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health care program in New Jersey. Certainly a state that

in seven years can increase its expenditures for education
three and one-half times - in 1966, $265 million to, in

1972, 8914 million - or in the case of welfare, increase

its expenditures by 650% - from $50 million to $381 million -
must recognize its responsibility to the unfortunate residents
of cur institutions and provide adequate funding.

I trust that today we may have the beginning of that
effort to generate and focus attention upon the people of
this State on the need to improve mental health care.

The first gentleman to testify will be Dr. Simon of
Marlboro State Hospital. I would like to call upon him at

this time.

D R. MICHAETL R. S IMON: Senator, I think
one has to make a difference between the care and treatment
of patients within a mental hospital, specifically a state
mental hospital, and the problem of suicide. I think if
we're talking about care and treatment of patients in a
general sense, we can, in fact, see a specific correlation
between our imput, in terms of manpower, in terms of pro-
viding for the care and treatment of mental patients, and
the result that we can hope to achieve. I think in that
sense we can have almost a simple correlation. When we
get into the problem of suicide, I think we get into a much
more complex issue.

Suicide and the causes of suiride are not yet
known to be so specific that we can actually build programs
around the prevention ofzsuicide.u Surely we can take the
measures that we do take'with resgéﬁtsto the prevention of
suicide. However, the problem itééif'is of such a complex
nature that to try to find simple answers by. simply changing
an environment or adding a few more personnei@ in my opinion,
will not particularly-solve the problem. f

Within the area cf suicide, we're dealing with

individuals whc are so alienated from being able tc accept
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help that the question of providing more help is not always
the answer to the question of suicide.

I would like to point out, for example, one specific
case of suicide that we had at Marlborxrc. This individual
was a young girl. Now if we talk about help, in her particular
case I don't think any more help could have been given in the
sense that a doctor, the family, social worker, psychologists,
all were making efforts with respect to trying to reach this
girl and at times it seems that the efforts were paying off,
it seemed as if her mood had changed, it seemed as if she
had been reached, and at the time that we felt that she had
actually been reached, where we felt we were making real
progress with her, at that time, secretively she was storing
up pills which she had bought in an ordinary pharmacy out-
side the hospital and then killed herself with them. .

So, I think we must make a separation between the
fact that there is - very specifically there's a need for
improvement within the State Hospital system in terms of
more personnel, in terms of improved programs. But when
we're talking about suicide, I think we must in fact look
at this issue from a different point of view. We must have
more study in terms of having a study around the causes and
the preventions of suicide.

Again, if I can come back to Marlboro in terms of
the picture of suicides that we've had. We went through
1971 without a suicide. We went through 1972 with 4 suicides.
We felt that in 1972 the care and treatment that we were
providing with respect to our patients was equivalent to
what we were providing in 1971. However, there were these
four suicides that we had during this year.

If we analyze the situations, we cannot in point of
fact say - I cannot in all honesty say that if I had this
particular program or that particular program we might have
been able to prevent any of the suicides. Suicide is ern
unfortunate situation, it's a tragic situation, It's = tragic

situation from the point of view of the individual wno acts
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out suicide,; it's an unfortunate situation for the family.
It is a very difficult problem. What seems to be on the
surface is not zlways going on as far as the depth of the
individual is concerned. We find individuals who commit
suicide will try again and again in spite of the care and
concern that we find people extending toward them.

I repeat, from my observation it seems to be a
situetion where the alienation of the individual is so
strong, in terms of his connection with people around him,
that all cur efforts at times seem to be in vain.

Thank vyou.

SENATOR HAGEDORN: We appreciate your testimony,
Dr. Simon, and we do recognize that you run a rather
fine institution at Marlboro.

DR. SIMON: Thank you very much.

SENATOR HAGEDORN: I have no questions.

I understand that Dr. Fenimore from Greystone is
present and I would like to ask if he would be willing to

testify at this time.

D R. FRANK D. FENIMORE: Yes. I am
Frank D. Fenimore, M.D.

SENATOR HAGEDORN: Dr. Fenimore, inasmuch as there
has been a lot of attention focused upon Greystone, I was
wondering if you would be willing to tell us about the
circumstances surrounding the three suicides that took
place in Greystone.

DR. FENIMORE: Yes, I will.

The first one was a young man who escaped from the
Hospital and poceeded to go to a bridge over the Harlem
River. This young man had made three or four previous
attempts and on each occasion we were fortunate in catching
him before he jumped from the bridge. He always seemed to
head fcr the George Washington Bridge and we, as soon as
we learned he was missing, alerted the police in that area

arnd they immediately searched the area, as they had done on
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" previous occasions, but this time he went on to the
Washington Bridge which went over the Harlem River and,
unfortunately, succeeded in his suicidal attempt.

This young man had been showing progress in his
treatment program and at the time of his escape he was
attending an occupational therapy program. The occupa-
tional therapy area was not in a locked area and,
unfortunately, when the Occupational Therapist turned to
take care of someone else the patient was able to slip
out unnoticed.

The second one was a young man who, ever since
he came to the Hospital, kept hitting himself in the face
saying that God was telling him to do this because he was
bad. He also had begun to show signs of improvement.
During a period when he was allowed into a linen room to
pick up his clothing for the night - the linen room was
open daily for a period of 45 minutes or so so that
patients could get themselves ready for bed. Unfortunately,
he was in there alone for a brief period and the one
attendant on the ward was not at the door because he was
alone on the ward and he had other things to do. Within
a matter of say 15 minutes this boy had succeeded in tying
a shirt over a clothes pole and allowed himself to slump
down so that he could hang by his neck.

The third case was one that was really upsetting to
us because we had put in so much effort and we were getting
a wonderful response after a period of two years. This
young man was granted ground privileges so that he was
able to 1live on an open ward and gained the use of the
entire grounds. He went to an area which was not a patient-
occupied area, it was an employees' bathroom on the second
floor, and he pushed out the window screen, stood up on -
we assume he stood up on the windowsill and dove, head first,
on to the pavement below. He had to clear a garbage
collector, a Dempsy Dumpster, which meant that he really
had to spring from the windowledge to accomplish his purpcse.

5



He was dead immediately.

Now whenever patients are brought to the
Hospital with suicidal tendencies, they are kept in an
area right cutside the nurse's staticn so that they can
be cbserved continuously. But when they get over this
immediate period of suicidal tendencies and then we get
into the treatment programs this is when, unfortunately,
these things do cccur. I don't know of any way that I
could honestly tell you how we could prevent suicide. I
wish there was a simple answer to it. Giving us a thousand
more pecple to work isn't going to guarantee us no suicides.

SENATOR HAGEDORN: Could I ask you a question at
this time? Do you think it would help prevent them?
additiorial staff?

DR. FENIMORE: I am sure we could reduce the
number because we wouldn't have the incidence where there
would be one person on a ward, we would have at least two
or three. |

SENATOR HAGEDORN: I have a few more questions, if
I may.

DR. FENIMORE: Yes.

SENATOR HAGEDORN: Knowing that some of them have
suicidal tendencies, do we have any extra precautiodns,
exercise any extra precautions in those areas? For
example, I'm thinking of the one boy you talked about who
went to occupational therapy and I was wondering how many
attendants we have. Do we have additional attendants
knowing that we are faced with these problems?

DR. FENIMORE: No. Unfortunately we don't have
that much heip. I mean, if we had decided that because
we didn't have the help this individual would be deprived
of this program, that in orxrder to safeguard against any
suicidal tendencies we would leave him locked up on the
ward, and we don't feel that this is good therapy.

SENATOR HAGEDORN: Has there been any effort to
secure additional help for this type of problem?
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DR. FENIMORE: Yes. I believe we submit in our
annual budget requests for positions.

SENATOR HAGEDORN: Which apparently are not
recognized?

DR. FENIMORE: Well, when I was on the other
side of it, just the head of a section, I used to become
annoyed because we would ask for something and didn't
get it, but I am learning now that there is just so much
to give out, everybody wants, somebody has to get less if
we get more. So I don't want to say that we are the only
ones that should have the more. Now, if there was enough
for everybody, that would be the answer.

SENATOR HAGEDORN: Well, I can assume that you
are dissatisfied with the response of the State in pro-
viding adequate staff for your institution.

DR. FENIMORE: Yes.

SENATOR HAGEDORN: Thank you. I have one other
question and that is, do we have police reports on the
three suicides at Greystone, in other words, have they
been investigated and do we have filed reports?

DR. FENIMORE: Yes. Every incident that violates
any criminal statute is thoroughly investigated by the
police and reports are submitted to the County Prosecutor's
Office.

SENATOR HAGEDORN: Very good. If you have other
comments, we will be glad to listen, otherwise, we are
very happy that you have come here and answered these
questions and provided testimony.

I understand that Frances Dunham is in the audience
who would like to testify.

In each case, we would ask the people who testify
to give their names and address and what organization they
represent.

FRANCES DUNHAM: My name is Frances Dunhaii.
My address is 690 Whitehead Road, Trenton, New Jersey. ' en

Executive Director of the Health Care and Rehabilitation Unit of
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Council 63, American Federation of State, County and Municipal
Employees, AFL-CIO. Our organization is the certified bargaining
agent for 8,000 non;professional institutional employees in mental
hospitals, stéte schools for thé retarded, and food service workers

in state prisons.

Over the past year, our organization, while not having accurate
figures as to the number of suicides that have taken place in these
institutions because of a veil of secrecy by the Department of
Institutions and Agencies, has been greatly concerned and has more
than once gone on record that there is a desperaté need for improvement
in patient care to prevent suicides. It is our opinion that these

suicides are the direct result of a "penny pinching" policy by the

State of New Jersey resulting in antiquated facilities, unbelievable

shortages in staff, and unqualified administrators.

The administrators we make reference to are the majority of
doctors in these institutions who besides giving health care services,
have the overall responsibility of overseeing, supervising, and running
these institutions. In actual practice, these doctors show no
concern for staffing patterns, no interest in the number of personnel

on any given ward, and have a seemingly carelessness about the

.welfare of the patients.

It is no secret that many of these doctors are discontent with
the monies they receive from the State of New Jersey as compared to

their colleagues in private practice resulting in an indifferent



attitude tbwards the operation of the institution. Other doctors

are foreign born who work under the head of the institutions'’

directors certificate with no understanding of the American workers

and in many cases having a language barrier resulting in an inability

to communicate with patient and employee alike.

Another component in the inability of these institutions to
function properly are those who operate the institutions, namely
thg directors, who are not trained in personnel relationships and
coping with physical facilities equal to the size of a small city.
A doctor is not trained to deal with employee problems. A doctor
is not trainea to understand how to feed thousands, run laundries,
Oversee massive utilities, engineering, electricity, plumbing,

and so on.

Flowing from this type of antiquated administration are under
paid, under staffed, and demoralized employees, many of whom live

in the ghettos of New Jersey and must travel at great personal expense

and time to get to their jobs. These employees, hired as non-

professionals, end up doing para-professional work which includes
motivating patients, giving "shots", administering medication, giving
occupational therapy, and giving recreational sessions. These same
employees wash and clean wards; serve food; wash and iron clothing;

scrub walls, windows and floors;and clean dishes.‘



If you can picture all these responsibilities being fulfilled
with a large shortage of staff, you can then understand that
meaﬁingfully overseeing the patient and his needs becomes secondary.
These employees ]ust don't have tlme to talk to the unfortunate
patlents who are in these institutions,denying them a llfeglv1ng
feeling of concern which is so desperately needed by those who are
mentally afflicted. Regretably, those who are the institutional
professionals other than doctors, just are so few in numbers that
they cannot give any kind of professional service‘to the patient.
Without employees having time to talk to a patient, they have

absolutely no contact with the outside world and, possibly, with

reality.

Lastly, the facilities are antiquated. For example, there are
no protective measures for windows within the facilities where

patients are housed on the second or third floor wards. Exposed

pipes are clearly visible in most of the institutions and patients
have been known to use a sheet across the piping in attempted suicides.
To%let facilities in most of the institutions are insufficient and
antiquated with built in hazards of self-destruction. They‘are

also without prlvacy, debilitating patients into feeling like an

animal rather than a human being.
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In most of the facilities, there is no available drinking water
. for patients. They must use the sink inside of the toilet for their
driking water which is another debasing factor which could lead to

feelings of self-destruction.

On the wards themselves, there is not enough space between beds
for nightstands so that a patient can keep his personal belongings.
In many wards patients have been known to come down with pneumonia
or other illness because of inadequate heating and improper ventilation.

Factors like these obviously lead to severe depressions.

It is our conclusion that the only way to address suicides
. that have taken place in the.institutions is to start working on
improving staffing patterns, improving physical facilities,
impfoving professional services, hiring trained hospital administrators,
and putting a greater political and public emphasis on mental facilities;
. as opposed to what's happening in New Jersey where tho;e who are able
to riot get the monies and alterations over those who are unfortunate

enough not to be able to fend for themselves.

11



SENATOR HAGEDCRN: Have you finished, Mrs. Dunham?

MRS. DUNHAM: Yes, 1 am, Senator Hagedorn. I Lave
twoe employee=z representing - one, the State Hospital ar
Ancrrz, and the othzr, the State Training School at
Vineland, and they will be giving testimony from what they
have seen on ths Jjob.

SENATOR HAGEDORN: We would iike to listen to them
at this time.

MRS. DUNHAM: I call 1ouis Cruz from Ancora State
Hospital.

LOUTIS C R U Z: My name is Louis Cruz, 430 Scuth
30th Street, Hammontcn, New Jersey.

I have been employed at Ancora State Hospital for
six years now. I work on an Admission Ward. We had an
incident about three or fcur months ago where a patient
on the top floor where I work with only two attendants
taking care of 46 patients, three patients on homicidal
precautions, four patients on suicidal precautions. There
were cnly two attendarnts on the floor who cannot watch
that many patients. The patient got cuat of his bed, went
into a linen closet, hung himself. Thes we attendants
cannot b= on the ward at the same place st a.l times.
With sc many patierts in bed - this is a med-surgical
unit where a third of your patients are k=d patients. You
have about 10 on critical conditions. We feel, at
Ancora State Hospital, there have been other suicides
because of the lack of help. We care for our patients
but if we do not have the proper people to be with the
patients we 7ust can‘t dc anything. Our hands are tied.

Wher~ you have a ward with 60 or 70 patients and
~ycir have Jjust twe ov three attendants around all shif+s -~
we he 2 attendants who have 1o go out for their zupper
and you send one at a time and ycu ar= always leaving two
attendants taking care of 60 patients. We have not

~nly suicidal but we also have homicidai patients. W=
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are placed on the ward by ourselves where the majority
of patients - you might have two or three on homicidal
and those we would have to keep a special eye on, the

same as the suicidals.

I just took over a patient tc the Vroom Building,
yesterday, myself. He attacked one of our attendants on
third shift, there were only two attendants on third
shift. He hurt the attendant pretty bad. I toock him
this morning over to the Vrxoom Building.

But our main concern is our patients. If we
don‘t have the staff to watch over them, we just cannot
do our job. Our hands are tied. We cannot speak to the
patients because we are watching the patients con-
stantly, we are feeding the patients, we are mopping
the walls, we are mopping all the wards, we are washing
walls. This is required of us, to do all the housekeeping.
How can we do housekeeping duties and keep an eye on a
suicidal patient if we just don't have the adequate
staff to do this.

I heard you speak to Dr. Fenimore saying if help
would alleviate suicides. Yes, this would help because
if we have eﬁough staff ycu can put 1t on a one-on-one
basis for a suicidal patient. But if you don'‘t have the
adequate staff, you cannot put them on a one-on-one
basis. We are in bad shape as far as help is ccncerned.
We have people who are sick and tired of what's going on
who are just leaving their jobs and I don't blame them.
I have stuck it out for six years and I don't know how
much longer I can stick it out.

At this time I would like to call Mary Moore who
will tell you the problems at Vineland State School.

SENATOR HAGEDORN: Thank you, Mr. Cruz.
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MARY M O ORE: My name is Mary Moore. I'm a
CTS at the Vineland State School, Vineland, New Jerssy.

While the mental retardation schools do not have
as many suicide potentials as the mentally ill, we do
have patients who are self-destructive, who are self-
abusive, and we do have - I know in the uni* 1in which 1
work, she was there until approximatsly six months agc -
one who was a potential suicide. She was the type of
patient who used the bathing areas where the water could
be let run and accumulate, or if we were running baths for
childrer: tc be bathed., she was the type of child who would
run and get into the bath tub and submerge herself under
the water. Now the attendants had to observe her very
carefully because she would even go to the hopper
facilities and put her head under the water. Now she has
since been taken out of the building. I do not know if
this is a regular practice, taking suicidal patients
from the unit and other areas. I don't know. But I do
know she was remcved.

However, because of the lack of help we have had
instances where there have been interactions among the
residerts which resulted in the deatl cf a :2sident.

Now this happened in 1971, February. It was during the
preparation for badtime. They had gotten the children
bathed and they were being readizad for bed. They have
at 8 o‘clock what they call a snack time, they give them
cookies and milk or cake and milk, some type of snack.
This particular child - we have 102 residents in that
building and at this particular time we have six attendants
on duty. Th=re ar= four areas, actually there are six
areas but they clecsed off two, the day rooms, and t:..=
bath roors and dorninrries wers open, which gave us four
ar¢as which had to be civer<o with six atterdants.

There was one attendant in the dcrmitory at this time.
When this snack was being served on= child, seeing the

other one with cake, after she had eaten hers, tried tu
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take it away from her. To protect her cake, the
resident jammed the whole piece into her mouth. This
resident knocked her down, sat on top of her and
proceeded to choke her to get the cake away from her.
Now the one attendant hears the fracas - she's at

the other end of the dormitory - and when she turns
around the child is choking the other resident. She
goes to her and attempts to get her off and in an
attempt to get her off of her she cannot - she was a
hyperactive child and it took two or three attendants
to control her if necessary. So she had to go to
another area to get help. By the time she got back and
they were able to get the child off the resident, she
was dead.

This incident was reported. I know there was
a police investigation because that evening the people
who were on duty were held past shift releaving time
being that the police were there. So I am pretty sure
it was reported.

We have had other incidents. Like I say, in
the mentally retarded area there are not that many
suicides. We have had interacticn which has resulted
in injuries to attendants, because of a lack of help.
As I said, in our unit, - I can speak only for the unit
I'm in - at the present time there are 105 in the
building now. We have on each shift - there is a
complement of 14 on the first shift and all the slots
are never filled and in the last six months we never have
more than nine in the morning, which is your fully active
shift. This is the first shift where all the activity
is going on, where a wcman might have to go out to take
a number of children to a clinic, there are children
going back and forth to recreation. So this takes the
women out of the building, leaving approximatb =1y <=

or. duty to supervise the 54 or better residents wh =z~
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left in the unit.

Also on the second shift they work a minimum
cf six in a building to cover 102 patients with six
ar=as to be supervised. Also during that time there
are children going back and forth, being shuttled to
the hespital, the clinic, to the nurse, tc recreaticn,
to classes, which means each group that leaves must
take an attendant with 1t. Therefore, they wind up with
one woman being left in the dormitory with 55 children
who are not leaving the building. As a result, the
children cannot be potted because she cannot leave
one area to go intc another and leave them unsupervised.
Therefore, she must wait for someone to come back so
that both areas are covered and the bath rooms can be
opened. This, of course, leads to accidents because
of the urire, etc. that cannot be cleaned because she
must go to the vestibule to get cleaning facilities to
bring them to the area. She dares not leave the
children unsupervised and, therefore, it has to be 1=t
go until someone ccmes on the floor.

It's a situation where we are losing employees
because they are tired of doing the wcrx ot four people
with two people on duty or ccming on duty at the last
minute and finding that they are the only ones to cover
a dormitory. How in the world they expect us to give
adequate care to 56 or 54 children in each dormitory,
which adds up to 105 children. and two of us on duty at
night -- I have worked two nights in the last two weeks
with two people on duty, myself and one other attendant
to cover 10z patients.

SENATOR HAGEDORN: Could you outline to us
exactly whart your responsibilities are?

MRS. MOORE: We weres hired for resident care.
Actually we are compelled - now I can give you the
procedure on the third shift. We come in at 11 o'c._.wuck.
There 1s a cottage check to be sure that the cottags 1=
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secure, that the children are in bed and everyone is
accounted for. After the shift is changed, it is our
responsibility to check the children to be sure they're
in bed and asleep. All right, we have hyperactive
children which means that there is constantly somebody
running on the floors that we are not allowed to
restrain or keep them in bed in any way unless we have
a doctor's order. At night we can call if they are
destructive or abusive to get a temporary restraint
order to tie them into bed to keep them there. We
have children on this ward who will get up and beat
another child, you know, next to her. The beds are
crowded, you can barely get through the beds. They
are close as these desks are here.

After we check the children and get them in
bed - we're supposed to have an attendant on duty in
each dormitory to constantly check because we do have
children who will get up and attack other residents.
However, we don't have the help so she is put in the
hall so she can monitor both the bath rooms and the
dormitories at the same time. Now if something
happens in the dormitory then she has to leave the hall
and go into the dormitory because there is no one to
relieve her to go into that area. Therefore, we have
one woman covering two areas, yet we are supposed to
have supervision constantly in that area but this is
impossible.

The children are gotten up at 11:30 for potty.
They are potted and put back to bed. Of course you are
going to have those that are not going - back to sleep
and there should be someone there to watch the activity.
After the potting is done, we are responsible for getting
together the children's clothing for the next day which
is in another area of the building and we have to leave
the floor completely to get the clothing together for
the next day's use. We are responsible for housekeeping
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procedures. In my particular building there is a
medicine room, the hopper room which is the storage room
for the cleaning facilities, there is a laundry room
where we are respcnsible for getting the laundry done
during the night, we are responsible for folding these
clothes and putting them away. We are alsc responsible
fer cleaning and straightening the sewing rooms. W=
have florrs to mop. And, of course, we have children to
keep dry and clean. And it’'s really too much work for
one woman with 102 residents.

SENATOR HAGEDORN: You mentioned you do the
laundry.

MRS. MOORE: Yes.

SENATOR HAGEDORN: What part of the laundry do
you dc?

MRS. MOORE: 1In our building we have quite a
few children who are on Social Security. Now the
clothirg that 1is purchased for them with Social Security
money does nct leave the building. Their tctal wardrobe
must be washed, that they use each day. In my unit
there are 33 Social Security children. Therefore, wa
must wash all the clothing that the. us= diring the
day. Some of them are chang=sd five, six and seven
times a day. Anything that is used is washed in the
building, ironed, and put away in the cottage.

SENATOR HAGEDORN: By the attendants in the
building.

MRS. MOORE: Yes, by the attendant.

SENATOR HAGEDORN: Thank you. We appreciate
your testimony and your great interest in the care of
these young children.

MRS. MOORE: Thank you.

SENATOR HAGEDORN: At this time I would like to

993

call upon Monsigncr Dooling of the Mount Carmel Guild.
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M .S G R. J O S.E PH A. DOOL IN G: My name
is Joseph A. Dodling. - I am Administrative Director of the
Mt. Carmel Guild Multi-Service Center which has a
comprehensive mental health center as one of the services
in addition to some satellite outpatient services.

I brought our Administrator with me, Mr. Fasulo;
and also the Executive Medical Director of the Mental
Health Division, Dr. Robert Dublis; and Mrs. Nancy Monti
who is in charge of admissions to the Center.

I presume that our presence here today would be
not so much along the lines of custodial care as it
would be along the lines of treatment. So many of the
things that have already been expressed here today that
we have listened to that revolve around custodial care,
we would of course be concerned about it because we have
an emergency-crisis type of intervention service, but
we would be concerned more about the modality of the
treatment that would be given to patients that might
show some evidence of self-destruction on homicidal
tendencies.

I think that we could reasonably emphasize the
importance of the community mental health center in this
regard that the services of the center are immediately
available to anyone on an off-the-street type of
approach, as well as the various points of comprehensive
mental health care, and these would include the
inpatient area, the outpatient area, partial hospitali-
zation - which is a hospitalization and day care type
of approach - plus consultation and education, and then
aftercare. These five elements of the comprehensive
mental health center we feel are the more direct approach
to memtal health. We feel too that it gives the patient
or the person who needs immediate care the opportunity
to come immediately to a center and, therefore, the

element of prevention is highly important here because

L
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people who have a tendency toward self-destruction
might never get to that serious stage if they have the
opportunity for immediate care when they felt they had
a need for it. The cff-the-street type of approach for =z
is highly important because there isn't any reason for
a person to be referred by a doctor cr by someone in :he
family or by someone who would be locally interested
in the person. But the patient could come in off the
street and immediately see a professional who is
assigned on a regular tour-of-duty basis to take care
and see immediately patients that come to the center.

Mrs. Monti would be able to give you the
statistics on this. She can also give you the crisis
intervention statistical data that I think might be
impressive. But our main reason in coming here is to
emphasize the apprcach of the comprehensive mental
health center, the community mental health center,
which is a service that is immediately available to
the perscon in his own locality.

I would like to present, Senatar, if I may,
Mr. Fasulo who would speak along the 1.n2s of what
the Center is set uvp for.

SENATOR HAGEDORN : Ekafore you do, Mcnsignor,
I would i1ike to make the cbservation that I aave
been privileged to make an inspection tour of the
Mcunt Carmel Guild in Newark and I was really over~-
whelmed by what I saw, the dedication, the efficiency,
the cleanliness. And. hopefully, this is th= type of
program that we want to generate for the public
institutioné of cur State. And, again, may I say,
thanks for your great dedication.
RG BERT "FA ST L O: My name is Rcbert Fasuio
and 1 am the Administrator of the Mocunt Carmel Guild.

I would like to just for a moment confirm < - reemphasize

what Monsignor was saying and that is that our purpose
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in coming here, while not directly related to the
problem that you are talking about, the suicides in
the State Institutions, we felt that some imput from
a community mental health center, in terms of what
can the community health center do to relieve some of
the burden on the state institutions, might be some-
thing good for you to know. As a matter of fact, our
position is that the community mental health centers,
which are relatively new, are not being fully taken
advantage of by the state institutions. I am sure
that that's not because the state institutions don't
want to cooperate as much as the lack of liaison,
perhaps, and communication between the two of us.

We have started to build a bridge with our
state affiliate, the Trenton State Hospital, and in
the past year we've made excellent progress, in.the
beginning, at least, to develop the kind of relation-
ship that we hope some day will be a good working
relationship.

For example, one of the things that we would
like to see happen is for the patients in the State
Hospitals to be unitized according to catchment area
or service area. As you know, the State has been
divided into service areas and hopefully some day each
service area will house a community mental health
center, making mental health services available to
the community where it's needed. Now if in some way
we can:identify, when we visit the State Institution,
with a team, a liaison team of clinicians, and know
exactly who the people are that belong in our service
area, then we can start working with those people
while they are still in the State Hospital and develop
a relationship such that when they leave the Hospital
we will be able to pick up and provide the continuity

of service that is required.
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Now if this can't be done physically, at least
the record could be so established that we would be
able to easily identify the patients who are from our
service area in the Hospital.

We would also like to recommend a pre-screening
process whereby the patients who are being considered
for admission into a State institution, who might be
from our area, are brought to the Center or at least
the case presented to the Center so that we can de-
termine if we can handle that case. Then the person
could receive the treatment they need in their own
community.

On discharge for any of the patients - and
this is extremely important and one of the things we've
been working on with Trenton - we would like to be
able to know in advance when a patient is being con-
sidered for discharge so that we can start the liaison
and the communication and develop a relationship with
that patient before he's released, because if that
doesn't happen the chances are that, when the patient
leaves the hospital, he is not going, of his own will,
to move right into the Center and take advantage.of
the outpatient or day-hospital service that is avail-
able.

If you have no. specific questions on this
subject then I would turn to my colleague, Dr. Dublis,
who is the Medical Director of the Clinic.

But one of the things I would like to say.,
before I turn this over to the medical aspects of
the potential of the community mental health center,
is that a community mental health center is not going
to exist, and all the community mental health centers
that are planned on are not going to come into being
unless there is greater support. Now that support
does not necessarily have to come in the form of

financial assistance from the State. And let me
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elaborate on that just briefly.

Right now there are two free-standing licensed
psychiatric units in the State, at the Mount Carmel
Guild and at Cumberland. Now these are licensed
psychiatric inpatient facilities available in the
service area, part of our mental health center. The
concept of the free-standing unit in and immediately
available to the community, we think, has great
potential. But we are operating under a pretty severe
handicap. Free-standing psychiatric hospitals being new -
and that may not be the only reason, but we are being
discriminated against by many insurance carriers,
including Medicaid, because we are not operating as
part of a general hospital. If we were operating as
part of a general hospital, we would be eligible for
full third-party payments in both inpatient and
outpatient services. What that means to us is we
have a tough time existing. For example, I think that
the number of welfare patients that we see in our
clinic is 40%. Now, if 40% of your patients can't
pay anything and we cannot do anything with Medicaid,
that tells you where we stand because we don't turn
people down who come to us for psychiatric help.

So we are in a position of operating in a low-income
population. We serve patients, regardless of their
income to pay, their ability to pay., and yet the
insurance companies, Medicaid - Medicare we have
slight hope of doing something with Medicare, but we
are just not getting the money that we need to keep
the place running. Our costs were five times our
payments in this past year in our inpatient unit. And
you know a hospital wouldn't operate on that basis.

We understand that there are programs under
way to help the medically indigent. Again, those
programs are being directed to the hospitals, to the

general hospitals. I would say if we have 40% of our
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people who are on welfare coming to us for
assistance and help that a good 30 or 40% are
medically indigent.

Now, if those monies - if there is a welfare
and a Medicaid waiver kind of policy or program
coming about, certainly the community mental health

centers ought to be part of that program. Right now,

as far as I know, only hospitals are.

Of course the financial aid that the State is
already giving is a very helpful thing to us. Frankly,
we think that should be at least doubled.

We hear a lot about revenue sharing. Right
now we carry —as far as staffing is concerned, in
order to get the community mental health concept going
the Federal Government, through the State, pays for
a large portion of our staffing. It started out with
90%, because we are in a poverty area, and we are now
at a 75% level. That is the Federal Government puts
up 75% of the staffing monies for the community mental
health center. I might add that I don't want you to
get the idea that this is 75% of all the salaries that
is being picked up because the Guild has, for example,
400 employees. We're talking about the community
mental health center and approximately 80 employees
that we pick the 75% of the salaries up on.

Now we are in our fourth year. At the end of
the eighth year there will be no support from the
Federal Government.

Now you put all of these things together, the
fact that we don't have Medicaid assistance in the
inpatient unit and only minimal assistance from
Medicaid in outpatient; that the third-party payment
insurers are discriminating against us because we
are not a hospital; and that we're on a declining

scale in terms of Federal support; then I think it's
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pretty obvious that if you want these community
mental health centers to stay in existence - and
there is a great potential there for.really solving
some of your very basic problems in mental health

in the State - then we need greater financial support
from the State, at least some assistance in trying to
get the third-party payments that we should get.

I might add too that the State construction
monies that were made available to us to put up our
center were vital. If we had not received the 36%
support that we did get then the center would not be
in existence today. And if there is any thought of
cutting out that construction money, you're not going
to have many community mental health centers.

If you have any questions, I will be happy to
answer them.

SENATOR HAGEDORN: No, I just have a comment,
Mr. Fasulo. I would like to observe again that your
presentation has been excellent, I think you've given
us a lot that we've been dreaming about and hopefully
that we can bring about for our State institutions.
We are certainly going to research this Medicaid
problem and see if we can't provide some assistance
in that area.

MR. FASULO: It would be a great help.

I think I have spent time talking about some
of these administrative problems and you've heard
some of the medical problems from the institutions'
point of view, I think it might be well if Dr. Dublis
commented on the approach to solving mental health
problems in the community mental health center.

SENATOR HAGEDORN: We will be delighted to

listen to him.
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D R. ROBERT A. DUBLIS: I am
Dr. Robert Dublis and I am Executive Medical
Director at the Mount Carmel Guild.

I would like to first address Mr. Fasulo's
remarks in terms of the context, and that is I think
we can pretty much even begin to address ourselves,
at least in some way, toward the problem which you
seem to be wrestling with to some extent and that is
the suicide problem.

I certainly don't think we have the answer
in the community mental health center, not the total’
answer at this point in time, but I think we really
are moving in a direction that can really be a
solution, and I think this is the context in which
I would like to address the issue.

First of all, let me just make a couple remarks
purely as a psychiatrist, a professional opinion. I
must to some extent - and I will say this initially -
agree with what I believe was said by - I'm not sure
whether it was Dr. Simon or Dr. Fenimore -- in terms
of the preventability of suicide completely. I would
" have to say suicide is not completely preventabie at
this stage of our knowledge. We really have to
accept that if someone is really totally bent on self-
destruction, that it's Jjust about impossible unless you
are going to totally really incarcerate that person,
keep him under total observation. There are certainly
solutions in that regard but it means essentially
depriving that individual completely of his rights for
an indefinite period of time.

However, mcving away from that because I think
that's a relatively rare instance - we may have heard
several of them this morning in listening to the
individual testimony - in many cases it is preventable

and I think the proper approach toward treatment can
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make suicide preventable.

I think that is the area where the community
mental health center can really begin to move toward a
solution. I think some of the great advantages of a
community mental health center are accessibility of care,
its immediate accessibility. Monsignor was referring to
an off-the-street type of approach, what we mean i® a walk-in
crisis intervention approach, and that is to really begin
to bring care to the individual when the need originally
arises. By the time this individual is assigned to a
state institution he is often so far along the course of
his illness that essentially the treatment approaches are
difficult at best. You then run into the difficulty in
a state institution that often even the type of staffing
that could be considered is often at best making custodial
staffing adequate rather than beginning to even approach
what we think of in terms of staffing for treatment
purposes. What we hear today in terms of inadequacy is
really bringing staffing up from one or two persons per
ward which is just barely enough to provide custodial
care. And what we're interested in is treatment. And
if the solution is anywhere it is really in bringing
treatment to these patients. '

The great advance of the community mental health
center approach is really treating the person in his
environment, in his community. When we see people from
the Newark area, which is where we're located, these
people are seen very initially in their problem and part
of our treatment approach is to involve the individual
in context of his community and his society, which means
we don't remove him from the community, from his family,
from the social contacts and supports that he has but
we administer his treatment right there. Really the
community is part of our treatment approach and it's
really using all the resources that are available in

terms of his social supports, in terms of other agencies,
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in terms of his home life.

Again, to take the concept of treatment rather
than custodial care, for the past, I would say, 100 years
or so, in terms of the State institutions - I don't want
to criticize them too greatly, they certainly have their
own problems - the approach to mental health care has been
primarily one to remove the individual from society, from
the community, and place him in a relatively pastoral
setting, and the concept was that that individual would
then get better, that being away from the pressure of the
city and being in a country-type setting this would in
some way produce a cure. This has really not been the
case at all. What we found, unfortunately, is that the

custodial care of patients, long-term care, has essentially

produced more deterioration in the patients, more aggravation

of the primary problem than the illness itself. 1In fact,
it had gotten to the extent that it has really been
demonstrated that we have what develops called a social
breakdown syndrome, as was described by Dr. Gruenberg, an
international Epidemiologist and Psychiatrist, in terms of
being a psychotic illness which is really much more serious
than the original illness itself. And this is really a
product of the social isclation and sensory deprivation of
the patients which often occurs in the kind of setting in
which they have been cared for.

Instead the approach at our center is really in
terms of a very brief, short-term type of therapy, as I
say, crisis oriented, available when the treatment is
necessary and really a range of modalities which ranges,
as Monsignor began to describe, from a crisis or emergency
service through immediate hospitalization, if necessary.
This can be full hospitalization or it can be just a
partial hospitalization. The great advantage of partial
hospitalization is that we can provide supports for the
patient during the day or during the evening and then
release him to his home or his job or his school, whatever
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the case may be, so that the care itself, the hospitali-
zation does not really remove him from that situation.

When we talk in terms of duration of care, the
average duration of care for an inpatient, for instance,
would be something like three weeks. Very, very often
in State institutions we talk in terms of years rather
than weeks. And you can begin to see what the result
would be in terms of my earlier comments about social
breakdown.

I would also say that another great advantage of
this type of system of care is the continuity of the
care.

What also happens and what you will see, if you
trace the cases of many of these patients who finally
may wind up in custodial care for life or a suicide, or
whatever, is that the care is fragmented and that, even
though an excellent program of care can be given,
essentially this care is not continuously available to
the patient. So we get into the concept of after-care.

A hospital at a distance from the patient's home finally
cares for him and at some point in time he is discharged.
What this often results in is a subsequent readmission,

a month later or a year later, or whatever. So we see

a pattern of what's often called a revolving door, in

and out of the hospital. What's really necessary is

for care to be continuous, that after discharge continuing
care be available and accessible to the patient.

Again, the great advantage of the Center, which is
right in the community., the patient continues in outpatient
care which is essentially administered by the same in-
dividuals who treated him while he was in the inpatient
facility. The relationships which are so important to the
patient are made and continued in the same institution.

I think that essentially is what I want to get
across. I just want to return again to what Mr. Fasulo said,
said that I think is essential. I can speak to a great

extent in terms of the professional aspect and advantage of
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this. type of. approach.  On the other hand, if it's
not. financially possible, we run. into a difficult
situation. I know this may not directly concern me, but
it certainly concern me when it becomes a problem of
staffing, the kind of professional staff we would like to
make available for these patients, we do get into the
financial aspects which become quite crucial.

SENATOR HAGEDORN: Thank you very much, Doctor.

You have a young lady with you?

DR. DUBLIS: Yes. Mrs. Monti I think will address

some more of the details of our approach.

NANCY M ONT I: My name is Nancy Monti, Mount
Carmel Guild.

I don't want to minimize the need for staffing.

We all struggle with large caseloads and a lot of people
that we serve. We've heard here today how additional
staffing certainly would be desirable in hospitals and

in the various institutions. However, I would like to
address myself in terms of the therapeutic approach where
I would see one of the main advantages of a comprehensive
mental health center in terms of keeping the person in the
community. Someone said previously how the person becomes
annihilated from various community members and from their
family, and I think this may be true when you really
distance that person from the community in which they live,
not to speak of the readjustment that the person must make
going back into the community and the fear the parents or
the fear of the spouse or family of the patient when the
person comes back and they have not been really helped to
understand what the illness is all about.

I feel very privileged to work in a comprehensive
mental health center because I think that we can handle
both aspects of this problem, where we can work with an
inpatient and we can work with the family in terms of
getting them to understand the illness so that the patient

going back into the home, for example, may not be rejected
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by that home out of near fear for what this illness
really meant, and perhaps have to return to a State
Hospital or an institution which could have been pre-
vented.

Also, I think we shouldn't overlook the fact of
the potential suicide. We talked here about a number of
suicides but let's not minimize the numbers of people
that hospitals and community mental health centers have
helped in terms of prevention of suicide. I direct a
suicide program that we have at Mount Carmel. Last year
we received over 1500 distressed calls. I don't want to
call them suicidal calls - this has all been documented in
the State record in terms of our statistics - but of the
1500 about 155 people will walk in, about 50 of those
were hospitalized as people in need of inpatient services.
This is a 24 hour service. I think that a comprehensive
mental health center affords 24 hour service, meaning when
the patient needs the help they come in, not when an
agency is ready to provide the help.

Also, Dr. Dublis has been very instrumental in
creating a walk-in service which - I have enough years
in mental health to know that waiting lists become really
the thing we hate to talk about, they grow., there are
growing waiting lists - so a person or a parent may come in
for a child and they are told, sure we'll be willing to
help you but, you know, you have a 6 weeks; 6 months to a year
waiting list. How realistic is that? Well, at the Mount
Carmel you don't even need an appointment, you come in.

Now many agencies use this approach too but don't
offer professional help in terms of an immediate appoint-
ment.

And, again, I'm not minimizing the effectiveness of
what they are offering in terms of support to parents or
to patients themselves, but I do think that what we have is
an ability to come in and see a psychiatrist on the first

call, a clinician, to maintain that continuity of care by
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having that very same professional who sees that patient
the first time continue their interest in that patient.
We don't shuffle our patients around. We, therefore, do
need staff to be on an on-call basis, as Monsignor said:
we do need to have competent people who focus on the
treatment, a short term treatment. Our current caseloads
are such that we handle approximately 3,000 or better
unduplicated patients during the course of the year. As
of the end of the third quarter, we had 2156 patients in
active status.

We are very concerned about active status meaning
just that, you know, continuing to come in on a regular
basis. This is in all five phases of our Center. But
we find ourselves handicapped by what we feel are good -
a good approach to mental health, and I would like to
explain that.

If we were to be concerned with money, which is
a concern of everyone, I'm sure, then we would have the
same patient come back three to four times for the
diagnostic workup that we do on the one-time basis, yet
we find ourselves penalized by trying to give an immediate
and comprehensive care to the patient upon the first
visit. For example, if a patient came in for an in-take.
and then came in to see a clinician,and then came in
to see a psychiatrist, and then came in maybe for
psychological, and then came in for an interpretation of
results, we could build five visits. But what we do, we !
have the patient come in and we have an in-take, we have !
a clinical study, we have a psychiatric evaluation all
on the same day. But we can't bill for that comprehensive
service. Because we have really been concerned about what
the patient's needs are and focus on trying to give him
some response before he returns home as to what we can
provide in terms of his treatment, we are penalized in

terms of the operational costs of our facilities. And
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I feel this really should be looked at because agencies

.realistically have to look at what their costs are. It

would be foolish for us not to admit to that. So that
you. begin to think, well, what are you going to do? You
know, all of these people that have to come in, should
we. have them return three times and collect three times
or should we provide the service that we in fact can
provide on a one visit basis and then penalize the
agency, which is what we are doing at the present time.

The other thing that I think is also something
that we should all seriously look at is the transportation
problems for medically indigent people. We are in a
position-to offer all kinds of service regardless of
whether the patients can afford it or not. We will not
penalize indigent people. But they still need the
carfare to get to our place. They still need the money
to buy their medication. Now we find our patients, who
are not on Medicaid, for example, where they can in fact
get their money, you know, to pay for their medication,
will divide their dosage in an attempt to really economize.
This is a realistic problem. I am sure all agencies know
of this. They will feel better so they will save that
pill, they'll save those two pills. They have no idea
of what it means medically, what it means in terms of
their improvement, but they are so concerned with the
very realistic problem of paying for medication that
what they do is compromise the amount of medication that
they are taking.

State Hospitals do help in terms of giving free
medication but it's unreal to expect a person to travel
sixty and seventy miles back to a State Hospital to get
some free medication. So the patient finds himself in
a bind. Does he continue with the comprehensive mental
health center, when they won't give him this free
medication, or does he go back.

So this has, in fact, become a real problem for
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us in terms of good patient care. Also, we can have
the. best going.program in terms of partial hospitaliza-
tion, having a patient come in five days a week, but
then they turn to me and they say, "Mrs. Monti, how can
I.possibly come in five days a week? Who is going to
give me the carfare?"

We provide hot lunches. We realize some of our
patients, for example, felt uncomfortable because they
didn't have lunch money. So we've developed a program
to provide lunch to all so that the medically indigent
person doesn't feel as though he's inferior in that
.grouping. And, you know, we've noticed these kinds of
problems, but there is help needed not only for the
Center but for the patients so that patients - and
I've talked with people on welfare - to provide them
with transportation. Now, about two years ago, I believe,
they cut these funds, not from the agencies but from
the people who are on Medicaid, who are on Welfare, to
.get transportation money to get the mental health services
that are available. But they cannot partake of these
services because they don't have the means to go in on
a regular basis. And I feel that is providing a good
program with lack of availability, not because we're not
in the community but because these people just cannot
afford to come in. And I feel that this is a very
serious problem.

Also I would like to say that we have been
very busy working on liaison with State Hospitals and
we've gotten some cooperation in terms of working
through our communication problems. But we have been
keeping track of the number of patients from our area,
Area 5, that have been admitted to Trenton and we are
very pleased to say that we're getting one to two people
admitted to Trenton on a monthly basis, which is a very

minimal number. We would like to prevent even those one
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to two. We would really like to work it out so that
these people would first come to us and see if there
isn't something we could provide them. We have made
no referrals to Trenton State Hospital.

Now, of the 96 patients last year that we had
hospitalized in our inpatient unit, only two returned to
any State Hospital for any kind of treatment. And we
find that oftentimes a patient wanders back on his own
and if there were, again, better communications developed
whereby we could find out before the patient is admitted
then perhaps we could have the patient come back into
the community and deal with him on that level.

So, again, Jjust to reiterate on the suicides,

I think we would like to stress that we should look,
while we're looking at the numbers who have in fact
been self-destructive, - let's also look at the numbers
of people that we have been able to really prevent

from self-destruction and not minimize that factor.

Thank you.

SENATOR HAGEDORN: I want to say that we have been
privileged to listen to a very knowledgeable and dedicated
young lady and I know that we are going to scrutinize
all the testimony you have given and I hope that we can
come up with some answers to your problems. Thank you.

MRS. MONTI: Thank you.

SENATOR HAGEDORN: Again may I say, thank you,
to the staff, Monsignor Dooling of the Mount Carmel

Guild. You have made a great contribution.
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SENATOR HAGEDORN: At this time I would like to call

Mrs. Louise Sowdon.

LOUTISE S OWD O N: My name is Louise Sowdon of
15 Dolores Drive, Montvale.

I am not prepared with a written statement here, but
I am a former mental patient and I was written up by Mark
Stewart of the Bergen Record on November 10th, which article
has stirred considerable interest.

I am very fortunate to have recovered from many, many
breakdowns, dating back from-1945. I was in Greystone
Hospital once in 1956 and I-was recently there for 14 months
from October 1, 1969, to December 25, 1970. On December
26, 1970, I was fortunately transferred to Cornell Medical
Center in White Plains where ¥ made-a miraculous recovery.

My experience at Greystome-was-very, very painful.

I have expressed myself in this newspaper article. Senator
Hagedorn has mentioned a few of “the unsavory conditions up
there. I witnessed today some "people trying to defend what
the Attendants do. Well; I know firsthand that the Attendants
in two wards that I was in were the cruelest people I have
ever met. They did not scrub the floors, clean the toilets

or anything. We did.

I was under the care of two doctors, but I rarely saw
them in 14 months. I gained more by talking to the social
worker, whom I presume was a psychologist. There were some
good things I enjoyed in Greystone. I have a title for a
book I hope to write comparing my experience in Greystone to
going to a private, very expensive hospital. My title will be,
"Journey from Darkness into Light." There is no comparison.
But, of course, it is a matter of dollars and cents.

The meals at Greystone; I was told by the nurse when
I asked,cost 75 cents a day for three meals. In 14 months
I lost 50 pounds. I developed low blood pressure. I was
put on 12 different medications:; which I wrote down when I
got in the other hospital. They did nothing for me.

I am very fortunate to have gone to a private hospital,
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fortunate that my former husband had sufficient insurance
coverage. He still paid plenty of money for those months I

was there. 1In 4 months' time, I knew I was getting better

‘because I was taking a marvelous new medication, which I

believe was discovered in Australia. It is still under
research. It is an element called lithium carbonate. It
only cost me 4 cents a capsule and I am now taking 3 a day -
that's 12 cents. Before my divorce I was down to taking

one a day. It is a miracle drug and I just can't tell you
how impressed I am.

My brother was in Veterans' Hospital a year ago. I
called his doctor and pleaded with her, "Would you please put
my brother on lithium." But, oh, no, these hospitals like
the county, State and Veterans' Administration hospitals cannot
take the time to watch for the side effects of some wonderful
drug.

I am just lucky. I got well and‘I am very grateful
and I am hoping to become active in this group here, the
Brightstones, and I am most sympathetic to all the parents
who lost their children through suicide. I have attempted
suicide numerous times. If I had stayed in Greystone,

I probably would have done so too.

The Attendants, I think, are the most shameful
things they have in that place. The verbal abuse I took was
unbelievable.

I am going to work for mental health and I believe
that the county I come from, Bergen County, is one of the
wealthiest counties in the United States; I believe, and I
think there should be more people who are tuned in to wanting to
do something.

So I will do the best I can and if you have any questions,
I will be glad to answer them.

SENATOR HAGEDORN: I have no questions, but we do
appreciate your testimony and we hope and pray that you

will work very arduously for mental health and help us all.

37



MRS. SOWDON: That hospital is in the dark ages.

SENATOR HAGEDORN: Mrs. Helen Kardash.

HELENTN KARDAS H: My name is Mrs. Helen Kardash,
179 McDonald Drive in Wayne.

Every word she has said is the gospel truth. I could
break down and not even go on any further. It is not only
the patients who suffer, but the mothers, and I am sure
Mrs. Terrafranca and the other ladies back there will verify
that this is so.

I just want to say to the young lady there, the doctor
and Father that you all have the right idea, but the doctor
was right on to what is wrong with Greystone. There has to
be a patient-attendant-doctor relationship, which does not
exist in Greystone. The patients are punished. They are
not helped. They are actually punished and I think this
will be verified.

Another thing I want to make clear is that whoever
told you the patients get medication free is wrong. We pay
for the medication that we get. When they even go home for
weekends, we pay for that. My son fortunately was insured,
but the insurance ran out. The insurance company used to
give me a rebate on it, but the hospital didn't give it to
me.

I would like to start by saying the mentally ill
and retarded patients cannot be generalized. Each person
is a distinct individual and must be trained and influenced
to live in our society. Also direction, guidance and human
compassion must be improved and maintained by personnel to
assure the patients the respect and dignity they deserve
as citizens. We must not allow anyone to deprive them of
their legal rights and we must change the public attitude
and stigma of mental illness and retardation. This is cruel
and uncalled for, particularly in these days of riots,
drug addiction, destruction of public and private property

and the shameless burning and abuse of our American flag.
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Governor Hughes in 1965 stressed the fact that a great
deal of difficulty at Greystone was a result of the impos-
sibility of recruiting enough qualified attendants.

Mrs. Shirley Davis quit her job at Greystone at this
time because of frustration and inability to get things
done. She was a supervisor. She suggested smaller buildings
to improve patient care. Dr. Weinberg's goal as temporary
director was to build small cottages on the grounds. The
State Board of Control refused to consider the proposal
because they had already approved the 50 million Master Plan
to centralize institutional operations into a mammoth fan-
shaped building. This plan is and will continue to be a
disaster as is the county system. Their plans, I and many
others agree, are the main reason for all Greystone's problems.

In the 1969 investigation, the Mental Health Unit of
New Jersey called Greystone "an antiquated conglomeration"
where "custodial care" rather than "active treatment' is
still the rule.

The New Jersey Psychiatric Association called the
Department of Institutions and Agencies "a conglomerate agency
where those responsible for the mentally ill must vie with
prisons and justify that they are worth as much state money
as some serving a term for murder or a violation of our
laws."

Dr. A. Jacobson said "patients'needs are treatment,
not closed doors," and he would like a study conducted to
improve mental health programs.

October 20, 1969, the Herald News reported, '"a break
for the mentally ill by the Psychiatric Association." This
program would provide new hope, facilities and programs. The
article went on to say. culture centers we had to have, but
the mental hospital has to get by as usual and the treatment
of the mentally ill is not a credit to New Jersey.

The Daily Record reported that particular attention
will be paid to the feasibility of removing the mental
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health institutions from Institutions and Agencies. This
must be done if these unfortunate human beings are to
progress and improve for our society.

Our patients are handicapped not by their own cheoice
or desires, and they cannot even defend themselves in
those buildings now called "human warehouses," "house of
horrors" and "snake pit."

Bore¥om - and this refers to what the doctor had to
say - and being confined behind closed doors can be very
depressing. Isolation breeds deterioration. Memory must
be retained. Money isn't the cure-all.

In February of 1969, Representatave Charles Sandman
reported: The lack of institutional facilities in the
state is not due to lack of money, but because the Hughes'
administration was more interested in hiring architects than
building buildings.

The Statg built two 1,000-bed hospitals for the
mentally retarded. The buildings are identical, but, instead
of using the same plans for both, the State got a new architect,
delaying construction for a whole year and wasting a half
million dollars.

Our Holy and Happy Holidays will soon be here. I
expected more Senators and Assemblymen here and this is why
I wrote this. I appeal to every person in this room to
help all the patients in our "human warehouses."

The patients and we, the parents, families and the
dedicated "Brightstones" will beg, plead and do almost anything
for your full support for the mentally ill and retarded.

We are human beings too and would like to share a
little happiness not only at Christmas but every day of the
year. You can do it and you will succeed if you can
"temporarily" - and I have that underlined and in quotes so
that I don't offend anyone - put your children, grand-
children and others dear to you in the circumstances of our

loved ones and we who suffer more, if that is possible,
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for our long-forgotten, neglected and dehumanized "loved ones."
And I sincerely mean that. They have been dehumanized
and they are trying to do the same thing to the parents.

I have many things here. I have never met Mark Stewart.
But Mark Stewart has printed several of my articles. I
will just hold them up - "Broken bones and broken promises,"
etc. But I am not going to refer to mine.

I have something here from Assemblywoman Klein who
is from Morris County. She visited Greystone Park and she
said, "Conditions at Greystone State Hospital which is
supposed to treat the mentally ill are enough to drive people
insane instead." "One feels one's own sanity leaving when
one enters the wards," - this was stated in a letter to
Commissioner Robert Clifford of the State Department of
Institutions and Agencies demanding more funds. I disagree
with that to a certain degree. More funds are not going
to correct the relationship between the attendants and the nurses
and the patients. Money will not cure anything:;if there
is not a good relationship. There has to be a good relation-
ship. They are treated as prisoners, as I believe the
lady before me said.

I have loads of these quotes. But with all these investi-
gations that have gone on here and been reported, nothing
has ever been followed up. As one girl reporter reports,
everything is down to normal again, everybody has forgotten,
the secrecy is all within the grey walls.

I have some comments by doctors which I think should
be considered. These are only made by doctors who have
dedicated themselves to mental illness. I will say what
has been repeated before: Many doctors in Greystone -- and
I have been going there nine years and find it more depressing
every day I go -- are not qualified doctors. They are
not really doctors. They have other titles and they are there
under false pretense. And the doctor from Greystone was
not really telling all that has been going on and there has
been plenty. I was up to his office just the other day again.
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I won't even give the complete comment of each doctor.
But Dr. Menninger, who with his brother has dedicated
his life to mental illness, said: It is the brains, not
the bricks. They keep talking about building buildings,
making Greystone this and making Greystone that. It is
what goes on inside the buildings that is going to help
the mentally ill.

Dr. Cole of Boston State, formerly of the National
Institute of Mental Health at Bethseda, Washington, D. C. -
and this is very important - found patients were disturbed
by routine forms of treatment, restrictions on patients’
movements for staff convenience, which is what goes on at
Greystone, not for the welfare of the patient. He also
stated that many times a patient's agitation was not always
due to his illness, but a breakdown of relations between
the staff and himself. Dr. Cole looks on an attendant as
an important member of the treatment field, as a result
his morale socars, his efficiency increases. Dr. Cole
believes drugs can control but cannot treat; love, under-
standing and kindness used with different techniques have
achieved significant results. Behind nearly every episode
of seclusion, he found staff errors, staff weakness, ignorance,
anger, inter-staff feuds and jail-house psychology.

Dr. Blain of Byberry, Philadelphia, said we have
begun to function as a center, not a warehouse.- also, to
short-change its mental hospitals is the poorest sort of
false economy a state can practice.

Dr. O'Brien, St. Joseph's State Hospital in Missouri,
was very dedicated to the mentally ill. He was very
angry as he walked throubh the hospital saying, "These are
our failures of the past and what is here to salvage so
late? God knows! But we are going to try." Six months
later his efforts were spectacularly visible. The wards
are now empty. He was determined to make human beings of

them again, and he did.
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Dr. Davesin of Colorado State has said that
patients respond when they are needed and useful to some-
one else and are entitled to dignity and respect. He also
modestly says his only contribution to mental health was
to bring the care of patients to a level good enough for
my relatives and yours. And I don't think there is one
person in Greystone who could say that and truly mean it.

I have just a few more here.

Dr. Burton Blatt wrote an article in 1967. All my
relatives and friends, whenever they see anything, pick
them up and send them to me. This is from the article.

He says he is exasperated with institutional staffs that
have offered excuses, rationalizations and explanations
for their behavior. Inadequate budgets, over-crowded
dormitories, are the poor excuses the institutional staff
gives for the programs they conduct. Their actions speak
primarily of their character. The retarded - and I will
add the mentally ill - will not get the care and education
they deserve until those who administer their needs become
more rather than less sensitive. Dr. Blatt's final remark was:
Perhaps we cannot stop the world in which children and
adults are tortured, but we can reduce the number of
tortured people.

There are many more, but I thought those were the
most important.

My son Gary has been in Greystone nine years. He
was born retarded, but no one knew about retardation then.
When the first clinic opened in St. Mary's Hospital, he was
diagnosed as retarded, but he was educable and he went to
the educable classes until he was 16 1/2 when Wayne opened
a new high school and wanted to limit the number of pupils
in the school he was in. Gary is very shy and does not
make friends easily. Most of those retarded and mentally
ill are in the same category. They insisted on moving him.
We were given the choice - either send him back to the

school he was sent to or quit, which I think is disgraceful.
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Wayne thinks they are so high up and that they know every-
thing about education, but I consider that disgraceful. He
was in a hospital in Summit, New Jersey, for three months.
He was getting insulin treatments, I would say two and one-
half months. In that time he bled internally and had
convulsions and they had to stop. Once the treatment is
over, these private hospitals are not interested in
keeping the patient because the most money is in that area.

He did come home for a while and then in August we
brought him back. In October there was no choice but to
bring him to Greystone, and, believe me, I did it with
great reluctance because Greystone already had a terrible
reputation in 1963 when Gary got there.

When he first got there,Mr. Hopp -- rather Mr. --
well, his name doesn't mean that much. He was the technician
on the ward and he insisted, which is not done now_and is
what is wrong with the system there - that the people'that
worked on the ward with him, the next shift and the third
shift follow the same rules and regulations so that the
patient would get accustomed to the same treatment. That's
not true now. You approach somebody and they say, "I don't
know. I just came on the ward." And you know darn well
they are lying. They have absolutely no interest in the
patients. I have been called a pest and it is passed down
from one ward to another because I come to see my son every
other day. He wouldn't even know his name. They say he
doesn't talk now. Why should he? He is stuck in a hallway
that isn't even as wide as this distance here with chairs
lined there ana there. I am not going to be stopped from
taking him outside in the fresh air for a walk and having
him sit comfortably in a chair for a while. I don't want
anybody to call me a pest and I don't want anybody to send
word from ward to ward to keep me waiting outside of
locked doors. Every door you go into you have a 200-foot

ward and a 75-foot hallway and for each door I have to wait
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and then they pass the word down the line.

I am telling you what is happening now and I am very
disturbed and I am sorry that Dr. Fenimore left. I am sure
he heard part of this conversation.

They are starting a new program, but it really isn't
new. When I started to tell Mr. Lyden, he left, because
Mr. Lyden knows a lot more about mental health than anybody,
I think, believes.

I and a few attendants that have been there a long
time agree that changing the patients from ward to ward,
upstairs and downstairs, is the worst thing they can do
for anybody. When I came two weeks ago, they had him
changed to another ward.

One of the gentleman got up. He said, "We're starting
a new ward; I'd like to tell you all about it." While he
was talking, Mr. Yore, who is ready to retire, joined us
and I said, "Mr. Yore, you and I both know this is not
really a new program." When my son first went there
and a lot of the other people, they had locker attendants,
they had shower attendants.

If anybody goes up to Greystone, you don't have to
guess who are the mentally ill. Just look at their teeth.
They are the ones who have the rottenest teeth you would
ever want to see in the world. Nobody cares.

Now they are starting this program after so many years
when nobody gave a darn. I am sure you have been up there.
I know you have because one of my first articles here is
about you. I have many more at home.

I am sure you know since they have medication, if
they are left by themselves, they are not going to be
very anxious to move around and they don't move fast. So
consequently they get to the point where they look dirty,
they are dirty, and their teeth are terribly neglected as
is their health on the whole. The doctors walk through the

wards, and that's it.
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When this program is implemented., the idea is they
have to ask for something if they want something. Then they
will get a reward and they can come back, and they say the
State gives them $25 for this purpose.

They told me that Gary doesn't talk. Now Gary has
had three operations on his feet, three at Greystone and
the fourth one, I took him out to St. Joseph's Hospital. It
was performed by Dr. Santora. After the third operation, when
he woke up. he said to me, "Ma, I had four injections and
a nurse had to hold me down throughout the operation." He
had a pin in his big toe this time. His toes went this
way and underneath (indicating). And he had a cast up to
his knee which he didn't have in the other two operations.

I was there the first day from one o'clock and at
six o'clock when I left, he still hadn't had any medication
for pain or for anything else. When they were coming
around with the supper at 4:30, I very politely said to the
attendant that was bringing them around, "Isn't Gary about
due for his medication?" "I don‘t give medication and
I don't know when he is due," he said. I don't think
we have to be subjected to any such language by anybody because
we pay taxes and they are getting paid.

After his third operation, I called his doctor when
I got hdme and he said, "I left word he is to have medication
in four hours and every four hours thereafter, and the
following two days, every six hours." He didn't have any.
This was Friday. Saturday he was still in good spirits:
He wasn't a bit nervous, which I was afraid of. I was
afraid really to see him go through this operation, but he
came through it fine.

His father doesn't live with us, but he came on
Sunday. When I came Monday. his hands were all clammy inside
and ice cold and he didn't have a bit of color in his face.
The regular doctors of the Medical Building were coming
through the wards. The first doctor that I met, I spoke to

when he got an infection in his left foot after the first
46



operation. I won't even try to remember his name now. I
explained to him what happened. He said, "I think it is
his nerves." Well, when the head doctor came, he said,

"We will take his temperature." As a matter of fact, I

was walking out of the door when he came in. He said,
"Since they are taking his temperature, I will take a check
and we will see what's wrong with him." I came back in the.
room and he had gone out another way. The nurse was still
with him. I said, "Did the doctor find out what was wrong
with Gary?" And she said, "No, but he said he is so cold
that I should put another blanket on him." So she put

a blanket on him.

He was taken out of bed the third day. I saw the
doctor. There were things going on that made me feel he was
not being taken care of properly. Dr. Anchia was across the
room from where I was sitting and I motioned to him and he
came over when he was finished what he was doing. He said,
"Would you like Gary to go back to Ward 16 where he was?"
Now this is where a patient was taking care of the men.
This is the Men's Ward. This is a patient. And nobody can
come close to him when it comes to treating the patients as
Mr. Hopp because he himself knows what he went through.

As the lady before me said, the attendants do not give the
care they are supposed to give.

He sent him downstairs. This is the third day he
is out of bed. We had to walk at least 75 feet down away
from this building. No - then he walked. He had a walker.
They took him down to the other buildings. There were two
attendants. One was sitting in the TV room and the other
one was down at the other end of the building. They never
came to us. The attendant from upstairs came and gave
her Gary's records and she walked away. He stood there and
finally Mr. Hopp came out of the laundry room and got him
a chair to sit down. By tneun I was beside myself. It was
almost three o'clock. He got a chair out for me. When the
attendant went down, I heard her say to the attendant who
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brought his records down, "Is he back here again?"

Now is it any of her business? If he isn't treated
well, if he needs medication, if he needs to have his feet
taken care of, she is being paid to do this job. I was
very upset and left by the side door. I wouldn't even ask
her to open the door for me.

Now he has had a fourth operation. Since his third
operation, he has been going downhill, downhill, and downhill.
Whereas after the first operation, he improved so, mentally
and physically, that the social worker -- He was operated on
in April. In July I was taking him to the shore. The
social worker passed and turned around and said, "Is that
Gary?" I said, "Yes, I am very happy with him." She said,
"Nobody could have convinced me that anybody could have
improved that much in a different building in three months'
time." And Father McMahon of Greystone said the same thing
every time he passed, "I still can't get over it."

But now with this program -- I'm almost finished. I'm
sorry to take up so much time. I think you will understand
from the testimony you've heard and everybody else that will
follow that there is definite neglect by the personnel and
by Dr. Fenimore. Because he can do more. I don't want an
answer like I got from one of the attendants. when Gary was in
the Bergen Building. I said to him, "Gary is supposed to
be wearing white socks. Ifve brought so many socks in
here. Why doesn't he wear them?" He said, "Go down and
ask the supervisor." I did. I took him up on it. The
supervisor said, "We can't do anything with him either." I
think that should be corrected, and immediately. Because
if they want a job and they want more money, they should
do something to get that money.

I am almost finished. Getting to this token program,
I go along with it. I go along with anything that they
say 1s going to improve my son because he is a vegetable

now. It is true that he doesn't talk unless I can reach
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him by certain conversation. He went to the dentist. Twice
he had an injection and once they had an oral surgeon

there too because his teeth are so bad. When it came time

to open his mouth, he wouldn't do it. They told me to

go down and speak to him. When I explained the circumstances
of the operation and of the other problems that he had, he
said, "He has every reason not to open his mouth for.us."

Anyway, as to this program, I wholeheartedly agree-
to anything they want to do, but are they doing it? That's
the thing. When these men walk off the ward, are the
attendants going to follow this through?

This is what happens. They have their breakfast at
6:30. They have their lunch at 11:30 and supper at 4:30.

I bring milk and cookies in to Gary for an evening snack.
The attendant definitely told me, "Don't you bring this

in anymore because he is on the program." I went up to

Dr. Fenimore's office and his secretary is an angel. She
has been an angel to all the other previous doctors before
him. She made several phone calls and one of the super-
visors said, "Yes, this is the program. This is ‘a follow-
through."

I said, "I understood that it was not a follow-
through." So she called somebody from the Social Services who
would know more about this program. This person wasn't
in the office. So she took me across the flooyxr to where
I would meet this person. Instead, the woman who started
this program came and she said, "Are you waiting for
someone?" I said, "Yes." She said, "I am in charge
of the program and I am to take care of you." When I
started to talk to her, the first thing she said to me
was that the program does not exist at night. She said,

"We would like it to. But there is no reason for anybody
to tell you that you can't leave a quart of milk for two
nights for him to have with a cookie." Now she degraded

me to this extent - she even as much as said to me, "Why
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don't you take him home?"

If I could have him home, which I did for many years,
I would. It was only since last August that I haven't had
him home. When he comes home now, he talks to himself
just likei he does there. Then he talks a little louder and
he gets a little louder and a little louder, and the first
thing you know, he gets up and throws a chair around.

She said, "Why don‘t you let him throw the chairs around
because he would get rid of all his frustrations." I said,
"Unfortunately, I don't have a big enough house to throw
chairs around."

Then she says to me, "Call up the Welfare Department
and tell them that you cannot take care of your son alone
and that they should send somebody to stay with you so
that this person can take care of your son." I don't want
that either. But until he can get in the Hunterdon Retarded
School, for which I applied a year ago in August -- and I
have two Congressmen working on it to help me. Until he
gets in Hunterdon School, I want these conditions corrected
and I don't want him moved from ward to ward simply because
I know these men from a long time ago, and if I give them
the milk, they are too darn lazy. They keep saying, "Oh,
when this one comes on, he won't do what I tell him." I
leave this milk with somebody. that I know. She said to me,
"Don't you leave that milk anymore." This I want corrected
and I want them to stop moving him from ward to ward.

The ward he is in now is the worst one and he cannot
be helped there. There is one who crawls around on his
hands and knees. There is another one that can't stand
up at all. God forgive me: I don't want to be mean to
any of them because my son is mentally ill and retarded,
both. But he should not be where people are worse than he.
He should be with people who can help him, which is what
they did before. The patients are more of a help than the
attendants. Am I right?
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I thank you for your time. I am sorry it took so
long, but I have been holding this in for nine years and
I had to get it out and I thank you very much.

SENATOR HAGEDORN: We appreciate your testimony,
Mrs. Kardash, and hopefully there will be improvements as
a result of this meeting today.

MR. KARDASH: There will be because now I don't
bother to make any explanations to anyone else. I go
up to Dr. Fenimore's office. I know he is available, but
since he doesn't come out - he heard me talking one day
and didn't turn around - he isn't interested - I will talk
to his secretary because she really gets you right down
to the person who is going to help you. She said to me,
"Gosh, you sure have been through an awful lot." I do
appreciate there is someone there who cares.

SENATOR HAGEDORN: Thank you.

Mrs. Rudner of the New Jersey Association for Mental
Health.

ANNA LOUTISE RUDNER: I am Anna Louise
Rudner, Chairman of the Mental Health Services Committee
of the New Jersey Association for Mental Health, which
is composed of State Association and Chapter board members.
I have served six years as a vice president of the Monmouth
County Mental Health Association and Chairman of that
Association's program for Bridgeway House, a psychiatric
rehabilitation facility. 1In 1947, I was one of the
first volunteers to work with patients at Marlboro State
Hospital. My interest is the patient.

I am practically in tears after listening to the
last testimony because I have visited Greystone. I have
seen the people sitting there who appeared to be 60 years
old and probably are 40 or 45. They have lack of physical
activity and they are quickly deteriorating. It is because
of these impressions that I wanted to come today and speak.

Many years ago the Council of State Governments
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stated that when a state commits a patient and removes

from him the choice of where he shall live or who his
physician shall be, it obligates itself to provide him

with the best that science has to offer toward his treatment
and mode of living. New Jersey falls disgracefully short

in its responsibilities to the mentally ill.

The periodic scandals at Greystone, the suicides and
other unusual deaths, not only at Greystone but in the
other hospitals as well, are vivid examples of a sick system.
The American Psychiatric Association study teams stated
that in no hospital did they fail to see evidences of
dehumanization caused not only by the physical setting
but also by administrative practices or by attitudes on
the part of personnel.

Governor Cahill at the time of his visit to Greystone
State Hospital found conditions, in his words, "deplorable.'
Mrs. Cahill upon visiting Trenton State Hospital - and I
was there with her - was visdibly shaken and moved to tears.

It does not require a scientific background or a
great deal of observation to realize that one has entered
the land of the living dead in a state hospital.

Although we as Mental Health Association volunteers
regularly visit our state hospitals, our reactions remain
as painful as though we were entering for the first time.

One of the first things you notice about a state
hospital is its characteristic odor. It hits you at the
front door and gets worse as you approach certain wards.
There is no language to describe this institutional smell.
By mid-winter it is almost over-powering. Most state
hospitals have antiquated heating systems without thermo-
stats. There is one choice regarding heat -- fullblast
or none. Often the heat in these ancient buildings if over-
whelming, and the low humidity in combination with the
heat is reminiscent, appropriately enough, of Death Valley.

The patients come as a shock. They always seem older,

more lumpy, and bedraggled than people outside. Actually
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it is the absence of clothes, makeup, and often teeth.
Many people may have the naive assumption that

a hospital is a place for treatment. Yet the Joint Com-

mission on Mental Illness and Health, in Action for Mental

Health 1961, reported that "More than half of state

hospital inmates receive no active treatment of any kind
intended to improve their condition."

In testimony given at the time of the APA hearings,
physicians from our state hospitals gave accounts of sixty
deaths from an influenza epidemic. These were due to lack
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