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Dear Gor ernor Carlson:

T'he accompanving report summarizes the activities of the Office of the Ombudsman tor
Mental Health, Mental Retardation, Chemical Dependency, and Emotionally Disturbed
Children from January 1992 to December 1992,

We have endeavored to present this information in a manner that would enhance vour

understanding of the office operations, the compilation of data on issues and complaint:
and strategic plans for the future. In addition, we have included the relevant state statutes

T'his information is integral to sound decision making as it relates to the lives of persons witl

disabilities. We hope it proves beneficial as vou continue to administer public policy for
those individuals our office serves.
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Ombudsman Office Mission Statement

. The Office of the
v Ombudsman for Mental
i Health and Mental Retardation
Y is an independent “tate agency created :
under Minnesota Statutes, Sections 24591 - 24597 and
. committed to promoting the highestattainable standards of
| treatment, competence, efticiency and justice for persons receiving
services for mental health, developmental disabilities, chemical dependency, or
"-._‘cmntinnal disturbance.

H
| The Office seeks to accomplish this mission by:

!l ¢ Providing direct assistance to individuals when interven-
tion is mandated or necessary to enable them to obtain
{ services meeting the highest attainable standards.

* Intervening through advocacy and mediation on
A behalt of individuals in disputes and difticulties
arising between those individuals, the govern-
ment, and providers of service.

| o Agtempling to resolve those disputes and
difficulties in ways which are fair and
equitable and which retlect respect tor
the dignity and rights ot individuals.

i o Identitying, both through the Office’s
exper.once in assisting individuals and

| through its more general it .estigatory and
monitoring activities, svstemic problems
! and issues that affect the adequacy and
| quality of services delivered to individuals
with those special needs.

¢ Making recommendations to elected ot ials
agencies of government and prov iders ot services about
addressing issues and correcting problems which have the
ettect of diminishing the standards of treatment, « ompetence

etticiency and justice below the highest attainable
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Advocacy and Mediation Activities

hestate ot \linmw\t.\.u~pm'lwl public policy,

has tor two decades, supported protection
and advocacy for the most vulnerable of our citi-
zens, These Minnesota citizens are often disfran-
chised trom the maipstream of society, and with
out any real voice to make choices, or raise issues
to state policy makers.

Since the creation of the Ombudsman’s Office
m July 1957, statistical data has been reported
However, the statistics, graphs, and charts do not
express the real impact advocates have on the
clients they serve. Statistics only show a moment
in time. Client « Ivocates take time during that
moment to empower their clients so tiat they can
advocate tor themselves.

Many mentally disabled people live in envi-
rorments which reb them of the ability to make
decisions atfecting their lives. Institutionalized
people often lose the will, freedom or skill to make
rudimentary choices about factors that concern
them. Persons in such situations frequently suc-
cumb to dependency; are isolated from general
intormation about the community; lack the knowl
edge, confidence and resources to advocate on
theirown: and to an alarming extent, are subject to
a pattern of regular, systematic and institutional
ized violations of their legal, civil and human
rights

Empowerment does not occur when an advo-
cate solves a client probiem alone and takes credit
alone. Empowerment imvolves building capabili-
ties; leaving new skills or knowledge with the
chient proy :.i'n«.;t.mg;ll"rr-»fm.n.nnvmm-rh.q S an
apphicable law or regulat telephone number)

conveving intangible attitudes (confidence, sup

port, appreciation., pride); active im ‘ment |
the chient in tinding and mplementing a solution
to the prot lem

Ery . 1 1 f1s vd

realisticexpectations. On abasic level the empon
erment process begins by allowing, encouraging,
and even requiring increased de iston-making by
clients in concerns related to their lives. For this to
be effective, the advocate must demystify the law
and caretully explain its connections to a client's
particular situation. Detailed, specitic alternatives
need tobe presented ina omprehensible way. The
client must understand the potential impact and
outcome ot particular choices as well as the relative
advantages and disadvantages of each course of
action.

Fach advocat: Jepresenting the Ombudsman's
Otfice, isassigned to one of seven regions {see page
twol. During this past vear, the regional structure
has been significantly changed to better utilize our
available staft and resources, while meeting the
needs of clients. In regions one through six, one
regional advocate maintains an office located at a
Regional Treatment Center (RTC) and is respon
sible tor complaints from clients at the RTC and in
communities throughout the region
seven (metro area), five advocates cover an eight

In region

county metro area which imcludes responsibility
tor two RTC's.
Advocates serve as educators, facilitators
notivators, mock antagonists and technical advi
sors to clients representing a w ide range of issues
ind complaints. They attempt to tind lasting solu-
trons to problems while still creating and nurtur-

ing self-advocacy skills

The graphs and charts on pages six throu

ning provide a statistical analvsis of the issues
presented to this agency. However, the lasting
;-:Q‘~t!u'u!:‘_;u1!1-\;‘hu-~~1' iy erment. S)
5 power with users/ consumers of services co
bats helplessness. It re places the grestion: “What
do?” with, “What Idonext " lrestablishe

SONSe o T olvement and



Client Advocate Anecdotal Cases

A developmentally disabled chent who resides
in a group home has a chronic degenerative
medical condition. As the condition progressed, the
client faced the likehihood of total foss ot ambulation,
mobility, and eventually being contined to bed tor
the balance of the clients lite and requiring total
nursing care.  The Otfice of the Ombudsman was
initially contacted to provide meditation trom a cli-
ent-centered perspective. The client advocate's role
soon became one of both consultation and client-
centered advocacy

Although the client's guardian initially refused
mediation and further discussion ot the issue, the
mission and authority of the Ombudsman Oftice
mandates continued involvement to “promote the
highest attainable standards of treatment, compe-
tence, efficiency, and justice. . . (Minnesota Statute
245.92). A major factor in this case was a concerned,
committed, and actively involved residential team.
After two vears, and as a result of continued client-
centered advocacy by many persons, the guardian
authorized the procedure necessary to stabilize the
client's condition. Continued residence in a home
like community setting, opportunities toenjov inclu-
sive activities of choice, and the chance to discover
new areas of enjovment are all a part of this client’s
tuture. This i1s in stark contrast to what would
otherwise, through failure to act, have been a tuture
of continued deterioration in status and quality of
lite.

fter repeated attempts to solve the probleni, a

tacihty social worker requested intervention
by the Oftice in obtaining the county’s assistance in
discharge placement. The client, whose commit
ment ot chemical dependency was almost over, had
received maximum benetit fromnin-patient treatment
Nursing home placement was needed because ot
ongoing medical problems and an appropriate home
had been tound by the facility. The client's applica
tion for medical assistance had been dented even
!]h'ii:l‘ the

lent was a reapient of the program

immediately prior to the client's tacility admission
The county's stand was that this client wouid have to
remain in the tacility because the client wasn't eli-
giblv tor assistance. With the Ottice's ¢ ncourage-
ment, the county social worker investigated and
tound that the property, which made the client ineli
gible, was in fact not really owned by the client even
though the tax statement was in the clients name
With a lot of last minute work, this was veritied, the
client was found eligible, and admitted to the
nursing home of the client’s choice

A fitty -two vearold woman with devclopmen-
tal disabilities contacted the Ombudsman's
Office because her request to change residence was
being ignored by the case manager. The county
worker felt her reasons to move did not make amy
sense. Atter several meetings with the team and the
subsequent revision of the individual service plan
and program, the client did move and 1s now partici-
pating in an independent living training program
I'he advocate helped to keep the tocus of the team on
what the client was requesting and was instrumental

in designing plans that were truly client-tocused.

chient receiving treatment at a facihity con-
A tacted an ady ocate tor assistance in obtaining
chemical dependency treatment in the least restric
tive environment. The client advocate contacted the
client’s psychiatrist to schedule a team meeting to
discuss the client’s treatment plan
with the treatment team and the medical director, a

Atter discussion

Jecision was made to refer the chient's desire tor
community chemical dependency treatment to the
county of l'\'~}‘t'l’!~l|‘l‘=!\ tor an assessment. Based on
the county assessment and input trom the chent's
psvehiatrist, it was determined that the chent would

not benetit trom turiner treatment. The chent was

released trom the fachty and recenved services i

the commumty



tacility, in the quest tor improved quality of
A care consumer satistaction, sent a “satistac-
tion gquestionnaire” and in so doing, inadvertently
informed a former patient’s relative of the client's
brief hospitalization. The relative’s name had been
given by the client, to be contacted in case ot emer-
gency.  The client and tamily member were both
dismaved and angry at this breach ot contidentiality
The client, who had alwavs had ditficulty standing
up tor herself, recognized that she needed to address
this for her own mental health and contacted the
Oftice for assistance. With our help. a grievance was
filed. The facility responded quickly and compas-
sionately by both phoning and writing the client; in
add tiun they made immediate procedural changes
to ensure no similar incident would occur in the
future. The client indicates that this experience
resulted in increased confidence and selt-advocacy

skills.

A thirty-two vear old women was committed to
a facilitv. She was not having problems with
her treatment at the facility, but with County Child
Protection.

This clienthad a ten vear old son who was living
in a foster home. The child's case manager had been
unresponsive to the client and her social worker's
calls. The chent was supposed to see her son one
hour per week and this was not happening. Some-
times she would go two or three weeks without
seeing her son, arud the visits were a halt hour to 45
minutes. There was also an upcoming hearing to
terminate parental rights. She had no idea whe her
attornev was or what she needed to do to detend
herselt.

The advocate contacted the child protection
worker and asked to have a meeting the following
week with the client, her social worker and herselt
At this meeting, they were able to convinee the child
protection worker that the chient was doing very
well in treatment and she was more than willing to

ontinue her treatment. The child protection workes
agreed to drop the termination of parental rights
action and to increase visitation. He would continue
to monitor her progress and was somew hat hopetul
ind her so

that someday she ould hive together

T'he adyv ocate attended the court hearing with the
client and ralked to the client s attornev, the county
attorney, aud the child protection worker, and they
all agreed this plan would be the best tor all con-
cerned. This information was presented to the judge
and the hearing proceedings were stopped

his situation began when a case manager con-

tacted an advocate regarding a developmen-
tally disabled adult. The client and her tamily had
moy ed to Minnesotaapproximately Ismonths prior.
For the past 12 months they had been attempting to
arrange dayv habilitation services, however, because
of where they lived, no one was willing 1o pay e
additional cost of transportation to the Day Activity
Center (DAC).

After reviewing the situation, the advocate sug-
gested that the family tile an appeal. Tae advocate's
position was that by statute, rule and contract, the
DAC was responsible for the transportation.  The
advocate represented the chient at the hearing and the
Appeals Referee agreed with their position.  The
client began receiving services approximately six
months atter the client advocate first became
involved.

moved from a tacility by his mother because ot
concerns regarding medications and racial remarks
directed towards her son. The county responded by
issuing a warrant for his arrest and informing the
family that the only treatment this adolescent could
receive would be back at the tacility

A fourteen vear old African- American was re-

The Ottice of the Ombudsman got imolved to
ensure that appropriate and culturally sensitiv e treat
ment would be provided
the tamily over the course of a vear

An ady ocate worked with
He is currenth
receiving comprehensive services that include tam
ilv, school, and community imvoelbvement  (He n

cently won a chess championship; the first e his
dentitied as

school has won ) The mother, once

problematic to be on her
County C mildren’s Mental Health

mitten

was recenthy requested
Advisory
hey have identihed being together as a

major component of therr recon ery and stabilizatio



Complaints by Issues

he graph on the tollowing page demonstrates the types of issues that comprise the complaints or

concerns brought to the Ombudsman Oftice. It can be observed that some categories have
consistently increased or decreased in number; that some have remained fairly consistent in number; and
that some have tluctuated dramatically from vear to vear

Each of these areas can offer various insights or pieces of information.  Those that tluctuate
significantly are probably the least helptul in making comparisons, as they are based on many variables

and specitic concerns that arise.

Those remaining tairlv constant in number can lead one to assume that this is a fairlv accurate
reflection of the degree ot the problem in the service svstem.

For those revealing a consistent change in number, it is helptul to explore the data turther. As an
example, look at the DISCHARGE category. What is observed is a consistent decrease from 385 in Fiscal
Year 1990 (FY 90) to 276 in FY 92, However, if the data is broken down by Regional Treatment Centers
(RTC's)and Community, we see that the discharge issues within the RTC < did decrease from 3331 By 90
to 287 in FY 91, to 189 in FY '92. At the same time, the discharge issues within the community settings
increased from 52 in FY 90, to 65 in FY 91, to 87 in FY "92.

T'his further breakdown of the data supports the overall transition occurring within the Ombudsman
Office. This process involves increasing involvement in community settings throughout the state. This
expansion of service area, without increased statting, is the primary explanation tor the decrease in the
total number of issues dealt with in FY 92, It is also a trend. if all resources remain constant, that will
probably continue untii some balance point is reached.



[

1SSUE FY 1990 Y 1991 FY 1992 TOTALS
ADMISSION 12 -5 = -
DISCHARGE 383 15 ”
TRANSITR 103 12 s
COMMITMENT e s 104 38
DENIAL OF SERVICES uh 1 w2
DELAY OF SERVICES 38 iy 34 133
TREATMENT/PROGRANM e I = -
PLANS . E z
RESTRAINT/SECLUSION 40 76 I 158
AVERSIVE/DEPRIVATION o - " =
PROGRAM .
RESTRICTIONS : = - = -
MOVEMENT/POSSESSIONS
MEDICAL/HEALTH 122 136 138 39
PSYCHOTROPIC g : :
MEDICATIONS o - = oo
FCT 3 1 5 12
PSYCHOSURGERY 0 0 : ,
DATA PRIVACY 45 19 15 99
PERSONAL PRIVACY/ - - i =
DIGNITY
PHONE/MAIL/VISITORS 43 50 2% 19
MONEY/FUNDING 150 134 148 44
CIVILCRIMINAL CODE K4 63 90 a3
LIVING CONDITIONS 82 77 7
STAFF ATTITUDE/RESPECT e 95 75 , -
CLIENT INTERACTIONS 64 3 58 .
ABUSE 122 s 7 |
NEGLECT 65 re 34
OTHER 201 Y N {
TOTALS 2628 269 «, I




Complaints by Disability

I hc\l'_:.;p s demonstrate a tairly consistent patiern in regard to the ind lual d groups

services trom the Ottice ot the Ombuds percentages may

slightly, it could be assumed that individuals receiving ser | ntinu

primary service recipients One reason tor this mayv be the overa K rehensive contmnuum ot
mental health services These gaps in the service rv svstem result i ncreased consumer
complaints. It should also be noted, this is the on oup that consistently increased each of the three

tiscal vears

Another observation, and fairly sate assumption, is that individuals with des ymental disabilities

will continue to be the second largest recipients ot Ombudsman Othice

1
i

SCTVICES

percentage tor this group may fluctuate, they w continue to receive extensive attention

The group with the largest potential for increased involvement is

ldren and adolescents witl

emotional disturbances. This growth could develop through increased e

ation about, and mvolve-

$

ment with, the Ombudsman Otfice by the parents of these children and adolescents

KEY




Complaints by Regional Treatment Center
or Community

hese graphs demonstrate that the Ottice of the Ombudsman has continued to achieve its goal of

increased community involvement. When the otfice was created in 1987, almost all of the case load
was generated within the Regional 7 atment Center Svstem (RTC). During the tirst vear, a svstematic
approach was developed to begin educating the community service providers and service recipients
about the Ombudsman Office. This education process is continuing and, as shown in the graphs, the

expanded awareness is resulting in an increased utilization of the Office’s services by community
providers and recipients.

FISCAL YEAR 1990

COMMUNITY

RTC

6

FISCAL YEAR 1991

COMMUNITY

40%
RTC
60

FISCAL YEAR 1992

COMMUNITY




Ombudsman Advisory Committee

dolescents with emotional disturba

OSUMer, represd

lvocacy organizations, physicians, and profes
from health and human services
The Advisory Committee has ;*5‘1' ed an int

1
ting theOmbudsman in review

svstemic problems, in providing the Ombuds:

and statt with expert know ledge on promaoting the

public policy regarding how the svstem of ca
nd tunding should operate to promote integ
tion of clients into the community

Inthe past, the Advisory Committee has worked

on issues such as the planning process for mov

ment of clients from the Re
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Medical and Clinical Review runction

y he Medical Review Subcommittee (MRS)
T partof the Ombudsman Advisory Commuitty
nd consist of five members: Dr. George Dorse
Psvchiatrist, Chair; Dr. Jennifer Olson, Intern.
Medicine; Dr. Janis Amatuzio, Pathologist
Melvin Goldberg, Attorney; ar
St. Joseph's Children Home

d, Lori Squire QA

The MRS meets on a monthly basis fo review

the causes and circumstances surrounding the
deaths of clients. The MRS raakes a preliminany
determination as to whether a death is unusual o
appears to have resulted trom other than natura
causes. The MRS works closely with the Ombuds

man Medical Review Coordinator in an eftort to

improve the quality of care and prevent deaths
under similar circumstances

Cases are chosen tor review based on nine
indicators established in Julv, 1992, bv the mem
bers of the subcommitiee and statf assigned to the
medical review function.  The indic
tollows

tors are as

1) A death attributed to suicide while receiving

services.

for whom Cloz-aril is currentiv prescribed

2) Apersonwhodies whilereceiving services and

3) A death o1 a person with a diasnosis or prob
able diagnosis of Neuroleptic Malignant Svn

drome

i) A person who dies of an acute™ process 'ma
non-acute setting
VA person who dies in a detoxitication uiat

\ death of a person receiving services that m
be related to a delav or tatlure to diagnose and

i treat in a imehy manner

\ death that imay be related t b

the committee todent

Bowel infarctions, pneumn
Obstruc

Sscrastas, efg

1 Or other
$ ¢ Omb n Ot
eet r more of tl
1se 1s reviewed by the Medi
C uttee. Ombudsman statt get

[ hev are asked to gather
| imtformation, make ree-

t their concerns. The infoi

d by the staft member is analvzed
tormat for review In

15t 1P ndica the

»data is accumulate { generated tor
p nsand tre Ihis

¢ ized by the comu ¢ to

nd make recommendations to each

1 eftort to iMmprove

wle 0 has been a member ot the

and 1s a registered nurse, has as
sibilities of Medical Review Co

s being assisted by Jovee Huitberg




Medical Review Subcommittee
Case Reviews

he death of a client who committed suicide

and was receiving community residential
services for mental illness meets the criteria for
review by the Office’s Medical Review Subcom-
mittee. The committee will review the circum-
stances and issues surrounding the death of the
client. If particular concerns are identified that
affect the quality of care, the committee may com-
municate these concerns to the provider for review
to improve the quality of care and treatment to
clients who receive community residential treat-
ment.

As a result of the client death, the local police,
the county adult protection agencv, the Depart-
ment of Human Services, and the Office ot Health
Facility Complaints are also involved to examine
the circumstances and issues related to the client
death.

This case caught the public eve and was cap-
tured in a front page article last summer in the St.
Paul Pioneer Press. The article talked about the
client’s mental illness and how it affected the
client’s family.

The Department of Human Services conducted
a review of the facility which has resulted in the
tacility being placed on probation.

client at a Dav Activity Center (DAC) died
A while eating lunch. The Client's Individual
Habilitation Plan required that he not be given
shelled 1o d, such as peas, corn, ete., unless they
were mashed. It also required that he be super-
vised while eating, as he ate so tast that he was at

risk of choking

The residential home sent along whole grapes
in the client's lunch and the DAC cut them into
small pieces. The client started choking on the
grapes as he had eaten them too fast to swallow
them. The DAC staff and ambulance personnel
tried to clear the airway without success. The
emergency room staff were also unsuccessful at
clearing the airway and the client died of aspira-
tion.

The advocate reported the incident under the
Vulnerable Adult Act because the residential facil-
ity and DAC failed to follow the client's eating
program and the DAC failed to provide the level of
supervision required.

client receiving mental health services at a

RTC sustained serious injuries as a result of
jumping off abuilding located on the RTC campus.
Due to theinjury type, the injuries were reported to
the Ombudsman Office as required by the Office’s
mandatory reporting law.

The injuries to the client occurred June of 1992
withactive involvement by an advocate toaddress
both the circumstances of the serious injury and to
also provide active advocacy services to address
both the changing medical and mental health qual-
itv of care issues.

Becaus of the many medical and mental health
issues related to this case, many ditferent types of
services and agencies were and continue to be
involved to meot the needs of the client.

This case represents how complex and in-
volved advocacy services can become when advo-
cating for quality treatment and care for clients.



Serious Injuries by Disability

Fiscal Year 1991

Fiscal Year 1990

Fiscal Year 1992
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he reporting of serious injuries is a function and responsibility received by the Medical Review

Coordinator. The current thrust of this function is to tocus more attention on the aggregate of the
available data rather than individual case review. By reviewing and analyzing the aggregate of the data,
the intent is to identify trends and patterns and develop an action plan that will address these concerns.
We believe that focusing in on the bigger picture will produce the best results for improving the quality
of services for persons with disabilities.

The data collected on reports of serious injuries for vears 1990, 1991, and 1992 remain fairly stable (as
shown in the above graphs) in terms of the percentage of serious injuries that correspond to persons with
developmental disabilities, mental illness, chemical dependency, and emotional disturbance. They also
illustrate that persons with developmental disabilities sustained the largest number of injuries of all the
disability groups, and persons receiving services for ¢ hemical dependency sustained the smallest
number of injuries.

)



Serious Injuries
Incident Involved

OLVED FY 1992 TOTALS [
FALL 236 235 256 747
CLIENT TO CLIENT ‘ R
ACCIDENTAI " a0 - 39
;II:(I)I.{\.II_T‘/I.;( TIVITY - po i -
UNKNOWN ACCIDENT 108 114 10> 327
OTHER ACCIDENT 151 149 18 118
SUICIDE ATTEMPT 24 30 37 01
.I\%ll‘:ll‘{'..\l\l\'l‘l(()li{ e 35 58 47 160
CLIENT TO CLIENT .
INTENTIONAL o o B o
UNKNOWN
INTENTIONAL v 4 7 1
OTHER INTENTIONAL s 6 16 30
TOTALS 680 l 70,8 666 2051

he above giaph illustrates the tvpe of injuries sustained by consumers. Falls represent the largest

percentage of injury type and remains consistent over the three vear span. While the other injury
tvpes maintain a certain balance during the three vear time frame, suicide attempts have steadily
increased.  This information will provide the Ombudsman Office the necessary data to focus on
developing an approach to improve the quality of care tor consumers.



Deaths by Death Type

‘ T—
DEATHTYPE  FY 1990 FY 1991 FY 1992 TOTALS
ACCIDENT 4 9 B 33
HOMICIDE 3 3 > %
SUICIDE T T s 51
NATURAL 157 136 17 340
UNDETERMINED 7 20 T 4
TOTALS 199 195 184 578

t isencouraging toreport that the number of deaths by accident has declined over the past three vears.
There has been nosigniticant change in the number of deaths by homicide, suicide and natural causes.
The increase in the number of undetermined deaths could be a reporting artifact considering the twenty-
tour hour time limit on reporting and in some cases the cause of death has not been determined within
that time period. There is no significant change in the tetals over the three year period however; the

downward trend 1s encouraging,.

J1



Deaths by Disability

Fiscal Year 1991

Fiscal Year 1990

Fiscal Year 1992
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here is no significant change in the numbers and percentages of deaths reported by disability. The
variations can be interpreted as normal fluctuation given the absence of historical data. The decline
in the totals is encouraging



Strategic and Operation Planning

€ have taken a pro-active approach to the
W challenges facing us by designing and put-
ting into action our strategic plan. At the center of
this plan, is our commitment to our mission by
constantly being aware and constantly improving
on our services to consumers with mental illness,
developmental disabilities, chemical dependency,
and children/adolescents with emotional distur-
bance. We have set new sails by creating a new
work culture thatisbased on total quality manage-
ment principles. We have stayed the course and
have come a long wav.

The majority of our work on strategic and
operations planning is done by self directed work
groups made up of various staff members. These
work groups have and continue to meet frequently
todevelop overall plans of actions, including mile-
stones and deadlines in reaching their goals on
importantadministrative and managementissues
of the agency. Moreover, we have established a
participatory management process in alme -t all
matters of agency work by relving on staff to
provide input, raise questions or other concerns.
ormake comment about the direction or operation
of the Office.

For example, the drafting of the biennial bud-
get used to be the sole responsibility of manage-
ment. The 1994-1995 biennial budget, however,
was drafted by a work group consisting of man-
agement, professional staff, and support staft. We
alsohave a standing budget committee that evalu-
ates our current budget on a monthly basis and
makes recommendations to management on how
agency funds should be expended.

During this calendar vear, much has been ac-
complished by the Otfice in reachir g its stated
goals as outhined in its strategic plan. The tollow-
ing is a partial listing of our accomplishments:

¢ Revised the medical /clinical review function,
making it more sensible and related to the
overall goals of our mission;

* Developed a new data collection system, in
cluding the purchase of hardware and soft-
ware, to provide us with accurate and useful
information, which will also be available tor
public use;

® Created amore harmonious and healthier work-
ple e forouremplovees, amore open system ot
communications among statt and the develop-
ment of team ctiorts;

e Held a successtul Ombudsman Awards Pro-
gram recognizing state of the art and innova-
tive programs and services for consumers;

® Created a more equitable and fair svstem tor
providing training and expending training
tunds;

®  Achieved the goal of having a more diversified
staff;

¢ Created a more open and cooperative attitude
with other agencies, both public and private;

e Wrote our mission statement as a basis ftor all
our work.

We will continue to re-examine, to re-evaluate
and to re-think how we do our work to insure that
the highest quality of service will be provided to
the constmers. We are committed to doing the
right things to achieve our mandate in promating
the highestattainable standards of treatment, com-
petence, etficiency and justice for persons receiv-
ing services for mental health, developmental dis-
abilities, chemical dependency, or emotional dis-
turbance



1992 Ombudsman Awards for Excellence
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The tollowing programs received awards
Chemical Dependency Services

State Operated:  Four Winds Lodge, Brainerd
Regional Human Services Center, Brainerd, Mn;
Contact: Dorothy Sam, Four Winds Lodge
Program Director at 218-828-2396, Gavle Oatey,
Administration at 218-828-2389, or James Holien,
Program Manager at 218-828-2387.

1

Community: Vinland Chemical Health Programs,
Loretto, Mnand Minneapolis; Contact: Greg Jones
at 612-479-3555,

Rebuild Resources, Minneapolis, Mn; Contact:
Mel Busta at 612-645-7055.

Children s Mental Health Services

Community: PATH: Family Foster Treatment for
Children. Contact the Administration Otfice at
2324 University Avenue West, Suite 101, St. Paul,
Mn 55114, 612-641-0455.

Honorable Mention: Project CAASEY, St Paul
Public Schools, St. Paul, Mn; Contact: Alpha Bibbs

at 612-293-3911.
Dezvelopmental Disability Services

State Operated: Cambridge Pre-Admission and
Evaluation Project, Cambridge Regional Human
Services Center, Cambridge, Mn; Contact:
Josefina S. Colond at 612-689-2121, ext. 292,

State Operated: Rum River Ornamental Products
and Services of Cambridge Regional Human
Services Center; Cambridge, Mn; Contact:
Walter Hartland Jr., Director, 520 Ist Ave No,
[santi, Mn 535040, 612-444-9519.

Honorable Mention:  Crossrcads Dav Traming

Habilitation Services, Willmar Regional Treatment

Center, Willmar, Mn, Contact: Ken Spates at 612-

231-5364.

Community: CrestSILS, Albert 1 ea, Mn -

p—

Bernie Lea at S07-373-0188

mtact.

Honorable Mentions: People First Advocacy of
Olmsted County, Rochester, Mn;  Contact:
Sara Croymans, 507-287-2032, and Southside
Services of Minneapolis, Mn; Contact:
Carla Lehtinen at 612-721-1696

Distinguished Service Award

Anne Henry, Attorney; Developmental Disability
Law Project of Legal Aid.

Diverse Services

Project Challenge, School District 742, St. Cloud,
Mn; Contact: Mary Bauer at 612-251-1733.

Mental Health Services

State Operated: Sibley County Community Sup-
port Program. Contact: Ms. Bettv Baumberger,
Siblev Countv Human Services, 112 5th Street,
P.Q. Box 237, Gavlord, Mn 55334, 612-237-5575

Community: Range Mental Health Community
Supp 'rt Program, Virginia, Mn; Contact:
Miller AL Friesen at 218-749-2881

ITwentyv-Sinth Street Artists of the Mental
Health Association, Minneapolis, Mn; Contact:
PPat Young at 612-331-6840.
Honorable Mention: Camp Grandir.  Contact:
I inda Davidson at 612-331-6840.

A special thank vou to Ellen Forbes of 2oth




1987 - 1992 Ombudsman Office in Review

July 1, 1987: Oftice of Ombudsman created under

Minnesota Statute 24591

September 1987: Former State Representative

Shirley Hokanson appointed first Ombudsman

October 1987:
Advisory Commuittee is held.

First meeting of the Ombudsman

October 1987: Mass mailing to 676 facilities and
agencies informing them of the existence ot the
Ottice.

November 1'87: First meeting of the Ombudsmea
Medical Review Subcommittee (MRS).

December 1987: 'ublic meetings are held through-
out the state to give providers information on the
operation of the Ombudsman Office.

December 1987: The Ombudsman Office tinds

home at the Metro Square Building, St. Paul

January 1988: The Medical Review Subcommittee
(MRS) establishes procedure for the review and

investication of client deaths

January 1988: Active legislative session tor the

Ottice i which the duties of the Court Monitor

under Welsch are transterred to the Ombudsman

May 1988:
which includes legislative initiatives tor subpoena

Otftice des U]n;“\ P\vliC\ action PI.\H

power tor the Ombudsman; definition of serious
injury to clients; and, mandates 24 hour reporting
to the Otfice of serious injuries and deaths ot

clients.

October 1988: First Ombudsman Newsletter 1s

published.

December 1988: Medical Review Coordinator
}‘(‘\Ihnn('\l.lHi\h('d, I'he Medical Review Coordi-
nator is responsible for the medical and clinical

review function of the Office

January 1989: Ombudsman legislative initiatives
approved by legislature Office begins implemen-
tation of review and investigations of serious inju-
ries and deaths to clients under the new mandated

reporting law

January 1989: First Annual Report by the Om-
budsman is published.

May 1989: Ombudsman Office releases report on
the use psvchotropic medication with develop-
mentally disabled clients in community residen-

tial programs

October 1989: Ombudsman Oftice releases public
report on Gerard of Minnesota regarding the qual
ity of care tor emotionally disturbed children at

Cerard



January 1990: Ombudsman Otfice assists with
dratting legislative language that controls and pro-
hibits certain restrictive techniques and procedures
with emotionally disturbed children in residential

Pl'l\.‘;l'd ms

April 1990:
cort on Case Management services in

abudsman Advisory Committee
releases

the state of Minnesota.

December 1990: Ombudsman Ottice releases pub-
lic reporton the delivery of services toemotionally
disturbed children in Rule 5 residential programs.

April 1991: Ombudsman Otfice releases public
report on the Quality of Care at Faribault Pegional
Center (FRC).

November 1991: Shirley Hokanson steps down as
Ombudsman.

December 1991: Bruce H. Johnson, Director of
Office of Healthi Facility Complaints, appointed
Ombudsman.

January 1992: Office begins reorganization and
strategic planning.

February 1992: Otfice. w ith assistance ot the Man-
agement Analvsis Division, completes strategic
plan and begins in.plementation of the plan

May 1992: Ottice of ¢ ymbudsman mission sta
ment completed.

June 1992: New data collection system dey clored

June 1992: Office implements policy and proce-
dures on review and assessment ot svstem-wide

ISsues Impacting consumers of services

1992:

tended by approximately 130 people

Junc Oiabudsman Awards Program at-
4

July 1992: All Advocacy Staff attended a 24 hour
training and certification program ininvestigat: «
and inspection procedures and techniques spon-
sored by the National Certifi d Investigato. /In-

spector Training Program

September 1992: An agreement with the Om-
budsman Oftice and St. Peter Regional Treatment
Center, DHS to provide additional advocacy ser-
vices to clients at the RTC
assignment.

through a mobility

September 1992: Client Advocate regions rede-
fined to ensure adequate advocacy coverage.

October 1992: St. Peter consumers survey and
needs assessment dey L'I(vpvd. It will be minph'd to

be used in other state hospitals.

November 1992: Death and serious injury review
process updated and revised.

December 1942
monitoring project concluded.

The Faribault Regional Center

January 1993: Bruce H. Johnson steps down as

Ombuds

January 1993. John Waldron, Deputy Ombuds-
man appointed Acting Ombudsman



Ombudsman Minn. Stat. §245.91

I. OMBUDSMAN FORMENTAL HEALTH AND N NTAL RETARDATION STATUTE: MINN.
STAT. § 245.91-9
24591 DEFINITIONS.

Subdivision 1. Applicability. For the purposes of sect’ 0 24591 to 245,97, the following terms have

the meanings given thein

ubd. 2. Agency. “Agency” means the divisions, officials, or emplovees of the state departments of
human services and health, and ot designated county social service agencies as defined in section
256G.02, subdivision 7, that are engaged in monitoring, providing, or regulating services or treatment for
mental illness, mental retardation or a related condition, chemical dependency, or emotiona! distur-
bance.

Subd. 3. Client. “Client” means a person served by an agency, facility, or program, whois receiving
services or treatment for mental illness, mental retardation or a related condition, chemical dependency,
or emotional disturbance.

Subd. 4. Facility or program. “Facilitv” or “program” means  aonresidential or residential program
asdetined in section 245A.02, subdivisions 10 and 14, that is requir.d to be licensed by the commissioner
of human services, and an acute care inpatient facility that provides services or treatment for mental
illness, mental retardation or a related condition, chemical dependency, or emotional disturbance.

Subd. 5. Regional center. Regional center” means a regional center as defined in section 253B.02,
subdivision 18,

Subd. 6. Serious Injury. “Serious injury” means:

(1) ftractures;

{2) dislocations;

(3)  evidence of internal injuries;

(4 Lead injuries with loss of consciousness;

(5) lacerations involving injuries to tendons or organs, and those tor which complications are

present;

(6) ovtensive second degree or third degree burns, and other burns for which complications are
Prest t;

(71 extensive second degree or third degree frost bite, and others 1or which complications are
pl‘\‘\an

8 ) arreversible mobility or avulsion of teeth

(9) injuries to the eveba'l;

(10)  ingestion of foreign substances and objects that are harmful;

(11)  near drowning;:

{12)  heat exhaustion or sunstroke; and

(13)  all other injuries considered serious by a physician

245.92 OFFICE OF OMBUDSMAN; CREATION; QUALIFICATIONS; FUNCTION.

The ombudsman for persons receiving services or treatment tor mental illness, mental retardation or
arelsted condition, chemical depenaency, or emotional disturbance shall promote the highest attainable
standards of treatment, competence, efficiency, and justice. The ombudsman mav gather information
about decisions, acts, and other matters of an agency, facility, or program. The ombu fsman is appointed

by the eovernor, serves in the unclassitied service, and mav be remoy ed only for just cause. The



ombudsman must be selected without regard to political affibation and must be a person whe has
knowledge and experience concerning the treatment, needs, and rights of clients, and who is highly
competent and quahified. No person mav serve as ombudsman while holding anather public otfice.

245.93 ORGANIZATION OF OFFICE OF OMBUDSMAN.

Subdivision 1. Staff. The ombudsman may appoint a deputy and a confidential secretary in the
unclassified sc rvice and mav appoint other emplovees as authorized by the legislature. The ombudsman
and the full-time statf are members of the Minnesota state retirement association.

Subd. 2. Advocacy. The tunction of mental health and mental retardation chent advocacy in the
department of human services is transterred to the ottice of ombudsman according to section 15,0349, The
ombudsman shall maintain at least one client advocate in each regional center

Subd. 3. Delegation. The ombudsman may delegate to members of the statt any authority or duties
of the office except the duty of formally making recommendations to an agency or facility or reports to
the governor ai the legislature.

245.94 POWERS OF OMBUDSNMAN; REVIEWS AND EVALUATIONS; RECOMMENDATIONS.

Subdivision 1. Powers. (a) The ombudsman may prescribe the methods by which complaints to the
office are to be made, reviewed, and ac.ed upon. The ombudsman may not levy a complaint fee.

(b) The ombudsman may mediate or advocate on behalf of a client.

(¢) The ombudsman n 2y investigate the quality of services provided to clients and determine the
extent to which quality assurance mechanisms within state and county government work to promote the
health, safety, and welfare of clients, other than clients in acute care tacilities who are receiving services
not paid for by public fuinds.

(d) At the request of a client, or upon receiving a complaint or other information attording reasonable
grounds to believe that the rights of a client who is not capable of requesting assistance have been
adversely aftected, the ombudsman may gather intormation about and analvze, on behalf ot the client,
the actions of an agency, facility, or program.

(¢) The ombudsman may examine, on behalf of a client, records of an agency, facility, or program if
the records relate to a matter that is within the scope of the ombudsmian’s authority If the records are
private and the client i1s capable of providing consent, the ombudsrian shall first obtain the client’s
con-ent. The omnbudsman is not required to obtain consent for access to private data on clients with
mental retardation or 1 related condition. The ombudsman is not iequired to obtain consent tor access
to private data on decedents who were receiving services for menial iliness, mental retardation or a
related condition, or emotional disturbance.

(f) The ombudsman may subpoena a person to appear, give testimony, or produce docuiaents or
other evidence that the ombudsman considers relevant to a matter under inquiry. The ombudsman may
petition the appropriate court to enforce the subpoena. A witness who is at a hearing or is part of an
investigation possesses the same prn ileges that a witness possesses in the courts or und: r the faw of this
state. Data obtained from a person under this paracraph are private data as detined in section 13402,
subdivision 12.

g) The ombudsman may, at reasonable tines .n the course of conducting a review, enter and view
premises within the control of anagency, fac ilitv, or program

(k) The ombudsman mav attend department of human services review board and special review
board proceedings, proceeaimgs regarding the transter of patients or residents, as detined in section
246.50, subdivisions 4 and 4a, betw een institutions operated by the department of human ~ervices: and

subiect to the consent of the atfected client. other proceedings attecting the rights of clients. The

ombudsman is not required to obtain consent to attend meetings or procecdings and have access to
private data on clients with menta! retardation or a related ondition

(i) The ombudsman shall have access to data of agencies, facilities or programs classitied as private
or confidential as defined in section 13.02 subdivisions 12 and 15, regard ng services provided to clienis

with mental retardaon or a relawed condition



(i) Toavoid duplication and preserve evidence, the smibudsman shall intorm relevant licensing or
regulatory otticials before undertaking a review ot an action ot the facility or program.

(k) Sections 245,91 to 245,97 are in addition to other provisions of law under which any other remed
or right is provided.

Subd. 2. Matters appropriate for review. (a1 In sclecting matters for review by the office, the
ombudsman shall give particular attention to unusual deaths or injuries ot a client served by an agency,
facility, or program, or actions ot an agency, facili'v, or program that: ' '

(1) may be contrary to law or rule;

(2) mav be unreasonable, untair, oppressive, or inconsistent with a policy or order of an agency,
tacility, or program;

(3) may be mistaken in law or arbitrary in the ascertainment of facts;

(4) mav be unclear or inadequately explained, when reasons should have been rey caled;

(3) may result in abuse or neglect of a person receiving treatment;

(6) mav disregard the rights of a client or other individual served by an agency or facility;

(7) mav impede or promote independence, community integration, and productivity for clients; o1

(8) may impede or improve the monitoring or evaluation of services provided to clients.

(9) The ombudsman shall, in selecting matters for review and in the course of the review, avoid

duplicating other investigations or regulatory etforts.

Subd. 2a. Mandatory Reporting. Within 24 hours after a client suffers death or serious injury, the
facility or program director shall notify the ombudsman of the death or serious injury.

Subd. 3. Complaints. The ombudsmanmay receiveacomplaintfromany source concerning anaction
of an agency, facility, or program. After completing a review, the ombudsman shall inform the
complainant and the agency, facility. or program. No client may be punished nor may the general
condition of the client’s treatment be unfavorably altered as a result of an investigation, a complaint by
the client, or by another person on the client’s behalf. An agency, facility, or program shall not retaliate
or take adverse action, as defined in section 626.357, subdivision 17, paragraph (c), againsta client or other
person, who in good faith makes a complaint or assists in an investigation.

Subd. 4. Recommendations to agency. (a) If, after reviewing a complaint or conducting an
im stigation and considering the response of an agency, facilitv, or program and any other pertinent
material, the ombudsman determine: *hat the complaint has meritor the investigation reveals a problem,
the ombudsman may recommend that wne agency, facihity, or program:

(1) consider the matter further;

(2) modify or cancel its actions;

(3) alter a rule, order, or internal policy;

(4) explain .nore tully the action in question; or

(5) take other action.

(b) At the ombudsman’s request, the agency, facility, or program shall, within a reasonable time,
inform the ombudsman about the action taken on the recommendation or the reasons tor not complving
with it.

24595 RECOMMENDATIONS AND REPORTS TO GOVERNOR.

Subdivision 1. Specific reports. The ombud: man may send conclusions and suggestions concerning
any matter reviewed to the governor. Before making public a conclusion or recommendation that
expressly orimplicitly criticizes anagency . facility, program, orany person, theombudsman shall consult
with the governor and the agency, facility, program, or person concerning the conclusion or recommen-
dation. When sending a conclusion or recominendation to the governor that is adverse to an agency,
tacility, program, or any person, the ombudsman <hall include any statement of reasonable length made
by that agency, tacility, program, or person in defense or mitigation of the office’s conclusion o

recommendation



Subd. 2. General reports. Inaddition to whatever conclusions or recommendations the ombudsman
may make to the gove, ~or onan ad hoe basis, the ombudsman shall at the end of cach vear report to *he

governor concerning, the exercise of the ombudsman s tunctions during the preceding vear

245.96 CIVIL ACTION

The ombudsman and his designees are not ciy illy liable for any action taken under sections 243 91 to

245.97 11 the action was taken in good faith, was within the scope of the ombudsman’s authority, and did

not constitute willful or rechless misconduct

245.97 OMBUDSMAN COMMITTLE.

Subdivision i. Membership. The ombudsman committee consists of 13 memb rs appointed by the
governor to three-vear terms. Members shall be appointed on the basis of their know fedge of and interest
in the health and human services svstem subject to the ombudsman’s authority.  In making the
appointmeaiits, the goy ernor shall try to ensure that the oy rall membership of the committee adequat 1y
reflects the agencies, facilities, and programs within the ombudsman’s authority and that members
include consumicr representatives, including clients, former clients, and relatives of present or former
clients; representatives of advocacy organizations for clients and oth - individuals served by an agency
facility, or program; human services and health care professionals including specialists in psvchiatry,
psychology, internal medicine, and forensic pathology: and other providess of services or treatment to
clients

Subd. 2. Compensation; chair. Members do not receive compensation, but are entitled to receive
reimbursement for reasonable and necessary expenses incurred. The governor shall designate one
member of the committee to serve as its chair at the pleasure of the governor.

Subd. 3. Meetings. The committee shall meet at least four times a vear at the request of its chair or
the ombudsman.

Subd. 4. Duties. The committee shall advise and assist the ombudsman in selecting matters for
attention; developing policies, plans, and programs tocarry out the ombudsman’'s functions and powers;
and making reports and recommendations for changes designed to improve standards of competence,
efficiency, justice, and protection of rights. The committee shall function as an ads isory bodv.

Subd. 5. Medical review subcommittee. At lcast five members of the commitiee, in luding at least
three physicians, one of whom is a psvchiatrist. must be designated by the governor toserve as a medical
review subcommittee. Terms of service, vacancies, and compensation are governed by subdivision 2.
The governor shall designate one of the members to serve as chair of the subcommittee. The medical
review subcommittee mav:

(I) make a preliminary determination of whether the death of a client that has been brought to its
attention is unusual or reasonably appears to have resulted rrom causes other than natural causes and
warrants investigation;

(2) review the causes of and circumstances surrounding the death:

(3) request the county coroner or medical examiner to conduct an autopsy

(4) assistan agency inits investigations of unusual deaths and deaths from causes other than natural
causes; and

(5) submit areport regarding the death of a client to the committee, the ombudsman, the client - net-
of-kin, and the facility where the death occurred and, where appropriate, make recommend itions
prevent recurrence of similar deaths to the head of each affected agency or tacility

Subd. 6. Terms, compensation, removal and expiration. The membership torms, compensation, and
removal of members of the committee and the tilling of membership vacancies are governed by section

15.0575. The ombudsman committee and the medical review subcomn ittee expire on Tune 310 199





