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A statement of concern from the National Alliance of
Professional Psychology Providers
There is a crisis in our nation's mental health care system. Many factors contribute
to this crisis including financial, regulatory, and cultural issues. One of the most glaring
problems in this crisis is the corporate practice of placing earnings and exorbitant profits
above the public interest at the expense of quality services to those in need. Using
Universal Health Services (UHS) as an example, this report clearly documents why mega
healthcare corporations such as UHS need to be held accountable for the services for
which they are contractually responsible to provide.
The enclosed report, "A Failure to Care," addresses this crisis, by shedding light
on numerous violations of consumer rights at UHS' behavioral health facilities across the
country. It is a report that needs to be taken seriously as it is essential to the public
interest that consumers of behavioral healthcare be protected against abuses by those
whose custody they are remanded. Among the many well-documented statements
detailed in the report are incidents of abuse, inappropriate reliance on restraints and
seclusion, medication errors, and failure to identify and treat barriers to recovery. Patients
suffering from mental illness are amongst our most vulnerable citizens.
Behind close doors under the guise of confidentiality these patients are at the mercy of
those who are responsible for their well being. Few would argue that healthcare
businesses should be denied making a profit but in healthcare profit must be tempered
with the public good.
The report's authors, affiliated with the Service Employees International Union
Local 1107 in Las Vegas, are familiar with the difficulty of providing quality health care
services under UHS' model of for-profit care. Understaffing, a practice so frequently
encountered in UHS facilities, is one of the most favorite targets for cutting costs. It
prevents health care workers - no matter how qualified and how dedicated - from
providing the best quality care that patients deserve.
As founders of the National Association of Professional Psychology Providers
and as practitioners and researchers, we are dedicated to promoting an effective and
caring mental health system. Such a system must be founded on respect for those who
are in need but also for those who provide mental health services.
To ensure that such respect exists in the mental health facilities of our communities
across the country, we urge that regulators, elected officials, and other community leaders
read this report closely. If UHS, or any other for-profit behavioral health company, is
looking at expanding into your community, we recommend that they be scrutinized as to
"what they say" and "what they do." We urge all parties to consider the importance of
oversight recommended in this report, and take steps to ensure that quality care is
provided throughout the behavioral health system. We further recommend that these
corporate entities be required to fulfill the terms of their contracts. We, and UHS, can
well afford to do better.
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Executive Summary
Universal Health Services (UHS) is one of the nation’s largest, fastest-growing and most
profitable providers of behavioral health services. Unfortunately, as this report finds, it is
also very controversial, frequently understaffing its facilities at the expense of its patients,
its staff and the communities it is supposed to serve.
This report finds that UHS has disregarded the patient safety and recovery of the patients
it serves, as well as the communities in which it operates:
 On more than one occasion, UHS facilities have been cited for failing to provide
federally mandated emergency care (EMTALA violations, also known as patient
dumping).
 UHS closed a behavioral health unit in the midst of a community’s mental health
crisis because it was not profitable enough.
 There are numerous violations of fundamental patient rights, including UHS’
failure to respond to allegations that a 15 year old patient was being sexually
abused at the facility, that a six year old patient was held in restraints for five days
without justification, and that short staffing failed to prevent a patient from
committing suicide.
As a result, in the last five years, six UHS facilities in four states have been

forced by regulators to temporarily stop or reduce admissions into their
facilities.
This report finds that poor case management and understaffing at UHS facilities have led
to adverse patient outcomes including:








Sexual exploitation and abuse
Runaways
Inappropriate reliance on restraints and seclusion
Physical assaults
Medication errors
Insufficient discharge planning
Failure to properly identify and treat barriers to recovery

Ways to Protect Your Community
UHS is actively seeking to expand existing facilities and enter new communities. It plans
on adding between 700 and 800 new behavioral health beds each year. If a UHS facility
is not already located in you community, there is a good chance UHS will be coming to
your community in the near future.
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UHS’ track record of understaffing means that community mental health advocates must
act proactively to protect patients. There are a number conditions and recommendations
you can implement to protect your community and ensure that patients receive the quality
care they deserve. Some of these include:
 Carefully review all Certificate of Need requests. Investigate the level of quality
care that UHS provides in its behavioral health facilities across the country.
Critically examine the documents that UHS submits for review to ensure that they are
disclosing their plans for fulfilling staffing needs and quality measures in their
proposed facility.
 Require staffing ratios for licensure. Impose enforceable staffing ratios on UHS
facilities to ensure that they maintain appropriate levels of staff in their facilities.
 Require that patients be involved in developing their recovery plan. Require
that patients and their families or members of their support system be actively
involved in developing the patient’s treatment and discharge plan, or recovery plan.
Require documentation, such as written identification of what they feel are the
barriers to recovery by the patient and members of the patient’s support system, to
ensure that the patient is having his/her needs addressed and is actively involved in
the development and assessment of his/her recovery plan.
 Require that patients and family members sit on the board of UHS facilities.
Require that members of the mental health community, both patients and family
members, sit on the board of behavioral health facilities and be appointed by
advocates, such as the local chapter for the National Alliance for the Mentally Ill.
 Require transparency in the behavioral health care that UHS provides. Require
quality measures, such as the frequency that seclusion and restraints are used; the
number of events which lead to patients or staff members being abused, endangered
or significantly harmed; and staffing levels be publicly available and easily accessible
to mental health consumers
 Require that UHS facilities provide care to the uninsured. Require that UHS
facilities provide a set amount of charity care to members of the community and have
the facilities report the amount of charity care they provide.
 Actively involve mental health advocates, patients and family members when
reviewing a UHS Certificate of Need proposal and setting conditions. Use their
expertise to create conditions for UHS facilities that will effectively protect the rights
of mental health consumers in your community.
 Require a public review process when UHS is planning to change the existing
behavioral health services provided at its facilities. Patients, consumers, family
members, workers and advocates should be actively engaged in the public review
process.
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I. Introduction
“Those children did not receive one bit of psychological therapy all weekend…
all because we did not have the appropriate staff and things were too out of
control.” 1
- Nurse from UHS-owned Pembroke Hospital in Massachusetts, in a letter to hospital
administrators regarding an incident with teenage patients that occurred one week after
state regulators lifted a freeze on the admission of children in 2002, and sent
anonymously to the Patriot Ledger newspaper. 2

“Senior staff confirmed the belief that decisions are driven by finances with little
consideration given to the impact of systematic quality of patient care.”3
- Massachusetts Department of Mental Health report

Universal Health Services (UHS) is one of the largest for-profit providers of behavioral
health services in the country. The company is actively expanding its existing facilities
and entering new markets.
As nurses and caregivers in Las Vegas, Nevada, we see first hand how UHS’ pattern of
short staffing can impact patient care. After all, UHS controls more than one-third of all
of the beds in Southern Nevada4 and earns 20% of the company’s net revenues in our
community.5 Our experience with the company in Las Vegas led us to review practices
at UHS’ behavioral health facilities across the nation.
We found a record of UHS placing consumers and hospital staff in danger, in part due to
its practice of understaffing. Incidents like the one described above are not isolated to
one facility, but are seen again and again in investigations performed by state agencies
across the nation.
In many instances, poor case management and understaffing at UHS behavioral health
facilities has led to physical or sexual assaults, patients running away, and at times, death.
UHS has placed its patients in jeopardy with its inappropriate use of seclusion and
restraints, its pattern of medication errors and incomplete or inaccurate treatment and
discharge planning. UHS’ profit-driven model of behavioral health care has forced
communities to use resources to respond to emergencies that UHS has created. Several
UHS facilities across the nation have been forced by authorities to stop admissions, often
due to understaffing.6
Quality care cannot be provided in this kind of environment.
Often communities do not learn about UHS’ business practices until it is too late. This
report intends to educate communities on UHS’ behavioral health practices, so they can
make an informed choice about the kind of behavioral health care they want provided in
their community. Additionally, we have provided recommendations to ensure that the
most vulnerable in your community are protected.
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II. Profits Before Patients: UHS’ Behavioral Health
Treatment Model
UHS Earns a Quarter for Every Dollar they Bill People Diagnosed with Mental Illness
UHS operates 103 behavioral health facilities in 30 states and in Puerto Rico, 7 including
79 behavioral health hospitals, 8 therapeutic schools and residential treatment centers, for
a total of 6,640 beds.9
Last year, UHS reported net revenues of $3.9 billion.10 UHS’ Behavioral Health Division
reported $774.1 million in net patient revenue in 2005, which represented 19.8% of the
total net patient revenue for UHS.11 In UHS’ Report of Third Quarter Earnings issued in
October of 2006, UHS reported an operating margin of 24.7% at their behavioral health
facilities.12 This means that UHS earns 24.7 cents in profit for every dollar they bill a
consumer of behavioral health services.
UHS is actively expanding its existing facilities and entering new markets. From
September of 2005 to September of 2006 UHS increased the number of behavioral health
facilities it owns by 75.6%, going from owning or leasing 45 behavioral health facilities
in September of 2005 to owning or leasing 79 facilities in September of 2006.13 Steve
Filton, Chief Financial Officer of UHS, claims that the company plans to add between
700 and 800 beds annually in 2006 and 2007.14
Unfortunately, UHS’ profit-driven model of behavioral health care delivery creates
conditions that are dangerous for people receiving behavioral health services at their
facilities and for staff. The following are real life examples of what occurs in UHS
behavioral health facilities across the nation.

III. UHS’ Record of Patient Rights Violations
A) Closing Facilities to Protect Patients
In the last five years, six UHS facilities in four states have been forced by regulators
to temporarily stop or reduce admissions into their facilities because patients were
in imminent danger, often as a result of understaffing.15 Because behavioral health
patients are suffering from diseases which affect their ability to think clearly and
rationally, it is imperative that there be an adequate level of trained staff available who
can identify the barriers facing a patient’s recovery and provide the care needed for the
person to regain his/her social independence. 16
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In March of 2002, UHS’ Westwood Lodge in Massachusetts was told to
temporarily stop admitting new adolescent patients. This action stemmed from the
facility’s failure to respond to a complaint that two staff members were sexually
abusing a 15 year old patient.17



In the fall of 2002, state regulators forced UHS-owned Pembroke Hospital in
Massachusetts to stop admitting children for two weeks. A mother of a six year
old girl had complained that her daughter had been mistreated. According to a
local newspaper, a state investigation found that the hospital had kept the 6 year
old in the strictest restrictions for five days without justification. A letter written
by the Commissioner of Mental Health in Massachusetts, Marylou Sudders, is
quoted as saying, “current conditions present a serious risk to the health and
safety of patients.”18



In July of 2004 an inspection done by state regulators in Georgia found that the
conditions at UHS’ Peachford Behavioral Health System placed patients in
immediate jeopardy. A patient had been admitted to the hospital with a severe
headache and an opiate dependence. An RN reported to state investigators that on
the night in question, there was one nurse and one mental health assistant caring
for 17 acutely ill people. The patient was found dead the following morning from
an overdose of methadone, which the patient had smuggled into the hospital. The
state of Georgia found there was not enough staff to carry out the doctor’s
orders.19



In July of 2004, UHS-owned Glen Oaks Hospital in Texas was issued a 90-day
termination notice from the Centers for Medicare and Medicaid when an unstable
suicidal person was transferred to a different facility without being evaluated or
stabilized, and without notifying the receiving facility or sending the patient’s
records.20



In the Summer of 2006, the state of Connecticut temporarily stopped sending
children to UHS’ Stonington Institute, a substance abuse and mental health
treatment center for adolescents. The Facility averaged two runaways a day.
When the Connecticut Department of Children and Families visited the hospital in
June they found that the program was not maintaining the staffing levels it had
promised to maintain when its license was extended in November of 2004.21



In 2005, investigators recommended that a 90 day termination process begin on
UHS-owned McAllen Medical Center Heart Hospital in Texas because a patient’s
rights were violated when s/he did not receive the care s/he required. A patient
was under doctor orders to be closely supervised, which means that the person
needed to be checked every 15 minutes. These orders were not consistently
carried out, and the person hanged himself or herself.22
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In July of 2006 Pembroke Hospital in Massachusetts is once again the subject of a
state investigation. The investigation stems from a Patient’s complaint, but the
details have not yet been disclosed.23

B) Sexual Exploitation and Abuse
Many mental health patients enter a treatment facility feeling vulnerable and powerless
due to trauma, loss, humiliation and degradation they have experienced before being
admitted to a facility. When sexual misconduct occurs in behavioral health facilities and
treatment centers, it works in “counteracting therapeutic benefits of treatment and
furthering the humiliation and degradation of those victims.”24
The pattern of sexual abuse seen at UHS-facilities and lack of response by the
administration at those facilities is alarming. Despite UHS’ Behavioral Health Division
earning $774.1 million in net patient revenue in 2005,25 UHS continues to make staffing
decisions that place patients in unnecessary danger.


In 2003 at UHS-owned Glen Oaks Hospital in Texas, short staffing resulted in the
facility’s failure to prevent two adolescent patients from having a sexual
encounter in the male adolescent’s room.26



In 2002 at UHS-owned Coastal Harbor Treatment Center in Georgia, four
adolescent patients were left unsupervised for two hours and inappropriate sexual
behavior occurred between the patients. A physical examination of the patients
indicated that the sexual behavior was not consensual for at least one of the
patients involved.27



In 2003 in the Psychiatric Center at UHS-owned McAllen Heart Hospital, the
State of Texas found UHS had not provided patients a safe environment to receive
care. Investigators found two instances of inappropriate sexual contact between
patients had occurred in a two week timeframe. In one instance, a patient had
tested positive for syphilis, which placed the other patient involved in the sexual
encounter at further risk.28



In 2002, UHS’ Westwood Lodge in Massachusetts was investigated for
allegations that two employees sexually abused a 15 year old female patient.
UHS administrators did not believe the allegations made by the patient and did
not report the allegations to officials or limit contact between the patient and the
employees. The hospital kept the employees on staff and in contact with the
patient for two months, even though the patient had talked about the abuse to
multiple people, her family had reported their suspicions to the facility twice and
the hospital had confirmed that the patient had the employees’ private cell phone
numbers. UHS officials also knew that the patient had written about the abuse in
a diary and had said that the employees had promised to help the patient escape
the facility in return for sexual favors. The patient did escape the hospital on one
occasion, and was returned to the facility by police. UHS eventually transferred
the two mental health aides to a male unit in order to “minimize” the contact
10

between the employees and the patient, but the employees were allowed to
monitor the patient on two occasions after she had attempted suicide.
Administrators from UHS-owned Westwood Lodge still did not report the
allegations to state officials. State officials were not informed until a doctor from
a different hospital reported the allegations after treating the teenager for sexual
abuse.29


In 2003, a charge nurse from UHS-owned Pembroke Hospital in Massachusetts
wrote a letter to hospital administrator regarding an incident involving teenage
patients that occurred one week after state regulators lifted a freeze on the
admission of children. The incident is described in the letter as, “(one patient)
started punching and kicking herself violently in the face…(another)was curled on
the floor rocking, crying and scratching her wrists saying that she needed to see
blood to make herself feel better.” The charge nurse reports in her letter that only
one worker was available to watch both of these teenagers because another
worker was caring for a third out of control patient. The boys’ unit was also out of
control, with patients throwing furniture and breaking overhead light fixtures. No
therapy groups were held that weekend, there were no outside trips, and the
children were not even able to go to the cafeteria. The nurse wrote in the letter to
hospital administrators, “Those children did not receive one bit of psychological
therapy all weekend…. all because we did not have the appropriate staff and
things were too out of control.” The licensing survey that resulted from the
investigation done by the Massachusetts Department of Mental Health is reported
to say, “Senior staff confirmed the belief that decisions are driven by finances
with little consideration given to the impact of systematic quality of patient
care.”30



In 2002 at UHS-owned Laurel Heights Hospital in Georgia, the facility did not
document whether it had investigated allegations by an adolescent patient who
claimed to have been physically abused and raped.31 In addition, the child’s
treatment plan did not explain why the patient was regularly put into the seclusion
room.32

C) Runaways at Risk
As the incidents below indicate, inadequate staffing and supervision can lead to patients
running away. Those who run away do not receive the behavioral health treatment they
need while being faced with an increased risk of, “…poor nutrition, inadequate sleep,
exposure to the elements, a host of medical problems, physical assault and theft,
substance abuse and dangerous sexual behavior including exploitation. Some turn to
survival sex, theft, and panhandling to live.”33
 In 2003, at UHS-owned Laurel Heights Hospital in Georgia, five patients had run
away from the hospital in a six month period because of inadequate supervision.
In one instance where a patient ran away, hospital policy set the staff to patient
ratio on the unit at 1:4, but when one staff person responded to an emergency the

11

ratio went to 1:6, and when another staff member had to escort an aggressive
patient to a connecting unit, the ratio went to 1:11, and a patient ran away.34
 In the Summer of 2006, the state of Connecticut found that UHS’ Stonington
Institute, a substance abuse and mental health treatment center for adolescents,
averaged two runaways a day when the facility’s staffing levels were not in
compliance with its licensure requirements.35

D) Failure to Protect Patients from Controlled Substances
In addition to failing to prevent patients from running away from some of its facilities,
UHS has also failed on occasion to protect patients from access to controlled substances.
This puts patient’s recovery at risk at UHS-owned facilities, many of which specialize in
the treatment of patients with dual diagnosis, a co-occurring substance abuse and
behavioral health diagnosis.
 In 2002 at UHS-owned Turning Point Hospital in Georgia, a facility that provides
substance abuse treatment,36 a state investigator found the door to the medication
room propped open and the medication cart unlocked with no licensed personnel
in the vicinity.37
 In 2001 at UHS-owned Peachford Behavioral Health System, a second facility in
Georgia that specialized in the treatment of children, adolescents and adults with
psychiatric and addictive diseases,38 a regulator for the state of Georgia found five
predrawn syringes containing Lydocaine (an anesthetic) were left out on a tray in
the open, with no label on them and no personnel in the vicinity. In addition,
thirteen pre-drawn syringes containing Brevital, a controlled substance, and 13
pre-drawn syringes of Anectine (a muscle relaxer) that were not labeled with the
strength of the medication, the date the syringe had been filled or the initials of the
staff member who filled the syringe.39

E) Patient Care and Recovery at Risk
As stated in a white paper written by New York State’s Consumers, Patients, Survivors,
and Ex-Patients and used in developing New York’s Statewide Comprehensive Plan for
Mental Health Services, when a mental health consumer’s symptoms are not addressed
in his/her treatment plan, “…a roadblock to recovery is created. We become victims to
static, hopeless ‘programs’ and exhibit little or no growth. We lose out self esteem and
hope is shattered.”40
Documented failures at UHS facilities to identify and treat all of the symptoms that
patients are struggling to overcome include:


In 2004 at UHS-owned Anchor Hospital in Georgia, a patient died four days after
being admitted, after not receiving the proper treatment because his/her medical
condition was not properly monitored. The person had been admitted with
auditory and visual hallucinations, major depression with psychotic features and a
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diagnosis of Parkinson’s disease and hypertension. Doctor orders indicated that
the patient was to have his/her blood pressure monitored and be given a potassium
supplement medication to treat his/her Parkinson’s disease and hypertension. The
patient made one trip to the emergency room because of an altered mental state
and low potassium. S/he was sent back to the hospital with instructions that her
potassium levels and blood pressure needed to be closely watched. The patient’s
blood pressure was very low, but there was no documentation on the patient’s
chart that the nurse or physician were notified or that a reassessment of treatment
was done. The person became incontinent and was drooling excessively and
drowsy in a wheelchair, but no reassessment of the patient’s condition was
performed. The investigation done by the State of Georgia found critical patient
care information missing from this patient’s medical records, as well as from the
medical records of other patients who had been transferred from Anchor Hospital
to the emergency room.41


In 2002 at UHS-owned Anchor Hospital in Georgia, a patient was admitted
complaining of hearing voices that were telling him/her to kill someone. In
addition, the patient was diagnosed with coronary heart disease and complaining
of chest pains. The patient’s treatment plan did not address treating the auditory
hallucinations or the coronary artery disease. A doctor had ordered that vital
signs be taken on the patient to monitor the coronary artery disease, and there was
no documentation that the patient’s vital signs had been taken. A second patient
was hearing voices and paranoid, but his/her treatment plan did not address these
symptoms. Skin tests for tuberculosis had been ordered for two patients, but there
was no documentation that the tests had been done. Still another patient with
diabetes had been administered an incorrect dosage of insulin. In addition,
patients had not received notice of their right to request discharge after being
transferred to voluntary status, which is a violation of the law in the State of
Georgia.42



In 2006 at UHS-owned Rockford Center in Delaware, a patient was admitted with
open wounds, but the care for those wounds was not included on the initial care
plan for the patient. The plan was not updated for six days. As a result, the
patient did not receive care for his/her wounds, including medication that was
prescribed by a doctor during those six days.43 In a second inspection done at the
UHS-owned Rockford Center in Delaware, inspectors found that patients were
missing doses of their medication or being given more medication than
prescribed, and the errors were not being recorded on the treatment plan. In
addition, nurse and/or physician assessments were incomplete for four patients,
including a patient that needed a psychogeriatric assessment.44



In 2004 in the Psychiatric Center at UHS-owned McAllen Heart Hospital in
Texas, a patient died three days after falling at the facility. The investigation
found that, although the doctor had noted in the patient’s record that the person
seemed “confused,” and a nurse noted that a new medication made the person
“drowsy,” no assessment for fall precautions had been done for the patient, and no
fall precautions were in place to protect the patient.45
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In 2003 at UHS-owned Laurel Heights Hospital in Georgia, an outbreak of
patient illness had occurred in a children’s unit of the hospital.46 A statement
from a nurse stated that the residents on that unit had been sick, but there was no
documentation that indicated that Medical Director had been informed of the
outbreak of an apparent respiratory illness. One resident had been feverish for
several days and on bed rest. On the morning of 4/6/2003 the child was
unresponsive with blue lips and labored breathing. The patient’s condition was
observed by nursing staff at 8:25am, but the patient was not brought to the
emergency room until 10:10am. There was no evidence that the patient’s
condition was assessed before being brought to the emergency room or that the
patient was assessed and monitored while being transferred. When the child
arrived at the emergency room, s/he was in an altered mental status, did not have
a gag reflex and his/her skin was cool and pale. The resident was diagnosed with
pneumonia upon his/her admission to the emergency room. The investigation
conducted by the State of Georgia also found that the UHS-owned facility had not
done a clinical review of the incident to ensure that patients would not be placed
in that kind of danger again.47



In 2006 at UHS-owned Rockford Center in Delaware, a patient was diagnosed
with bedsores and 7 days passed from the date of diagnosis without any record of
care of the bedsores in the nursing plan. There was no record of the patient’s
progress or response to treatment of his/her bedsores.48



In 2003 at UHS-owned Peachford Behavioral Health System in Georgia, a patient
was suffering from bedsores and the state inspector found no documented plan of
treating the patient’s bedsores or any documented evidence that treatment had
been provided.49



In 2003 at the UHS-owned Rockford Center in Delaware, the hospital was cited
for not fully implementing their hospital-wide Quality Assurance program. UHS
failed to comply with its policy for a Healthcare Peer Review Occurrence
Reporting System, which is done when an unusual event with a potentially
harmful outcome occurs that is not consistent with routine care or desired
operations. These forms were not being filled out by staff and there was no
corresponding occurrence form found in patients’ files.50



In Georgia, UHS facilities were cited for omissions or incomplete documentation
on Patients’ medical records in 12 separate inspections from 2001 to 2005.51



In 2003 at UHS-owned Timberlawn Mental Health System in Texas, a patient’s
treatment plan acknowledged his/her Post Traumatic Stress Disorder and
depression, but did not include care for his/her eating disorder, although the
patient’s extreme weight loss had been documented by a doctor and the patient
had discussed it with staff at the facility.52
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F) Inadequate and Ineffective Discharge Planning
Discharge planning is a critical component in mental health treatment and recovery.
Discharge planning is intended to be an individualized plan that assists patients in
accessing the medical care and social support services patients need in order to be
successful in recovery.53
A discharge plan may address a patient’s continuing mental health or substance abuse
care needs, medication, housing assistance, assist in applying for Medicaid or other social
support programs, education and transportation needs.54
Inadequate discharge planning is known to contribute to homelessness among people
with severe mental illnesses and/or substance abuse disorders.55
Discharge planning is a critical piece of suicide prevention. Research has shown that a
person who has attempted suicide has a higher risk of later dying from suicide.56 In order
to prevent this, patients and their families need to take steps to reduce the risks of selfharm and suicide, such as removing alcohol and guns from the home, and create a safety
plan that will help patients and their families to detect, prevent and effectively respond to
future attempts at suicide or self-harm.57
This makes discharge planning critical for a person’s survival.
Below are several reported incidents in which UHS-owned facilities’ failed to provide
patients with effective discharge planning.


In 2002 at UHS-owned Turning Point Hospital in Georgia, state investigators
found that the responsibility for discharge planning was not designated to
qualified staff. 58



In 2004 at UHS-owned Pembroke Hospital in Massachusetts, a teenager spent six
days hospitalized, with three of those days being a holiday weekend. Four days
after being released from the hospital the teenager hanged herself at her parent’s
house. Her mother has complained that the teen was discharged despite her
parents’ protests that it was too early. The mother also reports that she received no
explanation as to why her daughter was discharged, nor was she told all of the
symptoms described in her daughter’s medical record, including the teenager’s
repeated description of her plan to hang herself.59



In 2003 at UHS-owned Timberlawn Mental Health System in Texas, a majority of
patient records reviewed by the State were missing discharge summaries with a
description of the patient’s hospitalization and recommendations for appropriate
services and follow-up care.60



In 2003 at UHS-owned Peachford Behavioral Health System in Georgia, a
homeless person, without a support system, tested positive for cocaine was
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admitted to the facility. The patient’s treatment and discharge plan did not include
goals for addressing these significant barriers to discharge.61

G) Inappropriate Use of Seclusion and Restraints
Seclusion and restraints are not a treatment intervention, but a last resort response “to
violent behaviors that creates extreme threats to life and safety.”62 Staff of a behavioral
health facility should be trained in de-escalation techniques and interventions that can be
used at the earliest sign of a crisis so the use of seclusion and restraints is never
necessary.
The report, Achieving the Promise: Transforming Mental Health Care in America,
submitted by The President’s New Freedom Commission on Mental Health, states, “An
emerging consensus asserts that the use of seclusion and restraint in mental health
treatment settings creates significant risks for adults and children with psychiatric
disabilities. These risks include serious injury or death, re-traumatizing people who have
a history of trauma, loss of dignity, and other psychological harm.”63
The report goes on to say, “It is also inappropriate to use these methods instead of
providing adequate levels of staff or active treatment.”64
Research has shown that seclusion and restraints are used dramatically less when there is
an increase in staff to patient ratios and staff receives training and support from hospital
management.65
UHS has a record of providing behavioral health care that routinely uses seclusion and
restraints, without taking the proper steps to prevent or avoid these extreme interventions.


In June of 2006 at the UHS-owned Rockford Center in Delaware, a geriatric
patient was unnecessarily placed in a mechanical restraint (a gerichair) without a
physician order and without documentation that less restrictive interventions were
first tried. The patient developed a skin breakdown (bed sores) while s/he was at
the Rockford Center. Seven days passed from the date the bed sores were
diagnosed before any care was provided for the bedsores and recorded in the
nursing plan. There was no record of the patient’s progress or response to
treatment of her bedsores.66



In 2004 at the UHS-owned Rockford Center in Delaware, state regulators found
that the hospital failed to establish a system that would protect patients from
abuse and that hospital staff used a “non-therapeutic unapproved escort method,”
after a child complained that he/she had been “thrown to the floor” and forced to
the seclusion room by an employee. The child had a fresh blood injury on the
right side of his/her face and bruises around his/her eye. During the investigation,
the state also found that the Rockford Center’s policy on financial exploitation
and mistreatment did not conform to state law and the facility’s definition of
abuse and neglect were too broad and lacked specificity.67
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In 2002 at UHS-owned Laurel Heights Hospital in Georgia, a staff member
caused a child resident to break his/her arm by the utilization of an improper
behavioral management technique. A different staff member did not follow proper
procedures while administering an enema to the child resident.68



In 2004 at UHS-owned Spring Mountain Treatment Center in Nevada, a 14-year
old resident was admitted to the UHS facility with a diagnosis of bipolar disorder,
psychosis and oppositional behavior disorder. While the child was in seclusion,
she defecated on the floor of the seclusion room. The child resident told the state
investigators that she had repeatedly requested to be taken to the bathroom, but
her requests had been ignored by staff. The investigators found no evidence the
child was continuously monitored while she was in seclusion and the facility was
cited for failing to provide adequate documentation to establish that treatment
interventions were safe, proportionate and appropriate to the severity of the
child’s behavior. In a separate incident, a 15 year old female patient was
restrained by five members of staff and forcibly administered Thorazine. There
was no documentation that the parent’s of the resident were notified or that the
staff or the patient were debriefed.69



In 2003 at the UHS-owned McAllen Medical Center in Texas, a patient was kept
in soft restraints for 35 hours without a doctor order. A doctor then ordered that
s/he be kept in restraints for an additional 24 hours without first assessing the
patient face-to-face to determine that restraints were still necessary.70



In 2005, UHS-owned McAllen Medical Center and Heart Hospital in Texas was
cited for keeping a patient in restraints for two days without a doctor’s order.71

H) Disregard for Patient Rights and Protections
UHS facilities are regularly cited for patient rights violations ranging from not informing
patients of their right to discharge to failing to institute a grievance process for
investigating and responding to complaints.


In 2003 at UHS-owned Peachford Behavioral Health System in Georgia, UHS
violated patient right’s law when a patient advocate was never notified and the
patient’s concern was not resolved. The patient submitted a grievance to the
facility and a decision was made by the facility, but there was no documentation
that the person who submitted the grievance was ever notified.72



In 2002 at UHS-owned Anchor Hospital in Georgia, UHS was cited for failing to
document that patients had received a notice of their right to request discharge.73



In 2003 at UHS-owned Peachford Behavioral System in Georgia, UHS was again
cited for violating patient rights when a patient was not informed of her rights or
educated about her medications.74
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In 2004 at UHS-owned Spring Mountain Treatment Center in Nevada, UHS was
cited for not providing the parents or guardians of their adolescent patients with
the facility’s policy on the use of seclusion and restraints.75



In 2002 at the UHS-owned Rockford Center in Delaware, the hospital was cited
for failing to create a grievance process that dictated a specific time frame for
investigating, acting on and responding to patients’ complaints. Rockford Center
was also cited for failing to provide a written notice of the facility’s determination
regarding the grievances of some of the patients at the facility.76



In 2004 at UHS-owned Peachford Behavioral Health System, patient rights were
not displayed in all locations frequented by patients.77 In addition, the facility
failed to ensure that there was an effective system in place to protect patients’
right to confidentiality. A staff member disregarded a patient’s written
instructions and discussed confidential medical information with a family member
without the patient’s consent.78



In 2003 at UHS-owned Timberlawn Mental Health System in Texas, patient
confidentiality was violated when the biological mother of an adolescent patient
was allowed to have contact with the child and access to information about the
child’s treatment, despite the child’s guardians refusing to sign a release to allow
the biological mother access to the child. The adolescent’s guardians were
concerned that contact with the mother would cause the child’s illness to become
worse.79



In 2004 at UHS-owned Spring Mountain Treatment Center in Nevada, UHS failed
to report all serious injuries or other reportable incidents to the State Protection
and Advocacy Organization and to Medicaid. In addition, the UHS-owned facility
did not post the contact information for the State Protection and Advocacy
Organization where patients and their families could see it.80



In 2002 at UHS-owned Laurel Heights Hospital in Georgia, UHS was cited for
lacking documentation that it was complying with policies related to patient
restrictions.81



In 2004 the State of Delaware cited the Rockford Center for charging patients an
exorbitant amount of money to obtain a copy of their medical records, thereby
creating a potential to frustrate efforts by individuals to access their medical
records.82

I) Failing to Provide a Safe Patient Environment
In addition to not investing in adequate staff, UHS also has a record of failing to provide
clean and safe physical environments for people diagnosed with mental illness. UHS’
propensity for allowing their facilities to be dirty and fall into disrepair shows a disregard
for the basic right of people struggling with mental health issues to be cared for in an
environment that is safe and free from contamination.
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Since 2001, seven inspections done in UHS hospitals in Georgia and Delaware
have found that UHS has failed to maintain the building and treatment areas in a
manner that ensures patients’ safety and is free from contamination and soil.83
Violations range from a dirty nebulizer being used by patients at Laurel Heights
in Georgia, 84 to air conditioners in patients’ rooms with broken or missing covers
or the control buttons missing, water fountains covered in a brown slime-like
material, smoke detector covers missing with loose wires exposed and
baseboards coming off walls at Coastal Harbor Treatment Center in Georgia.85



In 2004 at UHS-owned McAllen Heart Hospital in Texas, a patient used a piece
of protective housing from an air handling unit as a weapon to administer a selfinflicted wound in an apparent suicide attempt.86



In a 2006 inspection of the UHS-owned Rockford Center in Delaware, holes in
the walls of patients’ rooms were found, along with 33 out of 36 windows in
patients’ rooms soiled with stains, dust and water marks. A seclusion room was
soiled with dust and reddish brown stains in the corner, a wet ball of tissues, a
thermometer probe cover and a chicken bone on the floor. Stains were also found
on the floor in the seclusion room on the children’s unit.87



In 2001 at UHS-owned Peachford Behavioral Health System in Georgia, the
facility was cited for failing to provide meals that met patients’ needs for patients
over the age of 65.88



In 2005, staff members from Peachford transported a suicidal patient to the
wrong hospital in a vehicle that did not have safety locks and allowed the patient
to sit in the front seat with access to the vehicle’s doors. 89

J) Patient Dumping
Emergency Medical Treatment and Active Labor Act (EMTALA) is a federal law that
provides that a person that presents with an emergency medical condition who is unable
to pay cannot be treated any different than a person who has health insurance. 90
The law outlines when a person can be refused treatment and when a person with an
unstable medical condition can be transferred from one hospital to another hospital. 91
The purpose of EMTALA is to prevent hospitals from refusing to treat patients or
transferring them to public hospitals because they are unable to pay or are covered by
Medicare or Medicaid. 92
UHS-owned facilities have been cited for EMTALA violations.


In January of 2005, a UHS-owned facility in Texas, Timberlawn Mental Health
System, was cited when an unstable suicidal patient was transferred without being
evaluated or stabilized and without notifying the receiving facility or sending the
patient’s medical records. One of the reasons indicated for transferring the patient
was that the person’s insurance was not accepted at Timberlawn.93
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In 2004, another UHS facility in Texas, Glen Oaks Hospital, received a 90-day
termination notice from the Centers for Medicaid and Medicare for a similar
incident that occurred in 2004.94
In March of 2005 at UHS-owned Peachford Behavioral Health System in
Georgia, a person came to the facility and reported that s/he had taken an
overdose of Xanax and consuming cocaine and marijuana. The person had come
to the facility because s/he was having suicidal and homicidal thoughts and had
attempted suicide a few days earlier. Arrangements were made for the patient to
be transferred to an appropriate facility for medical treatment, but the person was
dropped off at the Emergency Room at a different hospital. A Peachford Hospital
official admitted that the hospital had not done anything to prevent a
miscommunication like this from happening again. The person had been
transferred in a vehicle that did not have safety locks and had been allowed to sit
in the front seat with access to the vehicles door, putting the patient at risk. The
facility was cited for an EMTALA violation.95

IV. Putting Profits above the Interests of the Community
UHS’ profit driven model has forced communities to use their own resources to respond
to the emergencies that are created by UHS’ practice of understaffing and to fill in the
gaps when UHS eliminates services.
 In May of 2003, the Pembroke Police Chief met with the chief executive officer of
the UHS-owned Pembroke Hospital in Massachusetts to express his concern that
the hospital lacked adequate security staff needed to prevent and deter assaults.
Police had had to respond to a number of emergency calls from the facility. The
meeting occurred after an incident in which six female teenagers that were
receiving care at the facility attacked a female worker by throwing stones at her
and threatening to kill a mental health aide. A month earlier, police had responded
to an incident where a 79 year old patient had been knocked to the ground and
kicked several times by another patient. A few months prior to the meeting, a
doctor at the hospital had been severely beaten by a person receiving care at
Pembroke Hospital.96 During the previous year, a nurse had been severely beaten
by a patient and hospitalized for more than a week97and an ex-patient had been
charged with assault after punching a worker at Pembroke Hospital in the face.98
During the year before that, a nurse had been knocked unconscious and severely
beaten by a person receiving care at the hospital.99 In September of 2005 a patient
was charged with attempted murder after he allegedly attempted to choke a
nurse.100
 In 2004 in the midst of a mental health crisis, UHS’ Valley Hospital Medical
Center closed its profitable geropsychiatric unit, leaving the Las Vegas Valley
with only 18 beds to care for elderly persons with mental disorders. The decision
was called a “business decision,” by the chief executive officer of Valley Hospital,
who agrees that there is a need for geropsychiatric services, but, "the profit margin
just isn't there" for a small unit. This leaves public hospitals and emergency rooms
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left to care for the elderly who need psychiatric care. One nurse correctly asked,
"How much profit is enough when you are also supposed to have a social
responsibility?”101

V. Recommendations to Protect your Community from UHS
These documented violations highlight the dangerous consequences of UHS’ profitdriven business model of delivering behavioral health care. In 2005, UHS reported net
revenues of $3.9 million.102 UHS reports a profit margin of 24.7% for their behavioral
health facilities,103 meaning that UHS is earning 24.7 cents in profit off of every dollar
billed to people diagnosed with mental illness, while providing substandard care to
people who struggle with mental illness.
The systematic violations of behavioral health care standards documented in UHS
facilities across the U.S. have real life consequences for the people who receive care in
UHS facilities. In several instances, understaffing at UHS facilities has led to physical or
sexual assaults, the exploitation of people diagnosed with mental illness and, at times,
death. Quality behavioral health care cannot be provided in this kind of environment.
Before allowing UHS to take control of a behavioral health center in your community, we
urge you to investigate their record of understaffing and protect your community by
instituting enforceable safeguards and other conditions to ensure that children, adults and
elderly people who struggle with mental illness and their families receive the quality care
they deserve. The following are some steps you can take to ensure that the most
vulnerable members of your community are protected.
 Carefully review all Certificate of Need requests. Investigate the level of quality
care that UHS provides in its behavioral health facilities across the country. Talk to
mental health advocates and community members to learn about their experiences
with the provider and the impact that poor quality health care has on their lives and
the lives of their families. Critically examine the documents that UHS submits for
review to ensure that they are disclosing their plans for fulfilling staffing needs and
quality measures in their proposed facility.
 Require staffing ratios for licensure. Impose enforceable staffing ratios on UHS
facilities to ensure that they maintain appropriate levels of staff in their facilities.
 Require documented training and certification of UHS employees. To ensure that
UHS employees are receiving the education and support they need to provide safe
and effective behavioral health care, require that employees receive semiannual
trainings in issues that impact behavioral health care delivery, with an emphasis on
crisis management and the use of seclusion and restraints.
 Require that patients be involved in developing their recovery plan. Require that
patients and their families or members of their support system be actively involved in
developing the patient’s treatment and discharge plan, or recovery plan. Require
documentation, such as written identification of what they feel are the barriers to
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recovery by the patient and members of the patient’s support system, to ensure that
the patient is having his/her needs addressed and is actively involved in the
development and assessment of his/her recovery plan.
 Require that patients and family members sit on the board of UHS facilities.
Require that members of the mental health community, both patients and family
members, sit on the board of behavioral health facilities. The patients and family
members who sit on the board should be appointed by advocates, such as the local
chapter for the National Alliance for the Mentally Ill.
 Require transparency in the behavioral health care that UHS provides. Require
quality measures, such as the frequency that seclusion and restraints are used; the
number of events which lead to patients or staff members being abused, endangered
or significantly harmed; and staffing levels be made publicly available and easily
accessible to mental health consumers. Hold UHS facilities publicly accountable for
the care they provide to patients, family members and the community.
 Require that UHS facilities provide care to the uninsured. Require that UHS
facilities provide a set amount of charity care to members of the community and have
the facilities report the amount of charity care they provide.
 Actively involve mental health advocates, patients and family members when
reviewing a UHS Certificate of Need proposal and setting conditions. Mental
health advocates, members of the mental health community and family members are
experts in navigating the behavioral health system and protecting the civil rights and
human rights of people diagnosed with mental illness. Use their expertise to create
conditions for UHS facilities that will effectively protect the rights of mental health
consumers in your community.
 Involve consumers in annual evaluations of services provided by UHS facilities.
Develop teams of consumers to operate satisfaction assessment teams at UHS
facilities.
 Require a public review process when UHS is planning to change the existing
behavioral health services provided at its facilities. Patients, consumers, family
members, workers and advocates should be actively engaged in the public review
process.
 Track the use of seclusion and restraints. Develop a mechanism to report deaths
and serious injuries resulting from the use of seclusion and restraints. Investigate
these incidences and actively track seclusion and restraint use.104
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