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February 17, 2022 

 

Richard Charest  

Director  

Rhode Island Department of Behavioral Healthcare, Developmental Disabilities & Hospitals  

14 Harrington Road  

Providence, RI 02920  

 

VIA EMAIL: Richard.Charest@bhddh.ri.gov  

 

Dear Director Charest:  

 

Disability Rights Rhode Island (DRRI) is Rhode Island’s federally mandated Protection and Advocacy 

(P&A) system, one of 57 P&A systems in the United States, in each state and territory. As a P&A, 

DRRI has broad access authority to advocate for the rights of persons with disabilities in this state, and 

to ensure effective abuse and neglect investigations when we determine there is probable cause to 

suspect that abuse or neglect has occurred.  

 

This authority is spelled out in three federal statutes: the Developmental Disabilities Assistance and Bill 

of Rights (DD) Act of 2000, 42 U.S.C. 15043; the Protection and Advocacy for Individuals with Mental 

Illness (PAIMI) Act of 1986, as amended, 42 U.S.C. 10801 et seq.; and the Protection and Advocacy of 

Individual Rights (PAIR) Program of the Rehabilitation Act of 1973, as amended, 29 U.S.C. 794e(f), as 

well as respective implementing regulations.  

 

As a result of recent investigations by other agencies, including the Joint Commission on Accreditation 

of Healthcare Organizations (JCAHO), the RI Department of Health (DOH), anonymous complaints 

received by DRRI, and media reports on potential abuse and/or neglect regarding issues that include but 

are not limited to patient endangerment, insufficient staffing ratios, failures of leadership, and improper 

billings to the federal government, DRRI initiated a primary investigation into potential abuse and/or 

neglect of patients at the Benton Unit (Benton) of Eleanor Slater Hospital (ESH) on October 29, 2021.  

 

On December 10, 2021, a search you ordered for Benton took place. This search was not done according 

to written ESH hospital policy by ESH staff.  Instead, the Department of Behavioral Healthcare, 

Disabilities & Hospitals (BHDDH) and/or ESH utilized Department of Corrections (DOC) staff, 

consisting of correctional officers, to search patients and their living quarters for contraband.  The search 

was part of a Corrective Action Plan, submitted in writing by BHDDH to DRRI, in direct response to a 

letter from DRRI citing, among other problems, a patient at risk of self-harm who had already attempted 

suicide on several occasions, while on a 1:1 watch, meaning this patient required one person to be 

directly observing her, in person, 24/7, for safety reasons.  
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On December 16, 2021, DRRI sent a request, pursuant to our access authority, for documentation and 

video surveillance from the aforementioned December 10 search. After weeks of delay and legal 

arguments by BHDDH disputing DRRI’s legal right to the video, BHDDH acknowledged DRRI had the 

legal right to access the video and made it available on February 1, 2022.  

 

The video depicts highly inappropriate and what appear to be acts of abuse, detailed below. At the 

outset, it should be noted the search took place in a psychiatric hospital: 

 

1. The search was carried out by twelve (12) DOC officers, all wearing tactical gear, with two (2) 

carrying tasers. 

2. The Deputy Director of BHDDH was present along with Benton nursing staff and Nursing 

Director(s).  

3. DOC staff utilized the on-site private Security company (Allied Universal Security) at Benton to 

assist with the search, which included its Officer in Charge.  

4. The video provided by BHDDH contained five hours of video and covered the hours 8:30 AM 

through 1:30 PM on 12/10/2021. 

 

As the video begins at 8:30 am, a nurse, who is observed pointing out one of the cameras in the 

Intensive Treatment Unit (ITU) room to two security officers, made an obscene gesture directly to the 

camera with her middle finger, while a male patient is observed, unclothed, lying near her on the floor. 

At 8:32 am, the same male patient was forcibly given a chemical restraint while held down by six 

individuals from Benton nursing staff and Allied Security.  

 

Prior to DOC officers entering the ITU room, cameras captured staff not wearing their masks, looking at 

their watches repeatedly, and making continued physical attempts to keep the aforementioned male 

patient in his unlocked room.  

 

At approximately 9:10 am, the DOC search team, along with Benton nursing staff, security, and the 

Deputy Director of BHDDH, entered the ITU room. The male patient was observed still lying on the 

floor, in apparent distress, wearing no clothing other than boxer shorts and socks. As the order is given 

to remove the remaining patients from their rooms, twelve (12) DOC officers, one after the other, step 

over the petite-framed, older male patient with no apparent regard for his safety or human dignity. It was 

observed that not one staff member attempted to assist the male patient; he was left lying on the floor 

while DOC officers continued on with their search orders.  

 

Throughout the video, images of this same male patient were captured as he was forcibly grabbed by 

staff and physically dragged across the floor, into his room. This male patient also suffered physical 

abuse, on video, by another younger patient with whom he shares a housing unit. The younger patient, 

who is demonstrably larger in physical size than the older patient, began to struggle over the phone 

inside the common area of the unit, which is under continual observation by a Benton staff member. 

During this altercation, the older patient’s hand can be seen being bent backwards for a prolonged time 

and to an extreme angle by the younger patient, who then throws the older patient to the floor. At no 

time did the attendant sitting outside the unit intervene, or provide medical care.  

 

At approximately 10:20 am, the DOC search team entered the C2 unit of Benton, the only unit with a 

mixed gender population. DOC officers and Benton nurses entered the corridor and patients began to 

stand outside their doors. The male patients were searched first and then directed off the unit. The 

female patients, with the exception of one individual, were placed outside their rooms. They were also 

searched, off camera in their rooms, by one correctional officer.  
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The last person to be searched on the unit was the female patient that prompted this search. She was on a 

1:1 watch. Prior to the search, nurses were observed being inattentive to this patient despite her 

supervisory status, and removing their masks to engage in what appeared to be private communications.  

 

This patient was placed against a wall and appeared visibly anxious as eleven (11) members of the 

search team surrounded her, in an apparent show of intimidation. During her search, she was directed to 

step into her room, off camera, while search team members enter the room with her as others watched 

from the doorway. It should be noted, no other patient at Benton was singled out and treated in this 

manner.  

 

At this time, we notify you that this search was, in our judgment and estimation, excessive and abusive. 

Furthermore, the videotape shows blatant disregard for the rights, dignity, and safety of one of the 

patients at Benton. We are concerned this kind of treatment has been and will be repeated with this 

patient and others, due to any number of factors including understaffing, poor training, poor morale, 

outright disregard of ESH policies and procedures, lack of leadership, and lack of accountability.  

 

We conclude the staffing and supervision at ESH, and in this instance, Benton, may constitute abuse 

and/or neglect, and disregards the safety, dignity, and well-being of patients.  

 

We also note, with grave concern, your intention as stated in your December 13, 2022 letter, to 

repeat these highly inappropriate searches of psychiatric patients and, inexplicably, to utilize 

correctional guards to train your own psychiatric hospital staff in proper search procedures, “DOC 

staff have agreed to provide an educational program to ESH staff on proper procedures to ensure 

that future searches are thorough.” (Richard Charest letter to Morna Murray, DRRI, December 13, 

2021).  

 

By way of this letter, we are sharing our findings with Governor Daniel McKee, the RI Department of 

Health, and the Joint Commission on Accreditation of Healthcare Organizations.  We believe there are 

critical problems in the leadership and administration at ESH and pertinent authorities should be made 

aware of these problems.  Patients at ESH must receive appropriate care and treatment in a safe 

environment, free from abuse, neglect, and intimidation.  They must be treated with respect and dignity, 

and free to exercise their rights. The alarming video of the December 10, 2021 search at Benton reflects 

a deeply concerning culture at ESH, and indicates that patients with disabilities are at continual risk of 

abuse and/or neglect by ESH staff, authorities acting on orders of ESH/BHDDH leadership, and other 

patients.  

 

Sincerely,  

 

/s/ Morna A. Murray 

 

Morna A. Murray, JD 

Executive Director 

 

cc:  The Honorable Daniel J. McKee, Governor of Rhode Island 

 Dr. James McDonald, Director, RI Department of Health    

Mark G. Pelletier, RN, MS, Chief Operating Officer and Chief Nurse, Executive Division of 

Accreditation and Certification Operations, JCAHO  


