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Dear Mr. Stone:

Pursuant to the State Comptroller’s authority as set forth in Section 1, Article V, of the
State Constitution and Section 8, Article 2, of the State Finance Law, we have audited selected
aspects of the Office of Mental Health's oversight of the Comprehensive Psychiatric Emergency
Program, focusing on the period of January 1, 1993 through September 1, 1996.

A. Background

Throughout the history of New York State, psychiatric emergency care has been provided
in hospital emergency rooms, while psychiatric centers operated by the Office of Mental Health
(OMH) have provided treatment to patients with more serious and persistent mental illnesses.
Since 1986, in a change of focus, OMH has downsized and/or closed psychiatric centers, moving
many clients into community-based settings.  This movement, in turn, has placed greater demands
on limited community-based mental health services and has often resulted in overcrowded
emergency rooms and the overuse of acute inpatient hospitalization.

Chapter 723 of the Laws of 1989 authorized OMH to develop the Comprehensive
Psychiatric Emergency Program (CPEP), which is designed to provide a systematic response to
psychiatric crises in urban areas.  In August of 1994, Chapter 723 was amended to extend CPEP
until July 1, 2000, and to authorize OMH to develop and implement a suburban/rural psychiatric
emergency system.  As of March 31, 1997, OMH had licensed CPEPs in 13 urban locations
(including 8 in New York City) and 1 in a suburban location, all operated by local hospitals.

CPEPs are to orchestrate the delivery of a full range of psychiatric crisis and emergency
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care within a defined geographic area.  They are required to provide four components of service:
hospital-based crisis intervention, extended-observation beds, mobile crisis outreach services, and
crisis residences.  This integrated program attempts to alleviate the overcrowding in emergency
rooms, provide alternatives to inpatient admissions, and maintain a community-based focus.  Its
objectives are to provide crisis intervention in the community, consisting of timely triage,
assessment, intervention, and links to other community-based mental health services; and to
control inpatient admissions.

CPEPs charge patients for the services provided, and collect revenue from patients and
third-party payors.  They may also receive funding from other sources, such as local government
agencies.  OMH has a contractual agreement with each CPEP whereby it funds the CPEP’s annual
net operating deficiency that is associated with the incremental costs of meeting the CPEP
regulatory requirements, up to a maximum amount of $1 million.  The program budget for the
year ended March 31, 1997 was $11,400,000.

B. Audit Scope, Objectives, and Methodology

Our audit focused on OMH’s oversight of the CPEP for the period January 1, 1993
through September 1, 1996.  Our objectives were to test the accuracy and completeness of CPEP
reports of program statistics; to evaluate OMH’s efforts in determining whether CPEPs have taken
adequate steps to correct deficiencies cited in a consultant's clinical audits; and to determine
whether the CPEPs have provided all required components of the program.  To achieve these
objectives, we interviewed the OMH staff who monitor CPEP activities and selected CPEP
officials, verified a sample of program data provided by CPEPs to OMH, and reviewed program
records.  We also visited four New York City-area CPEPs at the Kings County Hospital Center
(Brooklyn), Elmhurst Hospital Center (Queens), Columbia Presbyterian Medical Center
(Manhattan), and the Bronx Lebanon Hospital Center (Bronx).

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 which are included within the audit scope.  Further, these standards require
that we understand OMH’s internal control structures and its compliance with those laws, rules
and regulations that are relevant to those operations which are included in our audit scope.  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.

We use a risk-based approach when selecting activities to be audited.  This approach
focuses our audit efforts on those operations that have been identified through a preliminary
survey as having the greatest probability for needing improvement.  Consequently, by design,
finite audit resources are used to identify where and how improvements can be made.  Thus, little
audit effort is devoted 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.
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C. Results of Audit

OMH needs to improve its oversight of CPEP.  According to OMH officials, the newness
of the CPEP program and its uniqueness warranted a multi-faceted approach to monitoring and
evaluating the program.  This included oversight through program evaluations, initial licensing
and periodic recertifications, clinical audits, and other monitoring efforts by OMH staff.  We
found, however, that OMH needs to more fully evaluate the program data supplied by the CPEPs,
which is to be used by OMH to monitor CPEP activities.  We also found that OMH has not been
following up on program deficiencies cited in clinical audits performed by a consultant under
contract with OMH.  OMH has also not ensured that the CPEPs provide all required components
of the program.  

In response to our draft report, OMH officials stated, "While CPEP has been very
successful, it is both normal and appropriate to make minor adjustments to a program based on
experimental data available after several years of program operation.  OMH's consideration of the
OSC audit recommendations will assist us in  making some of these adjustments."  They added
that, although they are in general agreement with the audit recommendations, they do not totally
agree with the report's observations and conclusions regarding the adequacy of OMH's oversight
of CPEP.

1. Reports of Program Performance

CPEPs are responsible for reporting certain program information relating to their
operations, including summaries of the numbers of patients treated, the types of treatment
provided, patient demographics, and discharge dispositions.  The OMH Director of CPEP reports
that she uses this data to monitor program activities, identify concerns to be discussed at quarterly
meetings with CPEP providers, and prepare an annual report that is submitted to the State
Legislature.  Up to and including 1994, OMH employees would visit each CPEP to compile the
data required for this report and to verify the accuracy of the information provided by the CPEPs.
However, since 1995, OMH has relied on unaudited data provided by the CPEPs; thus, there is
no assurance that it is accurate.

We tested a limited judgmental sample of the performance information provided
to OMH by three of the CPEPs we visited.  Although our testing identified some inaccuracies in
the reported data, we believe these inaccuracies were not material enough to affect OMH’s overall
conclusions regarding program performance.  However, we did observe some performance
indicators that OMH officials need to evaluate.  If these indicators show that potential problems
exist, action should be taken.

For example, an OMH study has determined that patients admitted to
extended-observation beds are 12 times less likely to require inpatient admission than individuals
who are not.  The Commissioner of OMH is responsible for establishing the number of
extended-observation beds each urban CPEP can make available.  Currently, that maximum
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number is six.  CPEPs report the number of patients admitted to this component, as well as the
number who would have benefitted from this component of the program if additional beds had
been available.  According to the reported data, the 13 CPEPs in existence during calendar year
1995 had admitted 8,448 patients to extended-observation beds.  The CPEPs also reported that
another 3,234 patients would have been admitted if additional beds had been available.
Furthermore, officials at one of the CPEPs we visited stated that they occasionally keep candidates
for extended-observation beds in a holding area (i.e., in cots in the hallway) until a bed becomes
available.

OMH officials need to evaluate the implications of the reported number of patients
who would have been admitted for extended observation if a bed had been available.  Moreover,
OMH staff should routinely visit CPEPs to ensure that they are not housing more than six patients
in extended-observation beds at any given time or using holding areas improperly.

Performance data relating to the use of crisis residences also warrant further
investigation.  This component of the program, which is based on Mental Health Regulations, is
to provide up to five days of temporary residential and other necessary support services to patients
discharged from other components of the CPEP operation.  However, the CPEPs report that
patients stayed in crisis residences an average of 17.8 days during 1995.  This suggests either that
the five-day period does not allow enough time to deliver what the patient needs, or that crisis
residence services are being used inappropriately.  CPEP officials at the hospital we visited during
the audit told us they believe that a five-day stay is not long enough to achieve the desired
outcomes.  OMH officials need to determine whether crisis residence beds are being used
inappropriately, or whether the Regulations should be amended to allow CPEPs more time to
provide crisis residence services.

We also noted a situation where OMH officials were not aware that important
performance data was being reported inaccurately.  Elmhurst Hospital staff informed us that they
generally classify all mobile crisis outreach visits as initial visits, even though Elmhurst routinely
provides both initial and interim types of mobile crisis services.  The hospital receives the same
reimbursement rate for both types of service, but prefers to use the initial visit classification to
reduce paperwork.  However, the two types of service are very different.  An initial visit is
usually made to a mentally ill patient who is either unable or unwilling to obtain treatment in the
emergency room.  An initial visit might also be made in response to a request from the police or
a family member, who might ask the mobile team to intervene when a crisis is in progress.  An
interim visit is usually made to a patient who has been discharged from the CPEP, but does not
have an immediate appointment with a mental health provider.  The mobile crisis outreach team
might make up to five interim visits to such a patient to ensure that he or she remains stable until
treatment begins.  Without interim visits, a discharged patient could forget to take medications or
fail to begin scheduled treatment or show up for subsequent treatments.  The patient’s condition
might then deteriorate and, as a result, he or she might have to return to the CPEP, or even a State
mental health facility, for emergency care.
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We interviewed OMH officials and found that they were not aware that Elmhurst
Hospital staff were not reporting outreach visits properly.  This situation should have been
identified by OMH and action taken to ensure that Elmhurst was providing necessary services and
reporting them accurately.

2. Consultant Clinical Audits

OMH contracted with a consultant, Behavioral and Organizational Consulting
Associates (BOCA), to perform clinical audits between August 1993 and September 1994 at the
ten CPEPs existing at the time.  The contract amount was $192,000.  (According to OMH
officials, about $55,000 of the contract amount was specifically for BOCA audits of CPEPs.)
OMH’s Bureau of Data/Incident Management forwarded copies of the resulting reports to OMH's
Regional Directors, instructing them to ask each CPEP director to prepare a plan of corrective
action, help the CPEP implement the plan, and keep the Bureau of Data/Incident Management
informed of the CPEP’s progress in such implementation.  However, follow-up on the deficiencies
cited by BOCA stopped when the OMH closed its regional offices in 1995.  OMH staff who
currently monitor the CPEPs located in New York City told us they had never seen the BOCA
reports or the CPEPs' plans for corrective action.

OMH officials told us they are aware of many of the problems BOCA identified,
such as the underutilization of crisis residences and mobile crisis interim services, the lack of
facilities for treating children and adolescents, and the need to have CPEP staff make
appointments for discharged patients to ensure that they continue to receive treatment.  However,
there is no indication that OMH officials have acted upon those problems or are aware of certain
other deficiencies identified by BOCA, such as a failure to document a patient’s vital signs,
behavior, and mental status while restraints were being used; the use of restraints that had not been
approved by OMH; a length of stay in a crisis residence bed that far exceeded the five-day limit;
patient areas that could not be observed by CPEP staff; staff areas that were overcrowded and
noisy and lacked adequate facilities for privacy or respite; and inadequate written policies and
procedures.  OMH officials said that the follow up of the clinical audit deficiencies cited by
BOCA was not done in all cases; they plan to contract with BOCA to revisit the CPEPs for this
purpose.

3. Utilization of Program Components

CPEPs are required by OMH to provide all four program components.  Most of
the CPEPs had planned to provide the crisis residence services component by using beds located
at State (OMH) psychiatric centers.  However, OMH allowed the CPEPs to begin operating before
specific agreements had been made with the centers regarding admission criteria, staffing, and
provisions for day treatment services for patients still in crisis residence beds.  In practice, few
CPEP patients have been able to obtain such beds in State psychiatric centers; the 13 CPEPs we
reviewed reported a total of just 239 admissions during 1995.  The majority of these admissions
occurred at crisis residences provided by three CPEPs (Harlem Hospital - 92 patients, Stony
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Brook Hospital - 61 patients, and Erie County Medical Center - 41 patients).  Four other CPEPs
(Bronx Municipal Hospital, Columbia Presbyterian Hospital, Kings County Medical Center, and
St. Vincent’s Hospital on Staten Island) had not admitted any patients into crisis residence beds
during the entire year.

OMH officials told us they consider crisis residence beds to be an important
component of the CPEP program, and said they believe such slots can be obtained most effectively
through community-based providers.  In fact, three CPEPs (Harlem Hospital, Bellevue Hospital
Center, and Broome County Medical Center) currently have agreements with community-based
providers.  However, OMH must ensure that the remaining CPEPs are also able to provide the
necessary comprehensive range of services.

Recommendations

1. Ensure program compliance by making periodic site visits to CPEPs, examining the
program and verifying the accuracy of the performance data provided by the CPEPs.

(OMH officials agreed that routine site visits are important.  They stated they have
monitored CPEPs through site visits in the past, and will continue to do so in the future.
They also agreed that the accuracy of statistical data should be verified and that, by and
large, this already occurs.)

2. Evaluate the performance data provided by CPEPs and take appropriate actions where
indications of problems exist, including whether urban CPEPs should be allowed to have
more than six extended-observation beds and whether the five-day limit for crisis residence
services is adequate to meet current program needs.

(OMH officials indicated that performance data is reviewed regularly.  They added that
plans have been made to involve field staff in reviewing the data and resolving identified
issues in a routine fashion. Regarding the two issues raised in the recommendation, OMH
officials stated that a workgroup will be formed to address them.) 

3. Determine whether CPEPs have taken appropriate actions to correct the program
deficiencies cited by BOCA.

(OMH officials stated that field staff will review the BOCA audits and revisit each CPEP,
as appropriate.  They will also direct BOCA to revisit those CPEPs with the most
significant deficiencies.)

4. Help CPEPs obtain crisis residence beds from community-based providers.

(OMH officials stated they are convening a workgroup to identify contributing factors and
develop strategies for implementation.)
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A draft copy of this report was provided to Office of Mental Health officials for their
review and comment.  Their comments have been considered in preparing this report, and are
included as Appendix A.

Within 90 days after final release of this report, as required by Section 170 of the
Executive Law, the Commissioner of the Office of Mental Health 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 therefore.

Major contributors to this report were Kenneth Spitzer, Anthony Carbonelli, David Hoffer,
Legendre Ambrose, and Marticia Madory.

We wish to thank the management and staff of the Office of Mental Health for the
courtesies and cooperation extended to our auditors during this audit.

Very truly yours,

Frank J. Houston
Audit Director

cc:  Robert L. King
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