 State Health Plan. In 
a sense, . . . get this kind of language in our official 1979 State 
Health Plan, it tells you that there are many people in the system 
that recognize that there are continuing problems and I hope that 
this Committee would be able to bring all those people together 
both in the system and outside the system so that people make the 
hospitals and make the nursing homes a better vehicle of care 
rather than people being forgotten in the system. Thank you very 
much.

SENATOR BACKMAN: Thank you very much. Just one brief
question.

MR. COLLINS: Are you suggesting that the public know the
affairs . . . between the Dept, of Mental Health and the Dept, 
of Public Health?

MR. ROWLAND: I ’d suggest that the Dept, of Elder Affairs
play an oversight and a watchdog role in the transfer of patients in 
the system — [whereas] from one state institution or agency to 
another, or to look at the treatment plans and how they’re being 
carried out, if they’re moving people into nursing homes. I think 
they can do that and I think it would bring another party — a 
third party — into the sytem so that people don’t  get lost.
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Testimony of Benjamin Ricci, Professor of Exercise Science at 
the University of Massachusetts, Amherst and principal plaintiff in 
the historic class action suit, Ricci v. Greenblatt 72-469-T, before 
the Special Committee to Investigate Seclusion, Restraint and 
Deaths in State Supported Facilities, Senator Jack Backman, 
Chairman. December 3,1979.

Senator Backman, members of the Special Committee, I feel 
honored to have been invited to appear before you to present an 
historical perspective of deinstitutionalization. I am no stranger 
to the practice, having been a careful observer of the Department 
of Mental Health (DMH) for the past ten years.

As practiced by the Department of Mental Health, deinstitution
alization is a negative concept and is purely quantitative. It was 
and continues to be billed as being cheaper, an apparent appeal to 
those who are cost-conscious. It turns out, however, to be far more 
expensive. May I emphasize that cost should be irrelevant for we 
are dealing with human beings.

As noted in the DMH literature, there is a “mandate” for change, 
the “mandate” having its genesis in the Federal Community Mental 
Health and Retardation Act as well as the Federal Community 
Mental Health Act (196.3).

Massachusetts moved quickly to enact suitable legislation, but as 
the record indicates enactment was selectively applied. It was left 
to the DMH to carry out the “mandate”, and in cavalier and ruth
less fashion they did. It had its most inglorious moment in 1967, 
for it was in this year that the deinstitutionalization program, also 
viewed as the dumping campaign, had begun in earnest. The DMH 
had decided to reduce the population at Belchertown State School 
(BSS), and elsewhere, by transferring mentally retarded persons 
to a hospital for the mentally ill, specifically Northampton State 
Hospital. However, the DMH tried to couch its wicked scheme by 
using such a word as “concern” for the welfare of persons in their 
care. This concern took form in the following letter, dated March 
20, 1967.

“Dear Mr. and Mrs. Ricci

The Massachusetts Department of Mental Health has made it 
possible for your son Robert to be transferred to Northampton
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State Hospital where living conditions are not as crowded as 
they are in the School [BelChertown State School].

This matter has been explained to Robert and he is anxious 
to be considered for this transfer, along with several of his 
companion residents here at the School. Incidentally, it would 
make it easier for you to visit Robert.

Would you kindly date, sign your name, state your relation
ship, and fill in your address on the enclosed Request for 
Transfer Form, and return it to me promptly.

Very truly yours,
/ s /  Laurence Bowser, M.D.

Superintendent”

Inasmuch as mental retardation and mental illness are totally 
different conditions, inasmuch as the United Nations and the World 
Health Organization specifically reject the mixing of both groups, 
and inasmuch as this Massachusetts DMH action extended far be
yond the bounds of decency and compassion, it was wrong and re
mains wrong. It was done because of inept DMH administrators 
and it was done because it involved merely an easily accomplished 
transfer within the same agency. I witnessed the transporting of 
many of those unfortunates in stake body truck, like cattle. And 
like cattle, they were obedient and docile. How many were trans
ferred state-wide will probably never be known. But a safe as
sumption would embrace approximately four hundred mentally re
tarded human beings to Northampton State Hospital alone, from 
BSS. Today, December 3, 1979, some ninety-three (93) mentally 
retarded persons remain at Northampton State Hospital, as re
vealed in Brewster v. Dukakis before U.S. District Judge Freedman.

Where have the others gone? No one knows. No one has ever 
been held accountable for them. They have been dumped, some into 
graves.

In response to a question I raised at the Special Legislative Com
mission hearing (on Belchertown State School and Monson State 
Hospital) in February 1974, Human Services Secretary Peter Gold- 
mark and Mental Health Commissioner William Goldman could 
only apologetically respond that they could not account for all the 
former residents of BSS.
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However, during the same month, in reply to a question from 
U.S. District Judge Joseph Tauro, during a session in his chambers, 
the Regional Services Administrator for Region I (Western Mas
sachusetts) responded that approximately three hundred former 
residents of BSS remained unaccounted for. I challenge Mental 
Health Commissioner Robert Okin to provide the answer.

Now for the decade of the ’70s, the deinstitutionalization — or 
dumping — decade.

The early response to Ricci v. Greeriblatt, filed in U.S. District 
Court on February 7, 1972, was disgraceful. The Massachusetts De
partment of Mental Health entered a motion* in an attempt to ren
der ineffective the thrust of our suit which was to make BSS habit
able and provide for adequate care and treatment. DMH tried to 
have our suit thrown out of court. In an affidavit, the Acting Com
missioner (who was filling in for the vacationing Commissioner) 
argued that the injunction “. . . will result in extreme and irrepar
able harm to a large number of residents if it is enforced.” The 
motion was denied. Beneficial changes were to occur at BSS as a 
result of our suit and with the support of the legislature. Yet DMH 
was determined to carry out its ill-conceived dumping plan. Hun
dreds of former residents were discharged. By this technique, de
institutionalization took a new form for hundreds did not even set 
foot into community facilities; they were cut off from even meager 
services. Many had been institutionalized at BSS for up to thirty 
years and were not even minimally prepared for a radically differ
ent environment with the challenges, and the freedoms, and the 
responsibilities of community living. They were discharged. The 
DMH absolved itself of any responsibility. Given that scenario 
there can be no recidivism. The rationale for discharge was pro
vided by Assistant Commissioner for Mental Retardation, Lewis 
Klebanoff, in a communication of September 9, 1974: “By choosing 
to discharge rather than routinely allow and accept temporary 
separation, we are clearly placing more responsibility on local serv
ice systems to provide counselling, care and follow along to those 
citizens returning from state schools to their home communities.

*0n February 24, 1972, the following motion was entered: “A Motion to 
Stay the Preliminary Injunction Pending a Hearing and Further Court 
Order on Defendants’ Motion to Modify Preliminary Injunction or, in the 
Alternative, Dissolve Same.”
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We are also offering our client the dignity and independence which 
is his right as a citizen.”

In the course of Ricci v. Greenblatt, the DMH presented to the 
Court their “Care and Treatment Plain . . . .” which was ultimately 
rejected. However, in that plan the following table appeared:

TABLE I: NUMBER OF RESIDENTS OF THE FIVE MAJOR 
INSTITUTIONS DROPPED FROM IN-RESIDENCE CENSUS

1969-1970

Type of Placement Fiscal 69 Fiscal 70 Fiscal 71

Indefinite visit
Nursing home 72 132 92
Other 144 112 170

Outright discharge 79 128 123
Family care 3 14 22
Job placement 142 143 115
Hospital 5 8 31
Death 171 147 141

Total 616 684 694

Death ranked as the greatest placement in 1969 and 1970 and 
was second only to the catch-all “other” category in 1971. Repug
nant, but true; our appointed officials, the Secretary of Human Serv
ices, the Mental Health Commissioner, and the State School Su
perintendent would consider death as a placement — or another 
methods of deinstitutionalization.

The Ricci v. Greenblatt Consent Decree was signed on Novem
ber 12, 1973. During the interval between March 1973, when place
ment notices were first required by the Court, until the signing of 
the Consent Decree, the DMH capitalized on the fact that Ricci v. 
Greenblatt had been reassigned to four U.S. District Judges and 
during that interval two hundred twenty-three (223) persons were 
deinstitutionalized of whom fifty-one (51) persons were readmitted 
because of unsuccessful placements.

We are within one month of ending the decade of the ’70s so 
what, it is logical to ask, has changed?
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In my attempt to carefully monitor the deinstitutionalization 
thrust, I, as principal plaintiff, received notice through the Federal 
Court of class members being considered for transfer from BSS. 
From 1972 until now, DMH has refused to make known to me the 
name(s) of the parents or guardians — under the guise of “con
fidentiality” — even though they are clearly associated with mem
bers of the class in Ricci. A recent revision of the form now per
mits me to communicate directly with the parent (s), relatives, 
guardians in regard to quality and permanence of placement. We 
are now in a better position to combat the quota system in effect 
in DMH. Meeting ones quota is very important in the automobile 
industry — i.e. get rid of cars — but totally inappropriate for hu
man beings.

My recent insistence of enforceable Individual Service Plans 
(ISPs) has held up the implementation of regulations for the men
tally retarded. This directly relates to deinstitutionalization plans, 
for it allows us, the plaintiffs, to hold the DMH accountable for 
providing for the mentally retarded as they have never been held 
accountable throughout their history.

But there is much catch-up work to be done. There are many 
members of the class in Ricci who (1) are facing eviction from 
community apartments for “failure to pay” (because they cannot 
manage finances), (2) are in need of counselling and rehabilitation 
for alcoholism or drug addiction or family planning, (3) cannot 
find employment and are thus destined to remain on welfare rolls 
because the vocational habilitation and counselling aspect was and 
remains missing, (4) are “public nuisances” because they have not 
been adequately prepared for living among members of our larger 
society, (5) living in sub-standard housing, (6) live in “constant 
fear” of “job discrimination” and “lay-offs” and “unemployment” 
because of their label “mentally retarded” and compounded by the 
fact that DMH insists upon keeping their client lists alive.

Within DMH Region I, encompassing Franklin, Hampshire, 
Hampden, and Berkshire counties, there is potential for success. 
But as Linus said, “There is no heavier burden than a great poten
tial.” Adding to the burden is the centralization of authority with
in the Department of Mental Health — an introduction of Commis
sioner Robert Okin — as well as top-heaviness of DMH Headquar
ters at 160 North Washington Street, Boston.
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As your committee wrestles with seclusion, restraints, deaths, 
Commissioner Okin responds by forming a Blue Ribbon Commis
sion. His is an age old tactic which this time around must not be 
allowed to be repeated. DMH has a rich tradition of forming task 
forces, or commissions, of asking for time to gather data, all of 
which is also known as stall, delay, obfuscate. Seclusion and re
straints, especially chemical restraint, was outlawed in Ricci v. 
Greenblatt. Commissioner Okin knew this, but failed to properly 
direct his huge bureaucracy. He has complained about the Court’s 
involvement, yet he is incapable of providing leadership. He has 
learned well the technique of his predecessors. The very first sen
tence of the “Care and Treatment Plan for Belchertown” which I 
cited earlier contains an interesting and revealing opening sentence, 
which asks the reader of the “Plan” to consider that Massachu
setts has wrestled with this great problem in the company of all 
other states in the union — a sort of why-are-we-being-singled-out- 
when-we’re-no-worse-off-than-any-other-state stance: “The prob
lems at Belchertown State School are part of a larger challenge that 
pertains to all major institutions for the retarded in Massachusetts 
— and indeed the nation.” The second sentence is platitudinous: 
“Massachusetts has participated in the great endeavor to provide 
adequate care and treatment to its mentally retarded and men
tally ill.” As evidence, the signatories cited the fact that Massachu
setts’ per capita appropriations to the DMH “have been relatively 
high among the states.” True. But it also meant more administra
tors were added to the payroll and their salaries are comfortably 
high. There is a proliferation of administration in DMH. As Ms. 
Jean Dietz of The Boston Globe observed, “The DMH is a WPA for 
PhDs”. To the signatories of the “Plan”, upgrading the quality of 
care was directly proportional to per capita appropriations. Money 
can solve all problems. To the appointed officials that philosophy 
is inviolable. The signatories warned, . . the problems are of 
such magnitude that a far greater fiscal and community effort will 
be required in the future to bring care and treatment to a proper 
level.” Commissioner Okin has learned his lesson well, for as I 
read the accounts in The Boston Globe, The Herald-American, and 
listened to the “I Team” report of deinstitutionalization on WBZ- 
TV, I heard him display his total lack of grasp of his job description. 
He is yet to discover the concept of innovation — a concept which
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does not always involve money.
Deinstitutionalization is a convenient way to disperse the prob

lem. The DMH is bankrupt in leadership. Our next series of trag
edies will involve those who “just could not hack it” on their own 
in the community. As some Area Directors are quick to point out, 
“Our clients (meaning my son, your daughter or relative) have a 
right to be murdered, to be raped.” At long last it seems a consti
tutional amendment is in order.

In Region I there is in existence a Quality Assurance Team. A 
nice title but a poor record of performance and accomplishment.

There is only one licensor in all of Western Massachusetts. As a 
result, many community residences escape the “scrutiny” of the 
licensor from the same DMH which provides services and which 
monitors its own service. But conflict of interest is compatible with 
DMH.

The whole question of medical care has been left to chance in 
the community. On Friday of this week, at the Medical School in 
Worcester (University of Massachusetts) an all-day conference will 
address this problem: medical care, community acceptance by the 
medical community, continued supervision and protection, if neces
sary, for the deinstitutionalized who may require extra help with 
their lives, their medical problems, for they have had to make an 
abrupt change in their way of living.

In closing, I respectfully request that this committee file and 
enact legislation which removes from DMH control, the care, treat
ment, and programming of the mentally retarded. The only com
monality is the prefix “mental” and that is hardly a reason for the 
continuation of this forced marriage. This may even break the 
hold the psychiatrists have on the commissioner position. The 
mentally retarded are characterized by deficiency in brain develop
ment, by an inability to handle abstract concepts. They are not ill 
in the medical sense, although like you and I they may become ill 
with a host of infections.

A second piece of legislation which I request this committee file 
and enact relates to demonstrated competency in drug pharmacol
ogy by Massachusetts physicians through medical school curricula 
and refresher courses. The present situation is both deplorable, 
dangerous, and indefensible. No self-respecting, well trained, and 
dedicated physician would object to this upgrading in order that
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the public be protected. Especially in the DMH, the sordid history 
of psychotropic drug misuse is sufficient testimony to the necessity 
for such legislation. On this topic, I shall leave with the Commit
tee, some convincing documentation.

Permit me to share with you an analogy which was told to me in 
Rome, Italy during my recent sabbatical leave from the University. 
Although it singled out the bureaucracy which characterizes the 
Italian government, I believe it is most appropriate when applied 
to the Massachusetts Department of Mental Health. It goes like 
this. Getting things done in the Department of Mental Health is 
akin to mating elephants. It is done at a high level with a lot of 
screaming and roaring, and it takes two years to see any results.

Thank you.

BENJAMIN RICCI
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Statement of Joan Ackerman — December 3,1979 

Gentlemen:

I am Joan Ackerman, M.S.W., Regional Vice-President of the 
Mental Health Chapter of Local 509, SEIU, AFL-CIO, Principal 
Clinical Social Worker, employed at Danvers State Hospital.

I wish to address the professional and human issues and concerns 
of the staff at the state psychiatric hospitals in reference to “de- 
institutionalization . ’ ’

The issues I wish to address can be stated as follows:

1. That the goals and time frames for effecting “de-institutional
ization” were established without consultation with direct care 
staff with resultant multiple dislocations and impediments to an 
orderly realistic process.

2. That inadequate consideration was given to the “where to” of 
the patients, leading to a subversion of the stated purpose of 
“de-institutionalization”.

3. Overall, there is an unresolved philosophical conflict between 
the professional values and standards of mental health workers 
and the process by which de-institutionalization is being carried 
forward.

FIRSTS: The de-institutionalization goals and methods were in
stituted by flat from above. Input from direct care staff was nei
ther sought nor accepted. Goals for reduction of population were 
established without regard to paucity of community alternative 
resources, their lack of variety and flexibility (required by the 
deficit of the patients being placed) and the intractability of chron- 
icity in our current patient population.

EXAMPLES: At Danvers, a goal of a patient population was 
( set for 280 patients by Fiscal 1980. Only administration thought 

that that was viable. The food budget was set for that number of 
patients. The present census is almost double that amount; there 
are no seconds for patients, portions are not generous and for a 
period of time there was no coffee, sugar, salt or pepper for the 
Patients. The semi-official, unwritten explanation that was offered 
for this state of affairs was that the hospital had to make up a 
financial deficit due to the strain placed on the food budget by the
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un-reduced population.
I am reliably informed that a similar state obtains at Northamp

ton and have every reason to believe that this is true across the 
state.

This same strain shows itself in the drug dispensing. At North
ampton, patients are receiving medication — but that medication 
is being bought locally, individual prescriptions — certainly a 
strange way to “save” money. At Danvers, there is a limited num
ber of pneumo-vax doses; the patient list that requires that immu
nization may fit the number of available doses, and may not. The 
pharmacy has informed direct care staff that there will be no addi
tional purchases of the pneumo-vax, without regard to the number 
who might need it.

SECOND: The backbone of “de-insututionalization” is transfer 
to the community. The community has not been ready to receive 
them, as is amply documented by newspaper stories about ex
patients wandering the streets, living in slum housing in Boston, 
Lynn and Northampton.

At Danvers, the backbone of the “deinstitutionalization” process 
is transfer of the elderly population into the community. In fact 
the elderly are being transferred to smaller institutions called 
“Nursing Homes” which are sometimes less restrictive and some
times more restrictive than the state hospital. They are also trans
ferred (or are about to be transferred) to a larger institution, 
called a Public Health Hospital. At Tewksbury, the patients are 
offered less than they are at Danvers in the way of ancillary serv
ices and program and the environment is MORE restrictive, not 
less, even though the wards are unlocked.

THIRDLY: “Deinstitutionalization” follows the decentralized, 
area-by-area pattern. This creates the opportunity for each area to 
develop its own “style.” There appears to be no administratively en
forced consideration of basic therapeutic clinical and social con
siderations. The inter-communication between “community” (read 
contract) personnel and in-hospital staff within an area ranges from 
very close and inter-dependent to adverarial. Pressure to “find a 
bed” and “place” a patient (and the dehumanizing jargon testifies 
to the subversion of the rationalization for “de-institutionaliza
tion”) puts all between a rock and a hard place when the nursing
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home wants the “bed filled” and the patient is not ready. One then 
faces the issue of placement (and pleasing administration) or wait
ing (to meet the immediate needs of the patient) and not having 
a place to put the patient when the patient is in fact ready to leave 
the hospital. The definition of “readiness” also depends on the 
availability of flexible, accepting settings, which are willing to 
compensate for the patients’ deficits. This is a major lack in the 

|care network.
My colleagues and I are unable to perceive a base line of pro

fessional training and commitment to out-reach, follow-up, among 
the community workers. When the workers are committed, the ad
ministrative backing can be missing. At Medfield, a committed 
worker, who wanted to make quality placements, was threatened 
with dismissal if she did not “clear out” a ward by an arbitrary 
fixed date, without regard for any considerations of patient or 
community.

In conclusion our plea to you is to halt this process, to enable all 
of us, staff, organized and unorganized, professional and non-pro
fessional, the administration, the legislature, the communities, to 
evaluate, to consider, to replan. Let us not throw good lives after 
bad —

People turn to the state hospitals for service only when they 
have no other resource: by definition they are poor and powerless. 
There is no profit in serving them, unless they are exploited. Only 
society as a whole can afford to subsidize them: to TREAT with
out profit — the private sector cannot. We cannot “save money” 
if we TREAT our mentally ill. It requires simultaneous develop
ment of intensive in-hospital services, now lacking, and community 
resources: varied house arrangement, expanded meal sites, day and 
night treatment programs, expanding home-maker services, day 
and night hospitals. Only then will our treatment program make 
(sense. But, make no mistake: even when we do all this, our men
tally ill, our institutionalized, will still be with us, nagging our con- 
science, and challenging our understanding, imagination, and com
passion.

Thank you.
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APPENDIX G.

STATEMENT OF SENATOR JACK H. BACKMAN 

ON THE DISCOVERY OF THE DISMEMBERED BODY 

OF ANN DAVEE

AT METROPOLITAN STATE HOSPITAL
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STATEMENT OF SENATOR JACK H. BACKMAN 
ON THE DISCOVERY OF THE DISMEMBERED BODY 

OF ANN DAVEE
AT METROPOLITAN STATE HOSPITAL

August 13,1980

State Senator Jack H. Backman, chairman of Senate Committee 
to Investigate Seclusion, Restraint and Deaths in State Supported 
Facilities issued the following statement upon the discovery of the 
dismembered body of Ann Davee on August 12, 1980 by the At
torney General.

Until the investigation of the Special Committee, Ms. Davee was 
listed first as an escapee of the Metropolitan State Hospital by the 
Department of Mental Health. Thereafter, according to the De
partment, their report stated “On February 9, 1979, Ann Davee 
was discharged from Metropolitan State Hospital.”

Sen. Backman stated:
“The discovery of the remains of Ann Davee confirms the find

ings of the Senate Committee to Investigate Seclusion, Restraint 
and Deaths in State-Supported Facilities. It was information first 
made public at our hearing last winter that brought the Attorney 
General’s office into this case.

“There are really two issues involved in this gruesome incident. 
First there was the criminal investigation to find the deceased and 
determine the person or persons responsible for Ann Davee’s death. 
That aspect has now been ably handled by Attorney General Bel- 
lotti.

“More important in the long run, however, is what this tragedy 
| reveals about the Department of Mental Health. Our review of this 
case demonstrated utter neglect by the Department of Mental 
Health in the investigation of Ann Davee’s disappearance. Nearly 
two months elapsed before a serious search was conducted. Po
tential evidence was destroyed. Leads were not followed. The De
partment of Mental Health even ignored the discovery of seven of 
Ms. Davee’s teeth which the Tufts forensic laboratory disclosed 
were probably extracted after her death. Time after time, the De- 
Paitment violated its own “Guidelines for Investigation”. Until
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our hearing, this case was considered closed. Ms. Davee was con
sidered an escaped patient by the Department. The Department of 
Mental Health did not even disclose who last saw the patient at the 
hospital. The deceased was literally abandoned by our own Depart
ment of Mental Health in their haste to close this case.

“Patients, their families and taxpayers all have a right to expect 
a higher standard of care in state-supported facilities. Even if we 
are unable to help some patients get better, we at least should make 
sure that no harm comes to them. My heart goes out to the fam
ilies of patients who have been abused and sometimes caused to die 
by the neglect of our state.”
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DEPARTMENT OF THE ATTORNEY GENERAL

I (SIjt (Enmmmmu'alth of Hassarlritsetts

FOR IMMEDIATE RELEASE 
TUESDAY, AUGUST 12, 1980

Attorney General Francis X. Bellotti announced today that in
vestigators from the Public Protection Bureau of the Department 
of the Attorney General with the assistance of State Police at
tached to the office uncovered the remains of Ann Marie Davee, a 
former patient at Metropolitan State Hospital, who had been miss
ing from that institution since August 9,1978. The discovery of the 
body followed eight months of investigation which began in De
cember, 1979.

At the time of her disappearance, Ann Marie Davee was 36 years 
old. She had been hospitalized in various institutions in Massachu
setts and Maine for eighteen years.

Melvin Wilson, a patient at the State Hospital Massachusetts Cor
rection Institution Bridgewater, was arrested today and charged 
with the homicide of Ms. Davee.

The investigation was handled for the attorney general by as
sistant attorney general Robert Bohn, Chief, Civil Rights Division, 
Public Protection Bureau and Investigators, Robert Smith and 
(Francis Gantley. The case is being prosecuted by the Criminal 
Bureau of the Attorney General’s office in conjunction with the 
Public Protection Bureau.





»




