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Bra:sted Jr. says he has
reluctantly concluded that the
“accidental” deaths of 54|
patients at Willowbrook State
School over a five-year period |
were “unavoidable.”
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Nevertheless, the  district
attorney faulted Gov.
Rockefeller the Leglslature and

erstaffmg
@erus,” they sa ﬂtu to™ xpurnl
_ple’as %r additional funds, ef-
fectuate budget cuts and freeze
jobs.

In :a

four-page report

culminating a four-month in-
vestigation, Braisted indicated
he found a correlation betwee
the death rate and the "ron-
ditions

that

developed -

. o served as’
director of the institution for
eight years prior to his transfer
to Rome State School last
month,

He also defended the in-
stitution’s ward attendants,
calling them “harried Xnd
overburdened.”

Braxsted pinpointed 1970 and

ydiing this per
Although not mentloned
specifically in the report,|
Willowbrook was one of vthe‘f
institutions wunder the State
Department of Mental Health
that felt the force of a
eut in 1971, and’
imposed m{

mllllon budget

‘the wide news covera ge.

« Bt B

rose As the number of ward’
attendants declined, resutﬁrkgd
less and Ieﬁesupemsmna.

Braisted said he ‘instituted the’
inquiry at the request of a
parents’ group at Willowbrook
with a view toward determining
whether there was any evidence
of criminality which could be
presented to a grand jury.

“The investigation has not
turned up any hardcore sub-
stantial evidence of eriminality
nor: eriminal: negligence jon; the;
part of any mdmduﬂ orllins

‘dividdals* in” connechon wi

;l:iedsl; s deaths "*f'g;g}yg Bﬁi

“Instead, it has revealed an
under-financed, overcrowded
condition with an undermanned,
overworked staff.

“All these factors, no doubt,
coniributed to at least some of
the deaths. However, there is
no one person or group who
can be held responsible for any:
particular .death or all.af thm
in gemerak’h: bis: <ongV-Puin n

Braisted, obviously -alludlng h‘

Willowbraak "

said the inves Iga n
attempt fo concern itself with,

or fix responsibility for, the
“overall general conditions” at
the institution.

The report covered the years{
1967 to 1971, with the death rate|
rising from a low of 3 in 1967'
to a h;gh of 18 in 1971, WA
.Br 1ste def:
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years old, 19 between the tges
of 10 ‘and 20, 17 between ' 20
W4 30, snd" 12 over"the age
of 30.

As for intelligence, the report
continued, all but three of the
patients ‘““fell into the bottom
two groupings. on the in-
telligence quotient (IQ) scale. '

Fourteen, with IQs of less

maum“w&a qdei ,as

su man ag were
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of various kinds” and 35 were
in need of “total care.’

Autopsies were performed in
all but two of the deaths and
these showed that 38 had died
of asphyxia, six of unknown
causes and 10 by other causes
ranging from heart attack to
a fractured skull suffered in a
fall.

In 27 of the deaths, the report
stated, an attendant was nearby
when the patient died. This also
was true of 19 of the asphyx1a
deaths

overwheli é y of the,
vleluns '. ol ” were those *who!
Al matnt _amount of
an cause
' 7% }%‘W hyxia
or chokmg,“ ‘the report said.
Nearly all of the choking
deaths, the report pointed out,
occurred during or right after
meal time and invariably the
patient had .choked on pleces
of food. e
On of

inr

the question

d_th '
the institution had more tha
J5 000 patients — 600 more tha
capacity and' 2,000 beyond tha
recommended by the America:
Association on Menta
Deficiency.

The report had this to : say
on the two loglcal targets ol
the investigation, ward at
tendants and Dr. Hammond:

@ Ward attendants —

“There is presently existing,
therefore, a situation where
v1rtually a-handful of traine

suatte

“Under these citcumstances,:
land. in the absence of any |
|substantial evidence tfo the
‘contrary, it would be not only|
improper, but grossly unjust, to
attempt to characterize the
inability of these harried -and
overburdened ward attendants
to keep each and every patient

l

® On Dr Hammond —
| “Our investigation has not
considered or determined
|whether he performed well or
|was remiss in handlmg the
situation.-

“However, - it has flrmly
concluded that” Dr. Hammond
could not in any conceivable
way be held criminally
responsible, either directly or

mdlrectly, for any 0 the deaths




‘l‘eport

“Nevertheless, he attempted
to remedy the situation in some
manner.
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Two cases of patients who
died of accidental causes at
Willowbrook State School were
described in District Attorney
John M. Braisted Jr.’s' report
as exemplifying “the difficulty
in caring for and supervising
severe and profoundly retarded
patients.”

Braisted said, “These patients
need constant supervision and
can easily be stricken if left
alone foz- even a short period| -
of time.”

, One_case involved what the
called _ a™ “typical”
ghoking death. The _patient,"a

efforts faxled forthe AT part.’]

“Since Dr. Hammond’s efforts

largely frustrated the chokmg
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‘Case hlsforle‘sf’é"

improve matters were

Ter

15—year-old boy, was found dead
in his dormitory shortly after
he had eaten supper.

Continuing, the report said:

“He suffered from profound
retardation caused by epilepsy.
His IQ was 13. He could not
talk and did not show . any
awareness. He needed complete
supervision and care. in his
daily needs, which included
having to be fed by the at-
tendant.

On Oct. 17, 1971, the bhoy was
found dead by the dant
who ‘had gtfhe té{‘!get

his pho
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be asphyxia in the upper part
of the larynx caused by vomitus
matenal :

* Another case is that of a 23-
year-old patient who was found
dead on the floor of a hall in
Building 7. Here again, the|
cause of death was a bolus of
food lodged in the throat. 3

The attendant in charge}
stated that this particular
patient was the first to leave
the dining room after eating
while she was busy feeding
other patients. This youth was
r|unable lgjeg or dress_ himself
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