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Disability Rights DC at University Legal Services 
  

 Since 1996, Disability Rights DC at University Legal Services (DRDC), a private, non-profit 

legal service agency, has been the federally mandated protection and advocacy (P&A) program for 

people with disabilities in the District of Columbia.  DRDC has the authority to investigate allegations 

of abuse and neglect of people with disabilities throughout the District in accordance with the 

congressional mandate under the P&A laws, 42 U.S.C. §§ 10801 et seq.; 42 U.S.C. §§ 15043; 29 U.S.C. 

§§ 794e et seq.; 42 U.S.C. § 300d-53.  Pursuant to the P&A laws, DRDC also has access to facilities in 

the District providing psychiatric care and treatment and can monitor these facilities for compliance 

related to consumer rights and safety.  42 C.R.F. § 51.42.  In addition, DRDC provides legal advocacy 

to protect the civil rights of District residents with disabilities. 

 

 DRDC staff directly serves hundreds of individual clients annually, with thousands more 

benefiting from the results of investigations, institutional reform litigation, outreach, education and 

group advocacy efforts.  DRDC staff addresses client issues relating to, among other things, abuse and 

neglect, community integration, accessible housing, financial exploitation, access to health care 

services, discharge planning, inclusion and special education, and the improper use of seclusion, 

restraint and medication.   
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I. INTRODUCTION 

 

On June 21, 2017, staff persons from Disability Rights DC (“DRDC”) conducted an hour 

and a half long monitoring visit at Seton House, the inpatient psychiatric unit at Providence 

Hospital.1 DRDC staff was alarmed by the conditions on the unit.  Flies trailed behind a patient as 

he walked out of the filthy, foul-smelling bathroom and into the hallway.  He smelled strongly of 

urine and struggled to keep up his pants after having his belt taken away.  Only a few feet away, 

in the day room, trash and food waste were scattered around.  Another patient was lying on the 

cold, dirty floor, completely covered by a white sheet.  Above her, the television blared loudly into 

the space.  The only outside light was obscured 

by dirt and debris before hitting the marred walls 

with peeling paint.  Trash cans overflowed; the 

smell of urine wafted down the entire length of 

the ward.  All the while, most of the staff 

remained in the glass-enclosed nurses’ station 

situated down a corridor, unable to see the day 

room.2 

 

DRDC filed a complaint regarding these 

observations with the D.C. Department of 

Behavioral Health (“DBH”) on July 5, 2017.3  

On July 8, 2017, DRDC filed the complaint with 

the D.C. Department of Health (“DOH”).4  

However, during subsequent visits to the unit, 

DRDC continued to observe very poor 

conditions.5 For example, on August 18, 2017, the unit was 

exceptionally dirty and smelled of urine.  The floors were 

littered with trash and food crumbs.  The chairs had crumbs 

and specks of debris on them.  The ceiling was dripping and 

had missing tiles.  The column/pillar in the day room had a 

large hole in it.  A patient complained he had not been able to 

eat breakfast that morning because the food was cold and he 

wasn’t allowed to heat it up in the microwave.  He said that 

when he complained to staff, they did not listen and that he 

could barely get their attention.  He said that he was feeling 

ill that morning, but the staff just dismissed the fact that he 

felt ill.  He just “laid there sick without any help.”  Eleven 

patients were in hospital gowns.  One patient had a sweatshirt 

over his gown, his gown was very short, and he was wearing 

                                                           
1 Seton House is part of the Providence Hospital system.  It is a separate building located on the hospital campus.  In 

addition to an inpatient psychiatric ward, it offers inpatient and outpatient services.   
2 DRDC Monitoring Visit on 6/21/17. 
3 DRDC Letter to the Deputy Director of Accountability, July 5, 2017. 
4 DRDC complaint filed on DOH online Complaint /Incident Report Form on July 8, 2017. 
5 See Attachment A, Summary of DRDC Monitoring Visits. 

A patient lies on the day room floor completely covered by a 
sheet.  Nearby, the table is covered with trash and uneaten food. 

Brown soiled linens overflow from the hamper.  
Wet towels are on the floor. 
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socks without shoes.  A staff community meeting leader was dismissive of patients’ concerns.  

Other staff were talking loudly to each other and disrupting the group.6   

 

District regulatory agencies are responsible for oversight, monitoring, and investigations 

of in-patient psychiatric units within the District’s hospitals, ensuring not only that the hospital’s 

building conditions are safe and sanitary, but also that District residents receive safe and 

therapeutic psychiatric care.  The District’s Department of Health and Department of Behavioral 

Health failed to do so in their oversight, or lack thereof, of Seton House.  It is essential that the 

District securitize its mistakes in its oversight of Seton House – mistakes that allowed the 

unacceptable conditions at Seton House to continue without sufficient corrective action.  

 

As the designated protection and advocacy system for the District, DRDC has broad 

authority to “investigate incidents of abuse and neglect of mentally ill individuals if the incidents 

are reported to the system or if there is probable cause to believe that the incidents occurred.”7  

After receiving complaints about the conditions and treatment at Seton House and observing 

unacceptable conditions during our monitoring visits, DRDC initiated heightened monitoring of 

the conditions at Seton House.  During our monitoring visits, DRDC voiced complaints to Seton 

House staff.  Further, DRDC met with the Seton House administration multiple times during 

several years in an effort to resolve patient complaints and facility conditions issues.  Additionally, 

DRDC filed grievances and initiated individual investigations; however, the unacceptable 

conditions have persisted.8  

 

For example, DRDC met with Providence’s Director of Behavioral Health and other 

hospital staff on May 22, 2015, to raise concerns that had arisen from DRDC monitoring visits, 

consumer complaints, and a seclusion and restraint investigation conducted by DRDC staff.  The 

hospital agreed to make some adjustments, including agreeing that clinical staff should be present 

on the unit at all times and that staff would reduce the time that patients were forced to wear 

gowns.9  However, observations during our subsequent monitoring visits revealed that consistent 

implementation of the changes did not occur.10 

 

In this report, DRDC describes long-standing systemic failures at Seton House, both 

observed and reported by Seton House patients, including substandard environmental conditions, 

inadequate care and treatment, failure to protect patients’ rights, and failure to adequately address 

patients’ complaints and grievances.  Seton House staff recently informed DRDC that Seton House 

will close in October 2017.  It is critical that the patients who are currently hospitalized there 

receive appropriate care and treatment.  In addition, DRDC asks the District to 1) address the 

reasons its oversight agencies did not take appropriate and necessary action to prevent the 

conditions described, and 2) take immediate steps to ensure the public a) that Seton House is safe 

until it closes, and b) that other District hospitals with inpatient psychiatric wards are safe and 

provide adequate treatment in accordance with District law.   

 

                                                           
6 DRDC Monitoring Visit on 8/18/17. 
7 42 U.S.C. § 10801 et seq. 
8 Grievance filed on 6/9/17; Grievance filed on 6/22/16. 
9 DRDC meeting with Providence Hospital on 5/22/15. 
10 See Attachment A, Summary of DRDC Monitoring Visits. 
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II. DANGEROUS, SUBSTANDARD CONDITIONS AT SETON HOUSE 

 

Since July 2015, DRDC has conducted numerous monitoring visits on the inpatient 

psychiatric unit at Seton House.11  During these visits, we observed serious environmental 

concerns as well as inadequate care and treatment provided by the clinical staff.12  In addition, 

multiple patients complained to DRDC of unsanitary, dirty environmental conditions.13  One 

patient reported to DRDC that she found the condition of the unit “shocking.”14  Patients also 

complained that they felt unsafe on the unit and that there were not enough staff present in the 

dayroom and other patient areas to provide adequate oversight and treatment.15  Multiple patients 

also reported that their basic rights had been violated by the staff at Seton House.16  The following 

sections detail both our observations and patient complaints of the unclean, unhealthy 

environmental conditions, inadequate care and treatment, and patients’ rights violations at Seton 

House.  

 

A. UNCLEAN, UNHEALTHY ENVIRONMENTAL CONDITIONS 

 

During many of our visits, the bathrooms were dirty and had a strong odor of urine.17  On 

one visit, DRDC observed soiled towels piled on top of a full laundry hamper.18  On another visit, 

old urine was sitting in a toilet.19  On other visits, shower stalls were dirty with trash on the floor 

of the stall.20  Trash was overflowing from the bathroom trash cans with gnats and flies hovering 

around them.21  Bathroom and shower stalls had no shower curtains and doors, or shower curtains 

were on the floor.22  A patient complained to DRDC that he fell in the bathroom because there was 

water on the floor.23  During one visit, two patients complained that the bathrooms were so unclean 

they scrubbed the stalls themselves before using them.24  During another visit, a patient complained 

that the toilet stall did not have a door, the bathroom was dirty, the bathroom trash cans were 

overflowing, and gnats were flying outside the men’s bathroom.25   

                                                           
11 DRDC has conducted monitoring visits and received patient complaints for many years.  This report will focus on 

July 2015 to the present.    
12 See Attachment A, Summary of DRDC Monitoring Visits. 
13 Id.   
14 DRDC Monitoring Visit on 2/2/17. 
15 See Attachment A, Summary of DRDC Monitoring Visits. 
16 Id. 
17 Id. 
18 DRDC Monitoring Visit on 3/17/17. 
19 DRDC Monitoring Visit on 6/21/17. 
20 See Attachment A, Summary of DRDC Monitoring Visits. 
21 Id. 
22 Id. 
23 DRDC Monitoring Visit on 07/29/15. 
24 DRDC Monitoring Visit on 12/29/16. 
25 Grievance filed on 6/9/17. 
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A strong urine smell permeated 

the unit on multiple visits.26  The day room 

floors were often littered with trash and 

food crumbs.27  The tables in the day room 

were dirty with food crumbs and trash and 

sticky with old food.28  Trash cans were 

overflowing with trash.29  During one 

visit, old, used Styrofoam food trays were 

stacked next to full trash cans.30   

 

On another visit, used gowns and 

trash were in chairs in the day room and 

group room.31  A patient reported that the 

trash cans in the dayroom were overflowing and that there was trash 

on the floor of the dayroom.32  Another patient reported that a staff 

person asked her to strip the sheets off of her bed prior to discharge, 

and when she complied, she noted that the linen bag was overflowing 

with dirty linen.33  During visits, we noted that walls throughout the 

unit were scuffed, dented and damaged, with chipped, peeling 

paint.34  During one visit, water was leaking from the ceiling and tiles 

were missing from the ceiling.35  A column in the day room had a 

large hole in it.36  During another visit, soaking wet towels were 

underneath a leaking water fountain.37    

 

On several occasions, DRDC noted that the unit was 

exceedingly warm.38  A Seton House staff person informed DRDC 

that the unit is “either too hot or too cold.”39 

 

                                                           
26 See Attachment A, Summary of DRDC Monitoring Visits. 
27 Id. 
28 Id. 
29 Id. 
30 DRDC Monitoring Visit on 2/7/17. 
31 DRDC Monitoring Visit on 6/21/17. 
32 Grievance filed on 6/9/17. 
33 Id.  
34 See Attachment A, Summary of DRDC Monitoring Visits. 
35 DRDC Monitoring Visit on 8/18/17. 
36 Id. 
37 DRDC Monitoring Visit on 2/7/17. 
38 See Attachment A, Summary of DRDC Monitoring Visits. 
39 DRDC Monitoring Visit on 4/1/16. 

A bathroom trashcan 
overflowing with trash 
and surrounded by gnats. 

 

A shower stall with trash.  The tiles 
are stained and dirty. 

. 

A bathroom stall without a 
door.  A toilet with old urine. 

A bathroom trash can 
overflowing with trash. 
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In addition to the dirty and unsanitary 

condition of the inpatient psychiatric unit, the 

physical setup of the unit is also dangerous.  The 

nurses and other staff are literally walled off from 

patient care.  The nurses’ station is located down a 

corridor and is enclosed in glass, preventing nursing 

staff from readily viewing either the hallways or the 

day room, cutting off the ability to see and hear 

patient activity.  With few exceptions, during our 

monitoring visits, most of the nursing staff spent their 

time in the nurses’ station, leaving the patient areas 

inadequately monitored.40    

 

B. INADEQUATE CARE AND TREATMENT 

 

Patients at Seton House are often experiencing a mental health crisis, therefore inadequate 

staff monitoring and observation of the patient areas puts all of the patients on the unit at great 

risk.  During most of our monitoring visits, DRDC consistently observed that minimal or no 

nursing staff were present in the patient areas.41  DRDC also received multiple complaints from 

patients who felt unsafe due to inadequate staff presence in the patient areas.  Two female patients 

reported that they were too afraid to take a shower, one noting that she was afraid of being raped 

or assaulted in the bathrooms where no nurses, staff, or security personal could observe the 

                                                           
40 See Attachment A, Summary of DRDC Monitoring Visits.  During DRDC’s recent monitoring visits on 8/17/17 

and 7/25/2017, DRDC did observe that nursing staff were in the dayroom observing the patients and responding to 

their questions.  
41 Id. 

Chairs in the group room are covered with discarded 
gowns and trash. 

 

A door frame scuffed and covered in peeling paint. 

The windows in the day room are covered in dirt and 
debris. 
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entrance or hear an attack.42  She also overheard a female patient complain to staff that a man 

walked into the bathroom and observed her while she was naked and taking a shower.43   

 

Other patients complained of potentially dangerous and traumatic incidents that they 

attributed to inadequate staff in the patient areas.  One patient reported that a male patient in a 

gown exposed his penis and masturbated closely in front of her while she was in the day room.44  

She reported that the dayroom was not adequately staffed at the time.45  Another patient reported 

that his roommate cussed and threatened him and then pushed him, causing him to fall onto his 

walker and hit his head, neck, and elbow.46  A patient reported that she observed multiple disputes 

between patients regarding the television channel and that two patients were yelling at each other 

and striking each other with their fists.47  She also observed a patient rip the phone out of the wall 

and run down the hall with it.48  During one monitoring visit, a patient, with a gash on her head, 

reported that another patient had “bashed her head in.”49     

 

During multiple visits, DRDC observed that staff failed to intervene adequately, or at all, 

when patients were agitated or upset.50  During one visit, DRDC observed two patients arguing.  

A third patient was agitated and walked over to one of the arguing patients and started to scream 

at him.  She eventually walked away and out of the day room.  At the same time, another patient 

was yelling loudly at the staff behind the nursing station.  No staff attempted to deescalate or speak 

with the patients.  The Registered Nurses (“RNs”) remained in the nursing station.  When another 

patient was actively upset, staff did not assist him, but told him to go sit down in the day room.51  

Patients also expressed concerns to DRDC regarding staff interactions.  One patient reported that 

patients were either in their rooms, wandering around the unit, or in the dayroom without staff 

supervision.52  The patient complained that it was not clear what each staff member’s role was or 

what staff members were supposed to be doing.53   

 

DRDC has grave concerns regarding the minimal RN presence and supervision in the 

patient areas.  Our observations consistently revealed that until our recent visits, the RNs on the 

unit spent the vast majority of time behind the nurses’ station.54  Interactions that did occur were 

often brief, non-therapeutic and, at times, disrespectful.55  During an hour and a half visit, DRDC 

observed that the two RNs who came into the dayroom did not interact with patients.  One briefly 

entered the hallway to loudly announce that she was “going on break” to another staff.  Another 

                                                           
42 Grievance filed on 6/9/17; Grievance filed on 6/22/16. 
43 Grievance filed on 6/22/16. 
44 Id. 
45 Id.   
46 Complaint filed on 5/28/15 
47 Grievance filed on 6/22/16. 
48 Id. 
49 DRDC Monitoring Visit on 10/14/16.  She would not tell DRDC anymore about the incident. 
50 See Attachment A, Summary of DRDC Monitoring Visits. 
51 DRDC Monitoring Visit on 3/24/17. 
52 Grievance filed on 6/9/17. 
53 Id. 
54 See Attachment A, Summary of DRDC Monitoring Visits. 
55 See id.  D.C. law provides that all mental health consumers shall be treated with dignity and respect.  D.C. Code § 

7-1231.04. 
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RN came into the dayroom only to speak with DRDC.56  During another visit, DRDC noted that a 

Seton House staff was yelling at an agitated patient who appeared frustrated and indicated that she 

wanted to go home.57  One patient reported that when she asked a nurse for a form to allow her 

friend to contact her, the nurse told her that such a form did not exist.  When she asked again, the 

nurse replied, “If you keep acting out, you will get sent to St. Elizabeths Hospital.”58  Another 

patient reported that after she asked the nurse for a print out of her medications, the nurse ignored 

her request and told her she was not to be near the door to the nurse's station.59  Another patient 

reported to DRDC that that staff “yelled and cursed” at patients.60   

 

During some visits, the unit appeared chaotic, and no staff were assisting patients.  For 

example, upon arrival on the unit for one visit, DRDC observed that a patient was repeatedly 

yelling another patient’s name loudly and yelling that the patient had a phone call.  Another patient 

appeared very preoccupied, dancing around the unit.  Another patient was speaking very loud, 

unintelligible phrases.  The patient appeared disheveled, his pants were falling down below his 

waist, and he was barefoot.  Several patients were in hospital gowns and another patient was also 

barefoot.  The television was very loud, and one patient was eating Dorito chips from a bag and 

spilling many crumbs on the floor.  Yet no clinical staff were present in the day room to provide 

assistance or care and treatment to these patients.61  

   

On many visits, the scheduled groups did not occur.62  Multiple patients complained that 

scheduled groups were not held or that the groups were not helpful or therapeutic.63  A patient 

complained that there is little to do on the unit and that groups are offered only occasionally.64  On 

one occasion, DRDC observed that staff members leading the group were dismissive of patients 

who attempted to participate.65  Other staff persons disrupted the group by talking loudly to each 

other.66  On multiple occasions, DRDC had to request that staff lower the television volume so 

DRDC staff could present information to the patients.   

 

C. COMPLAINTS OF VIOLATIONS OF PATIENT RIGHTS 

 

Patients have reported multiple incidents of violations of basic rights guaranteed to mental 

health consumers under D.C. law.67  For example, a patient reported that staff forcibly injected 

him with a medication and placed him in the seclusion room.68   

                                                           
56 DRDC Monitoring Visit on 6/21/17. 
57 DRDC Monitoring Visit on 12/29/16. 
58 Grievance filed on 6/22/16. 
59 Grievance filed on 6/9/17. 
60 DRDC Monitoring Visit on 9/8/16. 
61 DRDC Monitoring Visit on 3/17/17. 
62 See Attachment A, Summary of DRDC Monitoring Visits. 
63 Id. 
64 DRDC Monitoring Visit 7/29/15.   
65 DRDC Monitoring Visit 8/18/17. 
66 Id. 
67See Grievance filed on 6/9/17; Grievance filed on 6/22/16; Complaint filed on 5/28/15. 
68 DRDC requested and reviewed this patient’s records for an investigation.  The records indicated Seton House staff 

violated multiple D.C. law requirements for restraint and seclusion.  For example, the records did not contain a 

doctor’s order for a chemical restraint, nor did they contain evidence staff employed less restrictive alternatives prior 
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  DRDC received several complaints from patients stating they had observed Seton House 

staff threatening them or other patients with seclusion and restraint.69  One patient reported that 

staff told her that she would be placed in the quiet room if she did not apologize to the nurse for 

slamming her door.70  The same patient observed a distressed patient frequently pacing up and 

down the hallway and repeatedly asking staff for juice and a snack.  A staff person rudely 

responded to the patient, “Snack time is over.  You have two choices.  You can go to your room 

or you can go to the quiet room.”  She also observed a patient who refused staff’s request to get 

out of a chair.  The staff replied, “If you don’t get out of the chair, you will have to go in the quiet 

room.”71   

 

In addition to seclusion and restraint violations, patients have reported numerous other 

serious rights violations.  A patient reported that, after a nurse confiscated her cell phone, two male 

security guards, an RN, and the nurse manager searched her room and discovered her cell phone 

charger and a vaping device.  The nurse then forced her to strip off all her clothing, undergarments 

and her wig, confiscated all of her clothing and gave her blue paper scrubs to put on.72   

 

On almost every monitoring visit, DRDC observed multiple patients in hospital gowns or 

blue paper scrubs, in violation of D.C. law.73  Numerous patients have reported that they were 

denied their legal right to wear their own clothing.74  One patient emphasized how wearing gowns 

made her feel exposed because hospital gowns do not provide adequate coverage for her body.75  

A patient wanted his own clothes, but he was told by staff that his clothes would not be returned 

until he saw the doctor.76 

 

On several visits, unit staff did not answer when DRDC pressed the buzzer that connects 

to the unit.  A patient reported that her therapist and visitors had difficulty gaining access to Seton 

House to visit her.  Her therapist reported that she came on two separate occasions and was not 

able to gain access and that visitors had to wait an excessive amount of time after visiting hours 

had started.77  In addition, the entrance to Seton House is foreboding.78  The building is old and 

run down.  The metal door is scuffed and the call boxes are rusty.79   

                                                           
to the restraint.  See D.C. Code § 7-1231.09 (c)(2), (f).  (DRDC requested the records on March 4, 2017.  Despite 

multiple follow up requests, DRDC did not receive the records until over four months later, on July 27, 2017.)   
69 D.C. law specifies that all mental health Consumers have the right to be free from seclusion and restraint of any 

form that is not medically necessary or that is used as a means of coercion, discipline, convenience, or retaliation 

by staff.  D.C. Code § 7-1231.09(a).  (Emphasis added.)  
70 Grievance filed 6/9/17. 
71 Id. 
72 Grievance filed 6/9/17. 
73 D.C. law explicitly provides that mental health consumers have the right to wear their own clothes unless a 

physician determines and documents in the consumer's clinical record that specific limitations on these rights are 

necessary for a clinical purpose.  D.C. Code § 7-1231.04(e)(4).  See also Attachment A, Summary of DRDC 

Monitoring Visits. 
74 See Attachment A, Summary of DRDC Monitoring Visits. 
75 Grievance filed on 6/22/16. 
76 DRDC Monitoring Visit on 9/18/15. 
77 Grievance filed on 6/9/17. 
78 In addition to an inpatient psychiatric facility, Seton House has inpatient and outpatient substance abuse services.  
79 DRDC Monitoring Visit on 6/21/17. 
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The metal entrance door is cuffed 

Multiple patients complained that staff did not inform them of their legal status.  For 

example, a patient complained that she went to court and was told that she could leave.  She said 

that she did not understand why she was still in the hospital.80  Another patient did not understand 

her legal status.  DRDC staff learned that she was a voluntary patient, but the patient was not aware 

of this fact.81 

                                                           
80 DRDC Monitoring Visit on 6/22/16. 
81 Id. 

The Seton House building is old and run down. 
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 Providence Hospital is required to protect the basic rights of the patients admitted to their 

inpatient psychiatric unit.  Threatening to restrain and/or seclude a patient as punishment or to 

coerce is not only illegal,82 it is traumatic and frightening.  The patients at Seton House are entitled 

to be treated with dignity and respect.83  They should receive adequate care and treatment.  

Moreover, the District’s agencies are mandated to oversee the hospital to prevent abuse and 

neglect.  The District must investigate its failure to do so and identify and correct systemic 

problems to ensure that Seton House, as long as it remains open, as well as, other psychiatric units 

in other hospitals, meet the standards and requirements of D.C. law.  

 

III. D.C. REGULATORY AGENCIES’ FAILURE TO PROTECT SETON HOUSE 

PATIENTS.  

 

 The unacceptable environmental conditions and treatment at Seton House are in part a 

result of the failure of D.C. regulatory agencies to take adequate steps to protect patients receiving 

inpatient psychiatric services at Seton House.  The two District agencies that are charged with this 

responsibility -- DOH and DBH -- have failed to adequately monitor services at Seton House and 

have failed to ensure that Seton House take appropriate corrective action to correct violations of 

D.C. law and patient care standards.  Although DOH surveyed Seton House annually, it failed to 

ensure that Seton House adequately and permanently correct environmental violations.  Further, 

DBH has failed to adequately monitor Seton House despite its role as the mental health authority 

and its contract with Seton House to provide services for involuntary hospitalizations.   

 

A. DOH FAILED TO ENSURE THAT SETON HOUSE ADEQUATELY 

CORRECT ENVIRONMENTAL VIOLATIONS  

 

 DOH surveys Seton House as part of its annual survey of Providence Hospital.  DOH is 

required to conduct on-site inspections of hospitals to determine compliance with statutes and rules 

governing that particular hospital prior to the expiration of a hospital’s license.84  In addition, DOH 

is required to send a written report of findings no later than fifteen days from the conclusion of the 

inspection.85  DOH may require hospitals to submit a written plan of correction to abate 

deficiencies cited86 and can take adverse action against hospitals that are found to have “life 

threatening deficiencies or a continuing pattern of deficiencies which pose a serious threat to the 

public’s health and safety.”87  

 

 In its 2015 survey of Seton House, DOH noted that “[b]ased on observations during the 

survey period, it was determined that Housekeeping and Maintenance Services were not adequate 

to ensure that the facility is maintained in a safe and sanitary manner.”88  Both the 2015 and the 

2016 surveys note a series of specific findings about Seton House’s failure to provide necessary 

                                                           
82 D.C. Code § 7-1231.09. 
83 D.C. Code § 7-1231.04(a). 
84 D.C. Mun. Regs. tit. 20 § 2005.1.   
85 Id. at § 2005.2. 
86 Id. at § 2005.4.  
87 Id. at § 2005.3. 
88 2015 Health Regulation & Licensing Administration, Providence Hospital Survey, page 87 (8/7/2015). 
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housekeeping and maintenance to protect the health and safety of patients.89  Although Seton 

House notes a plan for correction of the housekeeping and maintenance violations, it is clear that 

Seton House failed to adequately correct the continuing pattern of environmental violations as is 

evidenced by DRDC’s repeated and consistent findings of environmental violations during 

monitoring visits.90  It is concerning that DOH did not ensure that Seton House adequately 

remedied the environmental violations despite being aware of the environmental conditions at 

Seton House since at least 2015.  

 

B. DBH FAILED TO ADEQUATELY CONDUCT OVERSIGHT OF SETON 

HOUSE  

 

As D.C.’s mental health authority, DBH is required to conduct oversight and regulate 

mental health services and supports in the District.  According to the Department of Mental Health 

Establishment Act,91 DBH shall “arrange for, or if necessary directly provide, inpatient mental 

health services for all persons identified to the Department who meet criteria for admission for 

such services.”92   

 

DBH limited the District’s role in providing direct inpatient care by greatly reducing the 

census at St. Elizabeths.  DBH has entered into contracts with several community hospitals to 

provide this inpatient care, including Providence Hospital.  However, DBH cannot adequately 

ensure its contracts are being appropriately fulfilled if it does not take steps to monitor institutions 

where those contractual services are provided.  DBH’s own contract with Seton House states that 

“DBH shall oversee and monitor the provision of acute impatient psychiatric care and treatment 

to patients” under the agreement.93  An important vehicle for monitoring its providers is the 

requirement that they submit Major Unusual Incident Reports (“MUIs”) to DBH, some of which 

trigger an obligation to perform investigations.  Reporting the MUIs is important for public 

accountability, and the information enables the provider to make needed changes that improve 

consumer care.  DBH’s contract requires that Seton House adhere to DBH policies regarding the 

reporting of Unusual Incidents, including the requirement that MUIs be reported to DBH.94   

 

Over 400 patients were involuntarily hospitalized at Seton House pursuant to a DBH 

contract in 2016.95  However, according to a FOIA response from DBH, DBH has not received 

any MUIs from Seton House since 2014.96  According to DBH Policy, MUIs include incidents 

                                                           
89 Id. at 87 – 89; 2016 Health Regulation & Licensing Administration, Providence Hospital Survey, page 87 – 89 

(6/16/2016). 
90 See supra Part I.  
91 DBH was formerly known as the Department of Mental Health.  
92 D.C. Code § 7-1131.04(4). 
93 D.C. DBH Solicitation, Offer, and Award to Providence Hospital, section C.2.3.1, page 12 (dated 9/30/13). 
94 Id. at section C.1.3.1, page 11; Reporting Major Unusual Incidents and Unusual Incidents, DBH Policy 480.1 at 1. 
95 DBH Response to DRDC FOIA Request dated 3/2/2017. 
96 DBH Response to DRDC FOIA Request dated 5/31/2017.  DRDC also requested all Seton House unusual 

incident reports and investigations from DOH in January, 2017.  DRDC FOIA Request to DOH dated 1/13/2017.  

DOH provided no unusual incident reports and only one investigation.  On April 14, 2017, under its federal access 

authority, DRDC also asked Seton House to provide all incident reports and investigation reports related to abuse 

and neglect, seclusion and restraint, assaults and staff and patient injuries, for any patient – redacted -- since January 

1, 2016.  DRDC did not receive any of these requested documents.  DRDC Investigation Letter dated April 14, 

2017. 



 

 13  
 

such as physical injury to consumers, physical assault, sexual assault, psychological or verbal 

abuse, neglect, exploitation, restraint, seclusion, and falls.97  As described, DRDC has received 

multiple complaints from patients involving the aforementioned categories that should have been 

reported to DBH by Seton House.98  It is difficult to understand how DBH did not find it alarming 

or concerning that they had not received a single Major Unusual Incident Report since 2014 from 

Seton House. 99   Furthermore, it is evidence that DBH failed to adequately monitor the quality of 

services provided to patients under its contract with Seton House.100 
 

Failure to carry out comprehensive oversight of psychiatric wards in hospitals results in 

consumers suffering emotional harm, unacceptable living conditions, serious physical injuries, and 

re-traumatization.  The District must have adequate monitoring mechanisms.  It is imperative that 

the District agencies sufficiently coordinate and implement their roles and responsibilities to 

ensure that patients’ rights are protected.  As the District increasingly relies on acute short-term 

placements in community hospitals as an alternative to placements at St. Elizabeth’s Hospital, it 

must implement appropriate safeguards to protect its consumers from abuse and neglect.    

 

 

IV. SETON HOUSE AND DISTRICT REGULATORY AGENCIES FAILED TO 

ADEQUATELY RESPOND TO CONSUMER COMPLAINTS AND GRIEVANCES  

  

Seton House has failed to adequately respond to complaints and grievances.  Furthermore, 

District regulatory agencies have also failed to adequately develop a complaint process for 

consumers at inpatient psychiatric units to report incidents of abuse and neglect.  DOH’s complaint 

system is difficult for consumers to access, and many consumers are unaware that they can 

                                                           
97 DBH Policy Number 480.1, Exhibit 1, pages 1 – 3.  
98  See supra Parts I – III.  
99 St. Elizabeths Hospital has units on its hospital that are similar in size to Seton House.  During the year 2016, the 

total number of Major Unusual Incidents reported on each unit at St. Elizabeths Hospital ranged from 43 to 284.  

D.C. PRISM Report on St. Elizabeths Hospital (Dec. 2016) at Table 5.   
100 It is also important to point out that the Establishment Act states that DBH shall “be the exclusive agency to regulate 

all mental health services and mental health supports.  D.C. Code § 7-1131.04(8).  Furthermore, DBH is responsible 

for creating: 

 

Standards and procedures for internal and external monitoring and evaluation of the delivery of 

mental health services and mental health supports, including, but not limited to standards and 

procedures for granting certification or full or conditional licensure to providers of mental health 

services or mental health supports, and limitations on providers of mental health services or mental 

health supports that are granted conditional licensure. . . .  D.C. Code § 7-1131.14. 

 

Additionally, D.C. law provides that DBH is responsible for the protection of all mental health consumers, 

not just consumers in institutions owned by the District.  The Mental Health Consumers Rights Act defines “mental 

health services” and “mental health supports” as “services delivered in the District of Columbia for the purpose of 

addressing mental illness or mental health problems” and “supports delivered in the District of Columbia for the 

purpose of addressing mental illness or mental health problems.”  See D.C. Code §§ 7-1231.02(16); 7-1231.01(17).  

The Establishment Act expands these definitions to mental health services and supports funded or regulated by DBH 

for the purpose of addressing mental illness or mental health problems.  D.C. Code § 1131.02(18) – (19).  

 

Given these imperatives, all of DBH’s policies should apply to inpatient psychiatric units in community 

hospitals, including the requirements that all MUIs be reported to DBH whether the patients in care are there by 

contract or otherwise.  Reporting Major Unusual Incidents and Unusual Incidents, Policy 480.1. 
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complain to DOH.  Although DBH has a system to address consumer complaints through 

grievances, it only accepts grievances from consumers who are involuntarily hospitalized pursuant 

to its contract.  Therefore, many patients at Seton House are denied protections provided in D.C. 

law.101   

 

A. PATIENTS TOLD DRDC THAT SETON HOUSE FAILED TO RESPOND TO 

CONSUMER COMPLAINTS AND GRIEVANCES  

 

 DRDC heard many patients complain that Seton House failed to adequately acknowledge, 

respond to, and investigate patient grievances in violation of federal and local law and Providence 

Hospital policy.  Federal and local regulations require that Seton House establish a prompt 

resolution of patient grievances.  The Centers for Medicare and Medicaid Services’ (CMS) 

regulations require that hospitals establish a grievance process that includes a clearly explained 

procedure for the submission of a patient’s written or verbal grievance to the hospital, time frames 

for the review of the grievance and provision of a response, and a written decision that contains 

the steps taken on behalf of the patient to investigate the grievance, results of the grievance process, 

and the date of completion.102  

 

Moreover, DOH regulations provide patients with the right to voice complaints and file 

grievances and have those complaints and grievances addressed.103  DOH regulations also require 

that hospitals establish a procedure for submission of grievances, time frame and procedure for 

review, including how information from grievances are utilized to improve patient care.  Further, 

DBH regulations require that mental health providers establish their own grievance procedure to 

address consumer grievances.104  In fact, Providence Hospital has a Complaint and Grievance 

Policy that requires that all grievances105 and complaints be entered into the event reporting 

system, be investigated and resolved.106  Further, the policy requires that grievances receive a 

written acknowledgement and response.107  

 

Nevertheless, during outreach and monitoring visits, DRDC consistently received 

complaints from patients that Seton House staff failed to acknowledge, resolve, or investigate their 

complaints.  During an outreach and monitoring visit in July 2017, a patient complained to DRDC 

that she was harassed, assaulted and secluded by a staff person on the unit.108  The patient told 

DRDC that she reported the incident to the nursing staff but did not receive any acknowledgment 

of her complaint, nor were any attempts made to address her concerns.109  

 

                                                           
101 See D.C. Code § 7-1231.12(2)(A). 
102 42 C.F.R. § 482.13 (a)(2)(i)-(iii). 
103 D.C. Mun. Regs. tit. 20 § 2022.1 (m). 
104 D.C. Mun. Regs. tit. 22-A § 301.2. 
105 The policy defines grievances as written or verbal complaints by a patient or patient’s representative regarding 

patient care, abuse or neglect, issues related to complaint with CMS Conditions of Participation or a Medicaid 

beneficiary billing complaint related to rights and limitations.  See Providence Hospital Complaint and Grievance 

Policy, Number 1.43, page 1.  
106 Providence Hospital Complaint and Grievance Policy, Number 1.43, pages 2 – 3. 
107 Id. at page 3.  
108 DRDC Monitoring Visit on 7/25/17. 
109 Id.  
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In December 2016, DRDC received a complaint from a Seton House patient who also 

complained about the failure of staff to address patient complaints and grievances.110  The patient 

reported that she tried to call the patient advocate several times and was either unable to reach the 

office or left a message but did not hear back.  The patient reported her complaints including 

harassment from other patients, not receiving her medication on time, and the lack of cleanliness 

of the unit.  The patient reported that she never received a verbal or written response to her 

complaints and never heard back from the patient advocate despite her numerous attempts to reach 

the office.111  Further, in December 2016, DRDC also received a complaint from a patient’s 

guardian that he tried to contact the patient advocate to prevent an unsafe discharge; however, he 

was unable to reach anyone at the office.112  

 

In August 2016, DRDC received a complaint from a Seton House patient who reported that 

he was stabbed by another patient with a pen.113  The patient stated that he reported the incident 

by calling the patient advocate several times and leaving messages and by submitting a written 

grievance to Seton House staff.  The patient reported that he did not receive an oral or written 

response to his grievance, no one contacted him to follow-up on his grievance despite serious 

concerns about his safety, and the patient advocate also failed to contact him exacerbating his 

depression and anxiety.114  

 

These repeated patient complaints are evidence of a practice at Seton House of staff’s 

failure to adequately investigate, resolve, or acknowledge complaints.  Failure to follow a 

procedure to ensure that complaints and grievances are addressed is not only a violation of District 

and federal law, as well as a hospital’s own policy, it also results in a place where patients feel 

great helplessness and despair.  It creates a non-therapeutic environment where patients feel that 

no one is listening to them or addressing their fear of harm.  

 

B. D.C. REGULATORY AGENCIES DO NOT ENSURE PATIENTS HAVE AN 

APPROPRIATE COMPLAINT PROCESS  

 

 Although both DOH and DBH have authority to investigate consumer complaints, both 

agencies have not ensured that consumers at in-patient psychiatric units such as Seton House have 

an appropriate complaint or grievance process.  DOH has authority to investigate complaints 

alleging violations contained in applicable laws and regulations.115  DOH is required to investigate 

complaints of a life threatening nature or those that represent immediate danger within two 

business days of receipt of the complaint.116  All other complaints are required to be investigated 

no later than 30 days from receipt of the complaint.117  DOH is required to communicate the finding 

of the complaint investigation directly to the facility and the complainant at the conclusion of the 

                                                           
110  DRDC Interview with Seton House Patient, December 2016. 
111 Id.  
112 DRDC Interview with Guardian of Seton House Patient, December 2016.  
113  DRDC Interview with Seton House Patient, August 2016.  
114  Id.  
115 D.C. Mun. Regs. tit. 20 § 2007.1 
116 Id. at § 2007.5 
117 Id.  
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investigation.  Further, DOH may require the facility to respond to the written report of findings 

with a written plan of correction no later than ten days after the receipt of the report.118  

 

According to a 2017 FOIA response, since 2013 DOH has only investigated one complaint 

at Seton House involving a patient who attempted to elope from Seton House.119  Considering the 

numerous complaints DRDC has heard from patients, it is troubling that DOH had only 

investigated one incident in several years.  The process for consumers to report complaints to DOH 

can be confusing, daunting, and inaccessible.  DOH does have an online complaint form and 

complaint hotline number listed on its website; however it is difficult to locate.120  Moreover, there 

is not an explanation of the timelines for the investigation or a description of how the process will 

proceed and how the complainant will learn of any action taken.  Many consumers, especially 

those in psychiatric hospitals, do not have access to the DOH website or the DOH hotline, nor 

would they have any other way of knowing how to make a report to DOH.  A functioning 

complaint system should be accessible to all users of the system that is being monitored.  

 

Further, in July 2017, DRDC submitted an online complaint to DOH regarding instances 

of patient neglect that we observed during recent outreach and monitoring visits at Seton House.  

We have yet to be contacted by staff at DOH regarding the complaint or receive a written or verbal 

report of findings.   

 

Similarly, DBH also has the authority to investigate any complaint alleging abuse or 

neglect of any consumer of mental health services.  D.C. Code § 7-1131.04(13) states that DBH 

can: 

[u]pon request or on its own initiative, investigate, or ask another agency to 

investigate, any complaint alleging abuse or neglect of any consumer of mental 

health services, and, if the investigation by the Department or an investigation by 

any other agency or entity substantiates the charge of abuse or neglect, take 

appropriate action to correct the situation, including notification of other 

appropriate authorities. 

 

DBH has specialized expertise and experience to investigate complaints at inpatient 

psychiatric facilities.  DBH has knowledge of law and practice that are unique to psychiatric 

services, such as appropriate use of seclusion, physical and chemical restraint, and de-escalation 

techniques.  The DBH Office of Accountability (OA) frequently investigates complaints at Saint 

Elizabeths and the Comprehensive Psychiatric Emergency Program (CPEP) and has prepared 

quality reports that appropriately address incidents of abuse and neglect.   

 

In July 2017, DRDC sent a complaint letter to DBH regarding the multiple instances of 

neglect that DRDC observed during recent monitoring and outreach sessions.  DBH informed us 

that they met with the administration at Seton House to discuss our concerns and that we would 

                                                           
118 Id. at § 2007.1. 
119 DOH Investigation Report, Incident #16-I-00199.  DRDC submitted a FOIA request to DOH for any 

investigations since 2013 and DOH responded that they had one complaint investigation from that time period.  

DRDC FOIA Request to DOH, DOH Response dated 2/15/2017.  
120 The DOH Complaint Form can be accessed here: https://dcforms.dc.gov/webform/doh-complaint-incident-report-

form.  

https://dcforms.dc.gov/webform/doh-complaint-incident-report-form
https://dcforms.dc.gov/webform/doh-complaint-incident-report-form
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receive a written response from Seton House.  However, to date, we have not received the Seton 

House response to our concerns of neglect.  As discussed previously, DRDC monitoring visits 

subsequent to the filing of the complaint revealed continued concerns and indicated that our 

complaints were not remedied.  Upon receipt of our complaint of serious neglect, DBH should 

have required Seton House to perform an investigation and should have performed its own when 

informed of serious abuse and neglect.  

 

Additionally, DBH has its own grievance procedure specifically for mental health 

consumers.  Although D.C. law explicitly provides “the opportunity for any person to file a 

grievance with the Department regarding mental health services or mental health supports or 

violations of or limitations on consumer rights or protections provided…,”121 DBH has stated that 

it does not regulate Providence Hospital and will only accepts grievances from consumers who are 

involuntarily committed pursuant to the DBH contract.122  DBH has refused to hold grievance 

appeals from consumers who are voluntarily at Seton House.  This impermissibly narrow and 

erroneous reading of D.C. law denies many mental health consumers the means to grieve about 

abuse and neglect experienced at these private in-patient psychiatric hospitals.  Moreover, DBH’s 

refusal to hear these grievances cuts off this very important mechanism for alerting DBH to serious 

abuse and neglect.  

 

 In July 2016 and in May 2017, DRDC filed grievances on behalf of two Seton House 

patients who raised serious allegations of physical, emotional and sexual abuse and neglect while 

at Seton House.  These consumers were unsatisfied with Seton House’s response to the grievances 

and appealed the grievances to DBH for an External Review.123  DBH declined to hear the External 

Reviews, despite the serious allegations of abuse and neglect that involved both the patients and 

other consumers on the unit.   

 

 In summary, complaints about Seton House’s substandard conditions, violations of patient 

rights, and infractions of D.C. law should have been adequately investigated by DOH and DBH.  

DOH has failed to create an accessible system for reporting complaints.  It is imperative that DOH 

create an accessible complaint system that can be used by all of those who access the system that 

they are responsible for monitoring.  Further, DBH should adequately investigate allegations of 

patient consumer rights’ violations.  Finally, DBH should permit all District consumers who are 

hospitalized in psychiatric treatment units of hospitals to access its grievance system, not just those 

who are hospitalized involuntarily. 

                                                           
121 D.C. Code § 7-1231.12(2)(A).  See also D.C. Mun. Regs. tit. 22A § 304.1 stating that “[a] grievance is the 

expression by any individual of his or her dissatisfaction with either DMH or a MH provider, including the denial or 

abuse of any consumer right or protection provided by applicable federal and District laws and regulations.”  Seton 

House is a mental health provider under both the D.C. code and the regulations as it is licensed and certified to 

provide mental health services in D.C. and has entered into a contract with DBH to provide mental health services.  

D.C. Code § 7-1231.02(21); D.C. Mun. Regs. tit. 22A § 399.  
122 Email from DBH to DRDC dated 8/17/17. 
123 D.C. regulations allow a consumer to appeal a provider’s response to a grievance to an “External Review.”  D.C. 

regulations require that DBH designate a reviewer to preside over the proceeding and provide a “timely, neutral, and 

impartial review of grievances that have not been resolved to the consumer's satisfaction.”  The reviewer must draft 

a written opinion with recommendations, which are forwarded to the DBH director.  The DBH director can accept or 

reject the recommendations.  See D.C. Mun. Regs. tit. 22A § 308.  
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V. CONCLUSION 

District’s residents with mental health disabilities have been subjected to substandard 

environmental conditions on the locked ward of Seton House.  Some of these residents are 

committed to the District’s care and are being involuntarily hospitalized there.  As described, 

DRDC heard and reported many repeated complaints of abuse and neglect.  Nevertheless, these 

unacceptable conditions at Seton House have persisted, in part, as a result of the District’s failure 

to adequately oversee in-patient psychiatric services in community hospitals, to adequately 

develop a complaint and grievance process that all patients can access, and to sufficiently 

investigate allegations of abuse and neglect.     

 

For the remaining weeks that Seton House is open, Providence Hospital must ensure that 

its patients are protected from harm and that they receive adequate, therapeutic psychiatric care 

and treatment.  Patients must be treated with dignity and respect.  Their rights must be protected.  

Moreover, the District must tackle the systemic issues in its governance that failed to address these 

serious problems.  It must create an oversight structure that ensures all District consumers are safe 

and receive appropriate psychiatric treatment and care in its community hospitals. 

 

RECOMMENDATIONS 

 

1) Providence Hospital, DOH and DBH must immediately address the current substandard conditions 

on the unit.  If Seton House continues to accept patients, they must ensure that the unit is clean and 

safe for patients.  They must ensure that staff follow D.C. law and protect the patients’ rights, 

including following seclusion and restraint laws.  It is critical that Providence Hospital supervisory 

staff are on the units with the patients at all times.   

 

2) DOH and DBH should require mental health providers and hospitals to meet strict standards of 

safety and care, ensure that its corrective action plans are implemented, and take other needed 

steps, including suspension of licenses for gross violations of care.  

 

3) DBH and DOH should create a Memorandum of Understanding (MOU) which enables them to 

share responsibility for regulating and monitoring inpatient psychiatric units at community 

hospitals.  The MOU should (1) require the effective exchange of information between these 

agencies to ensure that consumers are safe and receive appropriate mental health treatment and (2) 

build a cooperative, effective system to address individual and systemic abuse and neglect. 

 

4) DOH should create an accessible complaint system for consumers and ensure: (1) that signs are 

posted with their telephone number at inpatient psychiatric units at community hospitals, (2) that 

information about the complaint procedure, timelines, and where to submit the complaint is readily 

available on the DOH website and on inpatient psychiatric units, (3) that a written complaint form 

is developed in addition to the online form, making hard copies of the complaint forms available 

at all inpatient psychiatric units at community hospitals which includes information about how to 

submit complaints, and (4) that complainants who submit online, written, or verbal complaints 

receive acknowledgement and a timely response from DOH.   
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5) In order to prevent future abuse, neglect, and rights violations at District facilities, DBH must 

comply with its obligations under D.C. law and allow “any person” to file a grievance regarding 

mental health services or mental health supports or violations of, or limitations on, consumer rights 

or protections.  No patients at a psychiatric facility in this District should be denied the right to 

grieve to DBH about rights violations – whether they are voluntary or involuntary.   
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Attachment A 
 

DATE SUMMARY OF MONITORING VISIT 

8/18/2017 

One patient was agitated and pacing up and down the hallway.  No staff interacted 
with him.  During a community meeting, the leader was dismissive of patients’ 
concerns.  She asked them how they were and then moved quickly on without 
responded to the patients’ comments.  A staff member entered the room during the 
community meeting and was highly disruptive.  He and the other staff present were 
loud and talking to each other throughout the meeting.  One patient at the 
community meeting stated she had trouble meeting with the psychiatrist and was 
not being given all the medication she needed.  The group leader was dismissive and 
kept saying she had to see the doctor even when the patient said she wanted to see 
the doctor but she hadn’t been able to.  The patient also stated that she hadn’t 
wanted to come to Seton House and when she tried to refuse, the ER doctor said if 
she didn’t go voluntarily that he would send her involuntarily.  She decided to go 
voluntarily.  Another patient at the meeting said she felt like a guinea pig.  Another 
patient complained he had not been able to eat breakfast that morning because the 
food was cold (it was eggs and pancakes) and he wasn’t allowed to heat it up in the 
microwave.  He said when he complains no one listens and that he can barely get 
their attention.  He also said that he was feeling ill that morning, but the staff just 
dismissed the fact that he felt ill and he just lay there sick without any help.  Eleven 
patients were in gowns.  One patient had a hoodie over his gown, his gown was 
really short and he was wearing socks.  Another patient had jeans on under her 
gown.  Another had hospital slippers on.  A different patient was wearing her own 
clothes but was using a gown as a blanket.  Overall, the unit was really dirty and 
smelled of urine.  The floors were dirty and litter was on the floors.  The chairs had 
crumbs and specks of debris on them.  The ceiling was dripping and had missing tiles.  
The column/pillar in the day room had a large hole in it. 

7/25/2017 

A patient complained that Seton House rarely follows the posted schedule.  Another 
patient complained about harassment, assault, and seclusion by a psychiatric 
technician who is still on staff.  She stated that she reported it to the Nurses’ Station 
but did not receive help.  The unit was chaotic.  Loud construction was occurring on a 
wall in the nurses’ station and many patients were in the day room.  The TV was also 
playing.  Four individuals were wearing hospital gowns and socks.  One individual 
was wearing scrubs.  Two individuals, who were wearing their own clothes, were 
wearing only socks on their feet.  Litter was around the day room tables, and the 
paint was chipped and peeling on the walls.  A fly was hovering around in the day 
room. 

7/18/2017 

Patients were watching television in the day room.  Two patients were very 
disorganized and rambling.  No staff were assisting them.  There were large gaps of 
times between activities and treatment.  When asked whether there was a 
Community Meeting, the response was that things are “disorganized” with the 
renovations occurring on the unit.  Plastic and a tarp were covering the unit while 
the renovations occur.  Staff stated that the Plexiglas was being installed because the 
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glass windows are unsafe.  The floor in the day room was littered with paper.  The 
walls were full of holes and dents.  The walls near the phones had graffiti and the 
phone numbers that were posted were not readable because of torn notes and 
graffiti covering the information.   

6/21/2017 

When DRDC staff arrived, one patient was lying on the hard-surfaced, dirty floor 
below the television wrapped completely in a sheet with only her socks visible.  Most 
of the clinical staff remained behind the glass enclosed nurses’ station, except one 
behavioral tech who was in the hall outside of the nurses’ station.  At times he was 
also went inside of the nurses’ station, leaving no staff to provide supervision or 
attend to the needs of patients.  During DRDC's entire visit, about an hour and a half, 
no RNs came into the day room, except one who briefly entered the hallway to 
loudly announce that she was “going on break” to another staff, ignoring the 
patients in the dayroom.  One patient was wearing two gowns.  A patient with dirty 
and ill-fitting clothes came out of the men's bathroom.  He had difficulty keeping his 
pants up, smelled strongly of urine, and his zipper was undone.  Flies followed him 
out of the bathroom.  The men’s restroom smelled strongly of urine and a toilet had 
old urine sitting in it.  The walls in the bathrooms were dirty.  Trash was in the 
shower area.  The trashcan was open and overflowing.  The women’s bathroom also 
smelled strongly of urine.  The floor was wet and gnats surrounded the trashcan.  
Several gowns and pieces of food and paper trash were sitting in chairs in the day 
room.  The windows in the patients' rooms, the day room, and group rooms were 
small and so dirty the windows were opaque, hindering the ability to see outside.  A 
table had food and paper trash on it and crumbs underneath.  Another table was 
sticky with paper trash under it.  One of the chairs at this table had sheets piled in it.  
The walls and door frames were dirty and paint was chipping.  Where the fire 
extinguisher should have been, there was a printed note with fire extinguisher 
locations.  The exterior of the building is dirty and dilapidated, the visitor’s entrance 
is not easily marked or accessible.  The doorbell boxes are rusty, scratched, and dirty.  
Signs on the door are faded and hard to read.  The elevator had dirty sheets and a 
“wet floor” sign next to it.   

6/9/2017 
One patient wearing a gown reported she came without any of her own clothing.  A 
large garbage bag was sitting on day room table. 

5/9/2017 

A patient who was unable to speak complained about not receiving medical 
attention for pain, stating that staff would not provide her with a pencil/paper to 
help her communicate.  She also complained about chemical and physical restraint.  
Another patient complained that the psychiatrist only saw him for 2 minutes and 
prescribed him medication.  He refused to take it because the doctor did not even 
know his symptoms.  The day room smelled like urine.  When DRDC staff told the 
psychiatric technician about the smell, she said that she did not smell anything.  The 
floors in the day room were dirty and had food scrapings.  The garbage in the day 
room was over flowing with trash. 

4/28/2017 

Staff were not interacting with the patients.  DRDC staff approached the nurses’ 
station with a patient in scrubs who wanted to request her clothes.  Staff did not 
answer DRDC staff’s questions until DRDC staff repeated the question several times.  
One patient complained that staff can be dismissive and even hostile or mean if they 
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are approached.  Litter was in the day room, sheets were piled on top of trash can in 
the bathroom, and the paint on the wall was stripped. 

3/30/2017 

Staff informed DRDC that the unit had been without an activities therapist for a year.  
The scheduled activities began late.  The staff person who ran the community group 
was not responsive to individual concerns that the unit residents raised.  Several 
patients were in hospital gowns.  One patient was unaware she had the right to wear 
her own clothing.  The toilet stall in the women’s bathroom did not have doors, but 
was covered in a blue plastic curtain, which did not provide adequate privacy.  The 
shower curtain was also plastic and did not provide adequate privacy.  A patient 
complained about the lack of privacy in the shower stalls and the toilets.  Litter was 
in the day room, and a liquid was spilled on the day room table. 

3/24/2017 

Two patients were arguing with each other.  One of the patients was agitated, 
walked over to the other patient and started screaming.  She eventually walked away 
and out of the day room.  Despite this loud argument, no staff intervened or assisted 
these patients.  Another patient was yelling loudly at the staff behind the nursing 
station.  No staff intervened, attempted to deescalate or to even speak with her.  
Another patient was upset and actively distressed.  She was told to go sit down in 
the day room.  Another patient, who only spoke Amharic, was not provided with an 
Amharic interpreter.  The day room was dirty.  Trash and breakfast trays with 
leftover food were still on the tables.  Trash was on the day room and bathroom 
floors. 

3/17/2017 

One patient reported that he had been restrained once and secluded twice.  No RNs 
were in the day room.  Staff only interacted with patients when asked a question.  
One staff responded with annoyance when a patient asked about her admission 
status.  One patient was yelling phrases that did not make sense and pacing around 
the unit the entire time.  He appeared disheveled, his pants were falling down below 
his waist, and he was barefoot.  Another patient was yelling.  Another patient was 
yelling another patient’s name loudly in the day room and saying she had a phone 
call on the patient line.  Another patient was very preoccupied, and was dancing 
around the unit.  Many patients appeared disheveled.  Two patients were barefoot, 
two patients were in gowns, and multiple patients had on only socks with no shoes.  
No RNs interacted with any of these patients.  Paper trash was on the floors of the 
day room.  The men’s bathroom had towels soiled with brown liquid piled on top of 
the full laundry hamper.  The trash can in the bathroom was dirty, full, and trash was 
overflowing on to the floor.  There was trash in the men’s shower and the shower 
was dirty and/or stained.  The shower curtain in the women’s bathroom was on the 
floor.  One sink had a paper sign that said “out of order.”  Portions of the walls 
throughout the unit were dirty and marked.   

2/27/2017 

Half of the patients were wearing gowns.  The staff person facilitating the group 
seemed to run through a script and was not very responsive to the questions or 
feelings of the group.  There were a couple of patients who were exhibiting acute 
symptoms of mental distress and agitation, one of them manic.  They both 
interrupted the morning group a few times.  The staff person largely ignored what 
they had to say.  The day room had crumbs and paper litter.   
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2/7/2017 

The RNs remained in nurses’ station.  Only one psychiatric technician was in the 
group room.  He did not interact with patients.  Trash was in the corner of the day 
room near the TV and the floor was dirty and littered with trash.  A large stack of 
empty food trays were on the floor next to the trash can.  The trash can was 
overflowing with trash.  Many walls were badly scuffed.  The paint on the wall by the 
water fountain was very dirty and peeling.  The water fountain was leaking.  A 
soaking wet towel was on the floor below the leak.   

2/2/2017 

No clinical staff were in the day room, only one security staff.  One patient was 
agitated, loud, and intrusive.  No clinical staff was present to assess her needs or 
calm her.  The activities board on the wall had large gaps for the afternoon and 
evening.  The board incorrectly indicated that it was January 31st.  (The actual date 
was Feb. 2).  A patient complained that she had been there for three days and hadn’t 
seen the psychiatrist.  She was also told that she had to see the psychiatrist before 
her clothes would be returned.  She also stated that she did not feel that the staff 
were clear about her right to use the woman’s bathroom (she is transgender) and 
felt very uncomfortable with the situation.  A strong odor of urine permeated the 
unit.  A patient noted that Seton House had deteriorated and found the condition of 
the unit and the lack of programming “shocking.” 

1/24/2017 
Staff members were not interacting with the patients in the day room.  One patient 
was continuously pacing, but staff did not interact with him.  The floors were littered 
with trash and were dirty.  The trash cans were overflowing with garbage.   

12/29/2016 

The discharge planner was yelling at a patient who was upset about not being able to 
go home.  Another patient was not aware that he could formally request to sign out 
and did not know when he would be discharged.  The day room had litter on the 
floor and tables and chairs were scattered.  Two patients complained that 
bathrooms were unclean and that they scrubbed tubs themselves before using them.  
While DRDC was waiting in the lobby for a staff person to come and to escort her up 
to the unit, a patient with COPD/asthma also had to wait in lobby room to be let into 
facility for outpatient treatment.  The lobby rom was very small and extremely 
warm.   

12/20/2016 
A patient complained about the lack of response to several complaints to staff at 
Seton House 

11/29/2016 

Except for a security guard in the corner, only one staff person was in the lunch room 
distributing covered lunches.  Most of the clinical staff were behind the nurses’ 
station.  One patient was quite agitated.  He was yelling at DRDC staff loudly, 
accusing her of stealing his things and saying that he would slap her.  No staff were 
present to provide assistance or clinical intervention.   

10/14/2016 

The scheduled morning meeting was not taking place and there was no substitute 
activity.  The clinical staff were in the nursing station.  There was no staff in the day 
room to interact with patients, except for a guard.  A patient, who only spoke 
Spanish, stated that she was not receiving services in Spanish.  Another patient told 
DRDC she had been “bashed” in the head by someone on the unit.  The day room 
was littered with paper and had a bad smell.  Paint was chipping on the walls. 
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9/8/2016 
DRDC overhead a Seton House staff threaten to put a patient in the quiet room.  A 
patient stated that this is not unusual and that staff have been known to “yell and 
curse” at patients. 

8/17/2016 

Staff told DRDC that the spirituality group was cancelled because the staff person 
was “away.”  No substitute activity was provided.  No staff members were 
interacting with patients.  The day room was very warm.  The walls had scrapes and 
peeling paint on them. 

6/22/2016 

A patient complained that she went to court and was told that she could leave.  She 
said that she did not understand why she was still in the hospital.  Another patient 
did not understand her legal status and was having difficulty with discharge.  DRDC 
staff learned that she had been made voluntary but was not aware of this.   

5/2/2016 

One patient in the community meeting was Hispanic and, by all indications, spoke 
only Spanish, and no interpreter was present.  He seemed to be in a catatonic state 
and was not responding in either language.  One patient said she was a voluntary 
patient and had asked to leave over the weekend.  She said that staff failed to 
provide her with a form to formally request that she be discharged.   

4/1/2016 

The morning meeting was not occurring as scheduled.  A patient complained about 
having her clothes taken away.  The stairwell and the hallway smelled of urine.  The 
building as a whole was exceedingly hot.  One staff person reported that, “it is either 
too hot or too cold here." 

2/24/2016 
The morning meeting was not occurring as scheduled.  Some patients were 
wandering around the unit.  Other patients were watching TV.   

12/8/2015 
A patient complained that hospital staff took away his inhaler for the first day of his 
hospitalization. 

10/15/2015 
Two patients complained about not being able to wear their own clothes.  One of the 
patients left the group room abruptly.   

9/18/2015 
A patient wanted his own clothes, but he was told by staff his clothes would not be 
returned until he saw the doctor. 

7/29/2015 

No group activities took place.  A patient complained that there is little to do on the 
unit and that groups are offered only occasionally.  He complained that he is not 
getting physical therapy and his ability to walk is worsening.  He also said that he fell 
in the bathroom because there was water on the floor. 

 

 

 

 

  

   

 


