
February 19, 2004 

The Honorable Arnold Schwarzenegger 
Governor of California 
State Capitol Building 
Sacramento, CA 95814 

Re: Metropolitan State Hospital, Norwalk, California 

Dear Governor Schwarzenegger: 

On March 21, 2002, we notified then Governor Davis that we 
were investigating conditions at Metropolitan State Hospital 
(“Metropolitan”), pursuant to the Civil Rights of 
Institutionalized Persons Act ("CRIPA"), 42 U.S.C. § 1997. 
During the weeks of June 24 and July 8, 2002, we visited the 
facility. Our first tour, “Metropolitan I,” focused on the care 
and treatment provided to the facility’s child and adolescent 
patients, all of whom are in Metropolitan’s Program I. Our 
second tour, “Metropolitan II,” addressed the care and treatment 
provided to the facility’s adult patients. At exit interviews 
conducted at the end of each facility visit, we verbally conveyed 
our preliminary findings to counsel and facility officials. 
Consistent with the requirements of CRIPA, we wrote to Governor 
Davis on May 13, 2003, to apprise him of our findings regarding 
the child and adolescent patients. We are writing now to 
transmit our findings regarding the care and treatment of the 
facility’s adult patients. 

As we noted in our previous letter, we appreciate the 
cooperation and assistance provided to us by the administrators 
and staff of Metropolitan. We hope to continue to work with the 
State of California and officials at Metropolitan in a 
cooperative manner. 

We conducted our investigation by reviewing medical and 
other records relating to the care and treatment of approximately 
150 of Metropolitan’s adult patients; interviewing administrators 
and staff; speaking with patients; and conducting on-site surveys 
of the facility. We were assisted in our investigation by expert 
consultants in the fields of psychiatry, psychology, psychiatric 
nursing, and incident management and quality assurance. 
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As of the time of our July 2002 visit, Metropolitan had a 

census of approximately 825 patients, ranging in age from 11 to 
more than 80, roughly 725 of whom were adults. Metropolitan’s 
adult patients are placed in one of five treatment programs, 
based on a mix of factors, primarily: (a) the nature of their 
admission (civil or forensic); (b) their gender; (c) the severity 
of their illness, (d) their assessed ability to participate in 
psychological and social rehabilitation (“psychosocial 
rehabilitation”); (e) their need for skilled nursing care; and 
(f) their language and cultural needs. Each of these treatment 
programs, identified as Programs II through VI, operates semi-
independently, with its own director, nurse coordinator, and 
senior psychiatrist. 

Residents of state-operated facilities have a right to live 
in reasonable safety and to receive adequate health care, along 
with habilitation to ensure their safety and freedom from 
unreasonable restraint, prevent regression, and facilitate their 
ability to exercise their liberty interests. See Youngberg v. 
Romeo, 457 U.S. 307 (1982). Similar protections are accorded by 
federal law. See, e.g., Title XIX of the Social Security Act, 42 
U.S.C. § 1395hh, and implementing regulations, 42 C.F.R. Parts
482-483 (Medicaid and Medicare Program Provisions). The State 
also is obliged to provide services in the most integrated 
setting appropriate to individuals’ needs. Title II of the 
Americans with Disabilities Act ("ADA"), 42 U.S.C. § 12132 et 
seq.; 28 C.F.R. § 35.130 (d); see Olmstead v. L.C., 527 U.S. 581 
(1999). 

As was the case with Metropolitan’s Program I, which serves 
the facility’s child and adolescent patients, it was apparent 
that many Metropolitan staff are highly dedicated individuals who 
are genuinely concerned for the well-being of the persons in 
their care. In particular, certain staff display admirable 
dedication to the patients whom they serve, and undertake 
significant, largely self-initiated, efforts to provide effective 
rehabilitation to their patients. Further, again as is true of 
Program I, Metropolitan’s adult programs are demonstrably 
proficient in many procedural aspects of care. Nevertheless, it 
is also the case that significant and wide-ranging deficiencies 
exist in Metropolitan’s provision of care to its adult patients, 
and that the First Amendment rights of its patients are being 
violated. Our findings, facts that support them, and the minimum 
remedial steps that we believe are necessary to correct 
deficiencies are set forth below. 
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I. INTEGRATED TREATMENT PLANNING 

The planning of treatments and interventions (“treatment 
planning”) for Metropolitan’s adult patients substantially 
departs from generally accepted professional standards of care. 
Generally accepted professional standards of care instruct that 
treatment plans should integrate the individual assessments, 
evaluations, and diagnoses of the patient performed by all 
disciplines involved in the patient’s treatment; be 
individualized; and identify and build on the patient’s 
strengths, interests, preferences, and goals, to optimize the 
patient’s recovery and ability to sustain herself in the most 
integrated, appropriate setting. 

As a threshold matter, Metropolitan’s treatment planning 
format does not recognize that adequate treatment planning is 
dependent upon a logical sequence: first and foremost, the 
formulation of an accurate diagnosis; subsequently, the 
utilization of the diagnosis to identify the fundamental problems 
that are caused by the diagnosed illness; the development of 
specific, measurable goals that are designed to ameliorate 
problems and promote functional independence; the interventions 
that will guide staff as they work toward those goals; and, 
finally, ongoing assessment and, as warranted, revision of the 
plan. 

Almost uniformly, the document entitled “Treatment Plan” in 
Metropolitan charts bears no resemblance to a comprehensive, 
integrated plan for the provision of treatment addressing 
individual patient needs. It is often redundant, burdensome, and 
confusing for staff to follow. Although there was some slight 
variation in the structure of the plans between units, in no 
instance, among approximately 150 charts reviewed, did we see an 
individualized plan of treatment. 

Diagnoses listed on the plan often differ from diagnoses 
listed in the physician documentation section of the patient’s 
chart. Similarly, identified problems often differ with other 
components in the plan, and the patient’s medication plan often 
is not integrated into the overall treatment plan. 

The primary reason for hospitalization is not identified and 
addressed carefully, and documentation of the need for continued 
hospitalization is not individualized or valid. Short- and long-
term goals are typically generic, overly broad, not attainable, 
do not account for the patient’s level of functioning, likes, 
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preferences and goals, and do not include measurable outcomes 
regarding objectives such as developing a skill, altering a 
behavior or experiencing a reduction in symptoms. Further, 
information about the anticipated length of stay is not linked to 
achievable outcomes. 

Treatment interventions are determined and implemented 
arbitrarily and indiscriminately. Further, treatment plans do 
not identify in rational, operationally defined terms the 
symptoms or problems to be monitored or the frequency with which 
such monitoring and reporting should occur. Consequently, 
symptoms and problems are not reliably monitored or reported. In 
this regard, Metropolitan does not regularly collect or analyze 
information regarding patient progress relative to target 
symptoms and problems, or utilize such information in the 
reassessment and revision of treatment plans. In fact, based on 
our review, it is rare for the facility to modify treatment plans 
because of a patient’s lack of progress under an existing plan. 
This is fundamentally at odds with generally accepted 
professional standards of care. 

Numerous examples illustrate these problems. Diagnoses 
listed in the treatment plans differed from those listed in 
psychiatric assessments in the cases of S.B.,1 N.Cj., and T.E. 
Further, S.B. had an April 2002 treatment plan indicating “no 
progress” with a problem that was listed as closed in October 
2001 on his master treatment plan. Another problem identified at 
S.B.’s admission was not identified in the treatment plan until 
almost two years after admission. Further, the treatment plan 
indicated “no change” in the patient’s goals, although numerous 
changes, in fact, had been documented elsewhere. 

Similarly, N.Cj.’s treatment plan includes problems that are 
listed as “discontinued” or “revised” on another form dated the 
same date. In fact, as to each of the listed problems, three 
successive treatment plans stated, “Goals not achieved, goals not 
changed, interventions not changed.” T.E.’s short-term goal for 
anger management deficit was not revised as of October 2002, 
although her chart indicates that she accomplished this goal in 
early 2001. 

Medication compliance was listed as an intervention and/or a 
criteria for discharge for T.E. and F.I. even though this is not 

1 In this letter, to protect patients’ privacy, we identify 
patients by initials other than their own. We will separately 
transmit to the State a schedule cross-referencing the initials 
with patient names. 
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identified as a problem for either of these patients. In 
contrast, medication compliance is not listed as a problem for 
U.C., a patient who was noncompliant with her medication when she 
committed an assault with a deadly weapon. C.Hb. was prescribed 
medications for anxiety and depression, but there is no mention 
of either problem as targets in his treatment plan. 

I.C.’s psychiatrist started him on Risperdol (a psychotropic 
medication) and stated, in the treatment plan, "patient will be 
involved in different unit teaching activities." The treatment 
groups to which this patient was assigned appear to have little 
purpose beyond occupying his time. In this regard, the 
psychiatrist’s clinical description of this patient makes no 
references to impulse control problems nor impairments in social 
problem solving skills. In fact, the master interdisciplinary 
treatment plan of the hospital from which this patient was 
transferred states that, even when he was acutely delusional, 
"Mr. [C.’s] strength is social competence.” Nevertheless, many 
of the groups to which this patient was assigned were to teach 
“impulse control” and “socially approved problem solving 
techniques.” Further, although this patient has little previous 
institutional history, his treatment plan emphasizes socializing 
him to the role of a psychiatric hospital resident (attending 
groups), rather than reinforcing the patient's own stated desire 
to “get back to work.” Thus, the harm to patients from 
Metropolitan’s treatment planning practices goes beyond a failure 
to provide care. It includes fostering the institutionalization 
of its patients. This is a gross deviation from generally 
accepted professional standards of care. 

N.D. is an 18-year-old patient who was transferred from a
juvenile facility with assaultive and self-injurious behavior, 
and a history of brutal sexual abuse and neglect apparently 
beginning at age two. Apart from medications, which a 
neurologist identified as being at toxic levels at one point, the 
chart provides no evidence that N.D. is receiving any treatment 
on her unit, which constitutes a substantial departure from 
generally accepted professional standards of care. Further, 
N.D.’s chart describes her as a nonpsychotic individual of at 
least average intelligence. Notwithstanding that N.D. has the 
cognitive ability to engage in such a discussion, we could not 
locate anything in N.D.’s chart indicating that any staff member 
had ever talked with her about her personal goals and objectives 
for a life outside of an institution. It appears that developing 
such goals, or even the skills needed to achieve such goals, is 
not part of her treatment plan. In fact, her chart does not 
articulate any long-term goals. Such failures are inconsistent 
with federal regulations that require the development of adequate 
treatment plans. See 42 C.F.R. § 482.61(c). 
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Treatment plans are not tailored to the needs of patient 

subpopulations, such as patients with cognitive impairments, 
persistent dangerous behaviors, and substance abuse, and patients 
who have been found not guilty by reason of insanity (“NGRI”). 
Metropolitan assigns generic interventions to these patients 
rather than developing targeted interventions geared toward their 
particular needs. 

Like the treatment plans in Program I, treatment plans in 
the adult units are completed and reviewed after unacceptably 
long delays. The infrequency of treatment team meetings leads to 
delayed treatment, poor interdisciplinary communication, 
inability to modify treatment in a timely manner, and 
unnecessarily prolonged hospitalization. 

Adequate treatment planning also requires that patients have 
genuine input into and understand their treatment plans and their 
implementation. Metropolitan’s documentation reflects that the 
patients do not meaningfully participate in their treatment. For 
instance, during the treatment team meetings that we observed for 
C.D., S.G., and P.P., team members talked about the patients in 
the third person in front of them, frequently interrupted the 
patients, failed to discuss the patients’ goals in front of them, 
and/or ignored the patients’ legitimate concerns. During one of 
these meetings, staff’s response to S.G.’s inquiry regarding his 
placement options was, “I wish I were a fortune teller” and “Your 
mom has to find a place.” Similarly, S.G.’s psychiatrist 
entirely ignored S.G.’s repeated statement that he needed his 
medication changed. Our expert consultant subsequently confirmed 
that changes in S.G.’s medication regimen were clinically 
warranted. 

Further, Metropolitan’s treatment teams often are 
uncoordinated, disorganized, and unstable. Also, while some 
teams carry comparatively light loads, others have many more than 
24 patients. More fundamentally, Metropolitan’s treatment teams 
often appear to lack a common understanding of the patients’ 
symptoms or problems that should drive treatment interventions. 
Treating psychiatrists do not verify that psychiatric and other 
interventions, particularly behavioral treatments, do not 
conflict. Also, many of the treatment team meetings that we 
observed concluded without an agreement among the team members on 
the modifications that had been or should be made to the 
treatment plan or any dialogue indicating a common understanding 
of, or response to, the patient’s status. 

Metropolitan also has no mechanism to address patients’ risk 
factors. The current procedure, whereby staff check a box on the 
admission risk assessment form to indicate if a patient is 
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suicidal, homicidal, an elopement risk, or a fire-setter, is not 
performed consistently. More importantly, these risk factors are 
not then tracked by treatment teams or integrated into the 
treatment plans. 

For instance, “fire-setter” or “homicidal” are identified in 
admission risk assessments for T.C., S.B., O.U., and Z.F., but 
these risks are neither addressed in the treatment plans nor 
tracked by the treatment teams. Z.F.’s admission risk assessment 
fails to identify suicidal behavior as a risk factor, although 
this patient had jumped off of a building approximately two years 
earlier. T.Eb.’s preliminary psychiatric evaluation does not 
contain a formalized risk assessment, despite his long history of 
psychotic illness, substance abuse, proclivity to assault others, 
and attempted elopement. Similarly, K.P.’s preliminary 
psychiatric evaluation lists no risk factors, notwithstanding his 
admission as a danger to others and his prior elopement from 
Metropolitan during a previous hospitalization. Further, there 
is no reference to the admission risk factors in the discharge 
notes. In general, Metropolitan lacks an adequate procedure to 
identify or track patterns of high-risk behavior or to establish 
thresholds to ensure early and timely intervention to reduce 
ongoing risk. 

In summary, Metropolitan’s treatment planning for its adult 
patients substantially departs from generally accepted 
professional standards of care. These deficiencies subject 
patients to treatment that: (a) prolongs their psychiatric 
distress; (b) needlessly worsens or prolongs their difficulties 
with problem solving, memory, or attention, thereby exacerbating 
their disability; (c) unnecessarily exposes those with substance 
abuse problems to additional drug dependency; (d) needlessly 
extends their institutionalization; (e) exposes them to an 
increased risk of relapse after discharge; and (f) contributes to 
an overall lower quality of life. 

II. ASSESSMENTS 

Adequate assessment of a mental health patient for treatment 
planning purposes requires input from various disciplines, under 
the active direction and guidance of the treating psychiatrist, 
who is responsible for assuring that relevant patient information 
is obtained and considered. At Metropolitan, as at many mental 
health facilities, assessments typically are reflected in: (a) 
psychiatric assessments and diagnoses; (b) psychological 
assessments; (c) rehabilitation assessments; and (d) social 
history evaluations. 
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A. Psychiatric Assessments and Diagnoses 

In many respects, psychiatric assessments are the main 
vehicle establishing the patient’s diagnoses, establishing safe 
and effective treatment, and providing direction for treatment 
planning. Yet, it appears that Metropolitan psychiatrists 
routinely diagnose their adult patients as having psychiatric 
disorders without clinical justification. As a result, patients’ 
actual illnesses are not being properly treated, patients are 
exposed to potentially toxic treatments for conditions from which 
they do not suffer, patients are not provided appropriate 
psychiatric rehabilitation, and patients’ options for discharge 
are seriously limited. 

In the majority of cases that we reviewed, the information 
gathered during the assessment process does not justify the 
patient’s diagnoses. For instance, F.I. was diagnosed with 
schizoaffective disorder, although nothing in her history, her 
mental status examination, or her psychiatric progress note dated 
the week after admission indicated that she had any psychotic 
symptoms. Similarly, N.Cj.’s chart contained no support for his 
diagnosis of schizoaffective disorder. Apart from his reported 
illiteracy, his diagnosis of mental retardation was also 
unsupported. 

Metropolitan psychiatrists diagnosed K.Sf. with, and 
prescribed two antidepressants for, a mood disorder, even though 
his records consistently indicated no evidence of a mood disorder 
of any kind. However, this patient does suffer from Huntington’s 
Chorea, a degenerative neurological disease causing ever 
increasing dementia and severe abnormal movements. Although his 
chart identifies numerous occurrences of falls, poor balance, 
clumsy movement and poor gait, recorded by different staff within 
days of an ostensibly detailed psychiatric evaluation of his 
abnormal involuntary movements, that evaluation inexplicably 
identified no abnormal movements whatsoever. In numerous other 
cases, including D.I., L.E., I.Q., N.E., and S.G., the 
information gathered by facility psychiatrists during the 
assessment process did not justify the patients’ diagnoses. 

Separately, many of Metropolitan’s adult patients receive 
tentative and unspecific diagnoses (often referred to as “rule 
out” (“R/O”) or “not otherwise specified” (“NOS”) diagnoses), 
without being further assessed, at least as evidenced in their 
charts, to finalize these open diagnoses. For instance, U.E. has 
had a diagnosis of “psychotic disorder, NOS” since his admission 
to Metropolitan in 1997. His treating psychiatrist stated that 
no diagnostic work-up was performed to resolve this diagnosis 
because “that is the diagnosis [U.E.] came in with,” an assertion 
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at odds with a psychiatrist’s duty to attempt to identify the 
nature of his patient’s illness. 

Erroneous and untimely psychiatric evaluations and diagnoses 
can lead to the wrong mix of treatments and interventions, 
thereby causing harm through ineffective, potentially deleterious 
treatment, and the withholding of appropriate interventions. It 
is clear that Metropolitan’s practices are irreconcilable with 
generally accepted professional standards of care in this area, 
and that its patients experience harm and a significant risk of 
harm as a result. 

B. Psychological Assessments and Evaluations 

Like the other forms of patient assessments and evaluations 
at Metropolitan, psychological assessments and evaluations, with 
few exceptions, are inaccurate, incomplete, and uninformative. 
These poor assessments and evaluations contribute directly to bad 
treatment choices that, in turn, expose patients to actual or 
potential harm. In the context of patients’ needs for 
psychological supports and adequate life skills, this harm takes 
the form of prolonged and/or exacerbated behavioral disorders and 
functional disabilities that, in turn, needlessly prolong 
patients’ confinement in a highly restrictive environment and 
block their successful re-entry into the community. 

Metropolitan’s policies generally provide that psychological 
assessments (which involve formal testing) and psychological 
evaluations (which do not involve formal testing) are to be 
performed when “clinically indicated.” Yet, we found numerous 
instances where assessments and evaluations were warranted but 
not performed. Examples include M.H. and N.T. 

In fact, generally accepted professional standards of care 
for facilities such as Metropolitan dictate that, before a 
patient’s treatment plan is developed, facility psychologists 
provide a thorough psychological assessment of the patient to 
assist the treating psychiatrist in reaching an accurate 
diagnosis and provide an accurate evaluation of the patient’s 
psychological needs. As indicated above, this does not happen at 
Metropolitan. Moreover, as needed, additional psychological 
assessments should be performed early in the patient’s 
hospitalization to assist with any psychiatric disorders that may 
need further study, such as “Rule Out,” deferred, and “NOS” 
diagnoses. However, this rarely occurs at Metropolitan. As 
noted above, it is common for patients there to carry open, or 
unresolved, diagnoses for several years, which is a gross 
deviation from generally accepted professional standards of care 
that also contributes to ineffective, even harmful, treatments. 
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Further, based on our review of numerous patient charts, the 

psychological assessments and evaluations that were performed 
were generally strikingly poor, and more likely to lead to bad or 
ineffective interventions than good ones. The psychological 
assessment of N.Cj., for example, contains glaring weaknesses 
that render it of little use. The total analysis of this 
patient’s intelligence is, “[p]atient said he never went to 
school and doesn’t read or write.” Regarding the patient’s 
“strengths and coping style,” the analysis is blank. Although it 
states that the patient has a history of assaultive behaviors and 
property destruction at the hospital, it provides no analysis of 
the antecedents, circumstances, causes, or consequences of this 
behavior, notwithstanding that these are the core elements of 
behavioral analysis. Thus, it provides none of the information 
essential to understand and correctly address his behavioral 
disorders. Similarly, the May 2, 2002 psychological assessment 
of N.E. advances numerous factual inaccuracies, various 
unintelligible statements, and a psychiatric diagnosis contrary 
to that used by the rest of the treatment team, with no apparent 
justification or explanation. 

A December 3, 2001 psychology assessment of K.Q. concludes, 
without support, that this patient’s schizophrenia is not the 
cause of his dementia because his cognitive deficits “appear to 
exceed those associated with schizophrenia,” notwithstanding that 
the opposite is likely true. Further, the assessment recommends 
that K.Q. undergo neurological testing, because the last such 
testing ostensibly had occurred 15 years earlier. In fact, 
K.Q.’s chart makes clear that he had undergone a thorough 
neurological exam at Metropolitan the previous month. 

A subsequent, October 10, 2002 “Functional Evaluation of 
Behavior” for K.Q., performed by two other Metropolitan 
psychologists, also is significantly flawed. Its analysis of 
“reenforcers,” or factors that support various behaviors, lists 
items that K.Q. reportedly enjoys but provides no analysis as to 
how they affect his behaviors. Similarly, the summary and 
conclusion of the report list various factors that might 
contribute to the patient’s negative behaviors but provide no 
analysis as to how or whether any of them actually have any 
relationship with those behaviors. Notwithstanding its stated 
purpose as a “functional evaluation” of this patient’s behavior, 
the report is devoid of any evaluation or other support for its 
conclusion regarding this patient’s behavioral disorders. 

Further, many Metropolitan patients suffer from acquired 
brain damage or primary neurological diseases, resulting, for 
instance, from motor vehicle accidents or strokes that affect 
cognitive function in a manner not typical of primary psychiatric 
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disorders. Nevertheless, Metropolitan lacks staff possessing an 
expertise in neuropsychology. Consequently, these patients 
receive inadequate or no assessments of their injuries, their 
treatment teams do not understand the nature of their cognitive 
deficits, and they receive misguided, ineffective treatments and 
interventions. 

M.C., for instance, is an 80-year-old patient who has a 
history of stroke and possible bipolar disorder. It was apparent 
from our interview of two psychologists who have worked with M.C. 
over several years that they do not know whether he had 
experienced one or multiple strokes, where in the brain the 
stroke(s) had occurred, or what the likely relationship is 
between the stroke(s) and this patient’s cognitive and behavioral 
problems, one of which is “aggression.” Although M.C.’s 
aggression strongly appears to be the result of behavioral 
disinhibition (often thought of as loss of “impulse control”), 
which is a phenomenon occurring in many victims of significant 
brain injury, the hospital’s intervention is classes in anger 
management and coping skills – highly inappropriate treatments 
where brain injury produces, first, aggression resulting from 
behavioral disinhibition, rather than “anger,” and, second, 
cognitive impairments that interfere with skill acquisition. 

Similarly, T.Q. suffered a traumatic brain injury from a 
motorcycle accident, and experiences significant short-term 
memory problems, difficulty concentrating, and explosive, 
unpredictable outbursts that are described as impulsive motor 
outbursts with little association to his actual emotional state. 
Notwithstanding that it is fundamental, in such cases, to perform 
a neuropsychological examination to determine the nature of the 
patient’s memory deficits and to assist in identifying 
alternative learning methods to address severe cognitive 
deficits, the facility has not performed such an examination. 
Further, although he cannot remember, has difficulty 
concentrating, and has outbursts that probably are not caused by 
his temper, the facility has placed him in anger management 
classes. 

C. Rehabilitation Assessments 

Effective psychiatric rehabilitation derives from accurate 
and complete rehabilitation assessments. Rehabilitation 
assessments should identify the patient’s life skills, cognitive 
abilities, and distinct strengths, weaknesses, likes, and 
dislikes. This information is fundamental to developing adequate 
treatment. Generally speaking, Metropolitan’s rehabilitation 
assessments substantially depart from generally accepted 
professional standards of care. 
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A few of the rehabilitation assessments at Metropolitan 

provide good descriptions of patients’ interests and skills. 
Typically, however, assessments fail to address patients’ 
rehabilitation needs. In fact, the assessments indicate that 
many of Metropolitan’s rehabilitation therapists lack even a 
basic understanding of psychiatric illnesses. Consequently, the 
assessments generally do not provide information that is 
necessary in developing appropriate rehabilitation goals and 
interventions. 

The February 22, 2002 rehabilitation assessment for K.P., 
for example, states that “[t]he patient has fair to poor 
treatment potential at this time due to the patient’s attitude 
and lack of motivation to attend and participate in his treatment 
groups and also his response to his treatment plan.” The 
assessment’s focus on this patient’s “attitude” and “lack of 
motivation” is troubling. This patient’s record clearly 
identifies activities that he voluntarily undertakes, such as 
reading a certain genre of novels, but these are not identified 
in the assessment as potential bases for rehabilitation 
activities. Rather than serving as a basis for appropriate 
treatment, K.P.’s rehabilitation assessment saddles him with a 
negative prognosis for recovery. 

Major portions of S.G.’s rehabilitation assessments of 
February 7, 2002, and August 20, 2002, are incoherent. Further, 
the sections that are understandable reflect no knowledge of 
appropriate rehabilitation objectives. Finally, more than half 
of the August assessment, including its most incoherent portions, 
is identical to the February assessment. 

D. Social History Evaluations 

The social history evaluation should reliably inform the 
psychiatrist and other treatment team members regarding such 
fundamental factors as the circumstances surrounding the onset of 
the patient’s illness, the history of the illness, and relevant 
family information, because these factors are often essential to 
forming an accurate diagnosis and developing adequate treatments 
and interventions. Additionally, an adequate social history 
evaluation permits treatment teams to learn from previously 
attempted interventions and to plan effectively for the patient’s 
discharge. 

Some Metropolitan social history evaluations were thorough 
and complete. However, most contained significant factual 
omissions, apparent errors, or unresolved internal 
inconsistencies. Consequently, patients’ social history 
evaluations were generally unreliable and often fostered 
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inadequate interventions around psychiatric needs, behavioral 
problems, and important life skill deficits. This is 
irreconcilable with generally accepted professional standards of 
care. 

For instance, the latest social history evaluation of U.C. 
states that “patient does not have a history of arrest prior to 
the instant case.” Yet, it separately indicates that the patient 
had been arrested and convicted numerous times, including 
separate instances of “battery on a peace officer,” “assault with 
a deadly weapon with great bodily harm,” and “assault on a peace 
officer.” The evaluation also indicates that the patient’s 
mother had been mentally ill and had committed suicide when the 
patient was a child. Then, with no attempt to reconcile the 
previous observation, it suggests that the mother was last known 
to be living in a nursing home. Although patient histories 
inevitably will involve incomplete and sometimes inconsistent 
facts, the evaluator’s failure to recognize and attempt to 
resolve facts having important treatment implications – such as 
whether the patient has a history of assaults and a mother who 
committed suicide – compromises diagnoses and treatment 
decisions, and exposes patients to harm and a significant risk of 
harm. 

The social history evaluation of N.D. contains similar 
obvious gaps and significant, unaddressed inconsistencies. 
Although the patient was 18-years-old as of the most recent 
social evaluation history, it irreconcilably states that “patient 
has had a long and serious history of dangerous behavior since 
age 18.” Nowhere does this report detail the dangerous 
behaviors, discuss possible precipitants, or otherwise set forth 
information shedding light on this problem. 

E. Court Assessments 

A number of Metropolitan’s adult patients are committed due 
to a not guilty by reason of insanity status (“NGRI”). 
Metropolitan prepares court reports assessing these patients, the 
content and quality of which are instrumental in shaping the 
court’s decision whether to release the patient to a lower level 
of care. The format and content of the court reports, however, 
fail to provide the court adequate and accurate information and, 
consequently, contribute to needlessly maintaining patients in a 
highly restrictive setting when they qualify for a less 
restrictive environment. 

For instance, Metropolitan’s court reports regarding M.C. 
did not recommend him for the conditional release program 
(“CONREP”) although his chart indicates that he consistently met 
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CONREP’s criteria – “person would not pose a substantial danger 
of physical harm to others if released into the community” – 
since February 1999. 

Similarly, all of U.T.’s records and court reports indicate 
his cooperativeness, compliance, and participation, but he failed 
to meet CONREP’s criteria for release due to his reported lack of 
understanding of his illness and ability to cope with anger. 
Yet, U.T.’s treatment plan did not focus on either of these two 
issues. These patients are exposed to unnecessarily restrictive 
treatment so long as the court’s decisions are based on 
incomplete and inaccurate analyses of the patients’ condition, 
and the facility fails to provide treatments focused on the 
reasons for its patients’ hospitalization. 

III.	 DISCHARGE PLANNING AND PLACEMENT IN THE MOST INTEGRATED 
SETTING 

Within the limitations of court-imposed confinement, 
federal law, as interpreted through generally accepted 
professional standards of care, requires that treatment teams, 
with the leadership of psychiatrists and the support of the 
hospital administration, actively pursue the timely discharge of 
patients to the most integrated, appropriate setting that is 
consistent with patients’ needs. Olmstead v. L.C., 527 U.S. 581 
(1999). From the time of admission, the factors that likely 
will foster viable discharge for a particular patient should be 
identified expressly, through professional assessments, and 
should drive treatment interventions. 

The discharge planning process for Metropolitan’s adult 
patients falls well short of these standards of care. 
Consequently, patients are subjected to unnecessarily extended 
hospitalizations, poor transitions, and a high likelihood of 
readmission, all of which result in harm. 

Metropolitan’s various policies indicate that planning for a 
patient’s discharge is an interdisciplinary effort that starts 
the day the patient arrives. However, in practice, 
Metropolitan’s discharge planning is done by the social worker 
alone, near the end of the anticipated Metropolitan tenure, and 
typically is limited to finding a residential facility that will 
take the patient and arranging for a clinical appointment after 
discharge. In a few instances, individual staff make exceptional 
efforts to overcome largely bureaucratic discharge issues, but 
such individual efforts are not sufficient to offset the 
facility’s more systemic shortcomings. 
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Based on our extensive chart review, treatment team 
discussion of discharge is generally limited to the type of 
setting to which the patient is likely to go. Apart from obvious 
factors, such as the absence of psychiatric symptoms, assaultive 
behaviors, and fundamental deficits in the activities of daily 
living, criteria for discharge are rarely considered or 
integrated in treatment planning. For instance, the causes of 
previously failed discharges or particular reasons for the 
patient’s admission to a psychiatric institution are seldom 
considered and addressed. Also, the patient’s strengths, 
preferences, and personal goals play virtually no meaningful role 
in discharge planning. 

Preparation for discharge while in the hospital appears to 
be almost nonexistent. In no instance could we determine that a 
treatment team actually had prepared a patient to transition to, 
or succeed in, a new setting. In fact, the provision of 
transition supports almost never was discussed in the numerous 
patient records that we extensively reviewed. Further, 
rehabilitation goals are couched – and functional recovery is 
evaluated – on the basis of patients' ability to engage in group 
therapy and leisure activities, not on expressed and demonstrated 
skills in work, school, or independent living. Finally, the 
patient plays virtually no significant role in the discharge 
process. 

Examples of these deficiencies can be found in many patient 
charts. K.C.’s discharge plan, for instance, is limited to a 
boilerplate discussion of housing issues. E.B.’s plan consists 
of a facility placement to an Institute for Mental Disease 
(typically a locked facility, oriented towards maintenance, with 
less oversight of patients than Metropolitan provides) “until she 
is able to get her self-destructive behavior under control and is 
less resistive to treatment . . . . The patient will be assisted 
to get independently [sic] living skills training for herself. 
It is also hoped that the patient will enroll herself into 
vocational rehabilitation for continued schooling alternative 
[sic]." 

In many respects, this patient’s discharge plan underscores 
a failure within Metropolitan to accept responsibility for 
helping patients to recover and to gain behavioral control. The 
plan instead makes this a treatment goal for the next provider, 
while Metropolitan is to address “living skills.” 

The discharge plan for D.D. is simply a list of generic 
criteria (e.g., “for 90 days will comply with meds, attend 70% of 
groups, comply with [activities of daily living], and free of 
[danger to self, danger to others] and AWOL attempts.”) The plan 
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could apply to virtually every adult Metropolitan patient with 
any history of dangerousness; it is not individualized and says 
nothing about meaningful activity following discharge. 

N.T.’s discharge plan is limited to placement in a less 
restrictive environment. The paucity of care reflected in this 
plan is particularly glaring; this patient was readmitted to 
Metropolitan after only nine weeks of living in the community 
following her previous discharge, and although her treatment team 
should have focused in discharge planning on identifying and 
addressing the causes of her previously failed placement, it did 
not do so. The discharge plans for C.Hb. and N.D. similarly are 
essentially nonexistent. 

Metropolitan’s failure to provide adequate, individualized 
discharge planning, that is integrated in treatment decisions, 
significantly deviates from generally accepted professional 
standards of care and contributes to unnecessarily prolonged 
hospitalization and to inappropriate, unsuccessful placements in 
other settings. As a consequence, patients are harmed or exposed 
to the risk of harm by the effects of prolonged 
institutionalization and by being denied a reasonable opportunity 
to live successfully in the most integrated, appropriate setting. 

IV. SPECIFIC TREATMENT SERVICES 

The provision of effective interventions for patients in 
care settings such as Metropolitan requires the integrated 
participation of various treatment services, the exact 
configuration of which is dictated by the individual patient’s 
needs. As noted at Section I, above, Metropolitan’s ability to 
provide integrated treatment is deficient. Further, many of 
these services, standing alone, substantially depart from 
generally accepted professional standards of care. 

A. Psychiatry Services 

Metropolitan’s psychiatric supports and services grossly 
deviate from generally accepted professional standards of care, 
exposing patients to harm and a significant risk of harm. 
Generally speaking, Metropolitan’s psychiatrists fail to direct 
their treatment teams adequately, which is an essential 
requirement of a mental health facility. More specifically, as 
discussed herein, they fail to exercise adequate and appropriate 
medical management and monitor appropriately medication side 
effects. Also, as discussed in more detail, at Sections I and 
II, above, and at Section IV.B.2., below, these psychiatrists 
fail to plan adequate and appropriate treatments, fail to 
integrate properly psychiatric, behavioral, and other services, 
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and fail to provide clinically justified assessments and 
diagnoses of psychiatric disorders. The resultant harm to the 
patients takes many forms, among them, inadequate and 
counterproductive treatment, serious physiological and other side 
effects from inappropriate and unnecessary medications, and 
excessively long hospitalizations. 

1. Medication Management 

It is a basic tenet of generally accepted professional 
standards of care that the use of psychotropic medication always 
should be justified by the clinical needs of a patient. 
Metropolitan fails to ensure that its adult population is 
afforded appropriate pharmacological treatment. 

In this regard, vulnerable patients are routinely prescribed 
inappropriate or unsafe medications without justification. 
Patients, for instance, who have documented diagnoses of alcohol 
and/or other substance abuse frequently receive high doses of 
benzodiazepines, psychotropic drugs which are professionally 
well-known to have a high potential for addiction. T.E., a 
patient with severe and persistent alcoholism for almost 30 
years, was prescribed Lorazepam, a benzodiazepine used for 
anxiety disorders. When interviewed, the treating psychiatrist 
was unable to state the side effects of this medication. It is 
widely known by professionals that the regular administration of 
Lorazepam is habit-forming and that Lorazepam is detrimental for 
patients, such as T.E., with a history of severe alcohol abuse. 

Similarly, benzodiazepines and anticholinergic agents carry 
a professionally well-known potential side effect of exacerbating 
cognitive decline. Nevertheless, numerous patients who suffer 
from memory or other cognitive deficits routinely receive these 
medications at Metropolitan. Similarly, Metropolitan’s diabetic 
patients, obese patients, and patients with hyperlipidemia (the 
presence of excess fats or lipids in the blood) are prescribed 
medications professionally well-known to aggravate these 
conditions. Based upon documentation and interviews, it does not 
appear that these medications are justified or that the 
psychiatrists have considered safer and equally effective 
medications for these patient populations. 

In this regard, numerous Metropolitan patients, such as L.I. 
and U.H., have received older, so-called “typical” antipsychotic 
medications, such as haldol decanoate and lithium, for several 
years, without either improvement in their condition or 
documentation in their chart indicating that other, more commonly 
used “atypical” antipsychotic medications were considered or 
attempted. As a group, atypical antipsychotic medications are 
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generally regarded as equally effective as conventional 
antipsychotics, while having a lower propensity to produce 
movement disorders, such as drug-induced Parkinsonism (muscular 
rigidity, tremors, restricted speech, and gait disturbance), 
dystonia (uncontrollable muscle spasms), and tardive dyskinesia 
(“TD”) (involuntary, aimless movements of the tongue, face, 
mouth, jaw, or other body parts). Further, atypicals are 
generally considered to have a lower risk of producing cognitive 
dysfunction and akathisia (restlessness, subjective distress and 
agitation), than conventional medications, and, in some 
instances, may have therapeutic effects on TD. Accordingly, as a 
general matter, atypicals are the first choice among 
antipsychotic medications, and it is a gross deviation from 
generally accepted professional standards of care, absent 
individual considerations, to initiate a patient on conventional 
antipsychotic medications. 

Further, the use of multiple medications to address the same 
condition (“polypharmacy”), while possibly appropriate in some 
circumstances, always should be clinically justified. In many 
cases, including those of T.E., F.I., and S.G., Metropolitan’s 
use of polypharmacy is unjustified. Unjustified polypharmacy can 
potentially harm patients by exposing them to, among others 
risks, unnecessary medication, harmful side effects, and harmful 
drug-to-drug interactions. 

Independent of the fact that patients frequently are 
medicated based upon clinically unjustified diagnoses, we note 
that Metropolitan’s medication guidelines do not meet generally 
accepted professional standards of care. See 42 C.F.R. 
§ 482.25(b). Significant protocols for medication usage and 
management of side effects are outdated and incomplete. We would 
also flag for the State’s consideration that generally accepted 
professional standards of care dictate that facilities such as 
Metropolitan use appropriate procedures to ensure patients are 
afforded safe and effective pharmacological treatment, including 
mechanisms to: (a) monitor practitioners’ adherence to drug 
medication guidelines (“drug utilization evaluation” or “DUE”); 
(b) report and analyze adverse drug reactions (“ADR”); and 
(c) report, analyze, and document actual and potential variances
in medication use (“medication variance reporting” or “MVR”). 
See Id. Metropolitan fails to meet these standards of care. 

Adding to this lack of protections, the functions of the two 
committees that are to provide oversight of medication use at 
Metropolitan - the Pharmacy & Therapeutics Committee (“P&T”) and 
the Therapeutics Review Committee(“TRC”) – are poorly 
coordinated, overlapping, and disconnected. As a result, neither 
committee performs the critical, comprehensive review of 
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medication practices that is essential at a facility such as 
Metropolitan to assure adequate and safe treatment. 

2. Side Effect Monitoring 

Metropolitan fails to assess or monitor adequately side 
effects of medications and in particular the side effect TD. TD 
is associated with prolonged treatment with conventional 
antipsychotic medications. Metropolitan’s psychiatrists are not 
adequately tracking patients’ signs and symptoms of TD, nor are 
they adhering to appropriate precautions. In fact, without 
justification, these psychiatrists prescribe medications that are 
professionally known to be the main causes of TD to patients with 
a diagnosis and history of TD. This practice is a substantial 
departure from generally accepted professional standards of 
care. Relatedly, the hospital’s internal pharmacological 
consultant agreed that certain medications, in particular 
anticholinergic agents, are over-prescribed at Metropolitan and 
that their use risks aggravating patients’ TD. 

Moreover, Metropolitan’s psychiatrists often appear to be 
confused as to which medications are associated with particular 
side effects. For example, N.S.’s psychiatrist told us that 
“Cogentin protects from TD,” when this medication actually is 
professionally well-known to be detrimental for patients with TD, 
because it masks TD symptoms. When asked if Clozapine has any 
effects on the cardiovascular system, S.E.’s psychiatrist 
responded “[i]t is missing my mind [sic].” Cardiovascular 
effects are, in fact, the most common side effect of treatment 
with Clozapine. Moreover, Metropolitan’s psychiatrists appear to 
confuse their role in monitoring side effects. One psychiatrist 
stated that he had sought a neurology consultation to rule out 
TD, although the detection of TD is generally accepted among 
professionals to be a core psychiatric competency. 

B. Psychology Services 

Metropolitan’s provision of psychological services to its 
adult patients is fundamentally at odds with generally accepted 
professional standards of care. As discussed at Section II, 
above, assessments and evaluations that should shape 
psychological and other supports and services frequently are 
incomplete, inaccurate, and outdated and, consequently, are 
unreliable in identifying important elements of the patient’s 
condition and shaping adequate interventions. Interventions 
often do not address assessed needs regarding functional skills 
and maladaptive behaviors, and those interventions actually 
addressing such needs typically are poorly conceived, excessively 
generic, and untherapeutic. The stated goals of psychological 
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interventions, which should serve to measure patient progress, 
are frequently inappropriate and unmeasurable. Further, the 
implementation of interventions is inconsistent and essentially 
unmonitored. For these reasons, interventions are not revised to 
account for patient progress or lack thereof. These deficiencies 
are irreconcilable with generally accepted professional standards 
of care and expose patients to harm and to risk of harm. 

1. Psychosocial/Rehabilitative Interventions 

The purpose of psychosocial and rehabilitative interventions 
is to improve a patient’s ability to engage in more independent 
life functions, so that he can better manage the consequences of 
psychiatric distress and avoid decompensation in more integrated 
settings. To be effective, these interventions should address 
the patient’s needs and should build on the patient’s existing 
strengths. Further, according to generally accepted professional 
standards of care, they should occur at regular, frequent 
intervals. Nevertheless, it appears from our extensive chart 
review that, at Metropolitan, rehabilitative and psychosocial 
interventions are largely driven by what is available on a 
particular unit, not what is appropriate for a given patient, and 
occur on an irregular and infrequent basis. Metropolitan’s off-
unit Stepping Stones and Psychosocial Rehabilitation programs 
were exceptions to this, but they are unavailable to the bulk of 
the facility’s population. 

On the units themselves, patients most typically are 
assigned to groups depending upon what is available and what 
staff feel the patient can tolerate, regardless of need or 
indication. In this regard, many patients have a critical need 
for specialized treatment for problems such as substance abuse, a 
recognized psychiatric disorder, in addition to their underlying 
mental illness. The failure to provide specialized treatment for 
these dually diagnosed patients is a substantial departure from 
generally accepted professional standards of care. Nevertheless, 
Metropolitan often fails to identify and assess dually diagnosed 
patients. For instance, F.I. was not diagnosed with substance 
abuse although her psychiatric assessment included information 
that she has a history of this problem. Similarly, N.T.’s 
psychiatric assessment indicated an extensive history of 
substance abuse, with sobriety for the past four years. The 
psychiatrist, however, did not identify her substance abuse 
history. 

Even when identified and assessed, treatment plans do not 
address the needs of these patients. Substance abuse groups, for 
instance, were not scheduled for some patients in serious need of 
such interventions while relatively stable patients with remote 
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histories but no recent substance abuse were scheduled for this. 
For example, C.Nj., a 27-year-old man whose parents were both 
substance abusers and who himself has a long history of 
polysubstance dependence, had no interventions addressing this 
problem in his treatment plan, and there were no substance abuse 
groups on his schedule. I.Q. was not assigned to a substance 
abuse group in spite of the fact that his Axis I diagnosis is 
alcohol-induced persisting dementia. 

Metropolitan patients are expected to attend the groups on 
their schedule, and, for the majority of patients, group 
attendance is the short-term, and often, long-term treatment 
goal. However, without a specific goal, or intended outcome, for 
a particular treatment, it is not possible to determine whether 
the treatment’s objective is achieved. Further, patients’ 
responses to treatment were virtually never recorded in treatment 
plans, social work evaluations, or rehabilitation assessments. 
Thus, with respect to on-unit rehabilitation, which is all the 
rehabilitation that the majority of Metropolitan patients 
receive, it is clear that psychiatric rehabilitation activities 
serve little purpose other than to fill the day and structure the 
unit’s operations. This is an extraordinary failure of care. 

In addition, on-unit rehabilitation groups are not reliably 
offered as scheduled. We sampled 23 patients, from different 
units, at a mid-morning or mid-afternoon time point other than 
mealtime. Of these patients, only two clearly could be 
determined to be engaged in an activity. Very few groups 
occurred as scheduled, representing a very small proportion of 
patients on each unit. Patients spend strikingly little time in 
a treatment or rehabilitation program. 

2. Behavioral Supports 

Generally accepted professional standards of care dictate 
that patients receive appropriate behavioral interventions when: 
(a) their behaviors place them or others at risk of harm or
otherwise significantly limit their ability to function in a 
noninstitutional setting; and (b) these behaviors are driven by 
factors that are susceptible to effective behavioral 
interventions. A determination whether behavioral supports are 
clinically warranted begins with an assessment of the challenging 
behavior and why it occurs. 

For instance, to the extent that a patient’s behaviors are 
purely the result of delusions or hallucinations, behavioral 
interventions are less likely to be appropriate. Often, however, 
challenging behaviors are driven by factors as simple as a need 
for attention or an aversion to a noisy environment, factors 
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readily susceptible to effective behavioral interventions. In 
any case, without an adequate assessment of why challenging 
behaviors occur, it is not possible to determine whether 
behavioral interventions are necessary and appropriate and, if 
so, the form those interventions should take. 

By contrast, Metropolitan’s approach is to provide 
behavioral supports, in the form of a “Special Treatment Plan,” 
for patients experiencing high rates of seclusion, restraint, or 
one-to-one supervision. However, those patients who are not 
disruptive but nevertheless have significant behavioral needs – 
such as extreme withdrawal, isolation, anxiety, and avoidance 
behaviors – rarely, if ever, receive behavioral supports. 
Further, our expert consultants identified numerous patients who, 
given their high rates of seclusion, restraint, or one-to-one 
supervision, warranted behavioral supports, even according to 
Metropolitan’s practice, but nevertheless did not receive them. 

More particularly, a sizable number of patients suffer from 
chronic illnesses that are resistant to traditional treatment, 
such as schizoaffective disorder and polysubstance abuse (e.g., 
L.I.), persistent disruptive or maladaptive behaviors (e.g., 
N.D.), cognitive impairments with deficits in self-care (e.g., 
T.P.), lack of motivation to participate in treatment or be 
discharged to a lower level of care (e.g., T.Eb.), and severe and 
persistent self-abuse (e.g., F.I.) and aggression (e.g., N.Cj.; 
D.I.), that clearly clinically warranted the development of 
behavioral plans which, in fact, were not developed. 

K.P.’s chart indicates that he has been at Metropolitan for 
most of the past 12 years, is extremely violent at times and does 
not have a Special Treatment Plan, apparently because the 
previous plan was ineffective and therefore discontinued. N.T. 
has made several suicide attempts and repeatedly has engaged in 
self-injurious behavior, but she does not have a Special 
Treatment Plan to help her to address these behaviors. According 
to her chart, D.N.H. has a history of yelling and screaming, 
hitting other patients and staff, and self-abusive behaviors. 
She also may have mental retardation. Her chart indicates that 
she does not have a Special Treatment Plan, and it does not 
identify any other interventions to assist her in addressing 
these behaviors. Metropolitan clearly is not identifying and 
providing adequate behavioral supports for a large number of its 
patients having significant behavioral needs, and this is wholly 
inconsistent with generally accepted professional standards of 
care. 

Even when behavioral plans are developed, they typically are 
poorly coordinated with other interventions and, on their face, 
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are inadequate. Analyses of behaviors are inadequate, individual 
psychotherapy is not goal-directed or individualized, and the 
plans are too simplistic to make a difference in patients who 
have persistent and severe mental illness. Documentation 
indicates that psychiatrists are not aware of their patients’ 
behavioral plans, nor is there any integration of these plans and 
the patients’ pharmacological treatment. N.Cb.’s Special 
Treatment Plan highlights this lack of integration. It 
systematically withdraws his access to treatment groups which he 
enjoys and which presumably are intended to help him, independent 
of his behavioral control problems. 

Patients in need of this treatment are not only denied 
adequate treatment and, consequently, exposed to prolonged 
hospitalization, but also exposed to potentially serious risks of 
physical harm. In 2001, D.S. swallowed batteries, screws, 
packets of mustard, and paper, resulting in surgery in December 
2001 to remove these objects. So long as D.S. is denied adequate 
and effective treatment, he is at continued risk of this 
behavior. Similarly, so long as D.D., who has a history of 
aggression, does not receive effective, integrated treatment, 
both he and his fellow patients are at continued risk of 
assaultive behavior, and he likely will be subject to ongoing 
restraint and seclusion as a result of this behavior. K.Ej. is 
at continued risk of self-abusive behaviors so long as she does 
not receive a behavioral therapy program. 

C. Nursing and Unit-Based Services 

Metropolitan’s adult unit nursing services are 
irreconcilable with generally accepted professional standards of 
care and treatment. Nursing and other unit staff fail to 
adequately: (a) monitor, document, and report patients’ 
symptoms; (b) document the administration of medications; (c) 
provide a therapeutic environment; and (d) participate in the 
treatment team process. These deficiencies expose patients to 
harm and a significant risk of harm. 

Many nursing and unit staff appear to lack adequate support, 
training, and supervision. Metropolitan leadership does not 
encourage these staff to communicate with other team members to 
anticipate and minimize problems. Consequently, nursing and unit 
staff respond to patient needs in a largely reactive way, often 
subjecting Metropolitan’s patients to excessive and inappropriate 
uses of medication, seclusion and restraints, inadequate and 
ineffective therapeutic interventions, and needlessly long 
hospitalization. 
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1. Monitoring, Documenting, and Reporting Symptoms 

As indicated in Section I, above, for the treatment team to 
evaluate the adequacy of implemented interventions, staff must 
monitor, document, and report patients’ symptoms. For 
psychiatrists to prescribe medications and psychologists and 
therapists to properly oversee therapeutic interventions, they 
must rely upon nursing and other unit staff to document and 
report symptomology. 

As noted at Section I, above, Metropolitan treatment plans 
do not adequately define the criteria or target variables by 
which treatments and interventions are to be assessed, nor do the 
plans identify how and when these factors should be monitored. 
Consequently, nursing and unit staff do not monitor patients’ 
problems and symptoms adequately, and treatment teams lack 
significant information regarding the efficacy of interventions. 

Further, we found no formal documentation system or 
objective exchange of substantive information between staff 
during shift changes or at other relevant times. Without a 
reliable system of recording and tracking patients’ progress 
relative to identified goals and problems, chart entries 
regarding a patient’s status have little value. Metropolitan’s 
lack of substantive documentation and information regarding 
patient progress hinders the provision of adequate treatment, 
needlessly exposing patients to potentially ineffective 
interventions and prolonging their institutionalization. 

2. Medication Administration 

Generally accepted professional standards of care require 
that staff properly complete the Medication Administration 
Records (“MARs”). MARs list the current medications, dosages, 
routes, and times that medications are to be administered. 
Generally accepted professional standards of care also dictate 
that staff sign the MARs at the time the medication is 
administered. Completing the MARS properly is fundamental to 
maintaining patient safety and reducing the likelihood of 
medication errors and adverse drug effects. If staff members 
fail to document the medications they are administering, it may 
result in patients not receiving medications or receiving 
medications multiple times. Further, generally accepted 
professional standards of care require that all “controlled” 
substances be signed out on the control log and that there be an 
accurate count at all times of such medications. 

During our tours, we observed a number of instances in which 
staff failed to sign the MARs for medications that reportedly had 
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been administered. In addition, controlled medications were 
administered without staff signing the control log. Staff’s 
failure to properly sign the MARs or the control log should be 
considered a medication error and documented as such, and follow-
up should occur to reduce the likelihood that such errors will 
continue to occur. However, Metropolitan fails to follow such 
procedures. 

Moreover, generally accepted professional standards of care 
dictate that staff who administer medication know: (a) what the 
medication is for; (b) its expected results and their timing; and 
(c) the symptoms of the disorder that it is targeting. 
Metropolitan’s nurses generally are unfamiliar with the purposes 
of the medication they administer and unable to identify the 
expected results or their timing. Also, a number of nurses we 
interviewed were unable to identify the symptoms associated with 
the disorder for which a particular medication was prescribed. 
If nurses do not understand patients’ disorders or the purposes 
of the medications that they are administering, they lack 
information fundamental to their responsibilities to assess and 
report their patients’ progress. This shortcoming is a 
substantial departure from generally accepted professional 
standards of care, and places residents at risk of harm from 
ineffective or inappropriate treatment interventions. 

Finally, while not necessarily rising to the level of a 
violation of federal law, we flag for the State’s consideration 
that staff administering medications were not observed to 
properly educate patients about their medications, the expected 
effects or the expected side effects. These failures are not 
consistent with generally accepted professional standards of 
care. 

3. Provision of Therapeutic Activity 

At Metropolitan, nursing and unit staff generally do not 
appear to understand their roles in the therapeutic process, nor 
do they appear to be familiar with basic therapeutic tools or 
treatment modalities. In this regard, we observed a number of 
skilled nursing facility (“SNF”) unit patients in their beds 
during the day time with the privacy curtains pulled around them 
and their doors closed. It appeared that they had not had 
contact with anyone for hours. From our observations, 
Metropolitan was not providing any stimulation or therapeutic 
activities for these individuals. This complete lack of 
interaction for patients such as these, with cognitive and memory 
deficits, causes harm in that it exacerbates their symptoms. 
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Even more critically, some patients, such as E.D. and K.E., 

are bed-bound. We saw no indication that Metropolitan staff 
assisted them to get out of bed on a daily basis. Generally 
accepted professional standards of care require that patients be 
assisted out of bed on a daily basis, unless there is a medically 
justified and documented reason to maintain the person in a “bed 
bound” status. We did not find such justification for either of 
these patients. Among other concerns, prolonged periods in a 
supine position places patients at serious risk of skin 
breakdown. This failure is at odds with generally accepted 
professional standards of care. 

D. Pharmacy 

It is generally accepted professional practice for 
pharmacists to review individual patients’ medication regimens on 
a regular, at least quarterly, basis. Such a review should 
encompass all of the medications prescribed (not just psychiatric 
drugs and “as-needed” (also known as “pro re nata” or “PRN”) 
medications) and should include documentation of any 
communication between the pharmacists and physicians regarding 
concerns, potential medication interactions, and the need for 
laboratory testing. Metropolitan pharmacists review patients’ 
medication regimens, for example, when new medication orders are 
issued or lab results are returned. However, they are not 
systematically reviewing patients’ medication regimens. 
Moreover, when pharmacists’ review of medications does identify 
problems, adequate follow-up does not occur to ensure that 
physicians have reviewed the pharmacists’ recommendations and 
taken appropriate action. Numerous Pharmacy Intervention forms 
we reviewed identified problems and actions that needed to be 
taken, such as the completion of laboratory work. However, we 
were unable to confirm from the documentation provided that such 
actions actually were taken in a timely manner. This is a 
significant deviation from generally accepted professional 
standards of care. These failures are particularly troubling, 
given the unjustified and outdated combinations of medications 
that often are prescribed for Metropolitan’s patients. 

E. General Medical Services 

Generally accepted professional standards of care dictate 
that patients be provided adequate and timely preventative, 
routine, specialized, and emergency medical services. 
Metropolitan’s provision of general medical care, however, 
deviates substantially from these standards. Metropolitan has 
not adequately defined the primary care physicians’ 
responsibilities, nor the triggers for initial assessments, 
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ongoing care, and re-assessments. It has not established 
protocols governing physician-nurse communication, or mechanisms 
integrating patients’ mental health and medical care. 

Because staff fail to monitor, document, and report 
patients’ symptoms, treatment teams lack objective data to 
determine whether treatments addressing patients’ general medical 
issues should be modified. Many patients receive unspecific or 
vague diagnoses that contribute to inadequate, inappropriate, or 
no medical treatment. For instance, diagnoses such as “Other 
Convulsions,” given to K.D., K.Eb., M.C., E.D., K.E., Ep.G., and 
U.O., and “Paralysis, Unspecified,” given to M.C. and X.F., are 
not adequate to guide treatment. Further, Metropolitan lacks a 
means to obtain medical records consistently from hospitals 
providing treatment to Metropolitan patients. 

Separately, Metropolitan’s after-hours medical coverage 
places patients at serious risk of harm in the case of a 
psychiatric emergency. It is a generally accepted professional 
standard of care in an in-patient facility such as Metropolitan 
that at least one psychiatrist be on-site at all times or, at a 
minimum, be available by telephone and able to come to the 
facility as needed. At Metropolitan, after-hours medical 
coverage (typically from 5 p.m. - 8 a.m.) is provided by primary 
care physicians without any psychiatry support. Moreover, 
according to the chairman of psychiatry and six staff 
psychiatrists, these physicians have not been formally 
“privileged” in psychiatry. Rather, “they basically learn on the 
job.” Physicians who are not “privileged” in psychiatry have not 
received critical training in psychiatry or in dealing with 
psychiatric emergencies, including the assessment of 
dangerousness, suicidality, or behavioral disorders that may 
require restrictive interventions. Such a practice assumes that 
psychiatric emergencies do not occur after-hours, is a gross 
deviation from generally accepted professional standards of care, 
and places patients at great risk of harm. 

There are numerous instances in which Metropolitan has 
failed to provide necessary medical care to its patients. For 
example, T.N. inserted a metal object into her abdomen. The 
object was never removed, causing an abscess on her abdomen and 
severe abdominal pain. E.E., an ambulatory patient, fell in 
April, 2001, while at Metropolitan, fracturing his right femur. 
The community hospital determined that he was “not a candidate” 
for repair of his femur. That hospital also detected a mass in 
his left lung but failed to perform a biopsy. As of May, 2002, 
Metropolitan had never questioned the community hospital’s 
determinations or ordered a biopsy. Further, since this injury, 












































































