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My name is Shirley Genn. I am a recent retiree and served as Executive Director and also as Director of Public Policy Education of the Brooklyn-wide Interagency Council of the Aging (BWICA) for 22 years. I am addressing this Committee as a family member representing my sister who resides in a nursing home in Brooklyn. I am also representing the concerns and aims of BWICA.

My comments are, of course, personal, but I have taken great care to prepare this testimony so that it honestly and accurately reflects what my sister and I have experienced and observed.

I thank you sincerely for the opportunity to address you regarding DOH’s review and oversight system in this nursing home and will answer any questions you may have. This is extremely personal and painful. I am deeply and tearfully concerned about my findings.

On Friday, -May 13, 2005, at my request, I was given a copy of the most recent report (3/28/05) of DOH. Once again (I had read a prior report), I was shocked at the report’s inadequacy.-
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My sister entered the nursing home at the end of February, 1004. She has Parkinson’s disease and was 92 years old. She was frail and unsteady on her feet. She was still speaking and feeding herself, but not with ease. My sister was scheduled to receive massages and some simple exercises. Within a few months, without informing the family, all treatments were discontinued. Her fingers stiffened. She no longer walked and could no longer feed herself.

Today, my sister is frozen in place. She sits in a wheelchair, arms permanently bent at the elbows. She cannot move her fingers and expresses great pain when her fingers are touched. She rarely speaks. When put to bed she remains in a sitting position, placed on her side. Her deterioration has been unbelievably rapid and I am sincerely distressed because I feel lack of appropriate care hastened her decline.

My sister developed large pressure (bed) sores on each buttock. On several occasions I complained that she was not moved nor was her position changed frequently enough to prevent pressure sores. She had to remain in bed, isolated, for several weeks. She was unable to call or ring for help.

My sister is changed after lunch (about 2:00 P.M.). That means that she was probably not changed nor moved in her chair since breakfast. Aides do tell me that she is sometimes taken out of bed later in the morning than planned due to absentees on those days and there are not enough aides.
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The aides, on the whole, seem to be kind and gentle. The understaffing, complicated by poor supervision and training cause serious problems in terms of quality of care. It is terribly distressing if you see the resultant damage and pain to your loved one.

I discovered the aides were putting my sister in bed after her lunch change — for the day! Aides said it was because they were understaffed. My sister was asked her preference by an aide in my presence and gave the aide a resounding “No” to being put to bed. I now try to stay until after she is changed to ensure that she is put back in the wheelchair, frequently over the initial objections of staff

My sister’s live-in-aide (for several years at home) said that my sister had most of her teeth when taken into the Home. That supports my knowledge and that of other family members. A few months ago I noticed that several of her teeth were very loose arid many teeth were missing. The doctor never checked; she was never sent to the dentist. I took her to the Home dentist who said several teeth had to be extracted because she could choke on a loose tooth. (We were fortunate it hadn’t happened until now.) I had her checked after those teeth were removed, again without doctor involvement, and more teeth were extracted. This week I found a chipped tooth became half a tooth. She now has about S or 9 teeth left.
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My sister’s wheelchair has been inappropriate or broken at times. She almost always slides in her chair. I took her to the therapist repeatedly and he has worked to make corrections. However, too frequently, aides do not follow through by continuing to use the correct bolsters and pillows, etc. When used incorrectly, they sometimes exacerbate her condition and cause her pain due to the contractions that are part of her condition. Where is supervision? Where are monitoring and oversight? It takes my breath away. Is this not abuse by neglect?

I decided to request an interview with DOH staff during their survey. 1 was sent to the room assigned to DOH. Approximately 4 DOH staff were present. The group “Leader” informed me that she was taking me to another office for our meeting. I asked to meet there with the entire group because I really wanted to share my concerns with them. She refused to permit it. Her attitude made me feel uncomfortable and suspicious. I felt it might be unsafe to speak freely.

The “Leader” took me to an office and directly opposite that of the CEO of the Home. I felt it was selected to intimidate me and that her major interest was to protect the Home. However, I did give her a few complaints.

One complaint I believe dealt with the inadequacy of weight measurement. I requested my sister’s weight and learned she lost 10 lbs. in one month. No one took the initiative to inform me. The nurse told me that weights were frequently undependable and inaccurate. I believe I also mentioned the pressure sores.
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At the end of the interview, I left the office. The CEO had her door open and called a greeting out to me to be sure I know “the score”. She made me feel that she wanted me to know that my complaints to the DOH would end there. I certainly felt my sister was vulnerable,

There was never any follow-up, to my knowledge, by the DON to me personally nor on the floor. The survey findings made no mention of any quality of care problems.

The DOH survey did cite the Home for non-compliance in relation to safety. The Report stated that DOH was refused admittance by the Home Administrator so they could review and evaluate the safety of some building areas under renovation. The Report said that the Administrator refused admittance to DOH personnel because of “insurance liabilities”. What’s more important, patient safety or avoidance of insurance liabilities? A page included in the Report stated that a Waiver was at the end of the report. I found none. I asked the Administrator to let me read the Waiver. He adamantly refused.

To summarize, in my judgment:

• There is no adequate and effective DON oversight.

• There is no effective identification of problems relating to quality of care. No problems were even noted! Is this reasonable in one of the largest nursing homes in the city?

• There is no change in correcting, or even identifying serious and systemic problems that I have seen to my knowledge.
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• The major obstacle to improving DOH’s ability t improve its effectiveness strongly appears to be its willingness to cooperate with the Administration. I strongly feel it fails to fulfill its obligation to provide patients care. I noted no appropriate citations. Is the fox guarding the hens? Who will protect your parents or your brother or sister? Who will protect you and me?

Thank you, for your time and patience. I hope to find responsiveness from this Committee and ultimately the N.Y. State Legislature and the Governor regarding quality of care, safety, etc. in New York State’s nursing homes.

Respectfully submitted,
Shirley Genn
