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PLAINTIFF E.W.’s MOTION FOR A PRELIMINARY INJUNCTION

Plaintiff E.W. hereby moves this Court for a preliminary injunction, pursuant to Fed.
R. Civ. Pro. 85, for the reasons set forth in Plaintiff's accompanying brief. Specifically,
Plaintiff seeks an injunction directing Defendants to comply with the Americans with
Disabilities Act, 42 U.S.C. § 12101 et seq., and release her from Georgia Regional
Hospital - Atlanta, a mental hospital, to an appropriate, integrated community setting.

Such a setting would include (1) comprehensive multi-dislcivplinary assessments;
(2) transportation to and from medical and psychiatric appointments; (3) regular medical
care with special attention to E.W.’s weight control and urinary incontinence; (4) frequent
monitoring of any prescribed psychotropic drugé and ongoing assessments to determine

whether psychotropic drugs are indicated; (5) vocational and leisure programs; (6)
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continuing day habilitation in a structured setting; (7) criéis management; (8) psychiatric
oversight; (9) behavioral monitoring and interventions as indicated; and (10) contact with
family in a supportive environment.
Plaintiff has no adequate remedy at law. Her rights can be protected and
preserved only by the issuance of an Order enjoining the Defendants from continuing to
violate these rights.

Respectfully submitted,
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Georgia State Bar No. 389408 Georgia State Bar No. 102866
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Defendants.

BRIEF IN SUPPORT OF PLAINTIFF E.W."S MOTION FOR A
PRELIMINARY INJUNCTION

INTRODUCTION

Plaintiff, E.W., asks this Court to grant her motion for preliminary relief because
she has been and remains in a state psychiatric institution, Georgia Regional Hospital -
Atlanta (GRH-A), a highly segregated and isolated facility, despite the fact that her needs
can be met more appropriately in an integrated, community-based program. The type
of program that EW. needs exists in the community, and, in fact, a provider of
community services is willing and able to serve E.W. if funding is made available. (See

affidavit of Dr. Richard Elliott, 19 14 and 15, Exh. 1).
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When E.W.’s Motion to Intervene in this case was granted in late January 1996,
she had been hospitalized for more than a year. By the time that discovery had been
completed at the end of June 1996, it was apparent that the Defendants had made no
progress toward identifying a community placement for EW. Defendants’ own
professionals agree that E.W. can be served in a more integrated, community program.
Her physician, Dilipkumar Patel, M.D., presents Plaintiffs own inquiry to this Court

succinctly:

Q. If you were aware of a provider who could meet her needs in the
community, would you be in favor of placing her in the community?

A. Yes, why not?
(Patel dep. at 76, |. 25, 77, |. 1-4, Exh. 2).
The abject failure of the Defendants to so place E.W. violates the Americans With

Disabilities Act and its implementing regulations which provide that "[a] public entity shall

administer services, programs, and activities in the most integrated setting appropriate
to the needs of qualified individuals with disabilities." 28 C.F.R. § 35.130(d) (Emphasis
added). While Defendants illegally refuse to integrate E.W. into an appropriate

community placement, her condition continues to deteriorate.’

'This case was filed initially on May 11, 1995 by Plaintiff L.C. who was also
institutionalized at GRH-A despite qualifying for a community placement as admitted
by Defendants’ own treatment staff. After Plaintiff filed two motions for temporary
restraining orders, Defendants finally placed L.C. in a community residential program
in February 1996 where L.C. has begun to adjust successfully to life outside an
institution.
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STATEMENT OF FACTS

. PLAINTIFF E.W.’s HISTORY AND CURRENT PLIGHT

E.W., age 43, is mentally retarded. As an infant at about one year of age, she
contracted meningitis accompanied by a high fever that left her with brain damage. She
attended special schools as a young child, but her behavior problems eventually could
not be managed at home. At age 15, she was placed at Gracewood, a state institution
for the mentally retarded, where she remained for five years.

After E.W. was discharged from Gracewood in 1975, she tried to survive on her
own in Atlanta but after another lengthy institutionalization at a state hospital in
Milledgeville, Georgia, a pattern soon developed of multiple admissions to GRH-A. E.W.
has had over thirty admissions to GRH-A in the past twenty years. (See Exhibit 3
attached to Parrish dep. and identified at 40, . 25 - 44, |. 9-14, Exh. 10).

As a result of EW.'s lengthy institutionalization, Dr. DeBacher, a GRH-A staff
psychologist, now believes that EW.:

. . . has become so worn out in this environment that she would benefit

from a complete change of scene to help her climb out of her depression

and take a renewed interest in life. Qur hospital was never intended for

long-term habilitation (except DLC which serves lower functioning

retardates), and our relatively Spartan physical and social environment is
intended to inspire patients to return quickly to life outside. It is
unavoidably lacking as a long-term growth environment.

(DeBacher evaluation of EW. at 6, 1 4, Exh. 12).
E.W. needs an appropriate, supervised placement in a community residential

program rather than repeated, prolonged, and unnecessary institutionalization in state

psychiatric hospitals. Dr. DeBacher, in his evaluation, specifically noted that the hospital




environment was counter-productive for EW. and that E\W.'s needs relating to
socialization, vocational rehabilitation, and behavioral learning could be adequately met
only in an integrated community program with appropriate supports and staff. (DeBacher
eval.,, Exh. 12). He was also clear that it is only the lack of an available community
alternative that explains E.W.’s lengthy psychiatric institutionalization:
Q. If you had a home provider who said they would be willing to take
her, do you think it would be a good idea to give her a try in the
community?

A. You mean a staffed group home or just an individual provider?

Q. A staffed group home that can provide the things you indicated a
group home should do.

A Sure, yeah.

Q. At what point do you think it would have been good to try?

A. Well, as soon as we would have known about such a place and had

about a month to prepare to, you know, based on her current
situation and let her see the place; let them get to know her; talk
about contingencies; trial visit there for a while; you know, give her
some encouragement for doing okay.

(DeBacher dep. at 46, |. 6-23, Exh. 14).

Dr. DeBacher, in assessing E.W., reviewed the report of Dr. June Kaufman,
another psychologist who, according to Dr. DeBacher, "has considerable experience in
evaluating developmental disabilities" (DeBacher eval. of EW. at 2, § 5, Exh. 12). Dr.
Kaufman also concluded that E.W. "needs to have a highly structured residential home
appropriate for an individual with mental retardation and behavioral/emotional deficits.

She also needs to be involved in a sheltered workshop program appropriate for a

mentally retarded individual who has been institutionalized many times due to possible
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inappropriate placements.” (Kaufman evaluation of EW. at 4, "Summary and
Recommendations," Exh. 15).

Drs. DeBacher and Kaufman are not the only persons who believe E.W. can be
placed successfully in the community. As noted above, her treating physician, Dr. Patel,
favors placing her in the community with proper supports. (Patel dep. at 25, |. 16-22; 33,
[. 2-5; 75, I. 9-21; 76, |. 25 - 77, |. 4, Exh. 2). Similarly, Charles Bliss, the social work
supervisor at GRH-A who is responsible for coordinating E.W.’s treatment believes that
E.W. does not belong in the hospital except during an acute crisis. (Bliss dep. at 47, |.
18; 48, 1. 13, Exh. 3). Joseph Steed, a behavioral consultant} with the Defendant Fulton
County Regional Board who is responsible for making placement assessments,
concluded that EW. could be placed in a group home that provided appropriate
treatment. (Steed dep. at 61, I. 7-9; 65, |. 19-22; 66, |. 5, Exh. 4).

Finally, Dr. Richard Elliott, an expert in both mental health and mental retardation
retained by Plaintiffs in fhis case has stated unequivocally that E.W. should be placed in
the community and that specific providers exist who can provide E.W. the necessary
services. (Aff. of Dr. Richard Elliott, 111 11 and 15, Exh. 1; Elliott dep. at 29, I. 6-10; 77,
l. 14-24, Exh. 5). Virtually everyone agrees that capable providers exist in the community.
(Patel dep. at 26, I. 20-21, Exh. 2; DeBacher dep. at 29, I. 8-10, Exh. 14; Ingram dep. at
16, I. 14-16; 33, I. 6-8, Exh. 6). Indeed, one specific provider who is aware of EW.’s
treatment and habilitation needs would be happy to serve E.W. and is capable of doing

so. (Elliott Aff., 19 14 and 15, Exh. 1).
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Despite the weight of opinion that EW. can and should be provided an
appropriate community placement, it has not occurred due simply to Defendants’ refusal
to fund it. Dr. DeBacher testified that private companies could provide the necessary
services if the funds were made available and that a staffed group home could have
been tried at the end of summer 1995 if it had been available. (DeBacher dep. at 29, |.
1-22; 46, |. 6-23; 47, |. 1-7, Exh. 14).

Defendant Fields testified that persons are often ready for the community but are
not placed due to lack of funds. (Fields dep. at 61, I. 19-23, Exh. 7). Yet, he noted that
90% of the Mental Health, Mental Retardation, and Substance Abuse Division’s dollars
go to hospitals, leaving only 10% for community placements. (Id. at 65, I. 1-8). This is
true despite the Georgia legislature passing House Bill 100, O.C.G.A. § 37-2-1 et seq.,
in 1993 giving the Mental Health, Mental Retardation, and Substance Abuse Division of
DHR the authority to move more monies from hospitals to community services. O.C.G.A.
§ 37-2-5.1(c). The vision behind H.B. 100 was that this transfer of mbnies would actually
occur so that more people would be served in the community at less cost. (Elliott dep.
at 122, 1. 1-6, Exh. 5).

A simple example of how community care costs less in the long-term can be
shown by looking at the Mental Retardation Waiver Program. This program is designed
to allow states to place people in less expensive community placements who would
otherwise be eligible for care in an intermediate care nursing facility for the mentally
retarded (ICF/MR). 42 U.S.C. § 1396n(c). For the fiscal year 1997, Georgia projected

the average per capita annual costs for ICF/MR placement (mental retardation
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institutional care) to be $72,267 and for the Mental Retardation Waiver Program
(community placement) to be $39,359. (Excerpt from Georgia’s Section 1915(b) Waiver
Request, Appendix C2/C3, Exh. 19). However, community placement supervisors are
reluctant to use this program because they believe it would require the state to
permanently close institutional beds. (Bliss dep. at 34, |. 2-3, Exh. 3).

Willie Ingram who is the Director of the Disabled Learning Center (DLC) at GRH-A?
and Defendant Olmstead have supplied additional information comparing the relative
costs of institutional care and community care for the mentally retarded. Mr. Ingram has
testified that the Medicaid waiver program per diem cost for community placements is‘
approximately $118 to $124. On the other hand, the per diem cost for institutional care
at the DLC is $283. (Ingram dep. at 58, |. 1-7; 59, . 4-6, Exh. 6). On an annual basis,
therefore, institutional care for the mentally retarded costs more than twice as much as
community care, or almost $60,000 more per person per year.

With respect to the cost of care for the mentally ill, Defendant Oimstead has
provided information showing similarly dramatic differences in cost. The cheaper "adult
psychiatric" per diem rate for institutional care at the Treatment Unit of GRH-A is $232 or
$84,680 on an annual basis.. The more expensive "extended care" per diem cost is $505
or $184,325 per year. (Defendant Olmstead’s Answer to Plaintiffs’ Interrog. No. 21, Exh.
18). As with care for the mentally retarded, the cost of institutional care for the mentally

ill is substantially more expensive than the cost of community care.

?GRH-A has two primary units, the Disabled Learning Center and the Treatment
Unit. The Disabled Learning Center is charged with providing care for the mentally
retarded. The Treatment Unit is charged with providing treatment for the mentally ill.

7
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Charles Hopkins, a program consultant for the Division, admitted that more
persons could be served if the state allocated more money to match substantial available
federal dollars. Although the federal government has authorized matching federal dollars
to fund 2,109 community placements through the Medicaid waiver program, the State
of Georgia is using only 700 of those slots. (Hopkins dep. at 18, I. 14-19; 19, 1. 3-6, Exh.
8). In addition to these and other dollars, the Division has -$300,000 in discretionary funds
that can be used for community placements. (Hopkins dep. at 24, |. 14-18, Exh. 8).

Instead of funding more community placements, the Division, as noted in a
Division press release which Defendant Olmstead assumed was accurate, employs and
pays for 99% of its 11,000 employees to work in state institutions rather than in the
community. (Olmstead dep. at 71, |. 5-9, Exh. 9). Defendant Olmstead also
acknowledged that although hospitals could be down-sized and still fulfill their mission
(id. at 51, I. 22-25), over the last four years, funding for mental retardation community
residential services has decreased by almost $3,000,000 and mental health supportive
living funding has decreased by over $12,000,000.° At the same time, mental health
institutional funding has increased by over $19,000,000. (Id. at 23, |. 23-25; 24, |. 1-10).
These significant changes occurred after the Georgia legislature passed H.B. 100 to
encourage more spending for community services and less spending for institutional

care.

*Mental retardation community residential funding is used for actually placing a
mentally retarded person in a residential setting. Mental health supportive living
funding is used for actually placing a mentally ill person in a residential setting.

8
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Because of these funding decisions, the only actual community placements E.W.
has received have been in personal care homes which provide room and board to
mentally ill persons with very limited income, typically Supplemental Security Income.
Defendant's own staff admit that these homes do not provide the appropriate level of
trained supervision and support that E.W. needs. (DeBacher dep. at 22, |. 19-25, Exh.
i4; Parrish dep. at 35, |. 3-5; 66, |. 3-5 & 11-16; 78, |. 13-23; 79, |. 2-5, Exh. 10).

More specifically, Jimmie Parrish, E.W.'s case manager from October 1994 to
August 1995, candidly admitted that E.W.’s placement at the Ponce Manor personal care
home on December 29, 1994 was inappropriate. (Parrish dep. at 65, |. 9-13, Exh. 10).
As a result of this placement, E.W. had to be re-hospitalized. Similarly, Mr. Parrish
admitted that E.W.’s placement at the Stewart Avenue personal care home four days later
on January 4, 1995, where the home provider "tried to pray the demons out of her", was
inappropriate. (Id. at69, 1. 7-11). As a result of this experience, E.W. was re-hospitalized
onJanuary 17, 1995. Shortly thereafter, on February 7, 1995, E.W. was placed at Graves
Personal Care Home. (Id. at 75, I. 1-13). At this point, Mr. Parrish admits that he did not
even know what constituted appropriate placement (id. at 77, I. 14-15) but acknowledged
that E.W. had not been placed in appropriate programs that would break the cycle of re-
hospitalizations. (Id. at 78, |. 3-23).

Mr. Parrish also admits that E.W.’s problem was related to her mental retardation,
yet no mental retardation program was even considered for EW. In fact, when Mr.
Parrish was assigned the task of seeking mental retardation services for EW., he did

nothing. (Id. at 79, I. 11-14). Mr. Parrish also admits that he did not know if any
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personal care homes, including the placements described above, could provide the
necessary behavioral management services for EW. (Id. at 83, |. 8-24; 84, . 8-16), yet
E.W. was so placed anyway because Mr. Parrish still did not know of any personal care
homes that provided those services. (Id. at 78, |. 13-20; 79, I. 2-5).

Given that E.W.'s treatment staff knew from the outset that E.W. needed services
in the community that the personal care homeé admittedly could not provide, it should
have come as no surprise that those placements failed. Rather than search for providers
who could supply appropriate services or furnish the necessary funding to insure that
such services would be provided, Defendants ne>-<t sought to discharge E.W. to a
homeless shelter. (Patel dep. at 20, I. 25; 21, I. 1-3, Exh. 2; Parrish dep. at 94, . 9-12,
Exh. 10). This is a common practice when patients have no income. (Parrish dep. at
92, I. 20 - 94, . 25, Exh. 10).

The discharge to a homeless shelter was planned with no provision for mental
health services, mental retardation services, or medical services for E.W.'s urinary
incontinence. Several persons on E.W.'s treatment team later acknowledged that such
a placement was inappropriate and would probably result in re-hospitalization. (Parrish
dep. at 96, I. 11 - 97, |. 3, Exh. 10; Steed dep. at 93, |. 8-11, Exh. 4; Bliss dep. at 86, |.
5-9, Exh. 8). Plaintiff's expert, Dr. Elliott strongly agrees. (Elliott dep. at 97, . 19 - 99,
l. 8, Exh. 5). Fortunately for E\W., the planned placement was aborted when present
counsel for E.W. objected.

After the attempted discharge to a homeless shelter was thwarted, case

management staff met in April 1995 and directed the case manager, Mr. Parrish, to

10
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explore other placement options that would include mentally retarded services. From
April 1995 to September 1995, however, Mr. Parrish admitted that he made no such
efforts. (Parrish dep. at 106, . 12 - 109, I. 20, Exh. 10). Ms. Bess Ligon, who replaced
Mr. Parrish as E.W.’s case worker in September 1995, similarly did nothing for months,
failing to even speak with Defendant Shepard of the Fulton County Regional Board until
February 1996. (Ligon dep. at 10, |. 2-6; 28, |. 17-25; 29, |. 1-2, Exh. 13).*

As of this date, E.W. has not been placed in the community. In the meantime, her
condition is deteriorating. (Steed dep. at 70, |. 22-24, Exh. 4). It will continue to
deteriorate if E.W. is not given appropriate services including a community placement.
(Elliott aff. at 19 12 and 16, Exh. 1).

With no end in sight to her inappropriate isolation and segregation at GRH-A,
E.W., in the past four months has become increasingly unhappy and frustrated. On
March 20, 1996, for example, this entry appears in her hospital record, "Patient requests
to write in her chart that she wants to be discharged. . . . Memo will be left under Patel’s
door." (GRH-A record, progress note, March 20, 1996, Exh. 11). On several occasions,
she has tried to leave the institution and was returned to her treatment unit by facility
police. One of the consequences for these "AWOL" attempts has been a reduction in

E.W.'s "level" so that she has even less freedom within the institution. She has tried to

*The Regional Board was and is responsible for community placements under
the Medicaid waiver program for mentally retarded persons. Interestingly, Ms. Ligon's
efforts, other than one unanswered telephone call in November 1995, did not begin
until shortly after this court granted E.W.'s Motion 1o Intervene in this case on January
29, 1996.

11



leave GRH-A at least four times since the beginning of April 22, 1996. (GRH-A record,

progress notes, April 23, 27, May 7, and June 21, 1996, Composite Exhibit 11).

. PROGRAMS THAT MEET E.W.’S NEEDS EXIST IN THE COMMUNITY

The most obvious example in this litigation of the existence of appropriate
commuhity programs is the placement where L.C., the original Plaintiff in this case, is
currently residing. It is a 24-hour staffed residence operated by a team with wide
experience in mental retardation. The staff support services are funded, in part, through
the Mental Retardation Waiver Program (MRWP) described earlier. The MRWP provides
a flexible funding mechanism for providing needed community services, including
residential services, to mentally retarded adults so that they can leave more expensive
institutional care and reside in the community.

L.C.’s case management services are provided through ACCESS, a community-
based mental health program which has psychiatric outreach workers and a psychiatrist.
(Thornton dep. at 41, I. 22-25; 42, I. 1-15, Exh. 16). During the day, L.C. is engaged in
supervised work, leisure, socialization, and educational activities. (See Access Plan, Exh.
17).

Community mental retardation and mental health programs have existed in
Georgia for many years, although Georgia has continued to rely heavily on expensive,
institutional programs. In addition to the MRWP program, there are community
residential programs and other community services for mentally ill persons. (Defendént
Olmstead’s Answers to Plaintiffs’ Interrog. Nos. 2-8, Exhibit 18). Plaintiffs’ expert, Dr.

Richard Elliott, as already noted above, has specifically identified one such program that

12
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is familiar with E.W. and is willing and capable of serving her. (Elliott aff. at 19 14 and
15, Exh. 1). Despite the existence of these programs, their cost-effectiveness as
described earlier, and E.W.’s eligibility for these programs, Defendants refuse to act. In
the meantime, E.W. continues to languish at GRH-A losing hope that she will ever live

in the community and receive the services that she needs.

13
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ARGUMENT AND CITATION OF AUTHORITY

I. STANDARD FOR GRANTING A PRELIMINARY INJUNCTION

Under Fed. R. Civ. P. 65, Plaintiff E.W. is entitied to a preliminary injunction if she
demonstrates (1) a substantial likelihood of success on the merits; (2) a threat of
irreparable injury if the preliminary injunction is not granted; (3) an irreparable injury that
outweighs the harm the preliminary injunction will cause to the Defendants; and (4) the

preliminary injunction is in the public interest. Ingram v. Ault, 50 F.3d 898 (11th Cir.

1995); Baker v. Buckeye Cellulose Corporation, 856 F.2d 167, 169 (11th Cir. 1988). As

will more fully appear below, Plaintiff E.W. meets these standards and is entitled to a

preliminary injunction in this case.

. E.W. [S SUBSTANTIALLY LIKELY TO PREVAIL ON THE MERITS

Plaintiff is substantially likely to succeed on the merits of her claim that
Defendants’ refusal to place her in an appropriate integrated community setting rather
than isolating and segregating her in a mental hospital violates her rights under the
Americans with Disabilities Act, 42 U.S.C. § 12101 et seq.

A. DEFENDANTS ARE VIOLATING THE ADA BY UNNECESSARILY
SEGREGATING PLAINTIFF E.W. IN A STATE MENTAL HOSPITAL

1. The ADA: iits Backaground, History, and Purpose

The ADA is a major and comprehensive civil rights law designed to address this
country’s history of rampant discrimination against the disabled. The United States
Congress recognized that discrimination against the disabled, often in the form of

segregation and isolation, is a pervasive social problem. See 42 U.S.C. § 12101(a)(2).
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Thus, after three years of debate and numerous hearings, the Congress passed
legislation, which in the words of the House Judiciary Committee, " . . . promises a new
future: a future of inclusion and integration, and the end of exclusion and segregation."
1990 U.S. Code Cong. and Admin. News 445, 449,

Title 1l of the ADA states that:

... no gualified individual with a disability, shall by reason of
such disability, be excluded from participation in or be denied
the benefits of the services, programs, or activities of a public
entity, or be subjected to discrimination by any such entity.

42 U.S.C. § 12132. In passing this provision, Congress explicitly

stated its purpose:
To provide a clear and comprehensive national mandate for
the elimination of discrimination against individuals with
disabilities.

42 U.S.C. § 12101(b)(1).

The purpose of Title Il of the ADA and its anti-discrimination provision was
supported by strong congressional findings of wide-spread discrimination, segregation,
and isolation of persons with disabilities with no legal recourse. Those findings were
codified in the Act itself;

(&) Findings

The Congress finds that -

(2) Historically, society has tended to isolate and segregate individuals with

disabilities, and, despite some improvements, such forms of discrimination

against individuals with disabilities continue to be a serious and pervasive
social problem;

(3) Discrimination against individuals with disabilities persists in such critical
areas as employment, housing, public accommodations, education,
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transportation, communication, recreation, institutionalization, health
services, voting, and access to public services;

(4) . . . [ljndividuals who have experienced discrimination on the basis of
disability have often had no legal recourse to redress such discrimination,

(5) Individuals with disabilities continually encounter various forms of
discrimination, including outright intentional exclusion, . . . overprotective
rules and policies, failure to make modifications to existing facilities and
practices, exclusionary qualification standards and criteria, segregation, and
relegation to lesser services, programs, activities, benefits, jobs, or other
opportunities;

(8) The Nation’s proper goals regarding individuals with disabilities are to
assure equality of opportunity, full participation, independent living, and
economic self-sufficiency for such individuals . . . .

42 U.S.C. § 12101(a)(2), (3), (4), (5) and (8) (Emphasis added).

The legislative history resolves any doubt that could .possibly remain regarding the
purpose of the ADA to prohibit segregation and unnecessary institutionalization of the
disabled. Numerous members of the House and Senate expressly stated their support
for an end to segregation and isolation of the disabled through passage of the ADA.

For example, Senator Harkin, floor manager of the ADA in the Senate, stated that
the ADA "guarantees individuals with disabilities the right to be integrated into the

economic and social mainstream of society; segregation and isolation by others will no

longer be tolerated." 135 Cong. Rec. 19803 (1989) (Emphasis added).

In a similar vein, Representative Collins stated that the "basic goal which runs
through this landmark civil rights legislation . . . is to fully integrate disabled Americans
into all aspects of life in our country." 136 Cong. Rec. 11430 (1990) (Emphasis added).

Congressman Miller recognized that "it has been our unwillingness to see all

people with disabilities that has been the greatest barrier to full and meaningful equality.
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Society has made them invisible by shutting them away in segregated facilities." 136

Cong. Rec. 10877 (1990) (Emphasis added).

Senator Kennedy argued that the ADA would put an end to this unnecessary
segregation: "the Americans with Disabilities Act will end this American apartheid. It will
roll back the unthinking and unacceptable practices by which disabled Americans today

are segregated, excluded, and fenced off from fair participation in our society." 135

Cong. Rec. 8514 (1989) (Emphasis added).

Last, and perhaps most eloquently, Senator Lowell Weicker, the original sponsor
of the ADA and a former Chair of the Senate Subcommittee on the Handicapped,
testified before that committee that the intent of the ADA was to end isolation,
segregation, and discrimination:

For years this country has maintained a public policy of
protectionism toward people with disabilities. We have
created monoliths of isolated care in institutions and in
segregated educational settings. It is that isolation and
segregation that has become the basis of the discrimination
faced by many disabled people today. Separate is not equal.
It was not for blacks; it is not for the disabled.

Americans with Disabilities Act: Hearing Before the Senate Comm. on Labor and Human

Resources and Subcomm. on the Handicapped, 101st Cong., 1st Sess. 215 (1989)

(Emphasis added).
The overwhelming legislative history, of which the above is a small sampling,
coupled with the ADA’s language and congressional findings would, in the words of

Senator Harkin: "ensure once and for all that no Federal agency or judge will ever
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misconstrue the congressional mandate to integrate people with disabilities into the
mainstream.” 135 Cong. Rec. S4985 (daily ed. May 9, 1989).

Senator Harkin’s comment was addressing Congress’ view that the federal
agencies responsible for implementing Section 504 of the Rehabilitation Act of 1973 and
many courts had frustrated the primary purpose of that Act, i.e., to end segregation of
the disabled. The ADA was passed to cure this problem.®

2. The Integration Reqgulations Implementing the ADA

To provide even further insurance that the ADA would be properly construed and
implemented to end segregation of the disabled, Congress required the Attorney General

to issue regulations which “shall be consistent with [the ADA] and with the coordination

regulations under part 41 of title 28, Code of Federal Regulations . . . applicable to

recipients of federal financial assistance under section 794 of title 24 [Section 504 of the
Rehabilitation Act of 1973]." 42 U.S.C. § 12134(b) (Emphasis added).

The Section 504 coordination regulations contain the "[gleneral prohibitions
against discrimination" with a spécific requirement that "[r]ecipients [of federal financial

assistance] shall administer programs and activities in_the most integrated setting

appropriate to the needs of qualified handicapped persons." 28 C.F.R. § 41.51(d)

(Emphasis added).

>Section 504 of the Rehabilitation Act had been the law for seventeen years,
yet, as stated by Representative Wolpe, "millions of Americans with disabilities are still
subjected to widespread discrimination and segregation in all significant areas of their
lives." 136 Cong. Rec. H2627 (daily ed. May 22, 1990). And Congress itself stated in
its findings contained in the ADA that discrimination against the disabled, including
isolation and segregation "continue to be a serious and pervasive social problem.” 42

U.S.C. § 12101(a)(2).
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The Attorney General complied with the congressional command and enacted an
ADA Title Il integration regulation which provides that:
A public entity shall administer services, programs, and

activities in_the most integrated setting appropriate to the
needs of qualified individuals with disabilities.

28 C.F.R. § 35.130(d) (1995) (Emphasis added).

Thus, the Attorney General issued a regulation in which the failure to integrate is
discrimination by itself. Significantly, this stand-alone requirement is unlike other Section
504 regulations in which the integration requirement is linked to differences in services
provided to individuals with disabilities and those without disabilities. For example, the
Department of Health and Human Services Section 504 regulations require integration
only in the context of providing services for disabled individuals that are equal to services
provided for individuals without disabilities. See 45 C.F.R. § 84.4(b)(2) (1993). The
Section 504 coordination regulations do not require this linkage.

As noted above, Congress also required the Attorney General to issue Title Il ADA
regulations "consistent with" the rest of the ADA. The Attorney General's Title |l
regulation meets this requirement. For example, Title | of the ADA defines "discriminate”
to include segregation of employees with disabilities. 42 U.S.C. § 12112(b)(1). Title 1l
prohibits discrimination in the form of failing to provide services "in the most integrated
setting appropriate to the needs of the individual.* 42 U.S.C. § 12182(b)(1)(B). This Title
Il integration requirement is independent of and separate from other provisions in Title
[l prohibiting different treatment in providing services to disabled people compared to

services provided to non-disabled people. 42 U.S.C. § 12182(b)(1)(A) (i), (iii).
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In summary, the Attorney General’s Title I integration regulation is consistent with
the ADA and the Section 504 coordination regulations as required by Congress. The

failure to integrate the disabled is discrimination by itself. The Attorney General has

advocated this position in other litigation, including Helen L. v. DiDario, 46 F.3d 325 (3rd

Cir. 1995), cert. denied, 116 S. Ct. 64.

In mandating administration of services in "the most integrated setting," the
Attorney General has described that setting as one “that enables individuals with
disabilities to interact with nondisabled persons to the fullest extent possible." 28 C.F.R.
Part 35, App. A at 454. According to the Attorney General, this requirement was "an
important and overarching principle of the Americans with Disabilities Act. Separate,
special, or different programs that are designed to provide a benefit to persons with
disabilities cannot be used to restrict the participation of persons with disabilities in
general, integrated activities." Id. at 452. Thus, the Department of Justice summarized
the meaning and intent of the ADA implementing regulations to prohibit exclusion and
segregation:

Taken together, these provisions are intended to prohibit
exclusion and segregation of individuals with disabilities and
the denial of equal opportunities enjoyed by others, based
on, among other things, presumptions, patronizing attitudes,
fears, and stereotypes of individuals with disabilities.
Consistent with these standards, public entities are required
to insure that their actions are based on facts applicable to

individuals and not on assumptions as to what a class of
individuals with disabilities can or cannot do.

Integration is fundamental to the purposes of the Americans
with Disabilities Act. Provision of segregated accommodations
and _services relegates persons with disabilities to second
class status.
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Id. at 451 (Emphasis added).

This commentary to the regulations is consistent with the report of the House
Judiciary Committee which emphasized integrated services:

As with Section 504 of the Rehabilitation Act, integrated
services are essential to accomplishing the purposes of Title
Il. As stated by Judge Mansmann in ADAPT v. Skinner, "the
goal [is to] eradicate the 'invisibility of the handicapped.™ . .
.. Integration is fundamental to the purposes of the ADA.

H.R. Report No. 485, 101st Cong., 2nd Sess., pt. 3 at 50, 56
(Emphasis added).

As will be shown below, E.W. has been excluded, segregated, isolated, and
discriminated against based upon her disability by the Defendants in violation of the
express language of the ADA, the express language of the ADA's implementing
regulations, and the express intent of the U.S. Congress summarized above.

3. E.W. Is a Qualified Individual With a Disability
Within the Meaning of the ADA, Is the Victim of

Discrimination by a Public Entity, and Has Been
Discriminated Against Based Upon Her Disability

In order 1o prove a violation of Title Il of the ADA, Plaintiff must demonstrate the
existence of three elements: (1) that she is a "qualified individual with a disability"; (2) that
she was the victim of discrimination by a public entity; (3) that such discrimination was

by reason of a disability. See Concerned Parents to Save Dreher Park Center v. the City

of West Palm Beach, 846 F. Supp. 986, 990 (S.D. Fla. 1994).

a. | E.W. Is Clearly a Qualified Individual With a Disability

The ADA defines a disability as "(A) a physical or mental impairment that

substantially limits one or more of the major life activities of such individual; (B) a record
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of such impairment; or (C) is regarded as having such an impairment." 42 U.S.C. §
12102(2)(A)-(C). E.W. is mentally retarded and suffers from a personality change due
to early childhood meningitis. She attended special schools throughout her childhood
including Gracewood, a state institution for the mentally retarded. She has been in and
out of mental institutions throughout her twenty-five years of adult life with over thirty
admissions to GRH-A. She clearly suffers from disabilities that substantially interfere with
major life activities. She also has a long record of suffering from these impairments and
has long been regarded as suffering from such impairments. She is therefore an
individual with a disability within the meaning of the Act.

E.W. is also a qualified individual under the ADA. Not only does she have a
disability within the meaning of the Act, she qualifies for the community services which

she seeks in this case. See Martin v. Voinovich, 840 F. Supp. 1175, 1191-92 (S. D. Ohio

1993). (Persons with mental retardation or developmental disabilities who could
participate in a community residential services program were considered qualified for
such services under the ADA.) The Defendants have admitted on numerous occasions,
as documented in E.W.’s medical records and in the depositions of Dr. DeBacher, Dr.
Patel, Charles Bliss, and Joseph Steed, that she needs or is suitable for a community
placement outside the hospital. By Defendants own admissions, E.W. is qualified for
community-based treatment. This view is also supported by Plaintiff's expert, Dr. Richard

Elliott.
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b. Defendants Have Discriminated Against E.W. by Continuing to
Institutionalize and Segregate Her in a Mental Hospital

The text of the ADA, its legislative history, and its implementing regulations as
already discussed above unequivocally establish a national mandate to end unnecessary
segregation and institutionalization of persons like E.W. and to integrate such persons
into society at large to the greatest extent possible. The Act, legislative history, and
implementing regulations make equally clear that when Defendants fail to comply with
this mandate, they commit discrimination.

Specifically, the ADA’s implementing regulations require a public entity “to

administer its services, programs and activities in the most inteqrated setting appropriate

to the needs" of persons such as EW. See 28 C.F.R. § 135.130(d) (Emphasis added).
Here, the State of Georgia has undertaken to provide services and programs for the
mentally retarded and mentally ill. Once it undertook to do so, it became obligated to
provide those services in the most integrated setting appropriate to E.W.’s needs. The
state’s own doctors and treatment staff have admitted repeatedly that E.W. is eligible for
placement outside an institution in a more integrated setting. Their failure to so place
her violates 28 C.F.R. § 35.130(d) and the ADA.

Several court decisions have strongly affirmed the point that unnecessary
segregation is discrimination per se. The best example is the recent case of Helen L. v.

DiDario, 46 F.3d 325 (3rd Cir. 1995), cert. denied, 116 S. Ct. 64 (1995) which concluded:

Thus, the ADA and its attendant regulations clearly define
unnecessary segregation as a form of illegal discrimination
against the disabled. Accordingly, the district court erred in
holding that the applicable provisions of the ADA 'may not be
invoked unless there is first a finding of discrimination.’
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id. at 333.

Other decisions interpreting the ADA and its predecessor, § 504 of the '

Rehabilitation Act, have reached the same conclusion. See Halderman v. Pennhurst

State Sch. and Hosp., 784 F. Supp. 215, 224 (E.D. Pa. 1992), affd, 977 F.2d 568 (3rd

Cir. 1992) (Section 504 prohibits unnecessary segregation and requires reasonable

accommodations to provide opportunities for integration); Coleman v. Zatechka, 824 F.

Supp. 1360, 1373 (D. Neb. 1993) (in enacting the ADA, Congress "aimed to bring people
with disabilities into society’s mainstream, to cause the kinds of interaction which may
facilitate recognition of the true equality of human worth as between individuals -

regardless of disabilities."); Jackson v. Ft. Stanton Hospital and Training School, 757 F.

Supp. 1243, 1299 (D. N.M. 1990), affd in part, rev’'d in part, on other grounds, 964 F.2d

980 (10th Cir. 1992) ("Where reasonable accommodations in community programs can
be made, Defendants’ failure to integrate severely handicapped residents into community

programs . . . violates Section 504"); Homeward Bound, Inc. v. Hissom Memorial Center,

1987 WL 27104 at *20 (N.D. Okla. July 24, 1987) ("Section 504 prohibits unnecessarily

segregated services for retarded persons"); Ga. Association of Retarded Citizens v.
McDaniel, 511 F. Supp. 126, 128 (N.D. Ga. 1981) (state school superintendent’s refusal
to consider needs of handicapped children violates § 504).
Violation of the ADA does not require any proof of intent to discriminate. As noted
recently by the Third Circuit in the DiDario case:
[blecause the ADA evolved from an attempt to remedy the
effects of "benign neglect" resulting from the "invisibility" of

the disabled, Congress could not have intended to limit the
Act's protections and prohibitions to circumstances involving
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deliberate discrimination. Such discrimination results from
"affirmative animus" which was not the focus of the ADA . . .
. Rather, the ADA attempts to eliminate the effects of that
"benign neglect’, "apathy", and "indifference" . . . . [T]he ADA
make[s] clear that the unnecessary segregation of individuals
with disabilities in the provision of public services is itself a
form of discrimination.

46 F.3rd at 335 (Emphasis added). The language quoted by the DiDario court came
from a Supreme Court decision construing the analogous Rehabilitation Act in which the
Supreme Court noted that "[d]iscrimination against the handicapped was perceived by
Congress to be most often the product, not of invidious animus, but rather of

thoughtlessness and indifference - of benign neglect." Alexander v. Choate, 469 U.S.

287, 295, 105 S. Ct. 712, 717, 83 L. Ed. 2d 661 (1985); see also Concerned Parents, 846

F. Supp. at 991 ("Certainly intentional discrimination is banned by Title Il. But further,
actions that have the effect of discriminating against individuals with disabilities likewise

violate the ADA." Emphasis in original.); Mayberry v. Von Valtier, 843 F. Supp. 1160,

1166 (E.D. Mich. 1994) ("Congress appears to have intended the ADA to address the
discriminatory effects of benign action or inaction, as well as intentional discrimination.")

As noted above, the ADA prohibits only unnecessary segregation. Public entities
may provide different services to persons with disabilities if "necessary to provide
qualified individuals with disabilities with aids, benefits, or services that are as effective
as those provided to others." 28 C.F.R. § 35.130(b)(1)(iv) (1995) (Emphasis added). The
Department of Justice, which promulgated this regulation, has indicated that this
exception to the general rule of integration is a narrow one: "[s]eparate, special or

different programs that are designed to provide a benefit to persons with disabilities
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cannot be used to restrict the participation of persons with disabilities in general,
integrated activities." 28 C.F.R. Part 35, App. A at 452. Furthermore, a person with a
disability retains the right to participate in the regular program "despite [the] existence
of permissibly separate or different programs." 28 C.F.R. § 35.130(b) (2) (1995).

Defendants have the burden of showing that separate or segregated services are
necessary to provide effective services. The state can do this only after making an
individualized determination of E.W.’s needs. 28 C.F.R. Part 35, App. A at 452. As the
Department of Justice has noted, "[t]he starting point is to question whether the separate
program is in fact necessary or appropriate for the individual." Id. (Emphasis added.)

The Defendants in this case cannot meet their burden. They have repeatedly
acknowledged that E'W. no longer requires institutionalization and is eligible for a
community placement. They have completely failed, however, to place her in a
residential supervised setting with appropriate services. They have therefore
discriminated against E.W. within the meaning of the ADA.

Finally, Plaintiff is not required to show that she has been denied access to
services as a disabled person that are available to the nondisabled. In other words,
simply because Plaintiff seeks access to services that are available only to persons with
disabilities does not alter the analysis. The key is the plain language of the ADA which
prohibits unnecessary segregation and isolation of individuals with disabilities. That
alone constitutes discrimination.

Thus, courts have rejected the argument that discrimination occurs only if disabled

persons are denied services that are available to the nondisabled. DiDario, 46 F.3rd at
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335 ("...the ADA makel[s] clear that the unnecessary segregation of individuals with
disabilities in the provision of public services is itself a form of discrimination within the
meaning of those statutes, independent of the discrimination that arises when individuals
with disabilities receive different services than those provided to individuals without

disabilities."); Martin v. Voinovich, 840 F. Supp. at 1191-92.

In summary, by unnecessarily segregating and institutionalizing E.W., and failing
to provide an appropriate community placement, Defendants have thereby discriminated
against her within the meaning of the ADA.

c. Defendants Have Discriminated Against E.W. Based
Upon Her Disability

Plaintiff has established that Defendants have discriminated against her under the
ADA by unnecessarily excluding, segregating, and institutionalizing her. In order to
prevail under the ADA, however, Plaintiff must also show that Defendants have excluded,
segregated, and institutionalized her "by reason of [her] disability". 42 U.S.C. § 12132,
Defendants have unquestionably done so.

E.W. is mentally retarded and suffers from a personality change due to a medical
condition, meningitis. She has been institutionalized at GRH-A for these conditions
during her most recent admission since February 1995, She has spent the better part
of her adult life for the pasf twenty-five years in mental institutions or special placements.
The GRH-A Treatment Unit, where E.W. currently resides, houses only persons with
mental disabilities. Thus, E.W. has been placed at GRH-A "by reason of her disability."

Defendants may attempt to claim that they can keep Plaintiff at GRH-A or

discharge her to a homeless shelter because they lack funds to place E.W. in a proper
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community residential setting with the necessary treatment and services. Such an
argument would be legally and factually insupportable.

First, such an argument would really be nothing more than an argument that
Defendants have not intentionally discriminated against E.W. Plaintiff has already shown
in Section 1I(A)(3)(b) of this brief, however, that the ADA does not require an intent to
discriminate.

Second, continued institutionalization based upon lack of funds has already been
rejected by the DiDario case in the face of an ADA claim. 46 F.3d at 338.

Third, just as in DiDario, a claim of lack of funds would be factually insupportable.
The approximate cost of placing E.W. in an appropriate community residential setting
($39,000 to $72,000) would be substantially less than the amount spent each year to
warehouse her at GRH-A ($84,000 to $184,000).

Fourth, in a similar context, the United States Supreme Court has held that cost

considerations do not justify discriminatory conduct. International Union, UAW v.

Johnson Controls, 499 U.S. 187, 210, 111 S. Ct. 1196, 1209, 113 L. Ed. 2d 158 (1991)

("The extra cost of employing members of one sex, however, does not provide an
affirmative Title VIl defense for a discriminatory refusal to hire members of that gender.")
It has also long been the law of this circuit that a state may not fail to provide

treatment for budgetary reasons alone. Wyatt v. Aderholt, 503 F.2d 1305, 1315 (5th Cir.

1974) As noted in the Wyatt case, "[H]umane considerations and constitutional
requirements are not, in this day, to be measured or limited by dollar considerations,™

quoting Jackson v. Bishop, 404 F.2d 571, 580 (8th Cir. 1968). See also Concerned
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Parents to Save Dreher Park Center v. City of West Palm Beach, 846 F. Supp at 993

("The expenditure of funds cannot be considered a harm if the law requires it."); Kroll v.

St. Charles County, 766 F. Supp. 744, 753 (E.D. Mo. 1991) (If county did not fund

building improvements required under the ADA within two months, the Court would
consider the imposition of a property tax increase, or an injunction of a rollback of local
taxes to assure funding for the improvements).

In International Union, the Supreme Court particularly noted that Congress had

considered the substantial cost of providing equal treatment under Title VI, but required
equal treatment nonetheless. 111 S. Ct. at 1209. Similarly, Congress, in passing the
ADA, also considered cost considerations. It ac‘knowledged that the ADA might impose
financial burdens on the states but felt that such potential costs were the price that had
to be paid in order to eliminate discrimination against the disabled. As Senator Hatch

stated, the ADA would:

impose a lot of expenses and rightly so. It is time we did
these things. It is time we brought persons with disabilities
into full freedom, economic and otherwise, with other citizens
in our society. This bill will do that. In doing so, we should
be aware that it js going to be costly and difficult and that
there will be some complaints.

135 Cong. Rec. 19835 (1989). Senator Harkin echoed this sentiment:

[Flocusing on the costs of compliance by covered entities
was totally inappropriate given the economic benefits to
society of reducing the deficit by getting people off of welfare,
out of institutions, and on to the tax rolls.

135 Cong. Rec. 8508 (1989) (Emphasis added).
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On the other hand, Congress strongly believed that discrimination had its own

costs. As stated in the congressional findings incorporated into the ADA:

the continuing existence of unfair and unnecessary discrimination and
prejudice denies people with disabilities the opportunity to compete on an
equal basis and to pursue those opportunities for which our free society is
justifiably famous, and costs the United States billions of dollars in
unnecessary expenses resulting from dependency and non-productivity.

42 U.S.C. § 12101(a)(9) (Emphasis added). In short, the disabled cannot be forced to
endure the crushing weight of discrimination based upon mere cost considerations.
To summarize, EW. is a qualified individual with a disability, is the victim of
discrimination by a public entity, and has been discriminated against based upon her
disability. She is therefore substantially likely to prevail on the merits of her claim under
the ADA.
B. DEFENDANTS ARE VIOLATING THE ADA BY FAILING TO PROVIDE

INTEGRATED COMMUNITY-BASED SERVICES AS A "REASONABLE
MODIFICATION" UNDER THE ADA.

As already noted above, Defendants must administer their mental disability
services in the most integrated setting appropriate to EW. See 28 C.F.R. §
35.130(d)(1995). For E.W., that setting is a community-based residential setting.
Defendants must also modify their programs to the extent that is required to avoid
discriminating against the disabled:

A public entity shall make reasonable modifications in
policies, practices, or procedures when the modifications are
necessary to avoid discrimination on the basis of disability,
unless the public entity can demonstrate that making the

modifications would fundamentally alter the nature of the
service, program, or activity.

28 C.F.R. § 35.130(b)(7) (Emphasis added).
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Defendants cannot meet their burden of showing a fundamental alteration in this
case. Defendants already have existing programs providing community services to
persons such as E.W. The State of Georgia has established nineteen regional boards
which oversee the provision of all disability services, including community services, to
persons with mental disabilities. In fiscal year 1995, the state spent $96,834,822 on
mental retardation community services, $112,025,305 on mental health community
services, $80,940,807 on mental retardation institutional services, and $131,920,891 on
mental ‘health institutional services. (Defendant Olmstead’s Answers to Plaintiffs’ Interrog.
Nos. 2-9, Exh. 18).

Moreover, Dr. Richard Elliott has identified several potential providers for E.W.
including TOPS (Tailored Options For Person-Centered Support), which has indicated
that it could serve E.W. if funds were made available. (Elliott aff. at 191 14 and 15, Exhibit
1; Elliott dep. at 29, 1. 8-10; 77, |. 14-24, Exhibit 5).

With existing programs and established funding for providing services to persons
such as E.W., Defendants cannot demonstrate that any fundamental alteration of their
program is required in order to serve E.W. appropriately in the commuhity. In a similar
context, the Third Circuit has already ruled that providing community-based services
does not require a fundamental alteration within the meaning of the ADA. See DiDario,

46 F.3rd at 337-38; see alsc Martin v. Voinovich, 840 F. Supp. at 1190-91.
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M. PLAINTIFF E.W. FACES A SUBSTANTIAL THREAT OF IRREPARABLE INJURY
IF THE PRELIMINARY INJUNCTION IS NOT GRANTED

Plaintiff has suffered over thirty hospitalizations on a locked psychiatric ward at
GRH-A. She has spent a considerable part of twenty-five years of adult life at the
Treatment Unit of GRH-A even though Dr. DeBacher has noted that the Treatment Unit
at GRH-A "was never intended for long-term habilitation" and "is unavoidably lacking as
a long-term growth environment." (DeBacher eval. of EW. at 6, T 4, Exh. 12). As a
result, E.W. has quite predictably "become so worn out in this environment that she
would benefit from a complete change of scene to help her climb out of her depression
and take a renewed interest in life." (Id.)

Dr. DeBacher’'s evaluation is consistent with the evaluation of the behavioral
consultant for the Defendant Fulton County Regionél Board who has stated that E.W. is
deteriorating over time. (Steed dep. at 70, I. 22-24, Exh. 4).

Dr. DeBacher’s evaluation is also consistent with Dr. Richard Elliott’'s evaluation
which concluded that:

E.W.’s continued hospitalization at GRH-A has and will
continue to have a negative impact on her treatment and
habilitation because it is likely to contribute to her depression,
dependence, and lack of motivation and because what E.W.
needs, more than any other single component in her
treatment, is an opportunity to learn how to develop and
enhance her existing abilities in a community, rather than
institutional, context.
(Elliott aff. at 1 12, Exh. 1).

E.W.'s history and present circumstances demonstrate that her condition will

continue to deteriorate if she is not integrated into the community with adequate services.
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The endless cycle of discharges and re-hospitalizations will continue until E.W. reaches
the point of no return - permanent institutionalization. This is the very result that the ADA
was designed to prevent.

The law is ’well-established in this Circuit that an injury is irreparable if it cannot be

remedied by monetary damages. Cate v. Oldham, 707 F.2d 1176, 1189 (11th Cir. 1983).

The continued negative impact that institutionalization at GRH-A is having on E.W. cannot
be compensated by monetary damages. in at least one other identical context, another

court has so held. Daniel B. v. White, No. Civ. 79-4088, 1991 WL 58494 at *3 (E.D. Pa.

1991).

In Daniel B., the court specifically found that “continued institutionalization of the
class members, even for a short time, will cause irreparable harm." |d. The court so
found because the evidence showed that confinement had impeded the class merﬁbers’
development and caused them to regress. Id.

Just as in Daniel B., the evidence in this case shows that E.W.’s condition has
deteriorated while at GRH-A ahd will continue to deteriorate so long as she remains
there. The harm caused to E.W. by her inappropriate institutionalization is immeasurable,
potentially irreversible, and not compensable in monetary damages.

In another case specifically involving the ADA, a court found that a group of
disabled citizens suffered irreparable harm when a city attempted to eliminate city

recreational programs for the disabled. Concerned Parents to Save Dreher Park Center,

846 F. Supp. at 992. The court so ruled because the disabled would have a more

difficult time creating their own recreational opportunities and because "[tjhese programs,
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prior to their elimination, were contributing to a sense of emotional and psychological
well-being" that monetary damages could never remedy. Id.

E.W.’s "emotional and psychological well-being" has obviously been harmed
during her confinement at GRH-A. She has suffered and will continue to suffer
irreparable harm so long as she is unnecessarily confined to a locked psychiatric ward
and sé long as Defendants refuse to provide her with an integrated community
placement with appropriate services.

IV. THE THREATENED HARM TO PLAINTIFF OUTWEIGHS THE POTENTIAL
HARM TO THE DEFENDANTS

The threatened harm to E.W. caused by Defendants’ refusal to place her in an
appropriate community placement far outweighs any harm the requested injunction may
have on the Defendants. Defendants can show no special harm by integrating E.W. into
the community. n fact, E.W.’s integration into the community would cost less than her
forced confinement on a mental ward.

On the other hand, E.W.'s isolation and segregation at GRH-A is causing her
condition to deteriorate, dimming any remaining hope that she will ever be able to live
more freely, more independently, and more productively in society. Without the

requested injunction, E.W. will continue to suffer irreparable injury.

V. THE REQUESTED INJUNCTION IS IN THE PUBLIC INTEREST

Granting the requested injunction in this case will promote the public interest.
First, the U.S. Congress has unequivocally found, through passage of the ADA,

that the public interest is served when the disabled are fully integrated into society rather
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than shut away in institutions. Integration is precisely what Plaintiff E.W. seeks in this
case.

Second, many states have expressed their view that integrating the disabled into
society is in the public interest. For example, many states have closed the great majority
of their public psychiatric and mental retardation beds and reallocated funds to
community-based services.

Third, the Georgia General Assembly recently gave a strong commitment to the
need for community services for the mentally disabled in the State of Georgia by passing
H.B. 100, O.C.G.A. § 37-2-1 et seq. That Act specifically recognized the state’s obligation
to meet the needs of the mentally disabled "through a coordinated system of community
facilities, programs, and services." O.C.G.A. § 37-2-1(a). Most importantly, the Act
created a new Division of the Department of Human Resources, the Division of Mental
Health, Mental Rétardation, and Substance Abuse, and gave the Division the
unprecedented power to move funds from institutional services to community services.
O.C.G.A. § 37-2-5.2(c)(3).

Fourth, the public interest is best served when discriminatory actions, particularly
ones based upon archaic attitudes and "pernicious mythologies," are restrained. See,

e.g., Baxter v. City of Belleville, 720 F. Supp. 720, 734 (S.D. lll. 1989).

Finally, the public interest is not served when, with respect to E.W. in particular,

... each day that she remains at GRH-A is a day lost forever
that could provide her with the opportunity to learn, to work,
to experience life in a reasonably normal, supportive
environment, to interact with non-disabled individuals, to
make daily choices, and to become a more independent and
productive member of society. . .
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Elliott aff. at 9 16, Exh. 1.

It is time that these Defendants be ordered to conform their actions in accordance

with the over-riding public interest calling for integration of the disabled into society.

CONCLUSION

For all of the foregoing reasons, Plaintiff E.W. respectfully requests that her Motion

be granted.

This |2k day of LL,I 1996,

Respectfully submitted,

M(.M(L\,mv{&?w Mo A Glay

SUSAN C. JAMIESON _ pttwane)  STEVEN D. CALEY

Georgia State Bar No. 389408 Georgia State Bar No. 102866
CHARLES BLISS SYLVIA B. CALEY

Georgia State Bar No. 063385 Georgia Bar No. 611240

340 W. Ponce de Leon Avenue 151 Spring Street

Decatur, Georgia 30030 Atlanta, Georgia 30303-2097
(404) 377-0701 (404) 614-3926

Attorneys for Plaintiffs
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CERTIFICATE OF SERVICE

| certify that Defendants in the above-styled action have been served a copy of the
Motion for Preliminary Injunction and Brief in Support thereof by placing a copy of same

in a properly addressed envelope with adequate postage thereon for delivery by first

class mail to the individual listed below:

Ms. Patricia Downing

Sr. Assistant Attorney General
40 Capitol Square

Atlanta, Georgia 30334

This the 41, day of .LuL1 . 1996,

Ao A Glay

STEVEN D. CALEY
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N THE UNYLTED STATES DISTRICT COURT

POR THE NORTHERN DISTRICT OF GEORGIA
AFLANTS DIVISTON

Loy by JORATHAN ZIMRING
as guardian ad litem amd next

friend, CIVIL ACTIOR

Plaingiff,
FILE NO. 1: 95-CV-=1210 MHS

o

TOMMY OLMSTEAD, Commissioner
of the Deperitment of Human
Resources; RICHARD FIBLDS.,
superintendent of Geozgia
Regional KHospital at Atlanta:
and ERNESTINE PITTHAN,
Exoeutiva Director of the
Pulton County Regional Beard,
all ip their official
capacities,
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Defendantcs.

Persenally appeared before me, <the undersigned officer
auvthoriged to administer caths, Richazrd L. Elliett, M.D., Ph.D.,
who, after being Quly sworm, states:

1.

My name is Richard L. Elliott, and I am more than 18 ygacs of
3ge. I suffer from no legal disability, and am coumpetent to
testify to the matters set forth hereln.

2o

Thig affidavit is made upon my personal kaowledge of the
matters set £ozrth herein anc based on my professivual Jjudgment and
opinion.

3
1 am the Program Director and & Professor iun the Department of

Psychiatry and Behavioral science and Lhe Director of the Center

Exniavm 1 (6
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for Public Meatal Health Advocaey at Meruer UnRivergity School of
Medicine, Macon, Georgia.
4.

The Curriculum Vitae attached to this allidavit contains
accurate information regarding my edutetional asnd pxofessianaL
background and publications.

g.

I have gvaluated the Plaintiffs, L.C. and B.W., at the request
of their attorneys and the results of both evaluations hsve been
summarized in reports which have baen filed with the court. This
affidavit ig related io my evaluation of E.W. and, pazticularly,
whether her needs could be met in an appropriate community setting.

6.

In my eassessment of E.W., I reviewed extensive hospital
secords, several previous psychological evaluations, and spoke with
gtaff from & commuaity-based service provider who were present when
I met with E.W. on February 22, 1996, and with E.W.’s mother. I
have also reviewed the depositions of E.W.'s treating physieian,
Dr. Patel, at Georgia Regionzl Hospital at Atlanta (GRH-A) and a
staff psychologist at ih@ hospital, Gaxy DeBacher, Ph.D., who
assessed E.W. for the appsrent purpose of providing his opinions
and recommendations to E.W.'s treatment staff.

7.

The community service provider that came to the hogpitai to
meet with E.W. and to be present during my interview with her calls
itself TOPS (Tailored Options for Person-~Centered Support): the

dizector, Michael C. Biggs and a member of his staff, Toni Dazier,

LTz B (51, ) AN LY THIASH LEEGZSLTTE GS:GT 9B61/81/.0
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wvece both present at the xegquest of the petlient’s attorney and
mother, because I wished to have an wuwaderstending ox the
feagibility of soxving E.W. in the community.

8.

It is my understanding that TOPS is onc of several providers
ef community-based services to persons with mental disabiilizies:
these providers zeceive most of their funding for these sexvices
through the publicly-funded Regional Beards, such as the Fulton
County Regional Beoaxd.

9.

In conducting my evaluation of Plaintiff, L.C., in addition o
my review of documents, interviews, and othasr activities, I also
vigsited the community-based residential progran, NYASHA HANDS,
where she presently resides and spocke with several members of the
staff who operate <that program and are involved in the
implementation of L.C.’s community service plan. As my ropoxt on
L.C. indicates, this residential program, ia conjuncticn with other
community service providers, is meeting L.C.’s needs as a mentally
retarded and mentally ill edult with & history of behavier
problems.

10,

Based on my assessment of E.W., including the information
received f£rom the above-mentioned community service providers as
well as my own knowledge and expesrience with the provision of
community E@rviceé to mentally disabled adults, I was able to fomm
a proiessional opinion about whether E.W. could be placed in a more

appropriate, integrated cemmunity seiting. This oplnion is set

3B AMLIVIHDASH LEEGTSLCTE G5IGT
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forth in moxe detail im the following paragzaphs.
i1.

E.W.'s needs could definitely be met in a community placement
with aedeguate supports, including stagfé <rained in crisis
intervention, behavioral technigues, &and other habllitation
services.

i2.

E-W.’s continued hogpitalization at GRK-A has and will
continue ¢o have & negative impact on her trestment and
habilltation because it is likely to contxibute to hexr depressien,
dependence, and lack of motivation and because what E.W. needs,
more than any other slngle component in hexr treatment, is an
oppoctunity to learn how to develsop and enhance her existing
abilitiees in a community, rather than institutional, context.

13.

E.W.’s hiscory of more than 30 psychiatric hospitalizations
since 1975 indicatesd cleaxrly that her limitaticns due ¢o mental
retardation and her behavior problems reguire a more structured,
community residentiel program with stafl exg@riene@d'in mental
retardation and more individualized supports than pzevious
placements have provided.

14,

Duxing my interview of E.W., TOPS staff indicated that they
wore able to asgess E.W.’'s apility to live in the communicy, that
she would not be an especially difficult person to serve, and that
she presented no current symptoms or functional disturbances which

would prevent TOPS from accepting E.W. into thelr residential

. aT/:i0
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program, if they had the necessazy funding ¢to provide the seeded
sexvices.
18,
In concluding that a program such as TOPS or NYASHA HANDS
could serve E.W. in the community, I am specifically referring to
the capacity of these or similar programsg, with adecquate funding,

to provide or axrange for the following:

1. conprehensive multi-disciplinary assessments:

2. transportation ¢to and from wmedical psychiatrie
appointments;

3. regulay medical care with special attention to weight

control and to E.W.’s urxinary incontinence;

4. frequent monitoring of any prescribed psychotropic drugs
and ongoing assessments to detesmine whethex psychotropic
drugs are indicated;

5. vocational and lelsure programs;

6. continuing day habilitatier in a structured setting;

7. crisis management;

8. psychiatric oﬁersight;

9. behavioral monitoring and interventions ag indicated; and

10. contaet with famlily in & supportive environment.

16.
Since there is no current need for the institutional placement
of E.W., each day that she remains at GRE-A is & day lost forever
that could provide her with the opportunity to leaxrn, toe work, to

experience life in & reasonably normal, supportive enviromment, to

make basic daily choices, and to become a moxre independent and
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productive membor 0L sogiery.

Furthcy the aff{iant $8ith not.

This [éz day of _, 2944 S , 19886.

VL A

KICF.ARD L- ELLIOTTD MvDue pH-D-

Sworn to and subac¢ribed

befora me this Z@
day of jUAZ , 1936.
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treatment plan that you're talking about?

A Yes.

Q All right now, at that point, did you
again feel she was appropriate fér discharge?

A At that point, I think I did not have
any ground to hold her against her wish in the
hospital if she don't want to participate in the
treatment. She's é voluntary patient.

Q You have the ability to have people
involuntarily confined if you think that's
appropriate; is that correct?

A Involuntary?

0 You can initiate procedures to have
them involuntarily éonfined if you feel that's
appropriate.

A If I feel that she meets the criteria
for involuntary hospital admission.

0 Did you feel at that point‘that she
met the criteria?

A No, I did not.

0 What are the criteria for involuntary
hospitalization?

A Eminent dahger to self or others due
to mental illness.

Q So at that point, you decided to

20
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discharge her to another -- well, I guess a homeless
shelter or personal care home. What was it?

A Shelfer, homeless.

MR. BLISS: Okay. Let me just get
another exhibit marked.

BY MR. BLISS:

o] Looking at what's been marked as
Exhibit 2, Dr. Patel, what is that?

A It's a three-page document of a

! progress note copied out of the patient's chart.

é Q Okay.
E A I'm sorry. It's a four-page document.
Q Okay. 'And I just want you to look at

the middle of the second page, right at the end of

i the part that you wrote. I believe this first thihg,

MD's note, that's a note that you wrote.

A Yes.

Q It is note that you wrote?

A Uh-huh. (Affirmativéo)

0 Okay. At the end of that note, it

says patient is not in any crisis at this time. Will
discharge patient to shelter; is that correct?

A Yes.

Q Okay, what did you mean that she

didn't have any crisis at that time?

L
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whatever you testified she said -~ would she have

been appropriate to discharge to a personal care home

at that time?

A If she's not asking for the discharge,
no.
Why not?
A Because she wants help to change her

behavior. And if that can be allowed, no doubt, I
mean, that she could be discharged; she could be
treated as an outpatient; but she's asking to be
treated in the hospital.

Q Right.

A I don't see any reason not to keep her
in the hospital.

Q So based onbher choice then, she's
appropriate to maintain in the hospital. You also
felt that she could have been treated as an
outpatient at that point?

A Yes. Personality disorder per se does
not require hospitalization because that's a changed
long-term pattern of behavior, unless there are
crisis.

Q What sort of crisis would necessitate

hospital treatment?

A Well, borderline patients do become

25
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suicidal; do become homicidal at times. They do
express -- they do become psycotic at times. And
those are symptoms that require them to be stabilized
with medication, and that's the time that you put
them into the hospital.

Q What sort of treatment would have been
appropriate for her in the community at this time?
Assuming she had chosen to be treated in the
community, what sort of treatment would that have
required?

A What sort of treatment?

Q Yeah, what sort of treatment and what
sort of placement would that have required?

A Same kind of treatment that shé would
require for change of her behavior in the hospital.

Q And what kind of —-- what kind of
treatment was that?

A Outpatient mental health follow up.

0] Are théir providers capable of
providing that treatment to her in the community?

A Majority of the personality disorders
are treated in the community.

Q Okay. Since she elected to stay in
the hospital or since at some point -- well, why --

what happened to change her mind that she stayed in

26
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do you feel4EW could be treated in the community at
this point still?

A She has difficulty with physical
problems at this time. And if that is addressed, I
think she could be treated in the community.

Q Those physical problems, they could be
addressed -- I guess she's catheterized =-- she's
catheterized four times a day; is that c¢correct?

A Up to four times a day, preferably.

o] A visiting nurse could do that,
couldn't they?

A Yes.

0 Okay. Sometime after this March
series of events, there was a sﬁaffing concerning EW
in April, I believe. )

Yes.
Do you recall that?

Yes.

What happened at that staffing?

A o B A o B 4

Well, I think we discussed the problem
issue and concerns from our PNN at that point, also

the difficulty with the placement.

Q Uh~huh. (Affirmative.)
A And any treatment issues that were
raised. One of the concerns was raised about the

33
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A No, I haven't talked to her about
that.

Q Has anyone else, to your knowledge?

A I really don't know.

Q Have you explored any placement

options with EW or have you discussed any placement
options with her other than personal care homes?

A No, I have not.

0 She has these behavioral problems, and
I think that's one of the things that was noted on
the master treatment plan was the long-term
institutionalization. Would you agree that it's
better to address those problems in the community
than in the hospital?

A It's a long-term problem. It could be
addressed in community. But I don't know whether you:
can call it addressed better in community. No, T |
think it can be fully good addressed in either
outpatient or inpatient. Preferably, from the cost
containment point of view, I think it could be

addressed better in the community.

Q It would be cheeper to address in tﬁe
community?

A I don't expect it to be cheeper. 1It's
probably come out to be same in that sense. But from
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the point of view, they want all the patients to be
treated as outpatient.

Q Okay. Has it -- one of the things
that you indicated was that she would need a
transition between the hospital and an outpatient
treatment or residential placement.

A Any place that she would go.

Q Okay. In her earlier discharges, was
there any transition when she went to the personal
care homes, say in January and February?

A That was the time that we would want
to try outpatient going.in there and seeing how she
would stay there and live there.

Q All right. So it's not an involved
process of doing a lot of s%uff to do the transfer.
You just take her there andAsee if it works out and
monitor her closely for a while. Is that the sort of
transition you're talking about?

A Yes.

Q So in fact) there. were transitions
before. You were going to monitor her in those

personal care home placements and see how she was

doing?
A That's correct.
Q If you were aware of a provider who
76
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could meet -- who could meet her needs in the

community, would you be in favor of placing her in
the community?
A Yes; why not?
MR. BLISS: Okay. I don't think I
have any further questions for you, Dr. Patel.
Let me just talk to Sue for a second.
(A discussion was had off the record.)
MR. BLISS: All right, I think that's
all we need to do. Thank you.

(The deposition concluded at 12:25

P-M.)
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Q

A

Why?

In order to use the Medicaid waiver we

would be required to permanently close down a bed.

leaves.

‘We cannot permahently close down a bed when a client

We have to then continue to use it in the

treatment of the next client that comes to our door.

Therefore,

Medicaid waiver is not an option for us at

this point.

King when

expressed

described

umit,

Q

A

Q

A

Q

A

Q
A

Q

o P O W

What do you base that opinion on?

I knew you were going to ask me that.

You did? )

As best we could understand it from Elaine
we asked that specific question.

That's what you based the opinion you just
on?

Yes.

Elaine King’'s position?

What is her position?

No. You based your view thét you just

on what Elaine King told you?

Yes, correct.

And you still are of that opinion?

Yes.

So in all the years you've been on this

you°'ve never felt you could explore Medicaid
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antipsychotic medication?

A I don't. I mean, I don't treat anything
with medication.

Q I understand that. But in your familiarity
with E.W.'s case is that how this behavior was
addressed in March? Do you know?

A I don't know.

0 Why would she, in your opinion, think in
March or recently that she's leaving the hospital?

A Well, I indicated that that was simply one

of the issues. The other issue of course is the

separation from her mother.

Q Is something happening in that area
recently?
A Her mother is expressing much frustration

with E.W. and the situation and, yes, 1is more verbal,
I believe, with E.W. about how she’'s feeling;

Q Charley, do you think E.W. needs to be in
this hospital? I mean, the reason I ask is it
doesn't look, in my opinion, which is not much value,
that things are getting any better for her. And
she's been here a year and a half.

THE WITNESS: Is it okay? Can I answer
just my opinion?

MS. DOWNING: Well, I was going to

ERASVT 3 (1)
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object to the form of the gquestion to the
extent that it's asking for anything other
than his professional opinion, which is
really the only thing that he can étate° To
the extent that you’'re professionally
competent to have an opinion, then you can
state that.

THE WITNESS: When E.W. is not
experiencing a moment of crisis, a time of
crisis, I do not feel that she needs to be
in the hospital. When she is in a period of
a crisis, I do believe she needs
hospitalization.

BY MS. JAMIESON:
Q Are you familiar with ways to manage crisis
in a nonhospital setting?

A Again, my primary prospective is from

hospital.
0 And again, I'm not asking for a

professional opinion there. I just wanted to know if
you know from your years of working in mental health
of mechanisms for handling methods of crisis
management in a community setting.

A Yes, There are methods of de-escalation.

Q Do you have a professional opinion whether
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dischaxrge of her to a shelter?

A Yes.

Q You have a recollection of that?
A Yes.
Q 1°m just going to ask you whether you have

an opinion about whether that would have been an
appropriate discharge?

A I would have had concern that she would
have returned to the hbspital promptly.

o] Do you know from your familiarity with her
records or her hospitalizatidns that she has in fact
been hospitalized many times?

A Yes.

Q "And do ‘'you know whether those placements
héve been pfimarily, if not exclusively, in personal
care homes in the metro Atlanta area?

A I believe so, yes.

Q Do you have an opinion about whether the
placement of E.W. in a personal care home is
approbriate?

MS. DOWNING: Could you read the
question again?
(The previous guestion was read
back by the court reporter.)

MS. DOWNING: And again, the form of
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saying although E W has said she needs to be let out,
her records speak differently. One who has been
placed in a hospital 46 times in the past nine years
clearly is having problems functioning. The fact
that she herself has stated that she can't make it in
society only adds to this notion. This 1is not‘to say
that she couldn't make it someday. Given the correct
treatment options, she could function gquite well in a
group home. An effective treatment plan would need
the following options aﬁ least as a minimum: A
placement location focusing on the treatment of
méntal illnesses instead of mental retardation. This
is most likely one of the reasons why E W is
currently in the state she is; 24-hour supervisionj;
regular medication checks; a strict program of
behavior management focusing on controlling her
aggressive behaviors; and some type of psychological
assistance, preferably intensive, to get at the root
of many of these behaviors.

Q So what you're saying is that if you
could find a group home that provided those types of
treatment, she would be okay for placement in the
community?

A Yes.

Q Are you aware of group homes that

61
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group home; is that correct?

A Right, if the right people are there.

Q Then you say some type of
psychoiogical assistance, preferably intensive, to
get to the root of many of these behaviors. What do
you mean by that?

A Well, it was -- from reading the
reports in the records and also talking with some of
the staff, it was their belief that basically E W has
had not the best home environment. You know, her
mother has been placed in jail before for dealing
drugs; there were possible allegations that her
father sexually abused her.

And in my exp?rience, a lot of those
behaviors that occur early on in childhood can all --
can of course cause difficulties later this life.
And it was my observation that a lot of those
behaviors have not been discussed or gone intb a lot
of detail with E W. And that if she goes to a home
that that could be done, then maybe some of these
aggressive behaviors would -- you know, would calm
down some.

Q So that kind of psychological

assistance could be provided in a community setting

as well?
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A Right; that's something that usually
would need to be done either -~ in some aspects =--
either going to an outpatient hospital and having
regular visits with a counselor or psychologist,

something like that.

o] Okay. Going back to the report, on
page-2 -

A Uh-huh. (Affirmative.)

Q ~—- you say it appears that E W

receives little or no psychological assistance for
these behaviors on a continuing basis. What do you
mean by that? | -

A What I mean by that, from looking at
some of the records and just going by some
observations also, it appears that while she's been
in the hospital whenever she's gone in, she's gotten

some assistance or she's had her medications taken

care of; but apparently, it seems whenever she's left

the hospital and gone back to her group home --
whichever one it's been -- that's when problems
typically start again because there's not a lot of
continuation there as far as a regular schedule of
getting counselling, getting medication.

Q Are you aware of where her placements

have been when she's been placed out of the hospital?
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somewhere every time. Because from her diagnosis, I
could see that being a problem if she was having to
be moved somewhere every time to go get assisfancen

Q What about her diagnosis; would it
make that a problem?

A Well, the fact that she does have
paranoid behaviors, she might be resistant and
thinking that somebody is trying to take her away
every time. The fact that she's leaving a familiar
location might cause some anxiety, whereas -- I know,
too, for example, some hospitals, a lot of times when
they see a psychiatrist or counselor, some hospitals
in particular have a history that you don't see the
same person every time.

| Sometimes you might see a different
doctor so there's no chance for E W to become
familiar with the person and build some rapport;
whereas if a person came to her place where she
already feels comfortable and relaxed, and it's the
same person, she will be able to build some rapport
and trust.

Q All right. 1Is it your impression that
she's deteriorating over time?

A Yes.,

Q And what do you base that on?
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Q Do you know of an occasion in which
they held her down and tried to pray the demons out
of her in a personal care home?

A No.

o] Okay. Again, might that contribute to
her sense that the people were out to get her?

A If it happened, it might.

0 Now, do you think it would ever be
appropriate to discharge her to a homeless shelter,
to discharge E W to a homeless shelter?

A No.

Q Did you look at her records back to
say any time during this, would it have been
inappropriate to discharge her to a homeless shelter?

.\ Do I think it would have been
inappropriate to discharge her to a homeless shelter?
Yes.

0] Now, what was the reason for her last
admission to the hospital?

A As far as what I have here, the reason
she was being considered for admission -- this 1is
from a report out of the file you had; it was on
1/20/94 -- is that in the one section here, they said
the patient was being considered for admission based

on suicidal and homicidal ideas and gestures; and
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interview stated.in your report?
A Yes.
Q Is there anything else you recall at this point
that's important about that interview?
A No.
Q At that point, did Mr. Biggs express an opinion -- 1

believe you did state in your report he had stated an opinion
about whether she could be provided services and the opinion
was that she could.

A Yes.

Q And in your report, the part that reflects your
review of the records and the interview is the past

psychiatric history and the middle staff examination. Is that

accurate?
A I'm sorry. Could vou say that again?
Q Yes. As far as the part of your report that

actua1iy reflects your interview and your review of the
records that day, is that stated 1in the history portion and
the mental status examination primarily?

A Yes.

Q If we could kind of wrap up this part about the
document review, did you review any documents other than what
we've already talked about today and your interview, which is,
the best you can recall, the psycholegical reports that were

sent to you prior to the interview, the records at the

—
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év 2 adequate.

% 3 Q And you also used the term habilitation.

#‘;’% 4 A Yes.

& 5 Q Define habilitation as you're using it in your
6 report.
7 A Well, habilitation consists of those sefvices,

8 usually training, education that develop a person's capacity

9 or to develop their capacities, their functioning ability.

10 It's distinguished from rehabilitation which are those
11 services, usually training and education and other supports
%' 12 that help people to re-acquire previously learned skills and
3
% 13 re-acquire previous capacities.
5§ 14 Q So then could y;u use the word habilitation to apply

15 to something other than an MR patient, as you're defining it

B . .

% 16 or do you cansider it to be --

& 17 A Conceivably, conceivably, sure.

£ 18 Q But generally do you use the word habilitation to

19 define services for MR patients?

20 A It arises most often in the context of people who
21 are mentally retarded.
22 Q As you use the term minimally adequate, are there

23 states other than Georgia that generally provide what you

24 would call minimally adequate treatment to patients such as E.

25 W.?
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country and that's what I'm asking about.

Q (By Ms. Downing) What programs are those that you

talked about?

A (The Witness) Well, for example, I could give you

names of some other programs, but the best way of answering
that is to say that there are literature reviews of programs
which provide these services and the literature reviews will
list individual programs, but they give a composite picture
about the success of each program. So, it's based on more
than one program. It's based on many programs and the results
are generalizable across programs.

Q Are there any others that you --

A Well, the Vineland model, I think is a name that
people are familiar with. V-I-N-E-L-A-N-D,

Q Is that a particular preogram?

A It's a mode1 and there aré many people around the
country that have used samething like the Vineland model to
care for people with developmental disabilities in

communities.

Q Any others?

A Any others? Gosh, off the top of my head I wouldn't
want to -- no, I can't think of any others off the top of my
head.

Q Let me go back to the PACT program. No, let me go

back to the Rock County Health Program that you mentioned.
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At that point, nobody had been returned to the hospital. So,
that's an example of a program that took people with far more
serious disabilities than E. W. and were very successful in

getting a people a chance at living in the community.

Q Who was the director, by the way, that you called?

A I don't remember.

Q I was just curious sihce you remembered the phone
call.

A I remembered the phone call because when I was

writing up the article, I was curious about what had happened.
That's where 1 developed it.

Q This is one you've written an article about?

A Right. I wrote &bout a couple of the people. It

was sort of an ethical decision what might happen.

Q Which article was it?
A That was the Lithium.
Q The Lithium article?

A Right.

Q What about the PACT program, what is that? Is that

a particular program or is that a model?

A It's now a model. Originally, it was a particular
program.

Q And when it was a particular program, what was it?

A .It was the Program on Assertive Community Treatment

and before that it was called training in community living.
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And originally it was a hospital-based program, I think still
has some hospital bases. The notion is to provide whatever
supports are necessary to help people live in the community,
whatever support, whether it's cooking, cleaning, work, food,

medicines, whatever it is.

Q Then you mentioned the Vineland model, but those are
the only program, per se, you've mentioned. Is that right?

A ~When you say programs, specifically what kind of
programé are you thinking about?

Q I was following up again on your comment that there
were many programs in the country that could provide minimally
adequate treatment.

A Oh, yes. Okay.

Q Were there any otheré that I overlooked that you
mentioned? |

A Well, when I was with the state -- and I don't
remember the names of these programs, but I had occasion to
work with a handful of programs even in the Atlanta area that
seemed to care for peoplie with severe disability, sometimes
severe head trauma: mental retardation, severe and persistent
mental illness. And there were several of these programs,
even in Atlanta, that seemed to have a pretty good track
record. I can't remembef the names of these programs off the
top of my head.

Q What do you remember about them that would help us
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A No.
Q And then you also said she didn't have the benefit

of certain medication trials and those are listed in your

report.

A She's been tried on several different medications
but the field is such that there are a good many trials that
have been conducted with medications that, given the number of

times she's been in the hospital, the number of years she's

"been in the system, she should have had a trial of some of

these other medications to help her with some of these
behaviors.

Q Is it possible that she did, but you just don't have
the records for those?

A It's possible. I did ask her mother about some of
her past treatment histories and it didn't sound like she had
trials of some of these. 1 believe she had not had much
exposure to vocational rehabilitation. She had started a
behavior treatment plan and some vocational rehab in the
several months prior to my evaluation. Given the number of
hospitalizations and the length of the current
hospitalization, it didn't appear to have been a thoughtful,
planned, systematic approach to her habilitation and care. It
had been poorly implemented, at least the behavioral plan. It
doesn't appear to have been put together with good baseline

data and good monitoring. I believe with the discharge plan
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last year that led to the staffing in April of '95, the plan
to discharge her to a shelter reflected a less than minimally
adequate degree of planning and concern for her needs.

Q Is there anything else that was not -- was less than
minimally adequate?

A I could go on. Dr. Patel's conclusion that what she
needed in the community was referral to a community mental
health center for treatment of her personality disorder
reflects an inadequate understanding of her needs and here I'm
referring to a statement on page 26 of his deposition. The
question was what sort of treatment would have been
appropriate for her in the community at this time? Assuming
she had chosen to be treated in the community, what sort of
treatment would that have required? His response was, what
sort of treatment? Question, Yeah, what sort of treatment and
what sort of placement would that have required? Answer, Same
kind of treatment that she would require for change of her
behavior in the hospital. Question, And what kind of -- what
kind of treatment was that? Answer, but—patient mental health
follow up. That's an example that I think is ponsistent with
the treatment she had received in the hospital most of the
time. That put her generically into some sort of mental
health group without any recognition of her specific needs and
without any recognition, and this was shocking to me, of the

multiple hospitalizations, the failure of treatment plan and
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to generically speak of her as needing referral to out—patient
mental health treatment, I think once again would doom her to
failure and that's not minimally adequate.

Q Was there anything else in the not minimally
adequate part of your report?

A Without being redundant, I think that covers a lot
of ground.

Q A1l right. Now, let me back up on the diagnosis
part. In your opinion is the diagnosis that Dr. Patel gave
her, was that less than a minimally adequate diagnosis?

A In two ways. First, again, and this is the less
severe of the two criticisms. I think it was wrong to label
her as having a borderline personality disorder for the
reasons we discussed earlier.

Q Because of the pejorative aspect of it?

A Well, it was wrong because she has a -- if you want
to 1abé1 her as having a personality disorder, if you're doing
this for research purposes, she would have a personality
change due to a general medical condition, meningitis. But
that's not the severe criticism. The severe criticism is that
even if she had a borderline personality disorder - if she
did have that, then the treatment plan is pretty much all
wrong. Long hospitalizations, frequent hospitalizations are
the wrong kind of treatment for somebody with a borderline

personality disorder or with whatever you want to call the
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the way to go. Regional boards, if they had flexibility -- 1if
they could use their money the way they wanted to use it and
weren't 1ine itemed to sending it over to state hospitals,
they could develop programs like that. It wouldn't cost any
more. People would be happier. That's the kind of vision that
I think was behind House Bill 100.

Q Okay. I'm just about to wrap up here. Okay. I had
to ask this. This is switchiqg gears here. What is the Dow

of Pooh?

A I am delighted in your interest. It was a tongue-

‘in~cheek book review I did for a Christmas issue of the

L]

American Journal of Psychiatry.

Q And was there a book called The Dow of Pooh?
A Yes. You are leaving no stones unturned.
Q Well, not that particular stone. I think there are

probably some other stones in here.

A No poohs undowed.

Q Give me just a minute to review my notes and that
ought to wrap it up. You said you don't know the amount of
time vou billed to date. Do you know the amount of money

you've billed to date on this case, up until this deposition?

A I won't bill any more than fifteen hundred dollars.
Q You have a cap?
A Self-imposed cap. I'1l1l have to add it up, but it

won't be any more than that.
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Q When you say you contact the county of

residence, what organization within the county is it

you contact?

A The developmental services office for the

various counties, for instance, the DeKalb MR service

unit or the Fulton MR service unit.

Q And then you said I think at the end the
placement often doesn't materialize. What sort of

problems do you have?

A Resources are usually our major problem.

Q There aren't enough placements for your
people?

A Monies available for the placements.

0 The placementslare there; there's not the

money to fund them? 1Is that a problem?

A Right.

o) Let me back up a little bit. What sort of
level of retardation do you have on the DLC? What
sort of people are you placing?

A We place all of those, profound, severe,
mild, ahd moderatea

Q Do you have people there who have
additional problems? Do you have people who have
problems with aggression?

A We do in our unit.

ExetieeT b (4 5)
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selecting the person it best sees as meeting their

needs.

0 ‘So again, it was a matter of getting the
dollars?

A (Witness nods head affirmatively.)

Q Once you have the dollars, you can find a
place?

A You can be able to count on it.

Q Do you have people waiting on the DLC now,

essentially waiting for money to be freed up to be
placed in the community?

A Yes.

Q How many would you estimate?
A Approximately, conceivably, even though

it's not a dismissed petition, conceivably half of

our population.

0 Okay. You said even though it°'s not in the

petition. I didn't understand a couple of words of
what you said.

A A dismissed petition. - A person in our
program has to be committed through a formal court
process with a petition for continued habilitation.
So when that continued habilitation petition is
dismissed, it means that they're no longer

appropriate for institutional services.
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Q Mr. Ingram, the Medicaid waiver, is there a
specific dollar amount per day that they will pay or

make available to you?

A Yes.
Q How much is that?
A It's capped at I believe 118 or 124. I'm

not sure which one it's capped at.

Q And does that mean that's the most you can
spend per day on any individual services under the
Medicaid waiver?

A Unless you rquest it for an exception. I
don't know how the process works.

Q But there is a process whereby you can
request an exception and get more funding?

A Yes.

0 And that funding still comes from the same
source? You still have to contact the county mental

retardation services?

A Yes.
Q Is there some other source you can contact?
A I was just trying to make sure I was giving

you a correct response when I said the mental
retardation services office, because it's the
Department of Medical Assistance where everything is

eventually processed and handled.

|
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Q Right. Who do you contact? Who does the
DLC contact when they're trying --

A Its community.

Q .What is the cost per day of treating a
resident at the DLC?

A $283.

Q Now, when you start mental retardation
services with the county involved, is contacting the
county evaluation team the first step to getting them
involved in a placement process?

A Restate your question again. I'm not sure.

Q When you‘re looking for placement for
someone under DLC under a Medicaid waiver, is the
first step in bringing in the county mental
retardation services to contact the county evaluation
team to come out and take a look at the person?. What
is the first step, I guess is really my question.

A The first step would be to set up your
futures planning.

9] Okay. Once you‘ve done your futures
planning and think the person could conceivably have
a comﬁunity placement, when you contact the county
mental retardation services, what's their first step
in getting involved?

A Get all the paperwork completed.
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.proceés that operates here? I know there’'s a policys

Is that what you would refer to?

A A policy? No. I'm not sure I'm aware of a
policy.

The process foxr discharge is .a team
function. It's a clinical multi=disciplinary team
function.

Q Well, I understand it°s a function of a
team, but what is the process? What does the team
do?

A Well, I don't know every aspect, every
detail of what they do. But generally speaking, they
access the individual“i progréss towards goals., And
when they assess sufficient stability and achievement
of goals for discharge to make them prepared to
reasonably handle the discharge, then they reach that
consensus agreement and make the discharge
arrangements.

Q Are you aware of instances where the point
in time arrives where the team feels the individual
is ready for discharge, but there are no available
community placements that meet the person“s‘needs?

A I expect that has happened, Sue°

Q Would you care to estimate -- would you

characterize that as a problem?

EXRI BT F(2p)
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Q I mean for lay people, what percentage is
allocated for hospitals? Or can you describe =-

A I think I know what you're after. It
essentially, and this is overly simplified, but the
formula results in the regional boards being asked to
return or give to the hospitals 90 percent of a
previous fiscal year's allocation or something that’s
called their fair share, whichever is lower.

And that depends on a number of other
things. But is that what you're trying to -=-

Q I think so. Thank you. That‘'s sufficient,
because I don't know that I could understand it
beyond that.

A It's not easy.

Q But was the point of that to free up some
percentage of the hospital‘'s budget allocation for
community services?

A The point was to effect a method for

‘transferring -- for giving regional boards access to

some portion of what were previously hospital
resources, hospital dollars.

Q And do you know whether or not that actual
amount has in fact been allocated to the regional
boards, or is this still in the planning process?

A I don't think so. The formula hasnt been




LaP}
I

O

P9

Lt

JA. &

A I'm sorry; I believe it's in the
records that I've shown you, but I'm not -- I just
don't remember that number. It is within -- I'm sure
that there's a page that says overview, and it's on
that, the limits of the waiver.

No, there's a -- I don't believe this
is it. I believe that it's about this many pages,
and it starts out overview.

MR. BLISS: We'll just go off the

record one second while we look.

(A discussion was had off the record.)

BY MR. BLISS:

Q Go ahead, Mr. Hopkins.
A Yes, the -- this says that the total
number of recipients is 2,109. The total number --

the total possible number. That's not the total that
we're serving; that's the total number, the number:
that the federal government has authorized us to
serve.,

Q All right. Now, the number you're
serving, do you know that number, under the Medicaid

walver?

A No, it's =-- no, I don't. I don't know

the exact number.

Q Who would have that number or where

18
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could we get it?

A Kathy Dowless, in the division.
Q Do you know approximately how many

people are being served?

A Yes, approximately there would be 700

people served.

Q Why is the number approximately served

so much less than the number that are authorized to

be served?

A The waiver requires that -- the waiver
is a combination of State and Federal dollars. And
there must be 38.02 percent State dollars compared to
68 whatever it is on the other side.

And so the waiver is -- we héve

utilized the waiver fully to the match that we have.

In other words, we have -- it's limited by the State

dollars we have for the match.

Q All right, so you could sérve more
people if more State dollars were available?

A That's correct.

Q And there are Federal dollars

available at the Medicaid matching rate?

A That's correct.
Q  Okay. What percentage of funds are
going -- if you know -- in the State of Georgia are

19
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A The lapsed funds go back to the
general State -- I'm not sure what you call that. In
other words, by nature, that's what lapsed means.
They have lapsed, and they hafe gone back.

Q So those funds, they're not available
then for the agency to spend?

A They are not available.

Q They're just allocated but not spent;

they go back to the State?

A That's my understanding..

Q Are there any discretionary funds that
your agency has, just sort of free-floating funds
that can be allocated on a discretionary basis?

A Not usually. The agency has -- this
year the agency has some discretionary funds. The
legislature appropriated I believe $300,000
additional match to be used for emergency kinds of
placements. That is -- that's new. That's something
that has not been available in the past.

Q Could those be used for community
Placements for mentally retarded people?

A Yes.

Q Okay, let me show you another

document.

(Plaintiff's Exhibit Number 3 was

24
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Q That the amount spent has decreased
from 15 million to 12 million?

A 15 million 345 to 12 million 644.

0 Okay. Also with regard to |
interrogatory number 5 -- Jjust with regard to what
this document says -- the line item supportive living
indicates that the total amount in fiscal year °95

was 29 million 651; is that correct?

A Compared to '92 of 17 million 560.

Q Yes, sir; but that has increased?

A Yes.

Q And then with regard to institutional
care for persons with mental retardation -- that
would be once again interrogatory number 6 -- the

amount has increased over the years; is that correct?

A Yes. |

0 And with regard to the amount spent on
institutional care for persons with mental health --
that would be interrogatory number 8 -- that also
indicates that the amount has increased over the
years; is that correct?

A Yes.

0 I'm going to just read that for the
record, and please tell me if I'm not reading it

correctly. 1In fiscal year '92, it was 112 million

23
Fyxriag v 9 (4e)




, .

473; and in fiscal year '95, 131 million 920; is that
correct? j

A Yes.

Q Okay, thank you. So-at least with
regard to this document which was produced in
response to your interrogatories, the amount spent in
Georgia on institutional care with regard to mental
health services is substantially larger than the
amount spent on community services; is that correct?

A The dollars indicate that.

Q Now, do you know -- based on any
information that's been produced to you --
Commissioner, whether or not there are individuals in
Georgia in mental health institutions that need to be

moved into the community?

A No.

Q You have no knowledge of that?

A No.

Q How about with regard to the HB 100
and the funding for that Bill; is there -- is that

not related to an effort to move people from
institutions into the community?

A Yes.

o] So is that -- is it true then that

there are some people in these institutions that need

24
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uﬁder the terms of House Bill 100,

Q Okay. So you're concerned less --
correct me if I'm wrong -- that the hospitals might
not be maintained adequately to protect people who
need to be there? Do you have a concern about that?

A I have a concern for the protection of
all mental patients in Georgia in or out of
hospitals.

Q Well, I know, Commissioner. But I'm
asking you because it's an important issue for me and
for the individual who is involved in this case.

What is your impression now, your concern, as it
relates to institutions and %heir role; that they be-
protected and maintained; that they be ~-- that the
appropriations for the institutions be reduced; that
they be increased? I mean do you have any opinion at
allz

A My concern as the Commissioner is that
they operate and fulfill their mission as efficiently
as possible, serving -- giving the necessary service
to the appropriate patients.

0] Could I interpret that to mean that
perhaps they could be reduced in size and then still
fulfill that mission?

A Yes, they could be.

51

R AR




Lo

3 Q Or are you saying it°'s not correct?

9 A I'm saying I have no personal

3 knowledge. I would assume that Mental Health would

4 be accurate in what they wrote.

5 Q Okay. Would you assume they're

6 accurate then when they also say that 99 percent of
ﬁ their employees work in State hospitals?

A I would -- I would assume they were

9 able to get that somewhere.

10 Q  All right.

PSePrACIRE L AL S

@ MS. JAMIESON: I would like to have Qg
% this marked as an exhibit, please. ﬂQ§
% BY MS. JAMIESON: ’ —iéyé
% Q Would you kindly identify the document 9§§
% for the record? uggg
% A It's Division of Mental Health, Mental mg%
Retardation and Substance Abuse at a Glance; Egﬂg
published September 1994. ‘H%
(Plaintiff's Exhibit 5 was marked for %

identification.)

o TR

BY MS. JAMIESON:

Q Commissioner, I'm looking at another
document which we don't need to identify. I just
want you to tell me if you agree with this statement

that the role of the Department of Human Resources --

71
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care homes; is that correct?
A Yes,

Q But Mr. Parrish, did she need more

structure than a personal care home, in your opinion?

A Yeso

Q But it wasn‘’t available; is that correct?
A Correct.

Q So you were left with personal care homes

as the only option for her?
A Yes.
Q Did you ever think about mental retardation

services for her during that period?

A No.

Q You never consldered it?

A If I did, I can't recall it.

Q That's fine. I'm just wondering whether =-

well,‘let me just ask you. And if you can’'t recall,
just repeat that, whether you felt that there would
be no hope, whether mental retardation service =-
well, let me ask you this. 1Is it difficult to place
people in mental retardation community placements, in
your experience?

A Yes.

Q In your experience, how has that been
difficult?

E;XE4XB T 10 é“%w\ —
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(Plaintiff's No. 1 was marked for
identification.)
BY MS. JAMIESON:

Q Would you just look at that briefly and see
if that reflects your earlier testimony about what
your job responsibilities are, if there’s anything
else there that.triggers your memory about other
responsibilities you may have.

Mr. Parrish let me clarify my guestiomn, I
don't mean to suggest that you've skipped something
important. But I would like you to check that and
make sure. My area of interest is the discharge
planning function, and you’'ve testified that that’'s
one of your functions, |

A Yes, that is one of my functions.

Q There's nothing else in that particular

~area that you want to add, is there? I think it's

covered.

Okay. Thank you. All right. Let me show
you another exhibit. This is to clarify to some
degree and help you remember your work with E.W.

A Uh-huh. Here's one.

MS. DOWNING: Thank you.

BY MS. JAMIESON:

Q Would you identify that document. You can
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just read the title at the top foxr identification

purposes.

A Okay.

Q Would you read it, Mr. Parrish?
A Discharge summary.

Q And the dates, please?

A 11-19-94, 12-2-94.

Q Okay. Now, just glancing at this document,
can you recall -- this is apparently a document
reflecting on E.W.'s admission from an address on
Lakewood Avenue.

A Uh-=huh.

Q Do you know where she was living? Was that
a personal care home?

A Yes.

Q Do you recall the name of that personal
care home on Lakewood Avenue, or did it have a name?

A I can't recall whether it had a name or
not.

Q If you just look at the very bottom of that
paragraph entitled psychiatric history where it says
this is her 31st hospitalization here, is that your
memory, that she'd been hospitalizedAapproximately
that maﬁy times?

A Roughly, yes.
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0 Well, let's just say is this the kind of
dischérge summary that is typically prepared when a

client is released from the hospital?

A No.

Q No?

A From me?

Q Mo, not by you. I'm just saying each time

a client is discharged, is a discharge summary

prepared and placed in the record like this?

A By the physician.

Q By the physician?

A Uh-huh.

0 But not by the social worker?

A Noo

Q This is a physician document; right?

A Yes.

Q So just for clarification, this document

indicates that she was discharged on December 2nd,
1994; is that correct?

A Uh-huh. Yes.

Q . And does it indicate that she had been
admitted from a personal care home on Lakewood
Avenue? Is that what this would indicate?

A Repeat the question. I°'m not following

youﬂ
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Q Does this document indicate that E.W. was
discharged on December 2nd from Georgia Regional?

A Uh-huh.

Q And does it iﬁdicate that she was admitted
from a personal care home on Lakewood Avenue?

Well, you can't figure it out?

A I can'‘t, no.

Q Does it indicate that she was living at
1579 Lakewood Avenue as her address?

A Yes.

0] I think you testifiéd that that was a
personal care home. Are you sure that it is?

A I'm sure that it°s a personal care home.

Q Thank you. That's all. You didn't prepare

this document; right?

A No.

Q All right. I°d like to show you this
document. Maybe you could look at your lawyer's
copy.

Have you seen this? Would you identify
this document, Mr. Parrish. Just read the title at
the top, please. |

A Client information and census, Atlanta
Regional, chart number, search screen.

Q Have you ever seen a document like this
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before?
A Yes.
0] What is it, please?
A This come out of the computer, had all the

patients’' admissions and discharge.

Q And is this the computer list of admissions
and discharge for E.W.?

A It seems to be, yes.

Q We won't take the time now, but if we were
to count these and it came to about 30 or 31, is it
correct that that reflects the number of admissions
to this hospital over the years? Is that what this
document reflects?

A Yes.

Q I'd like you to look at the .top,

Mr. Parrish. Do you see on the second line down,
discharge date, December 2nd, °947?

A Yes.

Q Okay. And then above that, the top line,
it says == actually it says date enrolled, which I
assume means admission, 12-20-94; is that correct?

A Yes.

Q All right. So just to get us into a
context, according to this document, anyway, that

would have been her last admission, is that right,
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was this an appropriate place for E.W. at that point
in time, December 29°?
MS. DOWNING: I object, because he's
already stated he had a yes and a no. And
he gave part of the yes. I don't think he's
given the no part.

BY MS. JAMIESON:

Q Please give the no part.

A "The no part is I wouldn't have chose Ponce
Manor.

Q Why not, please?

A Because it doesn't provide a whole lot of

structure. Some, but not a lot.

Q What would yo; have chosen?

A Probably at that time I would have chosen a
personal care homé which had less people.

Q Can you explain just briefly why for E.W. a
personal care home with less people would have been
in your opinion better.

A Because E:W., in my opinion, needs a lot of
attention, where a place like Ponce Manor doesn’t
provide a lot of attention.

Q Does E.W -- in your opinion is it also a

problem with regard to adequate supervision?

A In terms of placement?
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0 Yes.
A Ask the question again, if you would.
Q Does Ponce Manor in your opinion have

enough supervision?

A In my opinion, no.

Q Isn't it true that in fact she walked or
threatened to walk in front of a car that very day
she was there?

A According to the admissions assessment

disposition, yes-.

Q So are you able to conclude anything about

whether there is sufficient supervision there for

E-W. from that fact?

A Yes.

Q What would your conclusion be?

A That she wasn't well supervised.

0 All right. Moving on to Exhibit 8, would

you take just a minute to look at the documents.

Mr. Parrish regarding Exhibit 8, would you

identify the document on the top of the list of the

pile of documents.
A Discharge and after-care form.

And did you prepare this form?

Does this indicate that she was discharged

Q
A Yes, I did.
Q
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A Yes.
Q Can you just tell us what you remember.
A That -=- and I really need to refer back to

my progress note at the time, but that she attacked
the home provider, did something to the home
providerxr.

I really can't remember what she had done
to the home provider. And the end results were that
she was restrained by the home provider, and the home
provider tried to pray the demons out of her or
something to that effect. I can't be accurate on
that.

Q But do you have an opinion or can you
recall whether you felt that was inappropriate on the
part of the personal care home provider to pray the ‘
demons out of her, to restrain her and pray the
demons out her?

A In my opinion, yes, I felt that was
inappropriate.

Q And if you'd refer to the last page there,
Mr. Parrish, what is that document, please? It has
prn on it for clarification, but what is that
document?

A This is the MAR sheet.

Q And MAR means?
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% §§ i 1 Q Does it indicate that E.W. was discharged
ﬁig- 2 again on February 7th, 1995, from Georgia Regional?

3 A She was then placed on a trial visit, yes.

4 Q A trial visit?

K A Yes.

) Q Okay. And to a placement at 169 Moﬁeland

7 Avenue?

8 A Yes.

9 Q Do you recall if that’'s a personal care

10 home?

11 A Yes, it is.

12 Q Do you know which one that is?

13 A That’'s Graves personal care home.

14 Q All right. ﬁaVe not identified any

15 specific date for her readmission after the discharge

16 on January 26th. But she was obviously re-admitted,

17 is that correct, because she's now being discharged

18 again.

19 MS. DOWNING: Just for clarity, let me

20 point out that there's a trial visit date on

21 the form and the discharge date. And

22 although you've use term discharge, I think

23 both you and Mr. Parrish have -- we're

24 actually talking about trial visit dates.

25 BY MS. JAMIESON:
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that placement?

A No, I didn‘'t.
Q Who did?
A Janet Stewart, her Fulton County case

manager.

Q But you know Graves. You testified you've
been there and you‘'re familiar with it.

A Yes.

Q Was that an appropriate placement for E.W.,
in your opinion?

A It was a good placement for E.W.

Q Why do you use the word good instead of
appropriate? )

A Because at this point, I don°'t know what is
appropriate for E.W.

Q Well, I'm going to ask you to look on the
document in front of you, social history, which you
have; is that correct?

A Uh-huh.

Q Ail right. And it is I believe a document
you prepared; is that correct?

A Yes,

Q I'd like you to look on the back where it
says social worker's assessment.

A Uh-huho
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.Q And would you read that section in the
record, please, beginning with "I feel."”

A "I feel that this patient have poor
interpersonal skills relating to her MR. Patient
have some control of her acting-out behavior but
haven't been in any program to focus directly on
teaching patient interpersonal skills. Patient
ability to learmn is limited. Therefore, without
one-to-one focusing on teaching patient to get her
needs met without making suicidal threats, verbal
abuse to others or destroying property will continue
the cycle for patient returning to the hospital.”

Q Does that in?icate that she can’'t get that
sort of teaching in a personal care home? 1Is that
what you were saying here? You say hasn’t been in
any program. What did you mean by that?

A Hasn't been in any program to focus
directly on teaching her interpersonal skills, to my
knowledge, that she hadn’'t been in any programs to
teach her interpersonal skills.

Q And that that®'s why she's in and out of the
hospital cycle? 1Is that your opinion here?

A Yes.

Q Well, then I have to ask you why would you

keep placing her in personal care homes if this was
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your opinion?

A Well, at the time, there were no other
places, to my knowledge, that she hasn’'t already been
in that would take her back that could provide her
the skills that she needed.

Q Okay. But now here you're expressing your
opinion that the problem is related to her mental
retardation; is that correct?

A - Yes. I said her interpersonal skills
relates to her MR.

0 Did you consider .at that point whether or
not a mental retardation program might be appropriate

for her?

F

A No, I did not.
Q Why not?
A Mainly due to her personality disorder.

And that's what the team was basically focusing on.

Q At least at this point, Mr. Parrish, were
you disagreeing with the team? You seem to be
focusing here on the mental retardation issue.

A I was not so much =-- I was not disagreeing
with the team. Besides her personality disorder,
looking atvher records, her secondary diagnosis was a
mild MR.

Q But you're saying here that she‘'s just
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Q What else do they do?

A In terms of her needs, well, taking care of
her daily living skills, that's one of the main
thing§° But the day treatment thing, the program is
one of the things that I felt and the treatment team
felt that E.W. needed, day treatment, some kind of
day treatment.

Q Didn't it appear by now that she needed
some behavioral management in her placements since

she was returning after a day, not even a day?

A Yes. I would agree.

0 And Graves doesn’'t provide that, does it?
A Within the personal care home?

Q Yeah, within the personal care home.

A I couldn't say.

Q You didn't know whether or not Graves would
provide behavioral management programs?

A I can't say that they do or they don't in
terms of behavior management program. I couldn't
say.

Q Do you know of any personal care home that
provides a behavioral management program to its
residents?

A I don’'t know.

Q Have you ever had a client that -- well,
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you’'ve just said you think E.W. needed that; right?

A Yes.

Q Well, wouldn't you have to find out, then,
if the personal care home provided what she needs?

A Well, I would put it like this. Some
personal care homes provide more structure than
otherso

Q But I'm talking about a behavioral
management program of some sort, as you pointed out,
to help her learn, to teach her how to deal with herx

behavior problems.
A No. I don't know of any personal care home
that provides that.

x

Q Do you know of any community programs that

provide that?

A Not behavioral, no.

Q But do you agree that®'s what E.W. needs?

A Yes, some, yes. Yes,

Q Do you have any memory, Mr. Parrish, about

whether or not when she returned from Graves that
same day, February 7th, do you recall whether she was
put on any more trial visits while you were her
social worker?

A No, she wasn't.

Q Okay. I just wanted to clarify for my own
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A March 27th, 1995,
0 Okay. You've already testified that you
have some recollection of that being a complaint

about her discharge to a shelter.

A Yes.
Q And does that document -- I don°'t know if
you've ever -- did you ever see that document, which

is é letter?

A I believe so, yes.

Q Okay. When you say I believe so, you're
referring to the March 20th letter to Dr. Fields or

the March 27th letter to me from Mr. Watson?

A The March 20th letter.

0 Okay. You‘ve seen that before?

A Yes.

Q And how about the March 27th letter?

That's the one on top. I notice many copies were
sent, but I'm not sure you ever saw it.

A I don't think I have.

Q Well, were you aware of that letter or of
some communication from Mr. Watson which resulted in
a decision not in fact to discharge E.W. to a
shelter?

A Some, yes.

0 So that decision to release E.W. to a
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shelter in March was reversed; is that correct?

A Yes.

Q And it was reversed because this complaint
was filed; is that correct?

A Well, I can't say. I really can’'t say if
that's why.

Q Well, you were planning -- I assume it was
a team decision, is that correct, but you were
planning to discharge E.W. to a shelter?

A E.W. was told that she would be discharged
to a shelter.

Q Did you not contact the Homeless Task Force
see if there was a location for her?

A No, I did not.

Q If that's in the progress notes, could it
be you don't recall doing that?

A If it's in the progress notes == well, I
don°t recall. I don't recall.

Q All right. So is your testimony that you
told her that but you didn°'t proceed to actually
discharge her to a shelter?

A No, I didn't. I did not proceed to
discharge her to a shelter.

Q But did the team decide that that was what

would happen to E.W.?
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A The team did say to tell E.W., yes.

Q My question was, Mr. Parrish, did the team
decide that this is what would happen to E.W., that
she'd be discharged to a shelter?

[Attorney confers with witness)

BY MS. JAMIESON:

Q What was your answer?
A Okay. Ask the question again.
Q Okay. Did the team decide to discharge

E-W. to a shelter?
A Because she refuses, after refusing

treatment or other placement, yes.

Q And that was in March of "95?

A I would assume. I can't recall the exact
date.

(0] Okay. And did the team change their mind

and decide not to discharge her to a shelter after

all?
A No.
Q Can you explain what you mean by that?
A As you just said to me, that the complaint

is what reversed the actions. I really don‘'t know.
Q You're saying she was not in fact
discharged to a shelter; is that correct?

A Right.
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doctor never entered the discharge order?

A I can't say he did or he didn‘t. But if he
never wrote the order, them I never would have acted
on it anyway.

Q Do you have an opinion now, today,

Mr. Parrish, whether that team decision to discharge
her to a shelter was an appropriate decision or not?

A Well, as I just stated, it was E.W.
refusing treatment and refusing other housing. And I
think that's where the decision stems from.

Q You think that was an appropriate decision
based on the_circumstances at the time to discharge

her to a shelter? Is that what you're saying?

=

A No, I'm not.
0 Then was it an inappropriate decision?
A If we acted on it, I would say yes, it was

an inappropriate decision. But we never acted on it,
so I can't say it was so inappropriate, because we
never made the discharge to the shelter.

Q I'm just asking you whether the decision
was appropriate or inappropriate. I understand she
was never actually discharge to the shelter. But you
did testify that your team made a decision to
dischérge her to a shelter.

A Uh=huho )
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Q Speaking today, in your opinion, was that

an inappropriate decision?

A Yes.
Q Is the major behavior problem, Mr. Parrish,
in your opinion -- well, let me just ask you. What

are E.W.'s behavior problems if you could list them,

please?
A Let me think back.
Q Do you have to think? Oh, that’s right,

because it°'s been since the fall of '95.

A Yeah. E.W. can be verbally abusive,
threatening at times, can be combative, refuses to
follow structure a lot of times.

That's all I can think of right now.

Q And are these behaviors that could be
addressed in a behavior plan?

A Read back. What did I say?

Q Verbal abuse, threatening, combative and
difficulty with following structure.

MS. DOWNING: I think he said refused
to follow structure.
BY MS. JAMIESON:
Q Refusing to follow structure.
A And can they be used in what, now?

Q Could those behaviors be addressed in a
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A Sometimes, through the social worker.

Q Okay. After this event where E.W. was
going to be discharged to the shelter and then was
not in fact discharged, and this staffing in April
that we referred to, okay, this is the period time
we“ré talking about, from that point until you were
no longer her social worker, which would have been --
I think it°'s actually September of °'95. But you
remember it being in the fall; is that correct?

A Yeah.

Q During that period of time, what placement

efforts did you make on E.W.'s behalf?

A None.
Q Why is that?
A During that period of time, E.W. was, 1f I

recall correctly, and I would have to look back in
the records, E.W. was having a urinary problem. We
also were trying to get her linked up with a
vocational rehabilitation program here.

We also were trying to do some educational
testihg to see where she was, what was her base line
in her education. And we were working and we were
trying to get E.W. to be more consistent in terms of

going in groups. So we was trying to get am accurate
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she was here.

Q If there were a program in the community
that could deal with this urinary medical condition,
do you know of any reason why that couldn’'t be dealt
with outside of the hospital? And I'm just talking
about the medical problem.

A If there was --

MS. DOWNING: Wait, wait, wait. Are
you asking him about the medical problem?
MS. JAMIESON: Are you going to say

only a doctor could answer that?

MS. DOWNING: The way it's phrased, I
would think so.

MS. JAMIESON: I think that's probably
correct, so I won't ask that.

Q You said that during that period you were
linking her up with vocational rehab services; is
that correét?

A Yes.

Q Are there, to your knowiedge, vocational
rehab services in the community away from Georgia
Regional?

A Yes.

Q Did you consider linking her up with the
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off-campus vocational rehab programs?

A Providing she had got == our rehabilitation
program, vocational program here links up and takes
out people to the programs out in the community on a
daily basis. And that would be what would happen if -
we could have got her linked up here.

Q Did you not get her linked up here?

A During the time when I was her case
manager, we linked her, but she refused to go.

Q Did you try linking her to a community
program, or you're saying it never got to that point?

A It never got to that point.

Q | So if a person refuses go to the on=campus
program, they don’'t have the option to go to the

off-campus program; is that correct?

A Yes, you do have the option.
Q But you didn’'t feel -- let me understand.

A Because our vocational rehabilitation
program here would have takeh her on a daily basis to
the vocational rehabilitation program off campus
every day.

0 But they don't get to do that right away,
do they? Don't they have to kind of make it through
the on-campus program first before they're taken off

campus? Is that correct?
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A That's pretty much correct.

Q So if she refuses to even go to the
on-campus program, she's never going to make it to
the off-campus program; is that correct?

A That's pretty much correct.

Q Okay. The educational testing and other
thing that was going on, can that be done off the
hospital grounds. What kind of testing is that?

A To see her base lines in terms of her
reading, her writing, and some other things that I'm
not aware of in that field. We just wanted to get
just a feel on where she was in terms of her
educafion°

Q And then the fourth thing you mentioned is
having her go consistently to in-patient groups; is
that right?

A Yes.

0 So for those reasons, you did not look for
placements for E.W. off campus?

A Uh~-huh. Correct.

Q Oh, I wanted to show you one thing in the
progress notes just so that on the records it°'s
clear.

A Okay.

Q What I would like to show you is just a
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CHART NUMBER SEARCH SCREEN
<;T5RT NUMBER : .000013443 SSN: 260783201
CIXENT NAME -: WILSON _ , ELAINE B
JATE OF Bi\Th‘ 00/13/1951 C SEX: F RACE: WH
DATE ADMISSION - DISCHARGE CLIENT
TAG ENROLLED TIME DATE LOCATION
V1 08/17/91 0928 AM 08/27/91 999100025025
- e é%%éﬁ%é§%> 0430 PM 10/03/88 ©'99100060060
[V 4 27 1130 2aM 06/13/88 999100025025
- 7/16/87 0131 PM 09/29/87 992100035035
02/24/87 0245 PM 02/27/87 999100025025
12/13/84 1201 AM 02/05/85 999100004004
09/04/84 1201 AM 10/03/84 §99100004004
08/24/83 1201 AM 10/14/83 999100004004
03/25/82 1201 AM 04/12/82 999100002002
10/21/81 1201. AM 12/17/81 999100004004
MESSAGE:
433 - 0-001
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CS~003, ZRENT INFORMA’ YN AND CENSU1“¥~'-‘~WVN¢--ﬁ@§-~~~~~~-wvm
04/17/95 . J:232 AM  ATLANTA REGw _4AL N(Jﬁ: :
. .  HART NUMBER SEARCH SCREEN. .
CUART NUMBER : 000013443 SSN: 260783201 h
£: TENT NAME : WILSON , ELAINE B
i? 9E OF BIRTH: 09/13/1951 SEX: F . RACE: WH
DATE ADMISSION DISCHARGE CLIENT
TLG ENROLLED PIME : DATE LOCATION
08/07/81 1201 AM 09/02/81 999100002002
07/17/81 1201 AN 08/05/81 99910002200
06,/29,/81 1201 AM 07710781 999100002002
06,/10/81 1201 AM 06/16/81 999100004004
05,/01/81 1201 aM 06,/02/81 999100004004
03/28/81 1201 AM 04/14/81 999100002002
" 08/27/79 1201 AM 09/06/79 999100004004
07723779 . 1201 AM 07/26/79 999100004004
08/07/78 1201 aM 08/16/78 999100004004
06/14/76 1201  AM 08/20/76 959100001001
MESSAGE:
4B 0-001
CS-003 —~ CLIENT INFORMATION AND CENSUS
04/17/95 10:33 AM ATLANTA REGIONAL
CHART NUMBER SEARCH SCREEN
“ART NUMBER : 000013443 SSN: 260783201
.TENT NAYE .: WILSON A . ELAINE B
PATE OF BIRTH: 0971371951 . © SEX: F RACE: WH
N DATE ADMISSTON - DISCHARGE CLIENT
TAG ENROLLED TIME DATE LOCATION
05/13/75 1201 A 09/25/75 999100002002
03/07/75 1201 AM 04/28/75 999100002002
<
\j
3w L
MESSAGE: :
48 0-001



Jistory: 1 Problem Focused; 2 Bxpandeﬂ; 3 Detailed; 4 Comprehensive Exam: 5 Problem Focused; 6 Expanded; 7 Detailed; 8 Comprehensive
Decisiom: 9 Straightforward; 10 Low; 11 Moderate; 12 High Other: 13 Record Review (countersign) 14 Family Consultation (note time)
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History: 1 Problem Focused; 2 Expanded; 3 Detailed; 4 Comprehensive Exem: 5 Problem Focused; 6 Expanded; 7 Detailed; 8 Comprehensive
Decision: - 9 Straightforward; 10 Low; 11 Moderate; 12 High Other: 13 Record Review (countersign) 14 Family Consultation (note time)
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History: 1 Problem Focused; 2 Expanded; 3 Detailed; 4 Comprehensive - _ :
Exam: 5 Problem Focused; 6 Expanded; 7 Detailed; 8 Comprehensive & l - H Lg - Pox U -
Decision: 9 Straightforward; 10 Low; 11 Moderate; 12 High w F 09713751
| Other: 13 Record Review (countersign) 14 Family Consultation (note time) N o GRH/ZATLANTA
1 = Time: List time in minutes only if counseling was the major component R
of the provider/patient encounter.
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~ Progress Note~

History: 1 Problem Focused; 2 Expanded; 3 D. .ed; 4 Comprehensive
Exam: 5 Problem Focused; 6 Expanded; 7 Detailed; 8 Comprehensive
Deciston: 9 Straightforward; 10 Low; 11 Moderate; 12 High
Other: 13 Record Review (countersign) 14 Family Consultation (nole time)

* Time: List time in minutes only if counsehng was the major component
of the provsder/pahent encounter. -
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( . | Do Not write-- Identification Stamp Omly
GEORGIA REGIONAL HOSPITAL AT ATLAKTA .

PSYCHOLOGICAL EVALUATION

CONSULTATION
REFERRAL THFORAATION: ' Chart Jusber: ) 3443 (0aif/if stasped above)
Mame; Elnune (Dlsen Nuzber of Hoséitalizations:
Age:__i{l__ Birth Date:_1—13 - % | : Current Heds: v
zducation: Spetied Ed . Reag wiri e current Dx:_Wo ¥ esolyed
Marital Status:__ S or I : Occupation: B &'%/', Lo - \()J\X& A \'resps Qbo&

Referring Physician: De. B oj(ezQ _ Referral Date/:/

Reason for Rnfer_gal There were both diagnostic and management issues. Are /tﬁe patient’s syuptoms and behaviors the result

of an Axis IT personality disorder, and therefore less amenable to drug therapy and somewhat under her voluntary control?

And what can be done to change the behaviors, vhich have repeatedly resulted in failed placements, and which make life here

on the Treatment Unit difficult for her and for patients and staff in/contact with her? A number of additional issues were
Q iised in internal peer reviews.

Methods of Bvaluation: All GREA charts were reviewed. These inclided a 1987 psychological evaluation by Dr. Lynn Cooper,
supervised by Dr. Stephen Ziegler. Elaine’s mother provided cpfies of psychological and related evaluations dome at
Gracewood when Elaine was ‘placed there as a teenager ;and of/a current evaluation by Dr. June Raufman, a psychologist in
private practice who has extensive experience with mental Xetardation. Here at GRHA, I administered the Stanford-Binet
Intelligence Scale, 4th Edition (1986),.as vell as portidns of the WAIS-R. Elaine was observed on the unit, interviewed and
counseled on a nusber of occasions by this writer and ¥y Ms. Gerda Abbey, a psychology intern.

Background History: Elaine is said to have had a npfmal birth and normal development until around age one, when she was
hospitalized with a fever and symptoms suggesting’a meningitis or encephalitis. Elaine’s biological father is said %o have
been an abusive alcoholic who divorced and left/the family when Elaine was two. She has not seen him since. Elaine’s mother
yeports that there were increasing and prominént behavior problems subsequent to these events (in contrast to the behavior
of the older sister). On reaching school age, Elaine did poorly in public school and later had to be placed in private
school for special education, where she sfill did not do very well.

During puberty, increased behavior pfoblems including belligerence, tantrums, and sexual misbebavior led to Elaines’s
adnission to Gracewood State Hospital At age 14, where staff clearly regarded her developmental and behavioral problems as
“organic” in origin. There are reporfS in the old charts that Elaine said she was sexually abused at about age 12 by her
stepfather, and she still makes thjé claim if asked about it. I did not find amy indication that this abuse was ever
corroborated by Elaine’s nother of by any other source. Because Elaine has frequently been delusional about her sexual and
social experience, I cannot forxf an opinion as to uhether she was actually sexually abused, but her belief may have the
force of reality.

School probless notwithstanding, Elaine did develop some ability to read and write, and verbal expression and
comprehension were relatiyé strengths for her. In 1966, at age 14-5, she was given the WISC (apparently by a private
exariner) and the scores/vere Full Scale IQ 60, Performance IQ 51, and Verbal IQ 75. A Peabody Picture Vocabulary Test

GRHA \ATT?§HEY HWORK PRODUCT. DO NOT CHART. PRIVILEGED AND CONFIDENTIAL. ELAINE WILSON. o PAGE 1 .
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;f"'nf ] “belilgexent sassy attitude toward her supervisors.” After discharge, she was unable to live either with or apart

{

:08 her mother. She spent considerable time at Central State Hospital, where a (questionable) diagnosis of schizophrenia
indicates that Elaine may have been showing delusional and hallucinatory behavior similar to that seen today.

Eafnﬁa@mmmat@RHManwtw%,stmamdaamwaSMMmanmtwhmhmrum@ms(m
test result is cited.) She was frequently readmitted through the early ‘80s, when most attending physicians regarded her as
m@mMM%MmmmmmmmmMMMMWMMmemmmmn
discharged with no Eedlcatlons, and with little behavioral improvement, as far as can be judged from progress notes. ¥hen
neuroleptics were used, it is mot clear that they had any effect other than general tranquilization.

Ehmemmﬁwbawnﬂnﬁfuamm3yamaneuﬂywsbmsud&asmembaunWhahmmm causing
a niscarriage. There is another report that the nother bad the marriage annulled after a much shorter perjod. Elaine also
held a couple of menial jobs for brief times through this period.

Elaine’s pattern of typical problens continued until 1987, when she was admitted for attacking a hoge provider and the
provider’s gqrandchild with a knife. A psychological evaluation was requested to confirm or rule out a diagnosis of
personality disorder. A WAIS-R was administered, along with a Bender Gestalt and the House-Tree-Person drawings. The
vesults for the WAIS-R were Verbal IQ 69, Performance IQ 66, and Full Scale IQ 66. [Hote that the Verbal and Full Scale IQs
are each a point lover than originally reported because of correction of a scoring error on the Comprehension subtest.] The
examiner noted that Elaine had relative strenoth in a good attention span and fairly qood expressive verbal skills, but
that she was “particularly weak in social comprehension, has a very low fund of general knowledge, and shows some evidence
of organic impairment.“ The Bender drawings also were viewed as indicating organicity, although they could also be viewed
as developmentally immature. The H-T-P drawings suggest arrested personality development, especially the huwan fiqure
draving. Dr. Cooper and Dr. Ziegler diagnosed Organic Personality Syndrome, an Axis I DSH-III-R diagnosis. The attending
physician evidently did mot concur; Blaine was discharged with a diagnosis of Adjustment Reaction.

On the next admission, in May/June of 1988, Dr. Thaliath tried Elaine on Trilafon and Tegretol and reported a
remarkable response. On the subsequent adnission, Dr. Amin tried Trilafon and Tegretol again. He was unsure of the results,
but progress notes shou at least that the patient did improve. She was diagnosed as schizoaffective. Over the next fey
adnissions there appeared to be an increase in low grade delusional beliefs, as in her stating that people were putting
"“ings in her food. Dr. Thaliath tried Tegretol on two different admissions with less success than previously. On one

A_.imission she improved, but then soured as discharge approached. Drs. Patel and Hopkins used a diagnosis of psychotic

{
S

disorder ¥0S for the next three admissions; both also noted borderline personality characteristics. For admissions in 1994
and 95, Dr. Patel dlagnosed only borderline personality disorder and mild mental retardation. He did not see evidence of
psychotlc sysptoss, saying that her delusional statements and reports of hallucinations were either manipulative behavior
or the result of weak eqo boundaries in a retarded individual. He continued to use neuroleptics at most times because of
Elaines's agitation and verbal aggression, which were a problem on the unit.

Elaine repeatedly refused or “blew® placements and refused to cooperate with the treatment team on placement issues, so
at one point the possibility of discharging her to a shelter brought intervention by her mother and by Protection and
Advocacy. As a result, she was referred to Dr. June Kaufman for psychological evaluation. Dr. Kaufman has considerable
experience in evaluating developmental disabilities. Dr. Kaufman apparently obtained adequate cooperation and effort from
Elaine, some anxiety and delusional behavior notwithstanding. She obtained HAIS-R scores of Verbal IQ 66, Performance IQ
56, and Full Scale I0 58. However, Dr. Kaufman noted that the Performance IQ was almost certainly an overestimate, because
of Elaine’s failure to perform three subtests on the Performance Scale. The WAIS-R gives a scaled score of 1 even uhen the
ray score is zero, as on these subtests. This placed both the Performance IQ score and the Pull Scale score in question.

In addition, Dr. Kaufman obtained a PPVI-R (Peabody Picture Vocabulary Test-Revised) standard age score of only 44,
with an age score of only 4-10, which raised some doubts about the WAIS-R Verbal IQ. An age score for a human fiqure
drawing was only 4 1/2 to 5 years. Finally, Elaine’s adaptive behavior composite standard score on the Vineland was only
31, very loy for someone with a history of Hechsler IQs in the 60s. While Dr. Kaufman also reported a TONI-2 (Test of
Honverbal Intelligence-2) score of 63, she concluded that in gemeral, Elaine was functioning in the upper portion of the
moderate range of intellectual functioning. Dr. Raufman recommended placement in a highly structured residential home
appropriate for an individual with nental retardation and behavioral/emotional deficits.

Behavioral Observations: Elaine is now 43 years old, and looks older, with short, greying hair. Her gait and voice are a
little odd, but not clearly suggestive of either mental illmess or mental retardation. Elaine had been tried on Depakote
recently, and most staff felt it had reduced her lability and outbursts. She was still tending, however, to keep to

rself, and shile she could put on a front of cheerful comversation for a minute or two, evidence of continued depression
“would break in. She repeatedly voiced a number of delusional themes, mever bizarre in quality, but rather indicating -
conflict implicit in her needs and the results she fears if she tries to meet those needs. She said a male staff person was
trying to sexually exploit her and other female patients, but then obliquely adnitted her fondness for him, followed by an
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abservation that he was happily married with children and so was unavailable. She claimed her mother was out in the lobby,
aiting to visit her, but that staff were pretending it was not so. She clearly wished her mother would visit move often,
was angry at her for not doing so, but had to displace anger onto the staff because she kmows her mother visits fairly
often, and she dares not express her anger d;rgctly for fear of abandonment. She said she was very worried that Sue Jamison
(The Protection and Advocacy lawyer) was qoing to sue her nother. She said she had HIV. These delusions came up and were
dealt with during the first of three testing sessions. Elaine tried to cooperate uith testing, but was hindered both by her
general discouragement and by interfereace by delusional thinking. There were a few instances uhere she appeared to
ballucinzte also, but again what she thought she heard was mot bizarre, being instead related to her wishes and delusions.

Test Results: Following ave the Standard Age Scores (SAS) for the Stanford-Binet cognitive areas, and the overall or
Composite SAS. These scores are the same as deviation IQ scores, having an expected rean of 100. However, the standard
deviation is 16 rather than the usual 15 (as on the Hechsler tests) so that, for example, 68 yather than 70 is the
demarcation line between borderline and mild mental deficiency.

Verbal Reas. 45 Abstract/Visual 54 Quantitative 62 Short Tern Mem. 43 Composite 44

Yote that the Composite SAS is not an average of the area SAS scores, but represents the extent to which the sum of
those scores differs from the sums for the reference population.

Below are the Standard Age Scores for the individual subtests. Only those subtests are listed which are feasible for at
least some mildly and moderately retarded subjects. Subtests followed by blanks were not given. While some of these
subtests mignt have been within her capability, I saw no point in piling up additional low scores which were partly
attributable to delusional thinking rather tham to essential cognitive limitations. The letters nb indicate that a formal
basal was not achieved, though she did pass 3 out of 4 of the easiest items. -

Vocabulaxy 24 Pattern Anal. 27 Quantitative 31 Bead Memory -
Comprehension 26 Copying _ Number Series __ Sentence Mem. 24
"js. Absurd. 18(nb) Matrices _ Digit Memory 27(nb)

Object Hemory

The subtest SAS scores are based on an expected mean of 50 and a standard deviation of 8. When an area SAS is derived
from only one subtest, the effect in retarded subjects is to obtain a somewhat higher score thanm is likely to result when
nore subtests are given. I would have liked to give more subtests, but it was clear that Elaire’s reasoning powers were
occluded by her depression and delusional thinking, and there is no merit in piling up more subtest results if the subject
cannot perforn at her best. While limited, the results are consistent with the hypothesis that Elaine is functioning at
present in the upper portion of the moderate range of intellectual deficiency.

The score for Visual Absurdities was not included in calculating the overall scores, in part because this subtest is
usually not given to adults, but also because Elaine’s mental disorder seemed to be interfering with this task much more
than it had with other tasks. For example, she did not see anything wrong with a picture of a bicycle with square wheels.
Confronted with a picture of a blindfolded man holding a newspaper as if to read it, she at first said just, "blind.®
Pressed for uhat she meant, she said, "I could go blind.® Presented with a picture of a bald-headed nanm trying to comb
non-existent hair, she said, "Boldin’ his hand like that--- a bird, that’s it! Like you’re signalin’ like you want to have
sex.” The examiner pointed out that the man was not extending his middle finger to make a "bird,” but Elaine maintained
that he was. If the Absurdities subtest score had been included in scoring, the Verbal Reasoning SAS would drop from 45 to
38, and the Composite SAS would drop from 44 to 42. This illustrates the magnitude which Elaine’s mental disorder can have
on hexr cognitive functioning.

While not always reflected in the test results, there is a discrepancy between Elaine’s surface verbal facility and her
narked weakness in both verbal and nonverbal reasoning. Several examiners have commented that she talks as if she is much
suartey than she is. I have seen this pattern in some other mental retardates. It seems to occur nore often in patients
who, 1ike Elaine, contracted meningitis/encephalitis early in life. I do not believe that there is a verbal/nonverbal
discrepancy in Elaine’s case, but that initial impressions, and certain tests such as the Wechsler verbal subtests, tend to
overestimate her verbal ability. This has led many to expect too much of Elaine.

Ascussjon: Four issues were advanced in a recent peer review of Elaine Wilson’s situation. These are related in part to

" allegations made by Protection and Advocacy, and in part to responses from consulting staff at DLC. They are as follows.

1. P&A expresses concern that Elaine’s condition has deteriorated over the years because she has not been
receiving mininally adequate services at the hospital.

GREA  ATTORNEY WORK PRODUCT. DO NOT CHART. PRIVILEGED AND CONFIDEWTIAL. ELAINE WILSON, PAGE 3
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2. P&A suggests that this is not the least restrictive environment available to Elaine, and that some sort
éif> of supervised comsunity placement may be available.

3. There is a question as to uhether Elaine’s habilitation needs have been addressed.

4. A question was raised as to vhether we have an accurate diagnosis.

Taking the last question first, it. is quite clear that Elaine is nentally retarded, has a longstanding personality
disorder with borderline features, and also has a fairly long history of non-bizarre delusions and hallucinations which
serve mainly to express her hopes and fears. These ave not just daydreans, but are accompanied at times by vexy clear
evidence of perceptual distortion and disordered thinking. (See examples im this evaluation.)

One possibility would be to diagnose Borderline Personality Disorder on Axis II, along with mental retardation, but to
diagnose Schigzoaffective Disorder, Depressed Type on Axis I. ¥hen patients with Borderlme Personahty shp over into
psychosis, they often present as schizoaffective. Because borderline personality dymamics were present in Elaines’s
childhood, diagnoses of both Borderline PD and schizoaffective disorder are pernissible. However, there is a problem in
diagnosing schizoaffective disorder in a patient where there is an Axis III organic etiology, namely encephalitis.

An alternative, which I prefer, is to diagnose Organic Personality Syndrome. There is a clear organic etiology, the
sane encephalitis which produced Elaine’s nental retardation. This diagnosis also permits some degree of delusions and
ballucinosis, as well as encompassing disordered mood, affect, and impulsivity such as we see.in Elaine. It is mot unusual
in cases of Organic Personality Syndrome to see prominent borderline personality disorder dynamics. The only problem with
this course of action is that Organic Personality Syndrome is in DSM-III-R, but not in DSH-IV. For DSH-IV the diagnosis
would be, "Personality Change Due to and Axis III Condition,” namely, status post encephalitis with mental retardation. One
would then meed separate diagnoses of hallucinosis and delusional disorder due to an Axis III condition. .

1 cannot agree with the idea that Elaine nerely has behavior problems related to personality disorder and mental
retardation. There is no precedent in either mental retardation or in the study of personality disorders to encompass
Elaine’s degree of psychosis under these diagnostic umbrellas. It is true that Elaine has in the past made suicidal
gestures with the expressed intent of getting into the hospital. It may be true that soue of her current delusional and
hallucinatory bebavior is for attention seeking. But close observation indicates that most of this is not "acting up,” it

(: "acting out” of imner wishes and conflicts. Thus it is not consistently affected by whether others attend to or ignore
..aine’s behavior.

The next question concerns whether Elaine’s condition has deteriorated, and in what way. The IQ scores have not changed

that nuch. In the table below are shown test scores obtained between 1966 and the present.

Setting/ Gracewood 66-69 GRHA 1987 Dr. Kaufman, 1995 Dr. DeBacher, 1995
examiner
WISCi V10 WIsC 75 WAIS-R 69 WAIS-R 66
PIQ 51 66 56
WAIS] FSIQ 60 66 58
PPVT/PPVI-R 54,57 44
TORI-2 . 63
Vineland 31
Slosson 48
Stanford-Binet 4th Edition Composite Standard Age Score 44

These are all "IQ" or Standard Age Scores. Taken at face value, they do not make a strong case for cognltlve
deterioration. The Wechsler Verbal IQ appears to drop only 9 points. The similar drop in PPVI-R scores is in part due to
restandardization. The Slosson IQ of 48 and the Stanford-Binet SAS of 44 are not significantly different. The discrepancy

. hatween the WISC/WAIS-R and the other FIQ" scores is also explainable: Wechsler tests are notorious at this hospital for
__ 2restinating the IQ of mentally deficient patients. Wechsler himself stated that he never intended for these tests to be
used to scale the abilities of individuals outside the mormal range (70-130) of intelligence.

It is perhaps in comparing the 1987 and 1995 WAIS-R performances that we see evidence of declining performance. I back=
calculated raw scores fron the WAIS-R scaled scores reported by Dr. Raufnam, and then compared raw scores and scaled scores
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for age (the 35-44 age range). The decrement in the Performance subtests is siqnificant, but is hard to intergret because

5 Dr. Kaufman pointed out, Elaine essentially did not attempt three subtests, Picture Completion, Block Desigm, and Digit
Syabol, on which she had pexformed at a mildly deficient level in 1987. On the remaining Performance subtests, her
performance did not change at all on Picture arrangement (where she passed only the first item on the 2nd try en both
occasions), while there was a drop by about half in her raw score on Object Assembly (14 to about 7). Clearly her failure
to pake a meaningful attempt at three Subtests in 1995 leaves the Performance subtests meaningless as a measuxe of possible
denentia.

For the Verbal subtests, the scaled and raw scores for Information and Vocabulary were unchanged over the § year
interval. The scaled scores for Digit Span and Comprehension dropped by just one point, and the scaled score for
Similarities rose a point. The only significant drop was in the Arithmetic subtest, where both the raw and scaled score
dropped from 5 to 2.

The WAIS-R subtests Information, Vocabulary and Comprehension were repeated as part of this evalua‘aon by the present
exaniner, in order to look for qualitative changes from the 1987 evaluation. Elaine passed only three Information rtems,
ihe sane ones she passed in 1987. She failed 2 Vocabulary items for which she had received full or partial credit in 1987,
1In one case the failure seemed to be “psychodynamic,® when she replied to repair by saying, "To repair somethin’ in yowr
life that’s not reality.” She would not give a scorable elahoration. On Comprehension she failed 5 items for which she had
gotten some credit in 1987. In two cases she appeared to be rejecting the question. Her remaining answers were somevhat
loose and tangential. The drop in Comprehension score appears due to lower motivation and to exacerbated mental illness,
not to any clear dementing process.

In the early 1990s, Elaine’s mother became increasingly concerned that Elaine was worsening. She perceived the problem
not as dementia, but as markedly increased “paranoia.” It got so that the mother could not take Elaine home for a weekend
pass without Elaine beconing quite delusional over police surrounding the apartment, or similar concerns. With the
increased delusions came longer periods of agitation, with verbal and sometimes physical aggression. The mother also noted
that Elaine was discouraged and depressed more of the time.

In reviewing all available records going back to her early teens, it appears that Elaine has always had some delusions
and some hallucinatory behavior, and has always had periods of loud aqitation, with verbal and sometimes physical

jgressivn. She has always had periods of depression, with reclusive behavior and occasional suicidal gestures. In between
chese hehaviors, she has often been, "...mostly easy going and pleasant when she is busy and with people, and things are
going pretty much her own way.” She still bas patches of good behavior, but they don’t last long. The change has been one
of proportion rather than of nature: formerly the "good” behaviors predominated, where today the "bad” behaviors occupy
wuch more of her waking hours. Lesley Slone, who has worked at the hopital for over 14 years and worked with Elaine in
1981, is strongly of :the opinion that Elaine was doing much better then than she is now.

Why has this change occurred? One can blame “institutionalization® to some extent. Ome can hypothesize age-related
worsening of Elaine’s lifelong disorder of mood, affect, and impulse. One can note that Elaine’s life has gome very badly,
and that she has worn out her already very limited coping skills and resources trying to solve her problems. Quite possibly
these factors are all operating together in a destructive synergy.

Yhile I believe Elaine’s deterioration is related to "functional® causes, environmental, psychodynamic, and depressive
in nature, her loss of weight and her bowel and bladder incontinence must be viewed with concern. They nmay be due in large
part to depression and regression, but she nust be watched for signs of CNS malfunction contributing to these problems.
There have also been Some balance probless, but these appear to have been due to trials of medications such as Tegretol
which can cause ataxia.

T think that the hospital services provided to Elaine have been "minimally adequate,” in that they have worked to an
acceptable degree with other “dual diagnosis® patients who are both mentally ill and wentally retarded. Elaine has
generally been stabilized in the past, and was returned to environments which vere adequately safe, and in which her basic
needs vere provided. I think that what has been lacking has been not so much special habilitation services for mental
vetardation, but rather the lack of adequate holding and growth environments for her borderline personality condition. What
seryices night have nade a difference?

It has been suggested that Elaine and her mother need therapy to work on their relationship, and even that Elaine
should rove back with hex mother in order to alleviate her abandonment depression. Elaine’s mother, who in By view has much
more common sense and compassion than she has been given creit for, has quite properly objected to taking Elaine back,

- pointing out that Elaine cannot even get through a weekend pass without decompensating. The mother notes that mental health

nrofessionals have been telling her for three decades {o separate from Elaine, and that reversing course makes no semse. As
) "relationship therapy,® I do not see how it applies. I have watched them dunng visits, and the mother relates

appropnately Elaine often relates appropriately as well. If vhat is neant is the "underlying relationship® (whatever.that

is), does one embark on serious relationship therapy for a low functioning patient with borderline persomality and
fluctuating psychosis? I would not wear the mother out on this doubtful enterprise. The problem is mot to help Elaine
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f,,—”elate %o and live with her nother. The problea is to help Elaine stop living in the turmoil of her. wants and fears, to

cept her present situation as a starting point, to nake use of her pleasanter personality traits, and to learn to live in

“the community, enjoying life as nuch as she can.

The possibility of social skills training bas been raised. Actually, Elaine bas fairly good social skills, when she
nakes use of them. I have been very impressed at how she can politely and qraciously stop me in the hall and raise concerns
about her situation without any initial agitation. (That comes later.) It is not her social methods and tactics which are
at issue, but her strategy and goals. I would mot spend time on social skills unless she is used in a group vhere she might
get some satisfaction by demonstrating social skills for other patients. One area I night cite as an exception would be
helping Elaine to find better ways of expressing dxssatlsfact1on than shouting racial epithets at staff and patients. She
needs to learn constructive complaining.

It has been suggested that we set up a behavior nodification program for Elaine, including reaards for appropriate
behavior and for refraining from inappapropriate behavior; and perbaps deduction of tokens or delay of" special privileges
for markedly inappapropriate behavior. I do not anticipate more than limited success with this approach. Because of hexr
depression, Elaine has reduced interest in tangible or social rewards. She is likely to perceive the structure of a
behavior modification program as just another imposition on her misery. She might, however, be reinforced by periods of
quality time and conversation with staff, provided that deprivation of such time is seen as a natural and logical
consequence for closely related inappropriate behavior, and not as a penalty for such things as getting out of bed late or
reluctance to bathe.

The general outlines of a treatment and placement program are perhaps seen in Extended State Hospital Treatment of
Severely Iupaived Borderline Patients by Drum and Lavigne (Hospital and Community Psychiatry, Vol.38, pp 515-519, 1987).
They discuss the establishwent of an adequate holding environment in the hospital, the maintenance of that environment to
foster linited changes in the patient, and the transfer of the holding environment from the hospital to the community. It
appears that we have been trying to do what they suggest in our history of management with Elaine. Often the hospital has
functioned well for Elaine as a basic holding environment, but we have been less successful in fostering change, and we
have bad great difficulty finding community placements where the necessary extension of the holding environment can be
realized.

. Elaine has become so worn out in this environment that she would benefit from a complete change of scene to help her

*~V¢1mb out of her depression and take renewed interest in life. Our hospital was mever intended for long-term habilitation

{except DLC which serves lower functioning retardates), and our relatively spartan physical and social environment is
intended to inspire patients to return quickly to life outside. It is unavoidably lacking as a long-term growth
environment. Blaine nay need a nev and more giving environment. Perhaps this could be found eventually in a structured
community residential prograr for relatively high level mentally retarded patients, a program able to deal with serious
behavioral and emotional problems. If Elaine is not ready for such a community placement, then she might do better in an
upper level rehabilitation program at one of the state mental retardation hospitals.

We have discussed the matters of diagnosis, of habilitation needs, of minimally adequate services and of the least
restrictve environmental options. The peer review also included a number of recommendations concerning assessment,
treatrent, and placement. I hope it is clear that more assessment is not a priority; we have workable diagnoses and can
specify relevant treatment options. Brook Run should be asked to assess this patient only if the purpose is to determinme
uhether she enters the state MR system. ¥hile an outside MR consultant’s assistance would be welcome, it is not strictly
necessary, because both the current behavior specialist on Treatment Unit and her supervisor (me) have training and
experience in the area of mental retardation.

It was recommended that Elaine’s psychiatric condition be better stabilized. It is unfortunate that neuroleptics have
not been more helpful with her delusional and hallucinatory behavior. We might view these behaviors as psychotic features
accompanying depression. If this is true, then relief of depression may reduce psychotic symptoms. As for her disruptive
behavior, Depakote was tried recently, and may have left her less labile and agitated. She has received only a brief and
inconclusive trial with an SSRI, so Zoloft or a similar medication could be tried for relief of depression. SSRIS sometirmes
contribute to reduced lability in borderline patients.

I have noted already that behavior modification and social skills training nay have limited promise. A recommendation
to establish a Poster Grandparent or similar relationship to allow daily interaction with a trusted person is worth trying,
but may hold hazards for a patient with borderline personality dymamics. It will be necessary for all the staff to attempt

-~ more actively friendly and nurturing relationship with Blaine. She needs to be coaxed into more pleasant activites. When

: is delusional, staff should avoid reinforcing this behavior with too much attention, but it has been useful to gently

\counsel with Elalne to correct her delusional ideas and to help her clarify her feelings. If she escalates into a tirade,

she should be ignored as much as possible, or quietly and Eatteerf=factly informed if natural or logical consequences must
be applied because of the needs of the situation. If she is being reclusive and negative, she should not be chided or
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harassed, but should be quietly informed if essential procedures are required. She should be given real choices as much as
ossible. When she is in a relatively good mood, staff can again offer options for pleasant activities. Staff should not
" wait to offer diversions and options until Elaine behaves badly. This can have the effect of reinforcing inappropriate
berhaviors.

If it were administratively possible, we might move Elainme from Treatment Unit to a temporary "apartmenmt® in a spare
100m on DLC. We could then schedule activities for her at the Gift Shop or in VR, as well as remedial educational
activities to restore her basic reading activity and to increase independent living skills. She would continue to receive
individual counseling and relevant group experiences through Treatment Unit. Later she could bus off campus to attend
relevant day prograns. I would not recommend any of these steps without first explaining to Elaine what was intended and
getting her consent, as well as indicating what must happen if the placement fails. I would also hesitate to take such
steps unless some very strong options for eventual outside placement had been identified and researched. ¥hile I an anxious
to see Elaine in any environment vhich works better for her, I do not vant an intra hospital transfer bhich might not lead
anyvhere,

Summary and Recommendations: Elaine Wilson is a mentally retarded patient with borderline personality structure and with
mood, hallucinatory, and delusional symptoms consistent with Schizoaffective Disorder, Depressed Type. Her disorder can
also be regarded as Organic Personality Syndrome with borderline persomality traits and depression. Elaine’s speech
gisleads others into thinking that she is no worse than borderline IQ or mildly retarded, but she is in the upper portion
of the moderately retarded range on the more appropriate tests. There does not appear to be clear evidence of orqanic
deterioration, but depression and related delusional and hallucinatory symptoms are interfering with cognitive function.
She should be watched, however, for any indication of a structural organic condition contributing to her current
difficulties. .

Elaine’s behavioral problems appear mainly related to her borderline personality structure and to her depression, and
not to insufficient habilitation with respect to her mental retardation. If Elaine could act through the whole day as she
does at her best, her deficiencies in social and ADL skills would be of little consequence. Therefore alleviation of her

roblems will come mot through the mechanical provision of behavior modification and skills training, but through
alleviation of depression and through provision of a more pleasant and giving environment in which she can be helped to
relate to others in a less regressive manner.

A minimm goal would be to achieve some relief of depression through pharmacology, and to improvise a more caring and
giving environment on Treatment Unit. Placing her in a new environment, however, might provide the contrast needed to help
her break her current patterns. She will probably require a closed, inpatient environment in the near term, but there is -
some consensus that she could eventually achieve comsunity placement. I would favor placesent in a professionally
supervised group home for higher level patients with nental deficiency and mental illness.

Gary DeBacher Ph.D., licensed clinical psychologist
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chart that you‘re looking at?

A Yes.

Q What does that note say? You can summarize
it.

A Okay. It says that I was ‘assigned to work
with her on 9-18-95.

0Q Now, with reference to the progress notes

if that would help, could you indicate what you were
doing with regard to placement efforts at that time?
If you were doing things in the area of placement,
would it be reflected in the progress notes?

Let me just ask that question again before
we start paging through, because I know you need to
look for your entries in there. If you were working
in the area of placement, would you write it in the
progress notes?

A Yes.

o] So now i1if you could just glance at the
notes to see if there was any activity, I'd
appreciate it.

A This note does not address placement. This
was my first contact with her.

0 Do you have any memory at all of doing any
activities for E.W. in the area of placement,

identifying placement for her?
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specifically?

A Yes. But I don't remember the persom that

I talked to, her name.

Q -You left a message for her to call back?
A | Yes.

Q Did she call back?

A Yes. We, you know, phone tagged. She

missed me and et cetera, but yes, she diéq

Q When you first called, even though you had
to leave a message, was that right after you got back
from sick leave when you called the Regional Board?

A I don't remember, you know, about it being
my fi?st day back.

Q Can you remember if it was shortly after
you got back?

A Yes.

0 And can you remember when you and
Mrs. Sheppard finally stopped playing phone tag, when

yod actually spoke with her, when that was?

A I don't remember the date.

0 Not the exact date, Ms. Ligon, of course.
A Sometime in February, I guess.

Q Okay. So it took from November '95 until

February before you were able to hook up with the

persons who provide mental retardation services?
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A Yes, that's right, to get in contact with
them.
Q All right. Now, you actually finally spoke

to Mrs. Sheppard, is that right, on the phone?

A Yes.

Q Can you recall that conversation?

A Yes. I remember it.

Q Tell us what you remember about that

conversation.

A I gave her the name, told her I wanted to
make a referral, asked her to come out and evaluate

her. She agreed to do that.

Q Okay. Has that occurred yet?

A No.

Q Has that been scheduled? -
A Yes, it's scheduled.

Q What is the date, please?

A The it's set up for next Monday at 10:00

o'clock, the 18th.

Q Bess, Ms. Ligon, the thing that's confusing
me here, I thought you knew about this evaluation
process right from L.C.'s case, that the Regional
Board does the evaluation. Didn't they do that in
L.C.'s case?

A Yes, they did.
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Q Did you think she could be supported
in the community at the time of that April 21st
meeting?

A I think that she -- that more needed
to be done at that time; that even if the ideal
placement had been available, I would have wanted to
see some very careful preparatory planning and maybe
some trial visits in order to enlist her opinion ;nd
her reaction and to work some things through.

Q Uh-huh. (Affirmative.) Certainly she
was interested in being place in the community,
wasn't she?

A That was hard to judge from her
behavior. i think that there was a period when she
was so depressed that she was actually resisting
going out of the hospital. And she has an older
record of deliberately doing things to come back
the hospital. So that I suppose she was ambivale

0] Most of her prior placements have
personal care homes where she would come back to cue
hospital, correct? |

A (Nods head affirmatively.)

Q And those have relatively little
support for a person with her needs?

A Yeah.

22

EXW BT i (4.

s




S

ali

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

~

e e

Q I guess in theory, though, they are
the people out there providing that back up in some
instaﬁées; is that true?

A I'm not sufficiently familiar with
that. I don't know whether the division is capable
of providing any back up directly or I doh't know if
there are any grant supported or other types of
program that can provide it in the community. I
would think that private companies could provide it
if the funding were available.

0 Assuming a group home placement like
this was available, what kind of time period were you
thinking about from this April meeting to where EW
should have been ready to go to a group home like
this?

A I don't think I really know that. I
wouldn't want to speculate on thatoA It would have
helped us té have a specific Qroup home to élan for.
It helps if you have a target where you can go and
look at the situation and talk to the people and éay
what do you need for this person to be able to live
with you.

Q Have you treated people like EW in the
past?

A Generically, people with, you know,

29
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like to have seen that empirical gquestion answered
myself. I would have liked to see her tried in a
home like that to s€e what would happen. But I'm

not -- I can't say that definitely that it would have
worked. I regard this as a ptetty severe case.

Q If you had a home provider who said
they would be willing to take her, do you think it
would be a good idea to give her a try in the
community?

A You mean a staffed group home or just
an individual provider?

0 A staffed group home that can provide
the things you indicated a group home should do.

A Sure, yeah,

Q At what point do you think it would
have been good to try that?

A Well, as soon as we would have known
about such a place and had maybe about a ménth to
prepare to, you know, based on her current situation
and let her see the place; let them get to know her:
talk about contingencies; trial visit her there for a
while; you know, give her some encouragement for
doing okay.

Q Okay, so any time with a month lead

time or so after that April meeting, if you had known

46
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about a placement --

A Not after the April méeting° I think
maybe -- I think it's conceivable that later on there
were times when we could have -~ with a month's lead

time, we could have planned and tried that.

0 By the end of the Summer?
A Yeah.
Q The report that you made, you still

have a copy of that, I take it, on EW?
A (Nods head affirmatively.)
| MS. DOWNING: Let me just say that's

been prodvced.

MR. BLISS: That has been produced?

MS. DOWNING: Yeah.

MR. BLISS: dkay, I haven't seen it.
I'll have to look around for it.

MS. DOWNING: His file>was produced.
Let me say too, the report also contains some
peer review in it so there was some basis for
his confusion about, you know, whether it was
attorney/client or not. And some/attorney
clients things were in it; and the decision was
made that since most of it was not, to go ahead
and produce it. So that was produced.

MR. BLISS: Okay, I don't think I have

47
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NAME: ELAINE WILSON
ADDRESS: GEORGIA REGIONAL HOSPITAL ¢
DOB: 09-13-51
AGE: 43 YEARS
DATE OF EVALUATION: 04-06-95
PLACE OF EVALUATION: GEORGIA REGIONAL 1HOSPITAL,
EXAMINER: JUNE KAUFMAN, PH.D:
REFERRAL AND BACKGROUND INFORMATION
Flaine was referred tor a psychological evaluation by her attorney Ms. Sue Jamison
in order to assist in determining an appropriate placement for Elaine who is about to be
discharged from Georgia Regional Hospital. Elaine has a history of mental retardation
and behavior problems. Eilaine's mental retardation was.attributable to brain damage

- secondary to a high fever in an illness at age one. Her developmental milestones were all

"\ delaved. At age 1S, she was admitted to Gracewood, a facility for the mentally retarded,

because of severe behavior nrablems. According to her Gracewood medical records
Iaine’s behavior problems_ were considered to be "secondary | to_b_(am_da

While at Gracewood. Elaine was evaluated and found to be functlomng in the top portion
ol the Moderate range of Mental Retardation on the Wechsler Intelligence Scale for
Children( WIS(). Also. her vocabulary skills were at a six'year level, as measured by the
Peabody Picture_Vocabulary Test, The evaluator commented that given her intellectual
Timitations, Flaine ™ demonstrated sensible, logical thinking.. and could perform best in a*
position wherehy she were not placed under very much stress”. Furthermore,she added
that I:laine” needs much encouragement and will not be able to function in a situation in
which she receives very much criticism”. In recent years, according to her mother, Mrs.
Jackic delstein, Elaine has reccived the diagnosis of paranoid schizophrenia; and
despite antipsvchotic medication, she has become increasingly paranoid and
dvsfunctional. Elaine has been in many personal care homes which she has left due to her
severe hehavior problems. Both her attorney, Ms. Jamison, and Elaine's mother expressed
the opinion that the placements have been inappropriate for a woman with mental
rctardation and behavior problems.

METIHODS USED ’

REVIESY O SCHOO!L RECORDS )
INTERVIAVS WITH MS. WILSON AND MS. FDELSTEIN ( MOTHER)
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Elaine Wilson

JESTS

WECHSLER ADULT INTELLIGENCE SCALLE- REVISED ( WAIS-R)
TEST OF NONVERBAL INTELLIGENCE-2 (' TONI-2)

PEABODLY PICTURE VOCABULARY TEST- REVISED ( PPVT-R)
WIDE RANGE ACHIEVEMENT TEST-3 ( WRA'T-3)

PEABODY INDIVIDUAL ACHIEVEMENT TEST- REVISED

( PIAT-R)
VINELAND ADAPTIVE BEHAVIOR SCALES, SURVEY FORM ,
( INFORMANT: MRS. EDELSTEIN. MOTHIER) ¢
DRAWINGS

BEMAMIORAL OBSERVATIONS

Ilaine presented as an agitated and frightened woman, who needed considerable
rcassurance to calim down and cooperate with the testing. Her visual acuity appeared
impaired at times, but informal testing revealed that it was adequate for test purposes.
However, when possible, such as on reading tests, letters were enlarged to ensure valid
results, Periodically, Elaine became distracted and talked in a paranoid manner about the
stafT disliking her and picking on her. When asked why she recently tore up a group of
plants from the ground, Elaine replicd " T was angry with them.. that's why I did it".
Ilaine beeame more upsct when she did not comprehend questions or perceived that
tasks were too hard for her. Towever, she was frank and open about her disabilities and
stated " 1 can't really read or count”. Importantly, Elaing's_ conversational skills were well-
developed thereby. uvm&thumpmssmn_aﬁa_htghcr_mngumgmdmdmuhaws
actually the case,

- TEST RESULJIS AND INTERPRETATION

VINELAND
Domain _Standard Score  Age Equivalent
Communication 30 0-7
Daily Living Skills 51 8-0
Socialization 20 3-11
Adaptive Behavior Composite = 31

WAIS-R

Verbal Q=606
Performance 1Q=56**
Full Scale 1Q)=58
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Flaine Wilson.,

Verbal Tests Scaled Score*

Information - 2 2 'z
Dhigat Span S G - )
Vocabulary 4 Y 4
Anithmetic 2 K=o 2
Comprehension 3 4 — =
Similaritics 5 €4 ¢ 5
Performance_ Lests Scaled Score**

Picture Completion [ ( No responscs)** 3 {
Picture Arrangement 2 : 2 2
Rlock Design I ( No responses)** 3 !
Object Assembly 2 é -~
Digit Symbol I ( No responses)®* ! e T

“ Mean of cach subtest = 10, standard deviation = /-3
Scores belween 7 & 13 are in the average range

Although no scoreable responses were given, the minimum score on each
subtestis |,

TONI-2
Monverbal 10 63 ( Ist. pereentile)
WRAT-3
Grade Equivalent Standard Score )
Reading Recognition 3 S8
Arithmelic 1 Below 45
PPVI-R
Receeptive one word vocabulary age = 4-10
Standard Score = 44, Percentile = |
PIAT-R

Reading Comprehension= 1.5 grade level
g ]

Flaivne obtained a Full Scale 10Q of 58 on the WAIS-R| placing her overall intelligence in

“the bottom portion of the Mild range of mental Retardation. However, this score was
spuriously milated by Elaine's failure to perform a few subtests within the Performance
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Tesis domain. beecause of the psychometric propertics of this test, she still receives a
basal score of 1 and not 0 even though there were no scorcable responses. Thus, in this
cxaminer's opinion her true functioning is probably in the top portion of the Moderate
vange of Mental Retardation. Along these lines, her estimated age from a human drawing
was 4 1/2 to § ycars. Comparing her scores with her prior evaluation indicated possible
deterioration in her functioning although different measures were used. On the

-WAIS-R, Elainc's verbal skills were noticcably better developed than her visual/visual-

spatial skills. Towever, she obtained an 1Q score of 63 on the TONI-2, placing her
nonverbal problems solving skills in the Mild range of mental retardation. her score on
the TONI-2. was probably highér than her WAIS_R Performancc IQ score since the
former is not only lianguage-free and culture-fair but motor-free as well.

Elainc's vocabulary skills as measured on the PPVT-R, were grossly delayed, and below
the Tevel expected on the basis of her verbal 1Q scorces. Thus, not surprisingly, Elaine had
poor decoding skills( third grade level), and virtually rudimentary reading comprehension

skills as measured on the PIAT-R,

On the Vineland. with her mother serving as the informant, Flaine obtained an adaptive
behavior composite of 31 indicating severe delays in her overall adaptive functioning.
Her daily Tiving skills constituted her strongest arca; and her socialization skills
vepresented her weakest arca. Elaine has mastered basic self-care skills but can not tell
time by five minute scgments, can not cook or correctly count change from one dollar.
She doces no domestic chores including cooking or work activities, and does not look
after her own health. Elainc is a loner, has no fricnds and does not follow community
rules. She does not end conversations appropriatcly and docs not control her hurt or angry
feclings. Futthermore, she is suffering from scvere paranoia, and is often verbally
aggressive. Ms. Lidelstein expressed concern that Clainc's agitated and paranoid behaviors
had worsened during her present stay at Georgia Regional.”

SUMMARY AND RECOMMENDATIONS , .

I:laine is a patient at Georgia Regional Hospital who has been diagnosed with paranoid
schizophrenia and is about to be discharged into a community group home. However, she
has a history of mental retardation; and on this evaluation, she was found to be
functioning in the Mild to Modcrate range ol Mcntal Retardation along with rudimentary
academic skills and scvere deficits in her adaptive functioning. If she is discharged from
Georgia Regional she needs to have a highly structured residential home appropriate for
an individual with mental retardation and behavioral/emotional deficits. She also needs
10 be involved in a sheltered workshop program appropriate for a mentally retarded
individual who has been institutionalized many times due to possible inappropriate

plawcmum - )/
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C”
1 you asked whether we had had any meetings related to
2 dual diagnosed clients; is that right?
3 Q Yes.
4 A Is that right?
5 Q Yes.
6 A Taking that as a general question,
7 that's why I responded probably we have. But in
3 terms of specific clients, I do not recall -- I can't
9 remember a specific case is what I'm trying to say to
10 you.
11 Q Okay, thank you. And correct me if
12 I'm wrong about this: Is it -- you have no memory of
? 13 any particular training courses involving mental
i 14 health and mental retardation?
15 A Not specific; not specific, no.
16 ) Okay. And you -- do you recall ar

17 courses that your social workers have taken or tt \é\\jz
18 :

you have taken specifically related to the

19 habilitation or training of mentally retarded

20 patients?

21 A No.,

22 0 Do you work, Ms. Thornton, with the

23 access team or are you familiar with the access team?
24 . A I am familiar with the access team.

(5 25 Q Can you describe it just briefly,

)

41
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16

17

18

19

20

21

22

23

24

25

please?

A It is nearly two years old. It is a

community-based outreach program begun out of Georgia

Regional. It's made up of teams consisting of social

work =—-- or human service provider tech staff, RN's,

peer consumers involved, led day to day by Shirley

Hamilton. It began by identifying a group of

patients as of two years ago that had four or more

hospitalizations, and decided to focus on that group

because they spend -- you spend a great deal of

enerqgy for people who are here a lot of times. I

don't know exactly how many they have served, but it

was to do intensive -- very intensive ~- case

management and consumer orchestration seven days a

week, 24 hours a day.

Q You explained that that was to deal‘

with patients who are readmitted frequently; is that

correct?

A It was a certain number as of that
date. It was —-- at that point in time, it was a

certain -- there was a certain list of names. It was

a specific group. I think they've certainly added to

that group since that time.

Is it correct that those individuals

Q

who are readmitted on a regular basis were in need of

42
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ACCESS TREATMENT PLAN

“ Please note that the services described on this plan arc contingent on the receipt of funding
L L5 anchlinical condition which éﬁs’subjcct o change thourgh on-going assessments.

5i{“\’fsnme Lois Curtis Treatment Plan Date:  Effective upon discharge
from Brook Run
DOB 7/14/67 Next Review Date: 6 MONTIIS
SSN N
Enroll 6/30/95
= , —
STRENGTHS:

Artistic in drawing: has sewing skills, can express her needs verbally; has self care skills: has
vocational skills, family is concerned about her well-being.

LONG TERM GOALS:

1. Lois will learn adaptive skills in commumr) living without significant symptomology of
auditory hallucinations, delusions or violencc which causes hospitalization in excess of
30 days.

2. Lois will be able to function in the community with minimal assistance in vocational,

residential and interpersonal or self carc for one year.

DIAGNQOSIS:

Axis | 298.9 - Psychotic disorder NOS, R/O Schizoaffective Disorder
Axis II 317/318.0 - Mental retardation, mild to moderate

Axis 11I: Pseudoseizures, R/O seizure disorder

Axis IV: Moderate 10 severe secondary 0 prolonged hospitalizations

Axis V: GAF = 10 Current (Persistent danger of hurting self and/or others and grossly
impaired socialization) : current ,

Exwia T 13 (4 9)
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JI ocus Am PSCHI[RBC

i

Lois is a 28 yecar old black woman who has been disgnosed with a psychotic illness and mental retardation since
childhood. She has a history of sexual promiscuity with poor judgiment abowt birth control and discascs. She bos been
hospitalized for approximately 12 of the last 14 years at pumcrous hospilsls including Georgia Repional HospitaUAdGsuta,
Georpia Mcntal Health Institute, Grady Hospital, Central State Hospital, and Brook Run. Al age six she was scen ot South
Ccntral Mcnul Health Center for aggressive and thresicning behavior, Her grandinother reporied that Lois began complaining
of “hearing voices” at age scven or eight. She was hospilalized at-xge cight for destruction of propeny and attcmpting fo choke
her younger sister. Though she wus noted to be psychotic un several of her many admissions, the primary reason for sdmissions
seemed (o Le behavioral problems, mainly violence or threals of violenee lowards others along with less common suicide
agempls. In 1988 she received three years of probation for knifing her sister and one year lalcr went to prison and then 1o
Central State Forcnsics Unit for breaking probation.  Community placement failed over and over due 1o her threatcning and
violent behavior.

Threc years ago she was hospitalized st GRH/A for threstening her supervisor at work with a knifc, She was
diagnosed as beipg psychotic when admiticd. The psychiotic symploms werc thought 10 be cleared over the next yesr and half,
but she continucd to periodically auack others without provocation. She was refeased two months ago but was re-hospitelized
at Brook Run after her mother was no longer able to keep her at home.  IHer most flagrant symptoms and problems at Broak
Ruy are hallucinations. delusions and cpisodes of violent behavior. Continued stabilization of clinical angd behavioral condition
is nceded prior Lo completion of discharge plamming. Her violenee is thought to be secondary Lo ber psychotic symptoms and
10 long standing behavioral habits. Her scxual promiscuily has not been a problem at Brook Run., presumably duc to the closc
monitoring.

While &t Brook Run. Lois reccived psycholugical testing, Verbal 1Q ~ 54, performance 1Q — 68, full-scale 1Q =
57. The Vineland adaptive behavior scule was also conducted with the findings sliowing Ms. Cunis adaptive funcloping being
equivalent 1o four years and ten months of age. Current medication consist of Haldol, Deconate 200mpg, Tegratol 200mg by
motth twicc & day.

—3
Long Term Goal
1. Lois will be able to live semi-independently without interference from psychiatric symptoms (¢.g., hallucinations,
delusions) for onc year.
—

Short Term Goal

. Lois will comply with psychotropic medication regimen as preseribed for six months.

2. Lois will be able to identify early signs of deccompensation and follow a prevention plan for six mosnths.

]
e ¢ S

Intervention

3. The psychiatrist and the Team Coordinator will mmeet with Lois 2x monib for 60 minutes and PRN 1o assess medication for
the first 90 days then a minimum of onc time per momh for 30 minutes thereafler,

2. The staff psychiatrist will consult with & mental retardation and mental health specialist for on-going assessments and
medication regimen.

3. Team I stafl will alternate individual scssions with Lois 1x week for 30 min 1o hielp her develop her preventive plan through
educational discussions of her early signs and alwrnatives.



Focus Aren MEDICAL

Scizures werc first noted in the record 10 yuars sgo. Pscudoscizurcs were idenlified sometime since then. She was
seen by a acurolegist, Dr. Bruce Bossc at Brook Run in August 1995, who resd s normal EEG, witnessed a pseudoseizure, and
eould neither confirm mor rule oul true sejmurcs. Currently she takes Tepretol and her seizurcs/pycudoscizure are infrequent.

—
Long Term Goal
1. Lois seizurcs will be controlled with medication.
2. Lois will express her nceds rather than act out pscudoseizures,
—
Rhaﬁ Term Goal
1. The nsture of truc sejzures should they occur they will be evaluated.
2. The frequency of pseudoscizures will decrease by 50 percent in the first 90 days.
—
.
Ingervenition
1. ACCESS and residential stafl will be traincd by the psychiatrist to distinguish true seizures from pscudoseizurcs.
2. Within one hour of each "scizurc”. residential gndfor ACCESS staff will discuss with 1.ois circtunstances procecding

scizure to help her distinguish any known precipitant,
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Focus Area RESIDENTIAL®

[Roeus Area

Lois was raised by her materpa} grandmother from 12 mnonths to cight years of sge. They lived in a housing project
fn Atlanta. Since her first admission to Grady in 1975, she has bad multiple psychiatric sdmissions. Belween admissions, Lois
uguslly was discharged back home 1o her family. In 1991, she was placed in an apariment for one year with live-in staff under
e supervision of Project Rescuc. However, she bad five cinergency admissions to GRH/A due to violence and aggression
toward staff. She sinoked inccssantly and had problems following any structure. On the fifth admission in May of 1992, she
was hospilatized at GRH for the following three years. In May of 1995, Lois was on trial visit from GRH and was placed at
. home with her mother and seven year old sister. Her mother had problems managing Lois at homne and recognized that she
could pot provide Lois with the nccessary support in her home. Lois has been institutionalized most of her aduk life, and it
is clearly evident thai her severe behavior problems have made it extremely difficult for her o achieve community living.

Long Term Goal

i. Lois will reside in 8 supportive living arrangement in the community for ope year with no psychiatric or behavior
related hospitalizations. ’

]
Short Term Goal
1. -Lois will comply with residential rules and regulations 90 percent of the time for 60 days.
2. Lois will express her feclings and needs in ways other than destroying propeny or threatening others 90 pereent of
the tme for 60 days.
3. Lois will comply with her daily living activites (i.c., bathing, gromning) with 1o more than onc incidence of
noncompliance per week. :
—
Intervention
1 The Team Coordinator will chock in with resident manager and other stall when she meets with Lois for her weckly

1:1 session to mouitor cnmpliance with housc rules and make ongoing asscssiment of ability to live in semi-independent housing.
Will meet with resident manager and other sWaff at the facility to problem solve any issucs 2x monthly.

2. Residential staff will provide 24/7 supervision and teach Lois activilics of daily living such as cleaning, laundry.
personal hypiene daily.

3. Lois will have day visits with family e minimum of 1x per month will be faciliated. The Team Coordinator will
provided family counseling for onc hour per mounth to discuss issues Uit interfere with Lois® abilily to interact appropriatcly
with family and explore solutions.

OThe projected residential placement is Nysha Hands. located sl 3442 Midway Road, Decatur. GA 30083,

One nlerview has o(au'Ya( ayu{ LC & scwa{ {'c Rlum Wit hém profher,
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"TFesus Aren VOCATIONAL/EDUCATIONAL
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Lois completed the 10th grade. She autended Stanton and Martin L. King Elementary Schools. She was transferred
2o South-Metro Psycho-Bducationsl Center from Price High School while in the cight grade duc to difficulty processing
iofopnation. Lois does have somec basic educational sKills in seading and writing, but they are very limited. She has worked
Jn three vecetional rehabilitation facilities. Through community friendship, she worked et Pizza Hut until April of 1992. She
threatencd her supervisor with a kuife thus resuling in hospistization. During an sdinission at GRH/A, she worked through
the vocatiopa] rehub program in the kitchen. She had to be eaninated duc o treding sexual favors for cigarettes and Cokes.
Lois also has worked at Morrisen’s Cafeicris and was terminated because of telling customer she way from GRH ard was
delusional, She currently worlks in 2 sheltered workshop at Brouk Run where she bas been able 1 remain on tssk; however,
obe needs conslant structure concerning her need for smoke hreaks.

)
Long Term Goal
i Lois will actively pasticipate in a day program for one year.
N
Short Term Goal
b Lois will participate in work adjusunent where witiin 6 montlis she will learn food preparation and serving. She will
lesrn and develop skills in arcas of dependability , gening along with others, personal hygienc, how to stay focused
on task.
2, Lois will participate in socialization programs with others where she learn basic fricndly conversation skills and how

to resolve conflict.

l Jstervention

1. ACCESS stefl will arrange uwensporstion for Lois to atend the day program st Community Priendship Monday -
Saturday. Thc work adjusunent coach will teach Lois food preparation and serving 4 days per weck 3 - 4 hours per
day. The work adjustment coach will tcach Lois food preparation and scrving. She will be praised when procedurcs
arc followed and wask completed. She will be encouraged o repeat tasks when incorrect.

2. Community Friendship will engage Lois in the work adjustinent and socialization programs.

3. Soclal club staff will teach Lois basic conversation skills and ways to resolve conflict with others through role play.
pames, discussions, positive feedback, privileges. etc., 2 days per week 2 hours each day

4. ACCESS swff will reinforce these skills weekly in 1:1 30 minuic wrap up session designed to recap weckly
experiences.
8. Some evenings and weekend actives will be considered when the residential placement has been cstablished.
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Crocstme |

Loiz has a past history of mggressive, threatening and self muiilation behavior, which bas resulied i many
hospiwlization. At the age of five, Lols was seen as an out-paticnt client at South Central Mcnwal Health Center for bshaviorsl
problems.  Past hospitlizations to Georgia Regional Hospital ot Atlanw. Georgia Mental Health Institute and Cegirst State
Hospilal wepe due not only to psychosis, but also behavioral problems. The behavioral problems consist of atucking ber mother
with a knifc. While in school, she fought with her teacher, sttempited to attack others in the community and at home. In 1989,
Lois at Ceprral Sute Porepsic Unit, afier violsting ber probation. She was originally arrested for atlsniption to slab her sister.

Lols has been hospitalized at Brook Rua since July 27, 1995. Behavioral daw intervals was collected from July 27, 1995 -
August 24, 1995, Bach interval consist of follawing staff request; 9 intervals of sell-injury; 10 interval of disruptive behavior,
i.e., screaming or erying, which interfered with the activities of vther: J interval of property destruction; 4 intervals of socially
offcosive behavior, i.c. disrobed in public, voided outside the bathroom or tnade sexual gesturcs to othiers: 2 threats of sunning
away; and 6 inlcrvals of attempted or actua] aggression loward others. It is possible that Lois will never be behavioral frec,
However. with & structured day and a sirong support systein, it is possible that she will be able to mainwin commupky living.

3

Long Term Goal

1. Lols will demonstrale an incroasing ability to control impulses to hunn herself, others or destroy properiy {or one year.

Short Term Goal

1. Lois will report warnlng signs and feelings that arc associated with irupulses to harn self, others or destroying propeny
daily x 90 days.

3

Tntervention

1. Team I siafl will alternatc individual sessions for 30 minutes 2x per month to encourage Lois to talk about early lifc
experiences and other frustrations which precipilate aggression or violent behavior.

2, The existing behavioral mapagement plan will be modificd prior to discharge to fit the nceds of residential placemcnt
and the day program.

3. ACCESS Tcam I will consult with a bebavioral consultant PRN and 1x weekly for behavioral management consultstion.




CRISIS INTERVENTION®

ACCESS is a 24/7 hour a day seven days a week mobile crisis project (sce attached program
description). :

The following plan will be executed when it is determined by Nysha Hands and/or ACCESS
staff that Lois® behavior has escalaied to the pre-crisis or crisis state.

1. Co~o Whthdraw 10 2 private area to de-escalate by listening to radio, drawing and
reading, or spending quality quiet time alone.
a). She will monitored by staff at all times during crisis.

b). All mirrors will be removed since reflection of herself to escalate.

2. Go to the office at the home and take some timc to de-escalate and then staff will usc
~ verbal intervention ‘
a). If verbal intervention is needed, the ACCESS On Call person will be
contacted and informed of the siwation.

3. If she continues to escalate the ACCESS On Call person will be contacted again and the
following interventions will be employed.

a). Dr. Smith will contact Doris at Nyasha Hands and give a verbal order for
a PRN.

b). Or Lois will be removed from the environment and taken w0 a respite
apartment or Person Care Home where ACCESS staff will provide
supervision.

c). Lois will be able 1o remain at the respite facility between 24 - 48 hours.

4. If Lois is assessed and there is a need for hospitalization, duc behavioral problems jt is

recommended that she be evaluated at Brook Run. If she is exhibiting psychotic
symptoms, it is recommended that she be cvaluated at Georgia Regional Hospital at
Atlanta. S

“A similar erisis plan will developed at the day program.
** 38 o different rsdenhia pacimedt 5 made, this Comgonad will be pokotied
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SERVICES COST ;PROJE_CT!ONS"

for L.C.
Expenses FY 86 Annualization
AGCESS:
Service Coordination: 1717 1701
Assessment: 460 460
Crises Management: 4585 4585
Medication Admin: 239 287
Indv. and Famlly Counseling 7832 0388
- ACCESS Sub-Tolal - 14833 16431
Behaviorgl Consultation: 9128 10954
(Medicaid Clinic Option
Family Training/Counssling
10 hrs/mo.)
Psychlatric Consultation: 4954 2477
(essumes 8 hrs/mo. firs! three
months; 4 hrs/mo. through June)
Community Programs:
Day Treatment 6000 7200
Soclal Club .. 4800 2160
Sub-Total 7800 2360
Day _Habflltation: 5057 6068
Residential Trn, Supv.: 32285 43165
Total EXPENSES: 74057 A 88455

*These figures will need to be adjusted based on L.C's actual needs post discharge
Additionally, this doss not constitute a guarantse that there will not bs unforeseen cost
barriers
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BUDGET SUMMARY

FY 86
Expense 74057
Revenue (all sources) ‘ 74057
DMHMRSA State Cost:
State Match to DMA®® 14850
(et 38.02%)
ACCESS 13116
Grant in Aid®*® 4954
Total MHMRSA State Cost 32020

° Source: 7425 from DMHMRSA
7425 from Region 5

% Souree:  Region 5 (to be Identified)
These funds are not currently available

Annuallzation

88455
88455

18385

14730
2477

36572
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L. C. vs Tommy Olmstead

( " Response to Interrogatory #2
Total amount spent on Community Mental Retardation Services

FY92 FY83 FY94 FY85
92,842,627 85,324,251 92,962,305 96,834,822

Response to Interrogatory #3
Total amount spent on Community Mental Retardation Services by Program.

. Fyg2 FY93 FY94 FY95
MR Community Assistance 4,783,248 4,869,569 5,156,820 1,885,166
MR Day Hapilitation 67,010,549 71,712,855 68,702,387 75,163,273
Foster Grandparents-

Senior Companions 720,719 687,670 709,623 741,236
Project Rescue 479,632 516,663 522,184 . 540,887
Project ARC 372,125 379,214 382,273 444 351
Group Home for Autistic

Children 268,956 280,746 284,276 296,263
Community MR Staff 3,772,707 4,052,005 4,112,265 5,024,171
Community MR Residential ‘

Services 15,345,918 12,734,629 12,998,866 12,644,003
Clayton Co Board of Education-

Autistic Children 88,773 50,900 93,600 95,472

62,842,627 85,324,251 92,862,304 96,834,822

Response to Interrogatory #4

( . Total amount spent on Community Mental Health Services

g FY92 FY93 FY94 FY95

87,109,948 88,171,570 8,556,987 112,025,305
Response to Interrogatory #5 v
Total amount spent on Community Mental Health Services by Program.

FY92 FYa3 FYo4 FYS95
Outdoor Therapy Program 3,139,147 3,356,273 3,549,819 3,660,855
MH Community Assistance 10,393,372 11,510,358 9,604,014 1,885,693
Supportive Living 17,560,717 20,194,017 24,503,632 28,651,896
Community MH Center Service 55,683,230 52,770,633 57,463,510 76,480,077
Project Friendship 333.482 340,288 346.012 355,684

87,109,948 88,171,570 95,556,887 112,035,305

Response to Interrogatory #6
Total amount spent on Institutional or Hospital Services by Direct Care Units dealing
with Mental Retardation.

FYg2 FYg3 FY84 FY385
72,628,307 77,253,565 78,831,288 80,940,807

. /J’ \
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Response to Interrogatory #7

Total amount spent on Institutional or Hospital Services by Direct Care Units dealing

with Mental Retardation.

((

FYg2 FYS3 FY94 FYg5

Southwestern State Hospital 10,363,019 10,868,717 11,044,325 11,476,295
Brook Run 15,251,582 15,539,725 16,027,817 16,239,672
Georgia Mental Health Institute 0 0 0 0
Georgia Regional Hospital

at Augusta 0 0 0 0
Northwest Georgia Regional

Hospital 3,468,426 3,799,648 3,828,466 3,063,455
Georgia Regional Hospital

at Atlanta 2,392,433 2,582,684 2,568,311 2,245,687
Central State Hospital 20,093,500 21,889,243 22,300,834 23,098,287
Georgia Regional Hospital

at Savannah 0] 0 0 0
Gracewood State School -

and Hospital 21,059,347 22,563,977 23,061,836 23,917,401
West Central Georgia

Regional Hospital ) 0 0 0 0

72,628,307 77,253,995 78,831,289 80,940,807

Response to Interrogatory #8

Total amount spent on Institutional or Hospital Services by Direct Care Units dealing

with Mental Health.

FYg2

FYg3

FY94

FY95

112,473,995 120,006,661 125,142,504 131,820,881

Response {o Interrogatory #9

Total amount spent on Institutional or Hospital Services by Direct Care Units dealing

with Mental Heaith.

FYg92 FY93 FY94 FY95

Southwestern State Hospital 8,631,584 8,157,069 9,389,370 10,496,918
Brock Run 0 0 0] 0
Georgia Mental Health Institute 9,922,432 11,159,886 11,568,318 12,250,140
Georgia Regional Hospital

at Augusta 9,722,438 10,662,821 10,859,288 11,837,134
Northwest Georgia Regional

Hospital 8,847,854 10,195522 9,660,678 10,368,020
Georgia Regional Hospital

at Atlanta 10,715,992 11,083,109 12,069,323 12,801,444
Central State Hospital 47,542,620 51,005613 53,511,793 54,316,884
Georgia Regional Hospital

at Savannah 7.949,169 8,467,310 8,975,318 9,718,879
Gracewood State School

and Hospital 0 0 0 0
West Central Georgia

Regional Hospitai 8.141,906  8,275.331 9,108,415 10,032,271

112,473,995 120,006,861 125,142,504 131,920,881

Regional Offices were established during FYS4 with a Director and a Secretary, during FY35 staff were added
to assist in monitoring and evaluating the services being provided in the Regions. For FYS6 the Regions were
given contract authority. The expenditures for FY94 and FYS5 were not included in the information given above.
There is no clear basis for allocating the expenditures of the Regional Offices between the disabilities.

SLAWSUIT XLS
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Institutional Expenditures

FY92

Direct Care  Tolal
MR
MH

FYa3

Direct Care  Tofal
MR
MH

FY94

Direct Care  Total
MR
MH

FYs5

Direct Care  Total
MR
MH

SwW

18,994,603
10,363,019
8,631,584

20,025,786
10,868,717
9,157,069

20,433,695
11,044,325
9,389,370

21,973,214
11,476,295
10,495,919

BR GMHI

15,251,582 9,922,432

15,251,582 0
0 9922432

15539725 11,159,886
15,539,725 0
0 11,159,886

16,027,817 11,568,318
16,027,817 0
0 11668318

16,239,672 12,250,140
16,239,672 0
0 12,250,140

Aug NW

9,722,438 13,316,280
0 3,468,426

9,722,438 9,847,854

10,662,821 13,995,171
0 3,799,649
10,662,821 10,195,522

10,859,288 13,489,145
0 3828466
10,859,288 9,660,679

14,837,434 14,329,475
0 3953455
11,837,134 10,366,020

All

13,108,425
2,392,433
10,715,992

13,675,793
2,592,684
11,083,109

14,637,634
2,568,311
12,069,323

15,147,134
2,245,687
12,801,444

Indirect Charges for HAS and DPST were nol included in the information for amount apent for the Hospitals.

Community Resources
Mental Retardation

Fy92

FY93

FY94

FYS5

Community Resources

Mental Heakh

FY92

FYs3

FYo4

FY95

M R Comm

Asst
4,783,248
4,869,569
5,156,820
1,895,165

oTP
3,139,147

3,356,273

3,549,819

MR Day Foster Proj Rescue Proj ARC
Grandparenis

67,010,549 720,719 479,632 372,125

71,712,855 687,670 516,663 379,214

68,702,397 709,623 522,184 382,273

75,153,273 741,236 540,887 444 351

M H Comm Supp Living CMHCS Proj

Asst Friendship

10,393,372 17,560,747 55,683,230 333,482

11,510,359 20,194,017 52,770,633 340,288

9,694,014 24503,632 57,463510 346,012

3,660,955 1,885,693 29,651,835 76,470,077 356,684

.

Grp Home

for Autistic

Children
268,955

280,746

284,276

285,263

Cent
67,636,120
20,093,500
47 542,620
72,894,856
21,889,243
51,005,613
75,812,327
22,300,534
53,511,793
77,415,281

23,098,297
54,316,984

Comm M R

Slaff
3,772,707
4,052,005

4,112,266

5,024,471

Sav

7,949,169
0
7,949,169

8,467,310
0
8,467,310

8,975,318
0
8,975,318

9,719,979

0
9,719,979

Comm M R
Residential
Services

15,345,918

12,734,629

12,998,865

12,644,003

Expenditures for Division Adminislration and Substance Abuse Programs were not included with the Community or Hospital information.

At AWSINT XU S

Page 1 of 1

GW
21,059,347
21,059,347

0

22,563,977
22,563,977

0
23,061,836
23,061,836

0
23917.404

23,917,401
0

Clayten Co

Bd of Autistic
88,773
$0,800

93,600

95,472

WC

8,141,806
0
8,141,906

8,275,331
0
8,275,331

9,908,415
0
9,108,415

10,032,271
0

10,032,271 -

Tolals

185,102,302
72,628,307
112,473,995

197,260,656
77,253,995
120,005,661

203,973,793
78,831,289

125,142,504

212,861,698

80,940,807

131,920,891

Tolals

92,842,627

95,324,251

92,852,365

85,834,822

Tdlals

87,109,948

88,171,570

95,556,907

112,025,305

1795
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Paragraph 21

Per Diem Rates for Atlanta Regional for applicable years.
Dual Diagnosis per diem rate not available.
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PER DIEM RATES ~ GA. REGIONAL HOSPITAL AT ATLANTA

Fy 1992 Fy 1993 Fy 1924 FY 1995

Adult Psychiatric ) 207.00 213.00 208.00 219.00
Extended Care 309,00 371.00 268.00 505.00
Forencices (i/m) 211.00 220.00 215.00 221.00
Child and Adolescent 259.00 254.00 226.00 252.00
ICF/MR - #00141061-2A 208.00 213.00 206.00 223,00
Alcohol and Drug 406.00 385.00 378.00 335.00
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COST EFFECTIVENESS

Federal regulations at 42 CFR 431.55 (b) (2) (i) require States to
document that waiver programs have and/or will reduce costs or slow
the rate of increase of costs and maximize outputs or outcome per unit
of cost. With respect to prepaid capitated health plans, 42 CFR 434.23
requires a State to specify its capitation methodology and the actuarial
basis for computation of the capitation fees and to document that the
capitation fees and other payments do not exceed the upper limits set
forth in 42 CFR 447.361.

In fully capitated programs, i.e., those where all waiver services are
capitated, calculation of the upper payment limit will constitute a
State’s projections of costs in the absence of the waiver. In programs
where only some services are capitated, or where there are other
reimbursement arrangements, additional calculations will be necessary.

Once an upper limit is determined and any other calculations are made
which are necessary to compute the costs in the absence of the waiver,
then the costs under the waiver must be determined. This is computed
by projecting the total capitation fees to be paid along with any other
costs such as bonuses, FFS costs for waiver services, or additional
administrative costs (if any). The following methodology provides a

. format for verifying compliance with applicable federal regulations

regarding upper payment limits, capitation ratesetting, and cost
effectiveness for capitated section 1915(b) waiver programs.

Please refer to Appendix C.2/C.3 for an explanation of the waiver cost
estimates.

- 1. Type of Contract

a. Risk-comprehensive
(fully-capitated -- HMO or HIO or certain PHPs)

b. Other risk (partially-capitated)

c. _ Non-isk

C-1 GEORGIA



8IT 3 - CALCULATION OF MRI2Y. .
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%

ﬁPENDIX c.2/C.3
R e

WAIVER YEAR 2 - SFY 1998

unduplicated:

08/03/85

factordr.wb1i

RVICE WAIVER YEAR 1 - SFY 1997
undup units  cost/unit paid amt |undup units  cost/unit paid amt
. recip /recip recip _/recip
Res Training & Sup V
" Levell 5 404 $129 $234,192 7 421 $135 $382,069
Level Il 20 329 $113 $3,339,945 135 344 $117 $5,448,899
Level Il 314 340 $116 $12,368,087 470 354 $121 820,177,712
Level IV 371 341 $122 $15,392,262 556 355 $127 $25,111,452
Day Habilitation
hab/daily 475.5 181 $70 $5,998,156 | 713.3 189 $73 $9,785,593
hab/hourly 2865 242 $12 $812,669 | 429.8 252 $12 81,325,816
supported employment 14 1316 $7 $132,312 28 1373 $7 $287,812
Respite Care
Level I/Day 4.5 13 $37 $2,142 6.75 13 $39 $3,494
Level il/Day 1.5 8 .$37 $454 | 2.25 9 $39 $741
Level i/Hour 45 67 $6 $1,847 6.75 70 $6 $§3,014
Level ll/Hour 6 68 $6 $2,496 *] 70 $6 84,071
Level ili/Day 18 13 $56 $13,652 27 14 $59 $22,272
Level lli/Hour i5 68 $9 $9,570 | 225 71 $10 $15,613
Level V/Day 33 10 $56 $18,895 | 49.5 11 $59 $30,826
Level IV/Hour 39 57 $9 $20,771 58.5 59 $10 $33,887
Personal Support 270 208 $94 $5,289,197 405 217 $98 $8,628,973
Service Coord. Startup 388 6 $162 $377,902 582 6 $168 $591,227
Service Coord. Cont. 1048 9.82 $154 $1,587908 | 1573 9.82 $161 $2,484,281
Environmental Mod 17 1 $4,320 $74,467 25 i $4,506 $121,488
Vehicle Adaptation 1.5 1 $3,264 $5,114 225 1 $3,404 $8,343
Specialized Med Equip 45 1 $14,095 $66,264 6.75 1 $14,701 $108,105
PERS
-\\; Installation 3 1 $82 $256 4.5 1 $85 $417
‘ Monthly 12 11 $27 $3,580 i8 11 $28 $5,840
Weekly
Specialized Med Supplies 45 12 $74 $3907 | 6.75 12 $77 $6,373
MRWP :
Skilled Nursing Visit -
PT 1.5 13 $58 $1,128 ] 225 13 $61 $1,840
Speech .
Home health aide 45 217 $58 $56,954 8.75 226 $61 $92,917
oT '
UNDUPLICATED RECIPIENTS 1,164 1,746
TOTAL 3,430 3,936 $45,814,126 | 5,153 4,104 $74.683,076
PER CAPITA: FACTOR D $39,359 $42.774
Source: MMIS, 1995. SFY 1995 data have been
adjusted for claim lag: 1.12 1.12
Growth in recipients is based on average waiver
growth up to the capped limit: 50% 50%
except for supported employment which will
double: 100% 100%
Per unit cost growth is based on same as existing
1915(c) waiver: 4.3% 4.3%
Adjusted for ratio of average monthiy recipients to
0.88 0.92






