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Report 2002-S-2 
 
Sharon Carpinello, R.N., Ph.D. 
Acting Commissioner 
Office of Mental Health 
44 Holland Avenue 
Albany, NY  12237 
 
Dear Dr. Carpinello: 
 
The following is our report on the Office of Mental Health’s Monitoring of the 
Implementation of Kendra’s Law. 
 
We performed this audit pursuant to the State Comptroller’s authority as set forth in 
Article V, Section 1 of the State Constitution and Article II, Section 8 of the State 
Finance Law.  We list major contributors to this report in Appendix A. 
 
 
 
 
 
June 24, 2004 
 

Office of the State Comptroller 
Division of State Services 
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EXECUTIVE SUMMARY 
 

OFFICE OF MENTAL HEALTH 
MONITORING THE IMPLEMENTATION OF KENDRA’S 
LAW 

 
SCOPE OF AUDIT 

 
he New York State Legislature enacted Kendra’s Law (Law) in 1999 to 
provide assisted outpatient treatment (AOT) for mentally ill persons in the 

community who need to receive treatment to avoid harming themselves or 
others.  The Law establishes procedures for obtaining court orders to require 
such persons to receive AOT services as prescribed in a written treatment plan. 
Although counties provide for the delivery of treatment services, the Law requires 
the Office of Mental Health (OMH) to approve all AOT programs and to monitor 
their operation to make sure clients receive the treatment provided for in the 
court orders. OMH has assigned 22 staff, including 5 AOT program coordinators, 
in 5 OMH field offices statewide, and has an AOT Central Office component 
whose primary function is to evaluate the program’s success. 
 
Most initial AOT court orders are for six months, but they can be extended for 
periods of up to one year.  Client case managers are required to submit reports 
to OMH field offices that indicate a client’s status at intake, describe client 
progress throughout the order, and sum up a client’s experience in the program. 
Case managers also report on significant events that occur during the order, 
such as a client’s hospitalization or noncompliance with treatment. OMH has 
developed two separate automated databases for AOT cases: Tracking AOT 
Cases and Treatment (TACT) and the Evaluation System. Although Central 
Office can use both systems, field offices have access only to TACT. OMH 
reports that 2,866 AOT cases were initiated from the program’s inception to May 
1, 2003.  

 
For the period November 1, 1999 through May 15, 2003, our audit addressed the 
following question about OMH monitoring of the Law’s implementation: 
 

• Does OMH effectively monitor the AOT program to help ensure AOT 
clients receive the court-ordered treatment they need to live safely in the 
community? 

 
 
 

T 
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AUDIT OBSERVATIONS AND CONCLUSIONS 

 
verseeing the individual counties’ development and implementation of the 
programming necessary to satisfy the objectives of Kendra’s Law 

represented a major undertaking for OMH, which OMH sucessfully 
accomplished.  However, we found that OMH oversight could be improved to 
provide increased assurance that AOT clients follow the court-ordered treatment 
they need to reduce the risk of harm to themselves or others. To make sure AOT 
clients receive the supervised treatment the Law was enacted to provide, OMH 
should verify that case managers plan, coordinate and oversee the provision of 
services, and ensure that client information on OMH databases is accurate, 
complete and up-to-date.  OMH should also give its field offices access to the 
Evaluation System to enhance their monitoring capabilities.  
 
The Law makes OMH responsible for overseeing the operations of counties that 
administer the AOT program to make sure county program offices manage client 
cases properly and comply with OMH reporting requirements.  However, our 
tests of 65 AOT cases at four local mental health offices revealed that program 
coordinators in OMH field offices do not have adequate information about AOT 
clients and their progress in the program to determine whether county offices are 
delivering court-ordered AOT treatment services.  For example, field offices do 
not independently verify that treatment services reported were actually provided 
to clients. Further, field offices do not always confirm that case managers have 
submitted client progress reports, or review the reports that are submitted.  New 
York City, with 80 percent of the State’s AOT caseload, does not even receive 
these reports. We also found that TACT contains unreliable data: TACT entries 
for 61 of the 65 cases in our sample contained errors and discrepancies; other 
data, such as court orders, treatment information and significant events, was 
sometimes missing. The incomplete nature of TACT data is due, in part, to a 
design limitation that does not allow for entry of client progress data.  Since field 
offices cannot access the Evaluation System that does contain this information, 
program coordinators cannot determine how well AOT is working for individual 
clients or localities.  To help ensure clients receive the treatment they require to 
live safely in the community, we recommend that OMH verify that treatment 
services are received, take steps to improve the accuracy and completeness of 
TACT data, and give field offices access to the Evaluation System.  (See pp. 16-
24) 
 
Central Office staff input client progress and treatment data from case manager 
reports into the Evaluation System.  Central Office uses Evaluation System data 
to evaluate the AOT program’s performance statewide. However, we found the 
system’s data could be more complete, current and accurate.  For example, of 
the 289 case manager reports that should have been entered in the system for 
our sampled cases, we found that: 47 reports could not be located; 209 reports 
contained errors or omissions, as submitted; and 167 reports had not yet been 
input.  Of the 167 reports awaiting input, 79 were over one year past due for data 
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entry.  We recommend that OMH update its client progress information promptly, 
verify data accuracy before entering it on the Evaluation System, and explore 
ways to share client progress data with field offices and localities to improve the 
supervision of AOT’s high-risk client population.  (See pp.  24-28) 
 

COMMENTS OF OFFICIALS 
 

MH officials generally agreed with the report’s recommendations and 
indicated actions taken or planned to implement them.  OMH officials also 

stated their disagreement with our interpretation of their monitoring and oversight 
responsibilities for AOT programs.  A complete copy of OMH’s response is 
included as Appendix B.  Appendix C contains State Comptroller’s Notes, which 
address matters of disagreement included in OMH’s response. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

O 



 

 7  

CONTENTS 
 
 

Introduction 
 
Background          9 
Audit Scope, Objective and Methodology   12 
Response of OMH Officials to Audit    13 
 

Monitoring the Implementation of Kendra’s Law   15 
 
Field Office Monitoring      16 
Central Office Monitoring      24 
Recommendations       27 
 

Appendix A 
 
Major Contributors to This Report     29 
 

Appendix B 
 
Response of OMH Officials to Audit    30 
 

Appendix C 
 
State Comptroller’s Notes     
 Error! Bookmark not defined. 
 
 
 
 
 



 

9  

INTRODUCTION 
 

Background 
n August 1999, New York State enacted legislation amending 
the Mental Hygiene Law, commonly referred to as Kendra’s 

Law (Law), to provide assisted outpatient treatment (AOT) for 
certain mentally ill persons living in the community.  According 
to the legislative findings on which the Law was based, some 
mentally ill persons who live in the community could relapse and 
become violent, suicidal or require hospitalization if they do not 
receive the proper care and treatment. Kendra Webdale, the 
young woman for whom the Law is named, was pushed in front 
of a New York City subway train by a person who failed to take 
the medication prescribed for his mental illness. 
 
The Law addresses this risk by establishing a procedure for 
obtaining court orders directing that certain mentally ill persons 
receive AOT services.  AOT treatment services are prescribed 
in a written treatment plan prepared by a physician who has 
examined the person.  If it is determined, after a hearing, that a 
person meets the criteria for AOT, the court issues an order to 
the subject of the petition (the client) and to the responsible 
county, to ensure that all court-ordered services are provided to 
the client.  The Law provides for hospitalizing AOT clients who 
do not comply with treatment plans and pose a risk of harm.  
Although most initial court orders are for six months, they can 
be extended for successive periods of up to (and most typically) 
one year.  The Law also required that the Commissioner of 
Mental Health approve all AOT programs, and that OMH 
designate State program coordinators to monitor and oversee 
AOT programs.  Under the Director of AOT, there are 22 total 
staff including five AOT program coordinators.  Each program 
coordinator is responsible for overseeing and monitoring 
counties’ efforts in the geographical areas represented by the 
five OMH field offices statewide: New York City, Long Island, 
Hudson River, Central New York and Western New York. Thus, 
monitoring the Law’s implementation is a responsibility OMH 
shares with local government. 

Overseeing the individual counties’ development and 
implementation of the programming necessary to satisfy the 
Law’s objectives represented a major undertaking for OMH. To 
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establish the AOT program statewide, OMH developed and 
disseminated guidelines for implementing AOT programs 
throughout the State. Beginning in November 1999, counties 
created the mechanisms needed to implement AOT locally. 
OMH then developed policy and worked with numerous local 
mental health departments and offices to coordinate a wide 
range of AOT activities and services.   

The initiation of AOT services begins when a court orders such 
services for a mentally ill client. The petitioner, who could be the 
director of the local AOT program, then assigns the client to a 
case manager who should provide structured oversight for the 
client.  Outside New York City, counties or county-contracted 
providers (such as hospitals and group home operators) provide 
the case management services under the supervision of the 
local AOT program director.  In New York City, the New York 
City Department of Health and Mental Hygiene, the local 
government entity responsible for supervising the AOT program 
in the five boroughs, contracts with the New York City Health 
and Hospitals Corporation (HHC) to provide AOT services.  The 
City Department of Health and Mental Hygiene retains 
responsibility for ensuring that all services mandated by the 
court are provided. 

Case managers are required to monitor the client’s compliance 
with the treatment plan, and to report on the client’s status by 
submitting Baseline, Quarterly and Follow-up Reports to the 
OMH program coordinators in their respective field offices or, for 
New York City cases, directly to OMH Central Office.  The 
Baseline Report lists the client’s demographic information and 
functional status at intake, and documents the services and 
medications, including those required by the court order.  The 
Quarterly Report indicates the client’s functioning in the program 
after three months, including problems such as hospitalization 
or noncompliance with the treatment plan.  In the Follow-up 
Report, the case manager sums up the client’s status at the end 
of the court-ordered treatment period.  The case manager must 
also file a Significant Event Report with OMH, examples of 
which include instances where a client: is arrested or accused of 
a crime; commits a violent act against someone; or, could not 
be located for more than 24 hours.  OMH’s Procedures Manual 
for Reporting by Local Governmental Units (Manual) identifies 
filing deadlines for the above case manager reports.   
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Because about 80 percent of the AOT caseload is in New York 
City, 7 of the 22 OMH AOT staff work in the New York City Field 
Office, and between 2 and 4 staff work in the other 4 field 
offices.  The directors of local AOT programs are supposed to 
send program coordinators information about every AOT order 
in their jurisdiction, and report on their overall AOT program 
operation. Program coordinators’ responsibilities include 
monitoring to make sure AOT clients receive the services 
indicated in court-ordered treatment plans in a timely way.  
OMH has also developed a Central Office component for the 
AOT program. The AOT Project Director and four managers at 
Central Office work with the field office program coordinators, 
provide public education, collect and analyze data, and report 
on the results of the AOT program. 

OMH has developed two separate automated databases related 
to AOT:  Tracking AOT Cases and Treatment (TACT) and the 
Evaluation System.  According to OMH officials, TACT is 
intended to serve as a “tool or memory aid” for field offices to 
help program coordinators follow the progress of AOT cases. 
Program coordinators enter client demographic and court 
decision data on TACT, as well as service and provider 
information and any significant events (such as a client’s 
noncompliance with treatment, hospitalization, arrest, etc.) that 
occur.  Both field offices and Central Office can access TACT 
data.  The Evaluation System contains information from the 
Baseline, Quarterly and Follow-up Reports.  Central Office 
personnel enter report data received from case managers on 
the Evaluation System to enable them to identify general trends 
and develop feedback on its success. Field office program 
coordinators cannot access the Evaluation System.  

Of the 2,866 AOT cases OMH reports were initiated from 
program inception to May 1, 2003, 2,299 cases (80 percent) 
were initiated in New York City.  Of the remaining 567 cases, 
274 cases (10 percent) were initiated in the two counties under 
the jurisdiction of the Long Island Field Office, and 159 cases (5 
percent) were initiated in the 16 counties under the jurisdiction 
of the Hudson River Field Office.  The remaining 134 cases 
were initiated in either the Central New York or Western New 
York field offices.  
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Audit Scope, Objective and Methodology 
 

e audited OMH’s monitoring of the implementation of 
Kendra’s Law for the period November 1, 1999 through 

May 15, 2003.  The objective of our performance audit was to 
determine whether OMH effectively monitors the AOT program 
to help ensure AOT clients receive the court-ordered treatment 
they need to live safely in the community.   
 
To accomplish our objective, we interviewed OMH officials from 
Central Office and four field offices (We did not interview 
officials from OMH’s fifth field office because the population of 
AOT cases for this office was low in comparison to the other 
field offices.) and we reviewed applicable sections of the Mental 
Hygiene Law.  In addition, we visited four of the 19 local mental 
health offices that are under the jurisdiction of the New York, 
Long Island and Hudson River field offices (Nassau, New York 
City, Rensselaer and Suffolk Counties), and selected a random 
sample of 65 AOT cases from the 2,866 AOT cases initiated 
from program inception to May 1, 2003.  For each of the 65 AOT 
cases, we reviewed documentation to determine whether all 
pertinent materials, including court documents and written 
treatment plans, were submitted, reviewed and approved; and 
whether there was documentation to show services were 
provided as required. We also visited the three OMH field 
offices (New York City, Long Island and Hudson River) with 
oversight responsibility for the above local offices.  Further, we 
reviewed selected data from TACT and the Evaluation System. 
 
We conducted our audit in accordance with generally accepted 
government auditing standards.  Such standards require that we 
plan and perform our audit to adequately assess those 
operations of OMH that are within our audit scope.  Further, 
these standards require that we understand OMH’s internal 
control structure and its compliance with those laws, rules and 
regulations that are relevant to the operations included in our 
audit scope.  An audit includes examining, on a test basis, 
evidence supporting transactions recorded in the accounting 
and operating records and applying such other auditing 
procedures as we consider necessary in the circumstances.  An 
audit also includes assessing the estimates, judgments and 
decisions made by management.  We believe our audit provides 
a reasonable basis for our findings, conclusions and 
recommendations. 
 

W 
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We use a risk-based approach when selecting activities for 
audit.  This approach focuses our audit efforts on those 
operations that we have identified through a preliminary survey 
as having the greatest probability of needing improvement.  
Consequently, by design, we use our finite audit resources to 
identify where and how improvements can be made.  Thus, we 
devote little audit effort to reviewing operations that may be 
relatively efficient or effective.  As a result, our audit reports are 
prepared on an “exception basis.”  This report, therefore, 
highlights those areas needing improvement and does not 
address activities that may be functioning properly. 
 
In addition to being the State Auditor, the Comptroller performs 
certain other constitutionally and statutorily mandated duties as 
the chief fiscal officer of New York State, several of which are 
performed by the Division of State Services.  These include 
operating the State’s accounting system; preparing the State’s 
financial statements; and approving State contracts, refunds, 
and other payments.  In addition, the Comptroller appoints 
members to certain boards, commissions and public authorities, 
some of whom have minority voting rights.  These duties may 
be considered management functions for purposes of evaluating 
organizational independence under Generally Accepted 
Government Auditing Standards.  In our opinion, these 
management functions do not affect our ability to conduct 
independent audits of program performance. 
 

Response of OMH Officials to Audit 
 

e provided draft copies of this report to OMH officials for 
their review and comment.  Their comments have been 

considered in preparing this report, and are included as 
Appendix B.  Appendix C contains State Comptroller’s Notes, 
which address matters of disagreement included in OMH’s 
response. 
 
Within 90 days after final release of this report, as required by 
Section 170 of the Executive Law, the Commissioner of OMH 
shall report to the Governor, the State Comptroller and the 
leaders of the Legislature and fiscal committees, advising what 
steps were taken to implement the recommendations contained 
herein, and where recommendations were not implemented, the 
reasons why. 
 

W 





 

15 

MONITORING THE IMPLEMENTATION OF 
KENDRA’S LAW 

 
he Law was passed to reduce the risk that certain mentally 
ill persons in the community will endanger themselves or 

others because they do not follow prescribed treatment, 
including taking needed medication. The Law directs OMH to 
oversee the local administration of the AOT program.  OMH 
oversight comprises program coordinators to monitor local case 
management, two separate automated databases, and Central 
Office efforts to analyze and report on the success of the AOT 
program.  Pursuant to the Law, the Commissioner of OMH must 
appoint program coordinators, who are responsible for the 
oversight and monitoring of AOT programs.  Working in 
conjunction with directors of community services of local 
governmental units, OMH’s five program coordinators have the 
following specific responsibilities:  1) that each assisted 
outpatient receives the treatment provided for in the court order; 
2) that existing services located in the assisted outpatient’s 
community are utilized whenever practicable; 3) that a case 
manager or assertive community team is designated for each 
patient; 4) that a mechanism exists for each case manager or 
assertive community team to regularly report the assisted 
outpatient’s compliance, or lack of compliance with treatment, to 
the director of the assisted outpatient treatment program; and, 
5) that assisted outpatient treatment services are delivered in a 
timely manner. 
 
We found that OMH has successfully overseen the 
implementation of local AOT programming.  However, we also 
determined that OMH can improve its oversight and monitoring 
of the AOT program to provide increased assurance that each 
assisted outpatient receives the treatment provided for in the 
court order.  Specifically, we found that OMH program 
coordinators do not verify that case managers provide client 
services; TACT, the only database field offices can access, 
contains client data that is not adequate for oversight purposes; 
and the Evaluation System, which was designed to help OMH 
identify general trends and determine the impact of AOT, could 
also be used for monitoring individual clients.  Further, we found 
that client progress information is both inaccurate and outdated.  
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Our review of 65 AOT client cases revealed that OMH field 
offices, with responsibility for making sure clients receive their 
court-ordered treatment, did not adequately monitor clients’ 
progress in treatment, and were often unaware of significant 
events that occurred, or how these events were handled by 
local AOT program offices. When oversight is ineffective, clients 
– particularly mentally ill clients at high risk of relapse – can fail 
to receive the treatment services they need to live safely in the 
community.  
 

Field Office Monitoring  
 

he Law states that field office program coordinators are 
responsible for overseeing local mental health organizations’ 

administration of the AOT program to ensure court-ordered 
treatment is delivered, and provided in a timely manner.  If 
program coordinators find that treatment services are not 
delivered timely, they must act to make sure local administrators 
correct the problem. We visited four local mental health offices 
(New York City, Nassau, Rensselaer and Suffolk) and three field 
offices (New York City, Long Island and Hudson River) to 
identify the steps program coordinators take to make sure local 
officials provide clients with treatment in a timely way. Our tests 
of a random sample of 65 case files (35 in New York City and 
10 in each of the other county mental health offices we visited) 
found that program coordinators often do not know whether 
treatment is delivered because: 
 

• they do not independently verify that treatment services 
were provided;  

• they do not receive, or do not review, the Baseline, 
Quarterly and Follow-up reports of client progress 
produced by case managers; 

• they rely on limited and sometimes inaccurate TACT 
data; and 

• they do not always ensure significant events are reported 
in compliance with OMH requirements. 

 
If corrected, these oversight weaknesses, which we discuss 
below, would result in more effective monitoring of a program 
that provides essential mental health services to this high-risk 
population.  
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Contacts with Local AOT Programs 
 
The program coordinators in the three OMH field offices we 
visited said they maintain contact with local government units 
that directly supervise AOT case management through e-mail 
and telephone contact, at weekly and/or quarterly meetings and 
through periodic visits to local government AOT program offices.  
When we asked for evidence of informal contacts or notes of 
meeting discussions, we found little documentation to show that 
OMH program coordinators could use such contacts to ensure 
AOT clients received treatment services in a timely way. 
 
For example, we found no documentation of verbal or e-mail 
communication, or any indication of the frequency of these 
contacts.  Further, while New York City and Long Island officials 
told us they hold weekly meetings with county officials (Hudson 
River does not hold weekly meetings), there is no 
documentation to show these meetings have an impact on client 
monitoring.  New York City officials report that they discuss 
problem cases during these meetings, and that meeting 
documentation consists of meeting minutes and meeting 
agendas.  However, no one keeps the minutes, and we found 
the agendas of future meetings were not detailed enough to 
provide a basis for monitoring.  Long Island officials said they 
discuss every current case during their weekly meetings.  They 
told us they create summary meeting notes, compare these 
notes to documents of client progress, and make any needed 
changes in TACT.  However, Long Island officials had no 
documentation of the results of their comparisons, and we could 
not substantiate the number and types of changes officials may 
have made in TACT because the database does not provide 
this kind of information. The quarterly meetings New York City 
and Hudson River officials have with county AOT officials do not 
involve discussions of specific cases, and are thus not effective 
for monitoring purposes. 
 
Officials at each of the three field offices told us they periodically 
visit county AOT program offices.  However, we found that field 
office officials do not check county records during these visits to 
make sure treatment services are being delivered in a timely 
manner.  In fact, officials at all three field offices indicated that 
reviewing client records is not their responsibility.  In New York 
City, officials explained that AOT is a county-run program 
monitored by the New York City Department of Health and 
Mental Hygiene, which, in turn, contracts monitoring duties to 
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the New York City Health and Hospitals Corporation (HHC).  
HHC does not review provider records to verify treatment either; 
instead, case managers send HHC weekly verbal or faxed 
comments that often contain only minimal information (e.g., 
“Patient is compliant.”).  Thus, New York City is two levels of 
review away from actual AOT cases. 
 
Hudson River officials said they review the records of clients 
with problems during visits so they can provide insight to help 
address such issues.  However, Hudson River officials do not 
document this review.  Long Island officials told us each county 
in their jurisdiction has a mechanism in place to verify that 
clients receive services.  However, when we reviewed 
documentation of Nassau County’s verification process, we 
found that county case managers call providers weekly to 
inquire about services provided, but do not independently verify 
the contacts providers report.  Periodic independent verification 
of the delivery of treatment services is essential if field offices 
are to ensure that provider reports are complete and accurate. 
 
OMH officials state that OMH field office contacts with local AOT 
programs constitute a framework for program oversight that 
fulfills monitoring, technical assistance and quality assurance 
objectives. We agree OMH has established a framework for 
operating local AOT programs, and believe OMH should 
continue to provide technical assistance.  However, now that 
this framework is established, it is essential that OMH routinely 
verify how well it works, and document how the verification was 
done.   
 

Case Manager Reports  
 
According to OMH’s Manual, county AOT program offices must 
send case manager reports of a client’s progress (i.e., the 
Baseline, Quarterly and Follow-up Reports) to program 
coordinators in their respective OMH field offices. Since the Law 
makes program coordinators responsible for making sure AOT 
clients receive treatment in a timely manner, review of these 
case manager reports would help program coordinators fulfill 
their monitoring function.  However, we found the three field 
offices did minimal, if any, review of these reports.  
 
For example, New York City has not received or reviewed these 
reports since September 2001 due to the volume of reports 
submitted.  Instead, service providers send these reports 
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directly to Central Office, where Central Office personnel enter 
the information on the Evaluation System database.  New York 
City officials review only the significant event sections of the 
Quarterly and Follow-up Reports that Central Office forwards to 
them. Hudson River officials report that they review only the 
“client status” information (e.g., hospitalized, incarcerated), but 
not other reported data, such as significant events, medication 
management, harmful behavior, etc.  Hudson River officials do 
not document their review of these reports. Long Island officials 
told us they review the reports they receive, and make any 
needed changes in TACT, before sending the reports to Central 
Office for data entry.  Again, however, field office officials do not 
document this review process.  Long Island officials said they 
received comprehensive client progress reports from Suffolk 
during the first year of the AOT program’s operation, but that 
Suffolk no longer submits such reports on a regular basis.  
 
We also found that, because they do not review or rely on these 
reports, field offices do not ensure that all case manager reports 
due are actually received, are submitted in compliance with 
OMH timeframes, and are complete and accurate.  The 65 
clients in our random sample should have had a total of 289 
reports submitted for their AOT cases as of October 31, 2002.  
Of that number, only 242 were available for review; 47 reports 
could not be located.  Of the three offices we visited, only Long 
Island had a mechanism for determining whether all reports that 
were due were actually received.  However, this control was not 
completely effective, since we identified two instances of 
missing reports at this office. 
 
We also tested for the timeliness of submissions. The Manual 
requires that Baseline, Quarterly and Follow-up Reports be 
submitted within specific timeframes.  Baseline Reports must be 
submitted within 30 days of the initial AOT order and within 30 
days of the expiration of the final order.  Follow-up Reports must 
be submitted within 30 days of the initial court order and at six 
month intervals thereafter.  Quarterly Reports should be 
submitted within seven days of the end of the quarter reported 
on.  However, we found that 42 of 242 reports were not 
submitted as required.  Of the 42 reports, 33 were due in New 
York City, 7 in Long Island and 2 in Hudson River.  
 
We also found errors and omissions in the case reports 
received at these offices. In examining the 242 available 
reports, we found 209 reports (85 percent) contained errors 
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ranging from blank or missing pages to services that did not 
match the services prescribed on court-ordered treatment plans. 
Of the 209 reports with errors, 110 were from New York City, 61 
were from Long Island and 38 were from Hudson River.  When 
we compared report information to other sources (such as case 
notes, when available; TACT entries; and Evaluation System 
entries), we found numerous instances of inconsistent 
information about the client, dates or types of service, or events 
that occurred. We believe these errors and inconsistencies go 
undetected – and uncorrected – because field offices do not 
review the reports they receive, or compare the information on 
the reports to other documents and sources to confirm it is 
complete and correct. 
 

Significant Event Reports 
 
OMH also requires that local AOT program offices report 
significant events that take place during a client’s treatment 
period. The most serious significant events include incidents in 
which the client: is arrested or accused of a crime; commits an 
act of violence against another person; or cannot be located 
after 24 hours of search effort.  These events must be reported 
to OMH in a Significant Event Report within 24 hours of their 
occurrence.  Other less serious significant events, including 
noncompliance with treatment or hospitalization, can also be 
reported on the Significant Event Report as well as in aggregate 
on the Quarterly Report or Follow-up Report.  Field offices are 
supposed to record on the TACT database any significant event 
that occurs throughout the duration of a client’s AOT order. 
 
However, when we examined the reporting of significant events 
related to the 65 AOT clients in our sample, we found that some 
significant events were not reported properly, or not reported at 
all; other significant events were reported inconsistently, or later 
than the timeframes require.  For example, the Long Island 
office accepts verbal reporting of events that require a formal 
report within 24 hours of the event.  Although Long Island 
officials told us county offices had sent 20 written significant 
event reports directly to Central Office, Central Office officials 
said they did not receive the 8 reports due from Nassau and the 
12 reports due from Suffolk. When discussing this discrepancy 
with Long Island officials, they stated they were unaware of the 
OMH requirement to report certain serious significant events 
within 24 hours. 
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We also tested to determine whether significant events were 
reported properly and consistently by comparing the following 
sources of information: Significant Event Reports; significant 
events reported on the Quarterly Reports and Follow-up 
Reports; entries on TACT; and available case progress notes.  
We identified serious inconsistencies in the number of events 
reported between the four sources.  Of the 407 events that fit 
the definition of a significant event for the 65 sampled clients, 51 
events were not reported to OMH; (38 from New York City; 8 
from Hudson River; and 5 from Long Island).  The 356 
significant events that were submitted to OMH were reported 
inconsistently and in a wide variety of ways.  Sometimes they 
appeared in just one of our sources, and sometimes reports of 
the same type of event appeared in two or three sources. 
 
To illustrate with one field office’s reporting of significant events, 
we identified 184 significant events for our sample of 35 cases 
from New York City.  To determine whether all the significant 
events for these cases were reported to OMH, we compared 
information for these cases as reported in Significant Event 
Reports; on TACT; on comprehensive client progress reports; 
and on Quarterly and Follow-Up Reports.  Of the 184 events, 
we found that 38 events were not reported to OMH at all; the 
remaining 146 significant events were reported by variety of 
means, as follows: 
 

• 15 were described in significant event reports only;  
• 18 were reported only on TACT;  
• 98 were included in Quarterly or Follow-up Reports;   
• 6 were reported on TACT and in significant event reports; 
• 1 was reported in Significant Event, Quarterly and 

Follow-up Reports; 
• 6 were included in TACT and on Quarterly and Follow-up 

Reports; and 
• 2 were reported in TACT, Significant Event, Quarterly 

and Follow-up Reports.  
 
We also found that almost all the serious significant events 
involving our 65 sampled clients were reported late.  Of the 82 
significant events that were required to be reported to OMH 
within 24 hours, we could confirm that only 2 were received 
within this timeframe.  We could not verify the reporting date for 
the other 80 cases. 
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Significant event data goes unreported, or is reported 
inconsistently in different information sources, because field 
offices do not compare the information about significant events 
in the Quarterly and Follow-Up Reports, the Significant Event 
Reports, and TACT to ensure they have accurate accounts of 
significant events for AOT clients.  
 

Using the TACT Database  
 
TACT is a database system that tracks AOT clients for whom 
court-ordered treatment has been prescribed.  At field offices, 
program coordinators enter specific case information in TACT, 
such as client demographic data, the court decision, treatment 
service and provider information, and any significant events that 
occur during the duration of the AOT court order.  Central Office 
also has access to TACT so it can obtain feedback on the 
effectiveness of the AOT program.  On reviewing TACT data, 
we identified inaccurate and incomplete information, in part 
because of data entry errors or omissions and in part because 
of database design limitations.  
 
We tested the reliability of TACT data by reviewing information 
on TACT for our sample of 65 AOT cases.  We compared 
information on TACT to source documents, such as Baseline, 
Quarterly and Follow-up Reports, Significant Event Reports and 
case management notes, where available.  We found errors and 
discrepancies in 61 of the 65 cases, including 6 instances in 
which the AOT team responsible for individual AOT clients was 
incorrectly identified; 11 instances where clients’ status (e.g., 
hospitalized) was reported incorrectly; 22 instances where 
events were dated differently on TACT and in case 
management notes; and duplicate entries of one client’s data: 
one entry with a correctly spelled surname, and a second entry 
with a misspelled surname.  
 
We also found that TACT data was incomplete.  Sometimes the 
data was incomplete because TACT entries were simply not 
made.  For example, in testing our sampled cases, we found 3 
instances in which a court order was not recorded on TACT; 26 
instances in which events were missing event dates (e.g., case 
initiated, investigation concluded, petition filed, order 
terminated); 6 instances in which treatment data was missing or 
incomplete; and 251 of the 407 significant events we identified 
for our sample were not recorded.  In one case, TACT identified 
only 2 of the 35 significant events listed on the Follow-up Report 
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done at the end of one client’s treatment period.  TACT had no 
data on the following 33 events that occurred during the 6-
month court order: 
 

• 14 instances of substance abuse problems;  
• 14 instances of reported serious non-compliance with 

court ordered treatment; 
• 4 instances where 911 was called; and 
• 1 instance in which the client was still missing after 24 

hours search.   
 
Thus, the field office, with a mandated responsibility to oversee 
AOT operations, had no information about a whole series of 
client activities, any one of which could have resulted in harm to 
the client or someone else.  It is essential that field offices verify 
the accuracy of the data they enter in TACT, keep client 
information current, and record all client significant events.  
 
However, we also found that TACT data was incomplete 
because the database is not designed to include the critical 
information about client progress contained in case manager 
reports.  For example, while TACT does contain most of the 
data included in the client’s Baseline Report, it does not have 
fields to enter client treatment data from the Quarterly Reports, 
such as the client’s progress in receiving prescribed services, 
the medication(s) they receive, and their compliance with the 
treatment plan.  The Hudson River and Long Island field offices 
receive the Quarterly and other case manager reports, as the 
Manual requires.  However, according to statements made to us 
by Hudson River and Long Island field office officials, these 
offices do little if any review of the reports before they forward 
them to Central Office. TACT has no provision for client 
progress entries, even if these offices wanted to maintain such 
information.  However, the New York City Field Office, with 
responsibility for monitoring 80 percent of the State’s AOT 
caseload, does not receive the case manager reports at all.  
Instead, individual case managers send their reports directly to 
Central Office for entry in OMH’s Evaluation System. Central 
Office personnel enter client progress information from all 
clients statewide in OMH’s Evaluation System. OMH uses this 
data to measure the success of the AOT program on a global 
scale. However, field offices have access only to TACT, and 
cannot access the Evaluation System. This means that OMH 
program coordinators with responsibility for ensuring that each 
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AOT client receives the treatment provided for in the court order 
are not fully equipped to do it. 
 
Further, although field offices can use TACT to record 
significant events that occur, they cannot indicate on TACT the 
duration of an event, such as hospitalization or incarceration.  
For example, one of our sampled clients was hospitalized for 
the majority of the duration of the court order (five of the six 
months), but the TACT record showed one instance of 
hospitalization.  Another sampled client who was hospitalized 
eight times, each time for a few days, was reported as having 
been hospitalized eight times.  The latter client would appear, 
on TACT records, to be in higher need of AOT services than the 
former client, whose condition would not even allow living in the 
community for most of the court order. 
 
The Law was enacted to provide close local supervision of AOT 
clients so they can live safely in the community, and field offices 
are mandated to oversee the provision of AOT treatment 
services.  To be able to effectively monitor the AOT program, 
field offices must have access to client progress data to help 
ensure that AOT clients are receiving the services identified in 
the court order.  
 
OMH officials indicated that TACT is intended to be a memory 
aid for OMH program coordinators, not a monitoring tool.  Thus, 
errors and discrepancies in TACT data do not indicate a poor 
job of monitoring. Officials state that OMH accomplishes its real 
monitoring through technical assistance and quality 
improvement contacts with county AOT program directors.  In 
our view, a “memory aid” replete with information lapses and 
errors is of little use for any purpose. Further, OMH 
acknowledges that program coordinators are master-level 
professionals whose duties include overseeing and monitoring 
care provided to persons under AOT. To carry out this 
mandated responsibility, these professionals need accurate and 
current information about AOT clients, such as medications, 
treatment data, and significant events that occur during the 
order period.  
 

Central Office Monitoring 
 

entral Office regularly contacts field offices through weekly 
phone calls, training arrangements, quarterly meetings and 

periodic visits.  Central Office monitoring focuses primarily on 
C 
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the performance of the AOT program statewide, and the tasks 
related to performance reporting, such as database 
maintenance, data analysis and public education.  OMH relies 
on the Evaluation System to understand overall trends and 
outcomes associated with AOT service delivery statewide.  
However, we found it takes Central Office almost five months to 
enter case manager report data in the Evaluation System, and 
that 74 percent of the case data on the system for our sampled 
cases contained errors.  OMH should update its client progress 
information promptly and manage the client data it collects more 
productively. 
 
The Evaluation System comprises four databases: the Baseline, 
Quarterly, Follow-Up and Tracking databases. The first three 
databases capture the information from the case manager 
reports of the same name. The Tracking database contains 
processing and compliance data related to the management of 
each client’s case, such as report due dates, report receipt 
dates, problems or notes, and whether a report has been 
entered in the Evaluation System. The date a report was 
entered in the system can be found on the source documents 
(i.e., the case manager reports).  
 
We tested the accuracy and completeness of the AOT client 
data on the Evaluation System in the same way we tested 
TACT: by reviewing client status and treatment information 
related to our 65 sampled AOT clients.  Based on the results of 
this test, we concluded that client information on the Evaluation 
System could be more current and comprehensive.  For 
example, we determined that 289 case manager reports were 
due, collectively, for the 65 cases in our sample as of October 
31, 2002.  However, we found that, of the 289 reports due, 
Central Office could not locate 47 reports (16 percent).  Of the 
242 remaining reports, only 75 reports had been entered in the 
Evaluation System. The remaining 167 reports (69 percent) had 
not been entered in the system as of March 11, 2003 (the date 
of our audit test), over 4 months after the most current report 
was due. Using this date as our basis for calculation, we 
determined the backlog ranged from 130 days (4.3 months) to 
980 days (more than 2.5 years); 79 reports were over one year 
past due for data entry. 
 
On average, it takes 148 days (5 months) from the date Central 
Office receives a report until personnel enter the report in the 
Evaluation System.  Since reports are often received late, this 
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average time it takes for client data to appear on the Evaluation 
System increases to 317 days compared to the actual due date 
of the report.  We attribute the backlog in report entries to, 
among other things, the lack of timeframe requirements for 
entering report data, and an absence of policy about how to 
prioritize data entry tasks to reduce the backlog. 
 
We also found that Evaluation System data could be more 
accurate and reliable.  As noted earlier in this report, we 
identified errors, ranging from missing pages to services that did 
not match treatment plans, in 209 of the 242 (86 percent) 
available case manager reports, as submitted to Central Office.  
In addition to these errors in source documents, we also found 
that Central Office personnel made errors in entering the data.  
We compared the data in 68 of the 75 reports that had been 
entered in the Evaluation System for our sampled clients to 
source documentation (Central Office could not provide reports 
for the remaining 7 reports).  We found that the Evaluation 
System data did not match hard-copy report data for 50 of the 
68 reports (74 percent) we reviewed. 
 
In responding to our preliminary audit findings, OMH officials 
stated that OMH is not required by Law to collect detailed 
information on individual clients, but that it does so to conduct 
statistical analyses of the program’s impact on the population 
served by the program statewide.  Since OMH does collect this 
data, it should be as accurate as possible to enable a proper 
assessment of program outcomes.  Collected data should also 
be shared with field offices, so they can be knowledgeable 
about AOT program results for both the entire AOT population, 
and for the individuals who make up this population.  
 
The Evaluation System was not designed to be a monitoring 
tool.  However, OMH could use information from the system to 
monitor client status and progress, provided that OMH corrects 
the data accuracy and data entry delay problems we identified. 
For example, since OMH captures all reports from all AOT 
patients, Central Office could generate reports on statistics by 
county, by region or by individual. The Evaluation System could 
produce reports showing patterns and trends throughout the 
State, region or county, and characteristics common among 
AOT candidates.  Although OMH officials, in their response, 
indicated that they already take these steps, we did not see any 
evidence of such information-sharing during our audit. 
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We believe that distributing reports beyond Central Office can 
enhance the field offices’ ability to monitor local AOT programs.  
Central Office officials told us that no field office has requested 
any reports from the Evaluation System.  However, field offices 
have never had access to Evaluation System data, so they may 
not be aware of the breadth of information about client progress 
and local program compliance the Evaluation System could 
provide to them. In responding to our preliminary audit finding 
on this matter, OMH stated that it does share information with 
field office personnel as well as local AOT staff.  Again, we did 
not see any evidence of this sharing during our audit.   
 
OMH, by taking steps to improve the timeliness and accuracy of 
information maintained on the Evaluation System, could 
improve its oversight efforts and provide valuable information to 
local authorities.  This would also facilitate efforts to ensure that 
AOT clients receive case management and treatment services 
they need. 
 

Recommendations 
 
1. Improve field office oversight and monitoring activities by: 

● implementing procedures to determine that all 
 required reports are provided; 

● periodically verifying that services claimed to have 
 been provided to AOT clients were, in fact, provided; 

● documenting any contacts made regarding AOT 
 clients; and 

● enforcing requirements pertaining to the reporting of 
 significant events. 
 
2. Periodically verify the accuracy and completeness of data 

entered on TACT and the Evaluation System. At a 
minimum, this verification process should include a 
comparison of client information sources to information 
entered in both systems and the correction of errors, 
discrepancies or missing information. 

 
3. Explore the feasibility of including data about AOT client 

medications and the duration of any client hospitalization 
or incarceration that occurs on TACT. 

 
4. To the extent possible, provide field offices and counties 

with on-line access to the Evaluation System. 
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Recommendations (Cont’d) 
 
5. Develop guidelines that state timeframes for entry of 

case manager reports on the Evaluation System, and 
take steps to reduce the backlog of reports awaiting entry 
in the system. 

 
6. Provide OMH field offices with information about the 

capabilities of the Evaluation System. Explore new ways 
of using the client information collected to help field 
offices and local program offices ensure AOT clients 
receive court-ordered treatment services. 
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1. We clarified our recommendation to state that OMH should improve field office 
oversight and monitoring activities by documenting any contacts made regarding 
AOT clients.  Doing so would enable the OMH program coordinators to clearly 
show the steps they have taken to oversee and monitor the counties’ AOT 
programs, which is an area that we found to be lacking during the audit. 

 
2. As we disclose in our report, to be able to effectively monitor the AOT program, 

field offices must have access to client progress data to help ensure that AOT 
clients are receiving the services identified in the court order.  However, we 
identified errors and discrepancies in 61 of the 65 cases reviewed, and we also 
identified numerous instances where TACT data was incomplete.  We maintain 
that to meet its oversight responsibilities, OMH needs accurate and current 
information about AOT clients. 

 
3. We modified our report accordingly. 
 
4. Our findings support the conclusions reached regarding OMH’s field office 

monitoring activities.  OMH program coordinators are responsible for overseeing 
the local mental health organizations’ administration of the AOT program.  We 
identified a number of deficiencies in the program coordinators oversight 
activities.  For example, we found that the program coordinators do not 
adequately document their contacts with local AOT programs, and have not 
taken the steps necessary to ensure that significant events are reported properly, 
consistently and within stipulated timeframes.  Hence, we recommend that OMH 
take the steps necessary to improve its field office oversight and monitoring 
activities. 

 
5. According to OMH’s program coordinators in the three field offices we visited, 

they maintain contact with local AOT programs by means of e-mail and 
telephone, weekly and/or quarterly meetings, and periodic visits to local AOT 
program offices.  However, the program coordinators were generally unable to 
document these contacts.  For example, minutes of the meetings were not kept 
and the agendas were not detailed.  Without documentation of field office 
monitoring of local AOT programs, there is reduced assurance that such 
monitoring is taking place and is adequate. 

 
6. As stated in our report, New York City officials had not directly received case 

management reports since September 2001.  Instead, these reports were sent 
directly to OMH Central Office.  According to New York City field office officials, 
they reviewed only the significant event sections of the Quarterly and Follow-up 
reports for those reports that Central Office forwarded to them. 
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  7. Monitoring the implementation of Kendra’s Law is a responsibility that OMH 
shares with local governments.  Since OMH’s program coordinators are 
responsible for ensuring that AOT clients receive treatment in a timely manner, 
review of case manager reports would help program coordinators fulfill their 
monitoring function.  Hence, we do not agree with OMH’s contention that an 80 
percent response rate is sufficient and as such we recommend that OMH 
implement procedures to determine that all required reports are provided.  We 
note that OMH officials have enhanced their monitoring of the timely receipt of 
assessments. 

 
  8. As stated in our report, Long Island officials stated they were unaware of the 

OMH requirement to report certain serious significant events within 24 hours. 
 
  9. As stated in our report, Hudson River and Long Island officials stated they do 

little if any review of the Quarterly reports before they forward them to Central 
Office. 

 
10. We do not agree with OMH’s assertion regarding high data accuracy rates.  As 

documented in our report, we determined that Evaluation System data did not 
match hard-copy reports for 50 of the 68 reports (74 percent) we reviewed.  We 
concentrated our review on the critical data elements relating to AOT client 
treatment.  As such, we maintain that OMH needs to take action to improve the 
accuracy of this information to enable a proper assessment of program 
outcomes. 

 
11. We commend OMH for taking action to reduce the backlog of reports awaiting 

data entry into the Evaluation System.  However, we do not agree that our 
findings do not characterize the typical case.  We found that on average, it took 
approximately five months from the date Central Office received a report until 
personnel entered the information into the Evaluation System.  Further, since 
reports are often received late, the average time for entry into the Evaluation 
System increases to 317 days when you compare to the actual due date of the 
report.  We attributed the backlog to the lack of timeframe requirements for 
entering report data and an absence of a policy about how to prioritize data entry 
tasks to reduce the backlog.  Hence, we recommend that OMH take action to 
address these matters. 

 




