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Forward

The Role of the Tak Force

The Regiona Treatment Center (RTC) Task Force is a task force of the Heath and Human Services
Committee of the Minnesota House of Representatives. Formed in the Spring of 1988, the gods of the
task force are to examine Minnesota's sysdem of RTCs and state nursing homes, become better informed
about the system, and report to the committee on the role of the sysem in providing services to
vulnerable populations in the future.

Chaired by Representative Peter Rodosovich, the task force included the following legidators:
Representative Paul Anders Ogren, Chair of the Headth and Human Services Committee; Representative
Lee Greenfield, Chair of the Health and Human Services Divison of the Appropriations Committee;
Representative Tony Onnen; Representative Doug Swenson; Representative Steve Sviggum; Representative
Kathleen Vellenga, and Representative Alan Welle.

The task force held the following meetings:

February 24, 1988  Discusson of organization and goas, planning for future meetings

June 20, 1983 Tour of Willmar RTC, Fergus Fals RTC, Ah-Gwah-Ching Nursing Home, and
Brainerd RTC

June 21, 1988 Tour of Oak Terrace Nurang Home and AnokaMetro RTC

July 18, 1983 Tour of Moose Lake RTC and Cambridge RTC

July 19, 1983 Tour of St. Peter RTC, Minnesota Security Hospital, and Faribault RTC

August 22, 1983 Discusson of tours, planning for tour of smaller community facilities

September 21, 1983 ;?erur t(())fu rIzakota's Children, Shingle Creek Options, and Hammer Residence, meeting

October 25, 1983 Discusson of tours and the care and treatment provided by each fadility, planning
for retreat to formulate find recommendations

December 89, 1988 Retreat at Afton House, review draft of task force report; develop recommendations
to the committee



Executive Summary

Regional treatment centers are an integral part of the current sysem of providing services to vulnerable
people in Minnesota. Developed to serve the needs of people who could not be served in their
communities, they have been largely successful at fulfilling this misson. With the increasing
development of community options, however, state policy makers continue to evauate the role of the
RTCs and consder a new misson for the future.

The task force has developed a number of recommendations which recognize both the importance of
community integration of clients and the need for a regional presence within the service ddivery
sysgem. These recommendations, which are developed more fully in Chapter V, are:

1

Regiond treatment centers should continue to serve "resdud* dlients in a residential setting and
to provide non-residential services to clients within the region.

Regiond treatment centers should continue to provide criss care and respite care.

Regiond treatment centers should serve as focd points for training and education of people who
work with vulnerable clients. Thev should provide consulting services to service providers and
other agencies on a contractual bass.

A limited number of regiona treatment centers should include secure fadilities for the benefit of
both clients and the community at large.

Planning for services should be done throughout the state at the regional level.

The best possble care should be provided to each client at the most reasonable cost to the client
and to the state.

The legidature and the department of human services should be mindful of the need to develop
additiona  community services and housing for people with menta illness.

The task force recognizes that any changes to the regional treatment centers have an impact that goes
beyond the human services sysem itsdf. Changes in the RTC sysem will influence the lives of many
state employees and their families, regiona economic development, and land use in communities. While
these and other issues will be of sgnificance in making decisons about the RTCs, they are beyond the
scope of this report.



Chapter |

Regional Treatment Centers Ther Higory and Role

Development of State Institutions

The firg state hospital in Minnesota opened at St. Peter in 1866 to care for mentally ill people. In
1881, the firg state school for mentaly retarded people was established in Faribault. These hospitals
were the response to a socia reform movement linking the therapeutic concept of "asylum” with the
good of society. Socia reformers believed that in peaceful rural settings, people with mental illness and
mental retardation would receive treatment and shelter from abuse and epr0|tat|on At the same time,
society would be protected from their sometimes threatening behaviors.*

Minnesote's system of state hospitals expanded rapidly, with the opening of Fergus Falls |n 1890, Anoka
in 1900, Willmar in 1912, Cambridge in 1925, Moose Lake in 1938, and Brainerd in 1958' The
population of the hospitals peaked a 15400 in 1960. Throughout these years, the state was the primary
provider of services to people with mental disabilities?

Deingtitutionaization and the Welsch Case

In the 1960's, however, a new group of socia reformers argued for normalization: the idea that disabled
people should live where they have the best opportunity to lead normal lives. Lives in ingtitutions
were not perceived as "normal,” so people were moved from the state hospitals to community settings.
This movement to the community is known as "deingtitutionalization". As a result of
deinstitutionalization, the population of state hospitals fell from 15400 to 8400 by 19702

In 1972, state hospitd residents followed the lead of other residents and advocates throughout the
country by suing the state hospitals to accomplish reform. The suit was initiated by Patricia Welsch, a
resident of the state hospital a Cambridge, and named all eight hospitals and the department of human
sarvices as defendants.  The suit was certified as a class action on behaf of al people smilarly
stuated. Throughout the litigation, the plaintiffs have been represented by Legd Advoaacy for
Developmentally Dissbled Persons, a project of the Minneapolis Lega Aid Society.*

The Welsch case was precipitated largely by daf reductions in state hospitals. In 1977, the parties
entered and the court approved a consent decree case focusing on ingtitutional reform: improving the
conditions and treatment at state ingtitutions. When the case returned to court in 1980 litigation began
to focus on reducing the population of state hospitals and fostering community services® A second
consent decree was entered on September 15, 1980. This decree provided for reduction in the state
hospital population from 2650 to 1850 by July 1, 1987; for specified daffing ratios, for procedures
governing the use of mgor tranquilizers and certain behavior management practices, for discharge
planning and evaluation, and for the appointment of a monitor to review compliance with the Decree.®

Rochester State Hospital, congtructed between 1949 and 1961, was closed in 1982. The greatest
impact of the Rochester closing was fdt by people with mental illness (MI) while people with mental
retardation (MR) were least affected by the changes. When Rochester closed, most MI clients were
transferred to St. Peter; most MR clients were transferred to Faribault. Governor's Task Force on Use
and Dispostion of the Rochester State Hospital, Study and Recommendations. December 1982, pp. 22-24.




In 1987, prior to expiration of the court's jurisdiction over the case, the parties entered into another
settlement agreement.  This agreement, which remains in effect at the present time, includes the
folowing terms:

1. No RTC will be licensed to serve children, defined as persons younger than 17 years of age.
Children with mental retardation will be admitted to an RTC only in very limited circumstances.

2. The g&f ratios agreed upon in the 1980 Consent Decree will be maintained at the RTCs.

3. The department will issue a report describing the training which it offered to various state and
county daff people.

4. The department will issue summaries of efforts to improve physica therapy services and use of
psychotropic medication in the RTCs. It will develop a protocol for monitoring sde-effects of
psychotropic medications.

5. The department will prepare a protocol for review of individua habilitation plans (IHPs) for
persons in RTCs with specid needs. It will evduate community service needs of persons in RTCs with
specia needs.

6. The department will develop a protocol for review of an individua service plan for persons
discharged from RTCs. The court order specifies requirements of the protocol.

7. For the period July 1, 1987, through June 30, 1989, either 100 people discharged or 25% of the
total number discharged, whichever is less, must be people who are very physicaly handicapped, desf, or
have severe behavior problems.

8. The department will conduct field reviews of services to 250 people with mental retardation.

. "7
9. The department will issue a report of the adequacy of case management services.'

Other Forces for Deinditutionaization

In February 1986, the Legidative Auditor reported on the deingtitutionalization of mentally retarded
people. As part of the report, the auditor acknowledged the dgnificance of the Welsch case in
accomplishing changes in the care and treatment of people with mental retardation. At the same time,
however, the auditor noted that the largest decline in state hospital populations came in the 7 years
before Welsch was filed. He concluded that the case was only one of severa forces which have changed
state hospitals in the last 20 years. The 3 additiona forces of importance are:

- the participation of state hospitals in the medica assistance (MA) program,
- the use of MA funds to develop community group homes, and

- the esgablishment of specid education programs for mentally retarded children in local school
digtricts.

The availability of MA to pay for care to mentaly retarded people in state hospitas begins with
Congressiona authorization in 1971. By 1975, dl of Minnesotas state hospital programs were certified
as ICFsMR (intermediate care fecilities for the mentaly retarded) and were digible for MA
reimbursement. Because federal MA money was tied to measures of qudity care, the state made
substantial investments in upgrading hospital fadilities and programs to ensure federal reimbursement.®



During the 1960s severd rdatively large community facilities opened in St. Paul and other parts of the
state. These community facilities served high-functioning persons, often from state hospitals, and made
it possible for people to leave the hospitals and live in community settings. The new facilities dso
created options for mentaly retarded people who might otherwise have entered state hospitals.™®

The availability of MA fuded the development of community facilities. Between 1973 and 1980, an
average of 30 new facilities opened each year. By March 1985, there were 337 community ICFsSMR with
capacity for 5180 people. In 1983, the legidature placed a moratorium on the development of community
facilities with the intention of making additional money available for aternative home-and community-
based services.™

New opportunities for educational, developmental, and vocationa programs in community settings have
dso afected state hospitals. In particular, development of special education programs to serve
handicapped persons in their loca school didtricts delayed or diminated the need to admit some
children to state hospitals. As the development of these programs enabled more children to dtay with
their families, the average age of admisson to state hospitals steadily increased. In 1985, the average
age of admission in Minnesota was 21.%?

The Role of Regiona Treatment Centers

The increasing availability of alternative services has raised questions about the role of the regiona
centers in the care and treatment of people with developmenta disabilities. Certainly their role has
changed over the years. Regiona centers are no longer the only place for serving people with
developmenta disabilities. Nor are they the best place for serving people whose needs can be met in
smaller facilities that are closer to home.

The regiona treatment centers do, however, provide centralized locations for state-funded services that
are not provided efficiently and economicaly by the private sector and/or cannot be provided in smaler
settings dispersed throughout the state. Regional treatment centers meet a variety of sgnificant needs

1. Insuring that services are available for the hard-to-serve client, such as people with
developmenta disabilities who are aso medicdly fragile, those who exhibit extreme behavior problems,
and those who are desdf.

2. Attracting professonal daf to less populated areas of the state.

3. Offering training, consulting, and education services to daff at the centers and to people in
the surrounding communities.

4. Providing both individuas and the community with needed security. A rdatively smal number
of clients are committed as mentaly ill and dangerous and/or are adjudicated through the crimina
justice system. Because these individuads may pose a danger to the community or to themselves, they
need to be isolated.

5. Coordinating services within a region.

6. Baancing quality care and reasonable codt.

7. Offering services to the larger community through the use of shared service agreements.

In any discusson of regiona treatment centers, the paramount concern is the need of individud clients

for appropriate care and treatment. No client should be placed in an RTC who can be better cared for
in a community setting. RTCs are not warehouses for people. Their misson is not to keep people



employed or to insulate communities from the realities of vulnerability. They exig to serve a
population whose needs cannot be met any better in any other place.

The role of RTCs is (1) to provide services to a fragile population, (2) to ensure that those services are
available over time, and (3) to provide a base for services in the community. It is important for
vulnerable people and their families and friends throughout Minnesota to know there is a central
location where they can recaive services learn about community services, and find necessary training.

It is important for the security of all people that the gate exhibit its presence in a very visble way
throughout the gate.



Chapter 11

Evaluation of the Sysgem

Minnesota's sysem of state regiona centers and nursing homes offers a wide spectrum of services in
number of very different settings. In order to develop its own impresson and evaluation of the system,
the task force made a preannounced vidt to each RTC and state nursing home. Chapter 111 examines a
variety of data about each facility and evaduates each in the light of the data and the dte vist. This
chapter explores advantages and disadvantages of the sysem as a whole.

Client Placement

RTCs accept residents not accepted by other facilities. This has long been viewed as one of the postive
atributes of the state-operated facility. In most cases, members of the task force thought clients were
appropriately served in the regiona centers. There were some residents, however, who could have been
placed in less redtrictive facilities, had space been available.

Saf and Client Attitudes

One of the most podtive aspects of RTC services as a whole is that they are caring services delivered
by daff people who are interested in and respectful of the individuas they serve. In its dte vidts, the
task force observed many daff people interacting with clients and difficult clients being served in a
caring manner. The task force saw a large number of services being ddivered, sometimes to a single
client or two. Clients were relaxed and seemed comfortable in the settings.

There were a couple of places where clients did not seem to be involved with gaff or with each other.
Saf were disinterested and, in a couple of situations, patronizing.

Facilities and Atmosphere

In many RTCs the atmosphere is warm and comfortable. Rooms have been decorated to look as home-
like as possble and to offer a stimulating environment in which to live and work. Most facilities have
plenty of interior space for the number of activities they offer. In some places, the lack of air
conditioning presented a serious concern for the health of clients and the comfort and morae of gaf.

The grounds are often isolated from the communities. This can be podtive, even necessary for certain
clients. However, it is important to ensure some integration into the communities. With some facilities
this integration was apparent; with Oak Terrace and Anoka especidly, it was not.

Setfing

There is an apparent lack of direct care q&f in some facilities. At the Cambridge fadility, for example,
members of the task force observed 8-10 people postioned on beds: there were not enough gaff for
individua care or interaction between gaf and clients. This and other observations, in conjunction
with anecdotal remarks about the number of people in management postions, raised a concern among
task force members that there may be an inappropriate balance between management and direct care
gqaff a some of the facilities.



Chapter 111
Review of Individual Facilities

Each of the ingtitutions reviewed by the task force has played a unique role in the ddivery of services
to vulnerable people in the state of Minnesota. Some ingtitutions are unique in the programs they
provide, others in their location or the populations they serve. This chapter of the report describes
each of the individud facilities in the following ways

1. Programs. What programs are offered and to whom?

2. History. How did this inditution evolve over the course of time?

3. Saf. How many d&ff are employed at the fadility?

4. DHS Proposal. What is DHS proposing for the future of the institution?

5. Task Force Evauation. What observetions did the task force make after vidting the facility?
Where additiona information was available, there are aso discussons of the physcd plant (How large is

the facility? How useful are the buildings?) and community comments on the future of the center. The
ingtitutions are presented in alphabetical order.



Ah-Gwah-Ching Nursng Home (AGC)

1. Programs™

* Nursng Care. 1937 Average Dally Population (ADP) - 320. AGC has 383 licensed beds,
including 175 skilled beds, 168 intermediate beds, and 40 Rule 35 CD beds.

AGC provides sarvices for the geriatric population and the chronic chemicaly dependent
population of the entire state of Minnesota whose problem behavior makes them
unacceptable in community nursing homes or other community facilities. Behavior problems '
include physica and verba assaultiveness, sexudly inappropriate behavior, socidly
inappropriate behavior, and chronic acoholism.

2. Higory

AGC was a tuberculosis sanatorium from 1907 to 1962 at which time it was converted to a
geriatric treatment center. The treatment center was established to provide maintenance care,
supervison, and nursing care for residents of state hospitals who had stabilized but who could not
return to the community. In FY86, 17% of the patients were admitted from regional centers, 28%

from community nursing homes, 28% from the Veterans Adminigtration, and 27% from other
sources.

3. St

According to the proposed biennial budget for 1987-89, 317 d&ff podtions were funded in 1986.
The estimated number for 1987 was 317, and 306 were requested for 1988.°

4. DHS Proposal™®

The state should continue to provide residential care to mentdly ill and ederly people who need
nursing care and cannot be adequately served in the community because they (1) are medicaly
fragile or dinicadly challenging and/or (2) exhibit severe or chalenging behavior. In generd,

placements occur where no community dternative is available and are expected to last longer than
180 days.

There is no plan to expand the number of licensed nursing home beds operated by the state.
However, some of the currently unoccupied but licensed bed capacity should be assgned to other
regional centers for persons who are mentdly ill but more appropriately placed in a bed licensed
for nursing home care rather than in a bed licensed for hospita care.

Some increase in daff aa AGC may be needed to provide active treatment to the nursng home
residents who are mentaly ill. This could be accomplished by maintaining the current d&ff leve
and relocating a smal number of licensed beds.

DHS recommends continuing services to the ederly at AGC and relocating the CD program to

Brainerd. Alternate service options include retaining the CD program at AGC and expanding
technical assistance and outreach.



5. Tak Force Evaluation

* Pogtive. Members of the tak force were impressed with the enthusagic gaff and good, well-
maintained facilities. The home seems to have good therapy programs where resdents are very
active. AGC is aesheically the mog pleasng of the gate facilities. With its pogt office and

other services, the home provides a sense of community despite its phydcal isolation from nearby
areas.

* Negativee. Members noted that buildings are generally wel-maintained but that the basic
dructure is showing dgns of age. The CD building in particular needs work.



Anoka-Metro Regional Treatment Center (AMRTC)

1. Programs
* Menta Illness. 1987 average daly population - 234.

AMRTC provides inpatient active psychiatric treatment of severdy mentaly ill people from
the metro region, most of whom have been committed by the courts. Mogt MI patients have
@(hajste%community hospital and outpatient program dternatives and are medicdly

indigent.

The MI program is licensed by DHS under Rule 36 and by the department of health (DOH) as
a psychiatric hospital. The program congsts of the following units:

- Admissions Unit: Providing intake, assessment, evaluation, treatment planning, and short-
term treatment followed by transfer to the appropriate treatment unit.

- Secure Intensive Care Unit: Providing specidized treatment programming for patients
requiring intensve care.

- MI/CD: Providing specidized programming for people with Ml and CD.
- Relationship: Providing specialized programming for long-term chronicaly ill patients.

- Gero-Psychiatric/Socia Skills: Providing specidized treatment™ for elderly psychiatric
patients and others who are vulnerable.

- Behavior Modification Unit: Providing specidized treatment for patients with specific
behavior problems.

- Step Leve, Fairwesther Unit: Providing short-term step level  treatment for patients who
can be prepared for discharge within 3 to 6 months.™®

» Chemicd Dependency. 1987 average daily population - 80.

AMRTC programs facilitate the rehabilitation of people admitted for CD treatment by
providing a structured therapeutic environment; diagnostic and overdl needs; supportive
health care services, group, individud and family conferences; education; appropriate
referrals; aftercare planning and follow-up. The service area includes Anoka, Hennepin,
Sherburne and Dakota counties.’

The CD programs are licensed by DHS under rule 35 and by DOH as a supervised living
fedility, Type B. The programs do not provide detoxification, which is a preadmission
requirement. The primary treatment program averages approximately 30 days. Programming
includes group and individuad therapy, lectures and films, reading, and exposure to AA.
groups. The extended treatment program is for people in the advanced stages of CD.
Patients usudly remain a minimum of 2 to 3 months. CD programs are segregated by gender
on the belief that segregation by gender enhances the quality of treatment.



The Anoka facility was the fourth state hospital built in Minnesota and was first occupied in 1902.
The population pesked a 1500 in 1954. Present population is about 300 patients although 96
additiona patients were sent to other residential treatment centers in 1987 when Ml beds were
not available at Anoka?

3. Physicd Plant®

There are 22 main structures and 9 smal services structures on 2433 acres of land. Of the 22
main buildings, 14 were constructed from 1905-1918. The CD unit was built in 1980. 7 of the
buildings contain licensed beds: al 7 are accessble to handicapped people. 4 of the patient
buildings were constructed between 1912 and 1914.

95% of the property is zoned single family residential, and 5% is zoned multiple dwelling. Mixed.
zoning surrounds the building. The Anoka fadility is located in the highest dendty area of the 8
state hospitals.

4. Setf

According to the proposed biennial budget for 1987-89, 419.2 daff positions were funded in 1986.
The estimated number for 1987 was 419.2, and 3816 were requested for 1988.

5. DHS Proposal®

AMRTC is currently operating a or near 100 percent of capacity. This makes management
difficult because (1) state facilities cannot refuse committed patients, (2) emergency admissions are
frequently needed, and (3) persons with different needs or attributes affecting treatment may be
inappropriately grouped.

Throughout the RTC system, physcd plants are inadequate for treatment of the mentaly ill
according to contemporary standards. In many instances, buildings are not air-conditioned, are not
accessible to the handicapped and others who have trouble with ambulation, do not facilitate Saff
interaction with patients, and do not facilitate use of space in accordance with contemporary
treatment standards.

The location of current beds does not reflect the distribution of the population needing services.
In relative terms, there are too few beds in the metro area.  While there is some benefit to
having centers located throughout the state, each facility must be large enough to maintain an
adequate level of professona .

The Anoka fadility is one of three facilities in "the worst condition®. DHS recommends
continuing services to the mentally ill and chemicaly dependent in a new metropolitan psychiatric
hospital. Service options include service to the ederly. Critica issues are (1) need for a new
physcd plant and (2) location.

6. Statement of City of Anoka

The City of Anoka, through its City Manager and City Councilmember, has taken a pogtion in
favor of leaving the metropolitan MI/CD fadility in Anoka. More specificdly, the City states that:

* The State has a substantial capita investment in the Anoka fadility, including a state-of-the-art
CD fadility. It is clear the MI fadilities need substantial improvement in order to provide
adequate care for residents.



* It is more economica to stay in Anoka at the present location than to relocate. Future
operational costs will also be less expendve than a many other sites.

* The campuslike environment would not be eedly duplicated anywhere in the metro area. This
is a stable environment for CD and MI residents.

» The fadility has community acceptance in Anoka.
» There is substantial integration with the Twin Cities medica community.

o Saf provide services to low-income residents of Anoka County on their own time on an out-
patient basis.**

7. Task Force Evauation

» Podtive. Task force members found many postive aspects to the Anoka fadility, including the
proximity of the ingtitution to the metropolitan area and the degree of secluson offered to
residents who may be prone to violent behavior. The CD program offers a much-needed service
for violent CD clients. The program, including the physicd plant, is excdlent. The secure
intensive care unit is aso in good physca condition.

* Negative. Overdl, the residential facility is "terrible® with smal halways, cramped quarters,

and other disadvantages. In addition, the relationship of the institution to the community is
strained. One person described it as “cautious acceptance’. Problems with the community may be
a result of the difficult clientele served at the fadility.



Brainerd Regional Human Services Center (BRHSC)

1. Programs

» Chemica Dependency. 1987 average daly population » 64. The CD program includes a
culturadly based treatment program for Native Americans.

* Mental Illness. 1987 average daily population - 65. The MI program serves a 12 county area.

» Developmental Disabilities. 1987 average daily population - 218 adults and 38 children. The DD
program includes children a the Minnesota Learning Center, a 44-bed Statewide residential
treatment center for emotionaly disturbed/behavioraly disordered adolescents (ages 8-17), as well
as children in a 15-bed Statewide residential program for deaf-blind children.

« Skilled nursing fadility - 28 beds opened in 1989.%
2. Higtory

The Brainerd facility was opened in 1958 athough the lagt building was not completed until 1967.
At fird, the entire campus was designed to serve developmentaly disabled people in a 28-county
region. The Minnesota Learning Center was established in 1970 and expanded in 1985 to serve dl
youngsters with behavior disorders, regardless of intellectua ability.”

The CD and MI programs were added in 1971. The CD program includes a specidty unit for

Native Americans. The MI program includes both acute and long-term programs as well as a locked
ward.

The department of corrections is leasing a building a the Brainerd facility and purchasing
professona and support services from the RTC.

3. Physicd Plant®

The Brainerd fadility is the most recently constructed of the state RTCs. It includes 16 man
structures and 7 small services structures on 198 acres of land. The general physcd condition
of the buildings is good to excdlent. 11 of the buildings contain licensed beds.

The zoning is "public’. The campus is surrounded by agricultural, rural residential, residential, and
green space. Land south of the fadlity is zoned commercid.

4. St

According to the proposed biennia budget for 1987-89, 670.6 daf positions were funded in 1986.
The estimated number for 1987 was 670.0, and 576.3 positions were requested for 1988.

5. DHS Proposal®

DHS proposes to serve the mentdly ill chemicaly dependent and elderly at the Brainerd fadility;
to serve the developmentaly disabled through SOCS, day habilitation and training services, and to
expand the nursing home. Service options include regional support services. Critical issues
include capital, feasble management structure, renovation, and appropriate licensure.



DHS does not, in general, support treating children or adolescents in ingtitutional settings but
supports maintaining a small capacity for serving very troubled children with highly trained d&ff
and intensive 24-hour care. These children have faled in many community programs for children
and adolescents. DHS does not intend to expand the availability of this program. Future
admissions will be limited to children age 12 and older. All children participate in a full education
program at the RTC or in the locd schools.

Fecilities for treatment of people with mental illness are inadequate (See discussion of the Anoka

facility).

Resid:gntial and habilitation services for persons with DD will be moved off campus by June 30,
1992.

6. Task Force Evauation

» Podtive. The task force found many postive aspects to the Brainerd facility and programs,
including the Indian CD program which fdlows Indian customs and an energetic and enthusiastic
daff. The laundry is a valuable shared service provided by the ingtitution, and the heating system

is very functional.

* Negative. The fadlity is stark and ingtitutionalized, even though it is a newer fadility. It is
the opinion of the task force that the facility could be made more home-like without a large
investment of money. The CD programs have problems competing with other programs.



Cambridge Regional Human Services Center (CRHSC)

1. Programs™

* Mental Retardation. 1987 average daily population - 371.

2. Higtory

CRHSC serves deveopmentaly disabled people from 9 counties: Mille Lacs, Kanabec, Pine,
Sherburne, Isanti, Anoka, Chisago, Ramsey, and Washington. The Center provides a
congregate living environment and conditions necessary to effectively train people in adaptive
behaviors and independent living skills. Placement is based on vulnerability, age, intellectual
level, socia compatibility, maladaptive behaviors, and smilarities of client needs. The
folowing residentia areas are available:

- McBroom - 96 licensed beds for male and femae clients residing in 6 households. All are
physcaly handicapped. The age range is 19-64 years. All clients are profoundly or severdy
retarded, cannot communicate, and need assstance to complete sdf-help skills. Most have
magor health problems.

- Boswel - 96 licensed beds for male and femae clients residing in 6 households. All are
severdy or profoundly retarded. Some have multiple handicaps. All require 24-hour
supervison.

- Ridgewood - 78 licensed beds. All are adults with severe or profound mental retardation.
All are ambulatory but may have difficulty with barriers such as stairs. There is a wide
range of sdlf-help skills.  All require 24-hour awake supervision.

- Building 11 - 72 licensed beds. Residents are between 24-60 years old and are from mildly
to profoundly retarded. Most display maadaptive behaviors. All require 24-hour
supervision.

- Ddlwood North - 14 licensed beds. These clients have high levels of sdf-care ills, are
independently mobile, and participate in the vocationa activities offered by Rum River
Ornamental Products and Services.

- SOCS. CRHSC has opened 3 SOCS homes since 1986, one in Braham and 2 in Ramsey
County. The SOCS are funded through the MR waiver.

The Cambridge fadility opened in 1925 as a colony for epileptics. By 1961, 2008 people were
housed in 16 residential buildings. Since that time the population has steadily decreased because
of the availability of local programs and a trend toward smaller, more home-like areas.®

3. Physicd Plant

Most buildings were congtructed between 1925 and 1937 dthough over haf of the total square
footage was built after 1953. There are 26 main structures and 19 small service structures on 245
acres of land. Most buildings are in fair to good or good condition. 11 of the main buildings
are used as resdentia facilities. The hospital is zoned professional/medical. Areas bordering the
facility have mixed zoning.®



4. St

According to the proposed biennial budget for 1987-89, 7634 daff positions were funded in 1986.
The estimated number for 1987 was 765.9, and 685.9 postions were requested for 1988. The gaff
alocation for 1989 was 678.86.

5. DHS Proposa

DHS proposes to stop providing residential services to DD clients at Cambridge. CRTC would
provide day habilitation and training services. DD clients would live a& SOCS. A sarvice option is
for the center to offer regional support offices  Alternative uses for the Cambridge facility are
nursing homes, commercia activities (laundry, motor vehicle repair and maintenance), adaptive
technologis? community/state educational sysem, housing, and corrections syslem. A critical issue
is capital

Residentia and habilitation services for persons with DD a Cambridge will be moved off-campus
by June 30, 1992.®

6. Task Force Evauation

» Podtive. The task force found better facilities than they had envisoned and better care of
people than they had anticipated. Some students from the community college are living on campus
in an exchange of sarvices for housing. There is a good activity area.  The program providing
simulation for hydroencephalics is a very podtive service of the ingtitution.

* Negative. The fact that Cambridge is a single diagnodis ingtitution (DD) is a disadvantage. The
sze of the fadlity gives a feding of isolation. There is less interaction with the community than
is desirable.



Faribault Regional Center (FRC)

1. Programs™’
* Mental Retardation. 1987 average daily population - 590.

FRC provides specidized services for mentally retarded people who cannot currently be
provided programs of care in the home and community, most often because of serious physcd
or health problems, or because of severdly disruptive behavior. The FRC receiving digtrict
includes 13 counties: Hennepin, Dakota, Rice, Steele, Freeborn, Goodhue, Wabasha, Dodge,
Olmsted, Winona, Mower, Fillmore, and Houston.

As of September 1988, 59% of the residents are profoundly retarded; 29% are severdy
retarded; and 11% are moderately or mildly retarded. A large number of the residents are
also physcaly handicapped: 37.% are non-ambulant, 51% suffer from seizure disorders, 12%
are hearing impaired, 29% are visudly impaired, and 58% exhibit behavior disorders. Of the
licensed beds, 678 are ICF/MR beds; 35 are skilled nursing beds, and 35 are hospital beds.

. Each resident has an individua program plan, developed annually and reviewed monthly. The
program plan is developed by an interdisciplinary team. The resident and his or her family
and socid worker participate in development of the program plan.

Eight residents participate in the Faribault School District's program for the trainable
mentally retarded. FRC provides day habilitation services for the remaining residents. In
the day program, residents develop skills associated with sdlf-care, domestic living, socid
interaction, vocational skills, and other skills needed for community or independent living.
The day program has a strong vocational emphasis and provides many work opportunities for
clients.

2. Higory

The Faribault State Hospital was established in 1881 following a 2-year experimental program
under the administration of the Minnesota Deaf School.  Until the mid-1950's, it served the entire
state. Population of the institution pesked at 3355 in 1955 It is the second oldest state

hospital in Minnesota.®

3. Physicd Plant

Faribault is the largest state hospital with 81 buildings on approximately 500 acres of land. Of 30
maor buildings, 15 are usad for residential services, 7 for training and habilitation, and 9 for
adminigtrative and support services. Over hdf of the buildings have been constructed since 1950.
Of the 30 main buildings, 4 are dedicated to a specific function: food service, hospital, laundry,
and power plant.”’

The phydcd condition of the older buildings is far to good: the newer group is good to excellent.
15 buildings and a portion of the medical hospita are used directly as residentia facilities. 7 of
the residential facilities were built from 1917-1938. The others were built from 1947-1964.

The zoning is high dendity residential. This code includes ingtitutional, multiple family,
community/residential care, dormitories, hospitals, and boarding care structures. The campus is
surrounded by heavy industrial and open agricultural codes.*?



4. Setf

According to the proposed biennial budget for 1987-89, 1,064.2 daff postions were funded in 1986.
The estimated number for 1987 was 1,052.2, and 969.7 were requested for 1988.

The FRC employs 1,089 individuals, including over 200 health and human services professonds and
530 hedlth and program staff.®

5. DHS Proposal®

DHS initially proposed closing FRC atogether and moving the 520 residents to ICFSMR and SOCS.
More recently, DHS has proposed that the following services be available at the FRC:

(i) 120 nursing home beds, up to 60 of which will be for people who are developmentally
disabled and medicdly fragile.

(i) an additional 100 beds for people with developmental disahilities. These beds remain open
through June 30, 1995.

In addition, DHS recognizes the interest of the Faribault community in Sting a psychiatric fadility
a the RTC. The department is investigating the need for such services.

6. Community Proposal®

The 1988 legidature authorized a community task force to recommend to the legidature expanded
and dternative uses for the FRC. The 13 member task force presented its report to the
legidature in November 1988. The report recommends that the FRC serve:

* A residua population of developmentaly disabled clients. Residual clients are people with
medical conditions and/or unstabilized behavioral conditions for whom an adequate and
sufficiently concentrated medical, psychological, and/or therapeutic community network is not

presently available. FRC would provide residentia space, equipment, programs, and daf to serve
200 clients.

» A geriatric population. The FRC would expand its nursing home capacity by 100-125 beds to
provide long term care to dderly people who are mentdly ill, medicaly fragile, or clinicaly
chalenging.

» SOCS dlients. FRC would develop and manage a network of licensed ICF-MR and waiver homes,

each housing 6 people with developmentd disabilities. Approximately 168-174 people would be
saved in 28-29 sites.

* Clients who need day programming. FRC would establish and administer day programs at 14
community-based sites, each location serving up to 16 clients.

» People with closed head injuries. FRC would develop (1) a 40-bed brain injury unit to treat
people whose brain injuries have caused behaviord, cognitive, emotional, communicative, and
mobility impairments, (2) an outpatient clinic for evaluating people with neurologica and motor
deficits, and (3) an adaptive equipment center program to design and make assdtive devices for
people with physicd dysfunctions.

* People with mental illness. FRC would establish 2 20-bed units to provide comprehensive
psychiatric inpatient and day treatment services for adults.



* The community through contractual agreements FRC would make its professonal expertise
available to county social services agencies, providers of resdential services, developmental
achievement centers, and others through shared service or feefor-service agreements

7. Tak Force Evaluation

» Pogtive. As a whole, the task force found the size of the fadlity to be a podtive attribute
inasmuch as it creates a sense of community. Members recognized, however, that the large size
could be a disadvantage, epecially because of the need for continual upkeep. Some of the
buildings meet nurang home dandards this is an advantage for future planning.

Members commented on the excdlent care provided to difficult populations, induding medically
fragile individuals and people who need nurdng care. There is a good activity area and excdlent
interaction with the community. Shared services, such as the laundry, are also an advantage

* Negative. The number of older buildings are a disadvantage, as is the fact that FRTC sarves a
sngle disability group.



Fergus Falls Regional Treatment Center (FFRTC)

1. Programs®®

» Developmental Disabilities. 1987 average daly population - 183. The FFRTC provides residential
care, supervison, treatment and training services to mentaly retarded clients. On June 30, 1987,
the center was serving 175 clients, 123 of whom were profoundly retarded, 30 severdy retarded,

12 moderately retarded, 7 mildly retarded and 3 with borderline retardation.

Developmentally disabled clients a the FFRTC have a variety of other disabilities. Of 158 clients,
there are 60 on psychotropic medication, 16 visudly impaired, 52 hearing impaired, 68 suffering
seizures, 46 non-ambulant, and 41 with a dua diagnosis of MR/MI.

* Mental Illness. 1987 average daly population - 100. The MI unit admitted a total of 424 people
in fiscd year 1987. The average daly census was 99. MI programs serve individuas in acute
distress, those with dual diagnoses, and those who exhibit severe behaviora problems. The MI
divison emphasizes a holistic treatment approach which fosters development in al areas of the
client's life ~ phydcd, psychologicd, socid, spiritual, and emotional.

o Chemicd Dependency. 1987 average daily population - 145. The Drug Dependency Rehabilitation
Center of the FFRTC offers a full range of CD services for people who are chemicdly dependent
and their families. The "New Life" outpatient program opened in March of 1987. "New Life' is
the firgt outpatient CD program within a Minnesota regiona treatment center. There were 1,513
CD admissions for fiscd year 1987.

* Mental Health Resource and Training Center. FFRTC serves as a menta health resource and
training center, providing consultative and direct services to community agencies and individuals in
response to client needs. The Drug Dependency Rehabilitation Center has entered into shared
sarvices agreements to provide CD services for Fergus Falls School District 544, Red River
Serenity Manor Hafway House, and the Ortonville Family Treatment Center.

The Drug Center also provides a 53-week CD counsdor training program. Students in the program
earn credits through Moorhead State Universty or the Fergus Fals Community College.

2. Higtory

Opened in July 1890, FFRTC is the third oldest service provider in the state residential facilities
sysem. In 1969, the center became a multi-purpose treatment campus. In addition to its
psychiatric program, treatment units were opened to help people with chemicd dependency
problems and to assst people with developmental disabilitiess. FFRTC has 565 licensed beds and is
accredited by the Joint Commisson on Accreditation of Hospitals. The receiving digtrict for
FFRTC includes the following counties: Kittson, Roseau, Marshall, Polk, Pennington, Red Lake,
Norman, Mahnomen, Becker, Clay, Wilkin, Ottertail, Grant, Douglas, Traverse, Stevens, and Pope.47

3. Physicd Plant®

FFRTC includes 40 main structures and 14 smal service structures on 3205 acres of land of which
164 acres are leased out as surplus farmland. 24 of the main buildings were constructed from 1890
to 1923, 4 were built in the early 1930, and 12 between 1950 and 1964. Fergus Fdls has the
largest number of building constructed prior to 1930.



Of 27 buildings, 10 are rated poor, far to poor, or fair. 5 are rated good to excellent or
excelent. 11 buildings are used directly as residentia facilities. 8 of these were built between
1890 and 1919. 10 of these do not comply with handicapped requirements. The hospital is zoned
residential/agricultural. A variety of zoning codes surrounds the hospital, including heavy
industrial, limited and service business, and multiple family residence.

4. Seff

According to the proposed biennial budget for 1987-89, 624.4 daff positions were funded in 1986.
The estimated number for 1987 was 618.9, and 580.0 were requested for 1988.

5. DHS Proposal

DHS recommends that the FFRTC continue to serve mentally ill and chemicaly dependent people
on a re-capitalized campus. Service to the developmentaly disabled population will be provided
through SOCS, with day habilitation and training services made available a the center. Critica
issues for FFRTC are the need for a new physcd plant and a feasible management structure. The
department proposal dso comments that (1) the Fergus fadility is one of 3 facilities most in need
of recapitdization, and (2) none of the catchment areas as currently configured lends itsdlf to
combination with another, especidly in regard to accessibility.*

Residsgntial and habilitation services for persons with DD will be moved off campus by June 30,
1992.

6. Codlition Response™

The Fergus Fals Regional Treatment Center Codlition supports legidation on the following
policies:

* Residential Role-Family Option. Families should have the option to keep a client in residence at
the RTC and served by programs in the RTC.

* True Regionaism-Decentralization-Unicameral Administration. The regiona configuration must
be maintained under a decentralized adminigtration vesting in the CEO of each RTC general
authority over the personnel and programs delivering services within the catchment area. The
CEO would be responsible for al regiona programs whether on-campus or community-based.

» Continued Role of State as Provider. Legidation mugt state that the state of Minnesota be a
direct provider of services and must contain a geographic definition of a siting distance for SOCS
from exiging RTC campuses.

» Defined Residual Population. Legidation must provide a mechanism for achieving a meaningful
definition of the resdua population of developmentally disabled persons appropriate for care in
the RTCs.

* Reect Timetable-Insure Community Readiness. Deindtitutionalization should be geared to the
needs of residents and availability of community placements, not to a calendar-based fixed
timetable.

7. Task Force Evauation
» Podtive. The location of the Fergus Fals fadility is very important as there is a lack of

aternative sarvices in the region.  Furthermore, the lack of other services and the sze of the
area sarved makes it necessary to serve dl populations at the FFRTC. . Members found the



programs to be sound and the d&f to be responsve and enthusiastic. They especidly noted the
crigs outpatient services.

* Negative. Although the buildings have been wel-maintained, the out-dated design of the facility
makes future use of the buildings very difficult.



Moose Lake Regional Treatment Center (MLRTC)
1. Programs™

» Developmental Disabilities. 1987 average daly population - 89. The program for people with
mental retardation utilizes a wide array of techniques directed toward carrying out an
individudized program plan that has been developed for each resident. One of the primary
objectives is to provide the most normalized environment possible with an emphasis on a broad
range of learning experiences.

* Mental Iliness. 1987 average daily population - 70. The center offers 2 programs. The
Admission Program provides an initid assessment and evduation and treat acute but generdly
short-term emotiona disorders. The Life Adjusment Center helps individuas with chronic
emotional disorders and those who may lack basic skills for leading a normal life in society.

» Chemica Dependency. 1987 average daly population - 150. The CD program concentrates on
severa categories of problems. The Acclimation Program deals with problems related to
withdrawa from long or heavy use of chemicas. The Primary Treatment Program is intensve and
short term, with the basic god of helping the client deal with al chemicds in a responsible
manner. The primary program is divided into 3 units, with placement depending on the degree of
chronicity and involvement with the crimina justice system.

There is a Long Term Program for people with repeated treatment failures and a Family Life
Program that provides residentid treatment for client families and friends as well as a combination
inpatient-outpatient program in conjunction with the Northland Menta Health Center.

There is dso a CD program especidly for women. Women are separated from men and from
people in other programs for the initial phases of their treatment.

» Psychogeriatric Program. This program provides 2 digtinct services to older clients. One unit
treats geriatric CD clients and clients with short and long-term emotional disorders. The second
unit treats clients with long-term emotional disorders with complicating medica-physica problems.

2. History

Moose Lake State Hospital opened in May 1938, with the center ddivering primarily custodia care
until the late 1950's and 1960's. At that time, chemotherapy made a more open hospitd a redlity

and minimized the need for redtrictive measures. The Moose Lake fadility serves the

northeastern part of the state, with the exact nature of the catchment area depending on the type

of disability.

3. Prysicd Plant

MLRTC is the second mogt recent state hospital in Minnesota. There are 23 main structures and 7
small service structures on 175 acres of land. 10 buildings are used directly as residential

fecilities. The center is in good physcd condition with no buildings listed as poor, far to poor,

or far condition. The fadlity is zoned governmenta or open. The area surrounding the fadlity

is zoned park, light industrial and multiple dwelling.”



4. St

According to the proposed biennial budget for 1987-89, 5233 g&ff positions were funded in 1986.
The estimated number for 1987 was 530.3, and 5133 were requested for 1938.

5. DHS Proposa

Under the department's proposal, MLRTC would continue serving mentaly ill and chemicdly
dependent people on a recapitalized campus. People with developmenta disabilities would be
sarved through SOCS.  The center would also offer day habilitation and training services. Critical
issues for Moose Lake are the need for a new physca plant and a feasible management structure.
The department proposal lists Moose Lake as one of 3 facilities most in need of recapitalization.

Resd%mtial and habilitation services for persons with DD will be moved off campus by June 30,
1991.

6. Codlition Response’

The Codlition of Concerned Citizens for Moose Lake Regional Treatment Center has taken the
folowing positions:

» Before reducing RTC services, there should be an open public policy development process.

» The Legidature should clearly delineate public policy relating to the role of the state in
providing human health services by defining the role of the RTCs, the role of private and
community-based providers, and assuring quality care.

» The practica needs of al concerned parties must be reconciled in developing and implementing
new policies.

* DHS should plan how services will be provided, monitored, regulated, and funded and should
identify its own role.

» The needs of citizens can best be served by a partnership among agencies, providers, RTCs,
advocates, governmenta units, and regulatory bodies.

» Taxpayers must be concerned about the qudity of life for al people while a the same time
recognizing the need for fiscd responghility.

7. Task Force Evauation

» Pogtive. The facilities were better than expected. Members do not see why DHS thinks the
Moose Lake fadlity should be rebuilt. There is a good mix of clients, including women, people in
al disability groups, seniors, and people with Alzheimers Disease. There is good integration with
the community and good programming for mental health needs of the elderly.

The CD unit has a population smilar to the population at Shakopee. Women in the program are
segregated from others at the fadlity. They are then integrated into other programs after they
have dedlt with their chemica dependency problems. Members of the task force talked with
women who fdt they benefited greatly from this kind of program.

* Negative. This is one of the facilities where the ratio of middle management to direct care
daff should be examined. See Chapter 11 for a more complete discusson of this issue.



Oak Terrace Nursng Home

1. Programs

* Nursing services for geriatric clients. OT is a 350 bed facility licensed by the Minnesota
Department of Heath and accredited by the Joint Commission on Accreditation of Hospitals, Long
Term Care Divison. It is dso certified as a Medicare and Medicaid provider and is approved to
receive Veterans Administration Contracts. OT provides rehabilitative treatment to adult clients
who have behavior management disabilities. Because of their behavior problems, these clients are
often denied admission to, or transferred from, community nursng homes and other facilities™®

There are about 260 people at OT.>
2. Higtory

Oak Terrace Nursing Home was crested by the State Legidature in 1961. Facilities are leased
from Hennepin County for a period of 35 years, beginning January 1, 1962, The fadility origindly
included the Glen Lake Sanatorium, which provided services for tuberculosis care until Spring
1976. The OT receiving area includes al of Minnesota®

3. Prysicd Plant

The plant is leased from Hennepin County, and some of the buildings are leased out to other
organizations. The physicd fadlity is very old and will be closed under the DHS plan. Because
of the poor condition of the phydca plant, admissions to OT have been curtailed. 61

4. St

According to the proposed biennial budget for 1987-89, 300.5 daff positions were funded in 1986.
The estimated number for 1987 was 300.5, and 3005 were requested for 1987.

5. DHS Proposal

DHS proposes relocating the capecity of OT to serve the ederly, some in afiligtion with a new
metropolitan psychiatric hospital. Critical issues for OT are the location of the facility and

capital expenses.

It is recommended that OT be closed by 1992 and that the licensed beds be redistributed to other
facilities operated by DHS. Nursing home capacity of 60 - 100 beds should remain in the
metropolitan area. Smdl long-term care units may be operated at other regiona centers if the
screening of patients currently occupying hospital beds supports that change. Some Oak Terrace
residents could be moved to these units.”?

6. Task Force Evauation
» Podtive. The proximity to the metropolitan area is an advantage of the Oak Terrace fadility.
* Negative. The fadility is so old and in such poor condition that good care is impossible.

Employee morae is understandably low. The atmosphere throughout the facility is depressing.
This fadlity is an. example of ingtitutional "warehousng'".



S Peter Regional Treatment Center (SPRTC)

1. Programs
* Mentad illness. 1987 average daily population - 158

The mental illness program is divided into 6 separate treatment units and housed in 4
buildings on the SPRTC campus. The program receives admissons from a 19-county area in
southern Minnesota. The 6 units are:

- Shantz | East: Genera psychiatric acute admissions - 26 licensed beds. This unit is locked ¢
and the program is designed for patients who require structure and supervison not available
on an open unit because of acute psychods, suicidd tendencies, and other disabilities.

- Shantz | West: Diagnosis, treatment and discharge to the community - 34 licensed beds.
This unit facilitates treatment of menta illness with the least amount of intruson and
restriction on the individud's life. This unit is also locked.

- Shantz Il West: Intensive Treatment Program for Sexua Aggressves (ITPSA), is a
component of the Minnesota Security Hospital but is housed on the SPRTC campus.

- Community South: Chronic mental illness in remission - 25 beds. Emphasis is on community
placement and aftercare planning.

- Community North: Activity and work oriented. Many of these patients work in
occupationa therapy, industrial therapy, or vocationa rehabilitation jobs.

- Pexton Independent Living Unit: Services to patients who continue to be dysfunctiona in
various psycho-socia skills which are necessary in order for them to cope with community
living.

- Pexton Extended Care Unit: Psychogeriatric and functionaly decompensated, physcdly
handicapped (gersons Most patients on this unit have difficulty with ambulation and/or sght
and hearing.

» Chemicd Dependency. 1987 average daily population - 54.
The Johnson CD program offers the following treatment programs:
- Primary Program. This 3-phase program focuses on acceptance of CD as a treatable
disease, a family program, and steps 4 and 5 of the 12-gep program and the beginning of
aftercare.

- Outpatient Program. This program provides smilar individudized services for those in need
of intensve CD treatment but who are able to live in the community while in treatment.

- Hearing Impaired Program. This program offers comprehensive treatment for hearing
impaired persons who are chemicdly dependent and their families.

.- Extended Care: Relapse Prevention Program. This inpatient program is available to people
who have been unable to maintain lasting sobriety.*



The MI/CD divison is accredited by the Joint Commisson on Accreditation of Hospitals, licensed
under DHS rules 35 and 36, and certified by the department of health and human services to
receive Medicare and Medicaid.®

» Developmentd Disabilities. 1987 average daily population - 150.

The Minnesota Vdley Socid Adaptation Center is a state-operated residentia facility serving
the needs of mentally retarded people in south centra Minnesota. The fadlity serves the
counties of Blue Earth, Brown, Faribault, LeSueur, Martin, Nicollet, Waseca, Watonwan,
Shley, Scott, Carver, and the metropolitan counties. The function of the center is to
provide a total living program that offers opportunities for individua development in ways
that will add a dimension of independence to the daily living of the resident. The center
offers a developmental continuum of training. The center can serve up to 170 residents at
any time. These people are mentaly retarded individuas who demonstrate a need for
specidized programming that will enable them to return to a community setting.%®

2. Higtory

The St. Peter State Hospital was opened in 1866 as the first state hospital for the treatment of
people with mentd illness. In 1911, the Minnesota Security Hospital was located on the St. Peter
campus to house and treat mentdly ill and dangerous men from the entire state. In 1967, the
Minnesota Valley Socid Adaptation Center was established for the mentaly retarded. A unit for
people with CD was established at St. Peter in 1970, and a State-wide hearing impaired unit for
the mentaly ill was opened in 1985.%

3. Physicd Plant®

35 main structures and 8 small sarvice structures are located on 7436 acres of land of which 220
acres are leased out.  Within the past 20 years, the fadility has been transformed from the oldest

to one of the newes facilities. The phydca condition is generdly excdlent, except for a few
older buildings and garages.

8 buildings are used directly as licensed bed facilities. All but 2 buildings meet requirements for

the handicapped. The center is currently zoned residentia multiple dwelling, as is the area
surrounding the center.

4. St

According to the proposed biennial budget for 1987-98, 532.8 ddf postions were funded for 1986.
The estimated number for 1987 was 540.3, and 524.3 were requested for 1988.

5. DHS Proposal

DHS proposes that services to the mentaly ill and chemicaly dependent populations continue to be
provided a SPRTC. Services to the developmentaly disabled population would be provided through
SOCS, with the center providing day habilitation and training services. Critical issues are capital
and feasble management structure.

6. Task Force Evaluation
» Poditive. The new security fadlity is a podtive addition to the ingtitution.

* Negative. The atmosphere is not "homey". The buildings are tiled, which probably helps create

this ingtitutiond feding. The fadlity could be made more home-like without a large investment
of money.



S Peter Security Hospital (Minnesota Security Hospital - M SH)

1. Programs.. 1987 average daily population - 22™

» The program provides court-ordered evauations for competency to stand trial, the insanity
defense, pre-sentence evaluations, and sex offender evaluation and treatment. Within the security
hospital is a unit for up to 18 femde patients.

The treatment center adso has intendve treatment programs for aggressve patients and accepts
transfers within the DHS from open regional centers for evaluation and treatment. The center
supervises gpproximaey 54 patients who are consdered mentaly ill and dangerous, or have
graduated from the sex offender treatment program, or are serving time under the department of
corrections but will return to the security hospital on indeterminate commitment status.

The program serves dl 87 counties of Minnesota

2. Higtory

MSH was established in 1907 for the custody and care of the crimindly insane. In 1931, the first
free-standing MSH was erected. It was occupied until 1982 when a newly constructed facility was
occupied.”

3. Physcd Plant
MSH is new and is in excdlent condition. The fadlity is the only complete security building on
any of the 8 exiding state hospital grounds. There are no other comparable buildings capable of
housing court-determined security persons without mgor renovation costs.”

4. St

According to the proposed biennial budget for 1987-89, 210 daff postions were funded in 1986.
The same number was estimated in 1987 and requested for 1988.

5. DHS Proposal

DHS has no proposal for the MSH.

6. Task Force Evauation
» Podtive. The security hospital is a fine example of a modern secured facility.

* Negative. While not spedificdly a negative comment, any oveview of the MSH raises the
question of the psychopathic persondity. There are no known cures for the psychopathic
persondlity. For that and other reasons, it is not clear whether psychopaths belong in a
treatment center or a correctiona inditution. While the task force recognizes this dilemma and
the need of the state to develop a palicy on the care and treatment of psychopaths, the issue is
beyond the scope of this document.



Willmar Regional Treatment Center (WRTC)

1. Programs”
* Mental Health. 1987 average daily population - 250.

A total psychiatric program is offered to al residents including diagnosis and services and
other therapies as indicated. It is expected that al residents admitted to the treatment
center will return to their home communities within a relatively short period of time. Care

and treatment are provided in an open setting employing as many of the current treatment
techniques as are feasible.

o Chemica Dependency. 1987 average daily population - 90

The CD fadlity includes 90 beds for primary treatment and 28 beds for extended care
treatment. The program also serves persons who are heroin addicts or on methadone
withdrawa on a statewide basis.

» Adolescent Treatment. 1987 average daily population - 40.

The adolescent treatment unit is a statewide psychiatric inpatient unit serving psychiatricaly
and behaviordly disturbed youth between the ages of 12 and 17. The unit includes a
specidized segment cdled the Protective Component Unit, started in 1979 to provide
treatment services to a smal group of mae adolescents requiring a secure setting. There are

36 licensad beds in the open unit, 20 for boys and 16 for girls. There are 6 licensed beds in
the protective unit.

The adolescent unit school program is provided by the Willmar Public Schools and is designed
to be an integra part of the treatment process.

o Silled Nursing and Rehabilitation Unit

This unit provides a high level of nursing care to residents with debilitating physicd and
psychological conditions. It aso provides skilled care to residents on a short-term basis

until they are able to return to their designated program at the center or placement in a
community facility.

» Geidtric Rehabilitation. Two 25-bed units.

These units provide rehabilitative treatment for mentaly ill, behavioral/functionally impaired
elderly clients who cannot be adequately treated in a community facility.

» Developmentd Disabilities. 1987 average daly population - 102.

Glacid Ridge Training Center is the focd point for the deivery of essentia services to
mentally retarded people and their families in southwestern Minnesota.  Services include
short- and long-term residency, intendve training programs on an intervention basis, family
education, TMR (trainable mentally retarded) school programs, and adult work activities.



2. Higtory

WRTC was established in 1907 for the care and treatment of "inebriates’ and received its firg
patient in 1912. In 1917 the program was expanded to serve people with mental illness. In 1951
the center was assgned a receiving digtrict for referral of MI clients from 17 southwestern
counties of Minnesota. The center continues to receive M1 clients from 23 counties.

3. Physicd Plant™

Willmar State Hospital was the dxth state hospital in Minnesota. The ingtitution has 39 main
structures and 10 smal services structures on 158 acres of land. Most of the buildings were
constructed from 1912-1933 and are in good physicd condition. The remainder were constructed

from 1948-1979 and are in good to excdlent condition. The activities building was congtructed in
1982.

15 buildings are used directly as residential facilities. 9 of these do not fully comply with
handicapped requirements athough programs and activities are accessble to the handicapped. The
ingtitution is zoned as a governmental and institutional district. It is surrounded by agricultura
land, heavy residentia density, duplexes and sngle family homes, and a lake.

4. Setf

According to the proposed biennid budget for 1987-89, 677.6 postions were funded in 1986. The
estimated number for 1987 was 678.6, and 647.1 positions were requested for 1988.

5. DHS Proposal

Under the DHS proposal, the Willmar fadility would continue to serve people with mental illness
and chemica dependency. It would serve people with developmenta disabilities through SOCS and
would provide day habituation and training services. A sarvice option for Willmar is to provide
regional support services. Critical issues are capital and a feasble management structure.

The DHS proposal aso notes that 47 beds at Willmar are currently used for children and
adolescents, ages 12-17. These children have the following characterigtics:.

a Unlikely to be ssfdy maintained in community-based treatment settings.
b. Aggressve and dangerous, including those who have committed crimes.
c. Sdf-abusve and self-destructive.

d. Borderline intellectual ability in combination with dangerous behavior.
e. Emotionally disturbed in combination with chemica dependency.

DHS does not favor long-term congregate care for children or adolescents but recognizes a need
for a small capacity for serving very troubled children who have no other options.

6. Community Position”’

The WRTC Regiond Task Force is a codlition of counties with formdly appointed representation
from county boards and family service directors of counties in southwestern Minnesota.  Organized
expresdy for the purpose of providing input into the state negotiations process, the task force
supports a plan which meets the needs of patients.



In general, the DHS plan reflects task force perceptions of the future role of RTCs. The task
force accepts without change the DHS proposals for the mentally ill and chemically dependent.
The task force also supports:

* A Regional Board of Advisors to work with WRTC to provide ongoing input into the regional
availability of services. The Board would include representatives of county government, social
services departments, regional mental health centers, the legal system and private care providers.

» Access by counties, mental health centers, and private care providers to WRTC professional
resources of training and consultation. The task force identified the following outreach services:
professional consultation, training, outpatient treatment, support services, aftercare, crisis
management, assessment and evaluation, technical assistance, and research.

» Residential capacity for short term emergency and crisis care for people with developmental
disabilities as well as SOCS and day programming for the same population.

* Increased capacity for the WRTC adolescent unit (not necessarily on campus), an increase in the
number of secure beds on-campus in the Protective Component, and off-campus evaluation and
treatment of serioudly disturbed pre-teens in cooperation with other community resources.

7. Task Force Evaluation

» Positive. The task force noted the creative use of buildings. This was the least "ingitutional”
setting visited by the group: the physical plant was aesthetically pleasing. Willmar RTC maintains
a dgnificant regional presence. The heroin program is an important service offered at the

facility.

* Negative. The campus has some older buildings that detract from the overall facility.



Chapter 1V

Community Services

Community services have developed throughout the state in order to serve vulnerable people closer to
their own homes and in more home-like settings. Services available include both residentia and non-
residential services. Residential services are more or less restrictive, depending on the needs of the

client. Non-residentia services include outpatient services, day treatment, training and work activities,
and other services.

As more people move from treatment centers to the community, it is important to insure that services e
are available where they are needed. This chapter of the report explores the types of facilities and
sarvices that are being developed. It does not evaluate or quantify the services that are now available.

Sarvices for people with developmenta disabilities.

The sarvice sysem for people with developmentd disahilities is more advanced than the systems for
mentally ill and chemicdly dependent people. The system includes a variety of residentia facilities as
well as a number of day services. A partial lig of such services includes the following:

* ICFsMR (Intermediate Care Fecilities for the Mentaly Retarded)

Community ICFs-MR began opening in the early 1970's as a response to the deingtitutionaization
movement. Unfortunately, ICFs often grew to be as large as the fadilities they were replacing.
As a reault, they are quite ingtitutional settings themselves.

Because of the proliferation of ICFs and the inability of mogt facilities to create a smaler, home-
like atmosphere, the 1983 Legidature imposed a moratorium on further development of such
fecilities. The number of people with developmenta disabilities who live in ICFs continues to
exceed the number in any other type of residential fadlity. In 1987, 4,954 people were served in
ICFs-MR; in 1988 (projected), 4,754; and in 1989 (projected) 4,554.”

* SLS (Semi-Independent Living Services)

The purposes of SILS are (1) to train people for living independently or maintain them in a semi-
independent living arrangement, and (2) to enable people currently residing or at risk of placement
into ICFs-MR to be placed into more independent living and service settings. SILS services can
be provided in a client's own home, apartment, or rooming house. In 1986 and 1987, 880 people
were served by the SILS program.” 1,057 people are now receiving services®

« MR Family Subsidy

The family subsdy program is avalable for families who need financid assistance in order to keep
their developmentally dissbled children a home. 374 families receive the family subsidy.®

* MR Waivered Sarvices

In 1983 the Minnesota Legidature authorized DHS to agpply for a waver from federa regulations
to use MA for certain home- and community-based services for mentaly retarded people. These
sarvices are aternatives to RTCs and ICFs-MR.



The waiver is used to fund supported living arrangements, including supervised apartments for one
to four people; foster homes for children and adults; and group homes for 5 or 6 people.
Approximately 1,600 people currently receive waivered services.

» DACs

Developmental achievement centers for children and day activity centers for adults are day
habilitation services which provide training and activities for people with mental retardation.

DACs are generally available to people living in ICFS/MR and are reimbursed through the medical
assistance (MA) program.

» Supported Work

Supported work offers disabled people an opportunity to work in one of a variety of settings,
many of which are "norma" working environments. Supported work programs are operated by the
department of jobs and training. Although they receive some federal and state funding, they are
not reimbursed by MA.

Services for People with Mental Illness

In 1987, the legidature passed a comprehensive mental health services act, the goal of which is to
provide a state-wide continuum of services to people with mental illness. The continuum includes case
management, community support services, prevention and education, residential services, day treatment
services, and outpatient services. The mental health system is being implemented in counties throughout
the state but is not completely in place at this time.

Because the system is only now emerging and because communities vary considerably in their ability to
offer a continuum of services to people with mental illness, it is difficult to provide an exhaugtive list
of services. The following programs are generally available:

* Residential.

DHS requires that any facility housing 5 or more people with mental illness be licensed under
rules of the department (Rule 36). People with mental illness who are living in group facilities in
the community will generally be living in "Rule 36 facilities' which provide programming and
supervision in addition to room and board.

The task force believes that the residential needs of people with mental illness continue to be one
of the central problems confronting the system. Some clients are living in group facilities

licensed by the department of health. Under legidation passed in 1987, however, these facilities
will need DHS licensure (which requires programming) by July 1989. Other clients are living
independently but are not receiving services necessary for their continued mental health.

The task force is also concerned that, under the DHS plan of July 1988, clients with mental illness
would be served in the institutions while those with mental retardation would be moved out.

There are a number of policy questions that should be addressed in this regard. The unfortunate
result of these recommendations is that community housing may be developed for people with
mental retardation but not for people with mental illness.

* Non-residential Services.

These services include day treatment, case management, education and prevention, and outpatient
services. In order for deingtitutionalization to be successful, the full continuum of these services



must be available state-wide. It is not the purpose of this paper to review implementation of the
sarvices act. The task force hopes, however, that the act will be fully implemented so that people
with mental illness can live successfully in their own communities.

Services for People with Chemica Dependency

Because of the recent implementation of the CD revolving fund, the sysem of services to people with
CD is changing dramatically. There is very little conflict about the appropriate balance of RTC and
community services to people with CD. For these reasons, this paper will not discuss community CD
sarvices in any detail

DHS does license outpatient CD treatment as well as facilities and programs for people who are
chemicdly dependent. The avalability of these programs varies among communities throughout the state
The task force is hopeful that services provided through the revolving fund will be adequate to serve
client needs.



Chapter V

Condugons and Recommendations

Background

Although the role of the state indtitution has changed over the years, it is clear that the regional
centers and state nursing homes currently play a key role in providing services to vulnerable persons
throughout the state. The job of the task force, and ultimately the legidature, is to define the
appropriate role for the ingtitutions in the service sysem of the future.

In examining this issue, the task force recognized three important but very different characteristics of
the ingtitutions: (1) They are state-operated: that is, they assume a role for the state in providing
sarvices. (2) They are inditutiond: that is, they offer services in a large group setting. (3) They are
regional: that is, they provide services to an area that is larger than a single county or municipdity but
smaller than the entire state.

The task force then reviewed current needs served by the facilities and asked the following questions:
(1) To what extent should the state continue to perform this function? (2) To what extent should this
function be performed in an ingtitutional, or centradized, manner? (3) To wha extent should this
function be performed on a regiona, rather than an individua or state-wide basis?

This chapter of the report summarizes the results of that inquiry. The task force did not reach
conclusions or recommendations on each issue under consideration. Where conclusons and
recommendations were reached, however, they are presented here.

Conclusons and Recommendations

It is the role of the state to insure that a complete sysem of services is available to vulnerable clients
as needed throughout the state. The sysem must be focused on the clients themselves and must be
prepared, when necessary or desirable, to offer direct services. In order to maintain quality services,

the sysem mugt attract professonas to areas where sarvices are delivered. The sysem mugt act as a
training and education resource for communities in which clients are served. The sysem must provide
security to the community-at-large and to clients within the syslem.  Services offered through the

sysem must be coordinated and must be available a the most reasonable cost. Each of these important
features of the system is discussed in this chapter of the report.

1. Clients

The task force recommends that regiona treatment centers continue to serve "resdud” clients in a
residential setting and to provide non-resdential  services to clients within  the region.

The state has a responghility to see that all clients are appropriately served. When the private sector
does not fulfill this function, the state must be prepared to provide direct services. All decisions about
how and where to serve clients must be directed by the best interests of the client. Each person should
be served in the least isolated and most integrated setting that can serve the person's needs without
endangering his’her health and well-being.

Over the past severd years, many clients have been moved from RTCs to community settings. The task
force supports the idea that clients should be served as close to home as possble and in a setting that
is as home-like as possble. The task force further supports the movement of additional clients to



community settings as long as an appropriate setting is available and the client can be better served in
the community.

The task force beieves, however, that:

 Client moves should be dictated by the needs of the individua client and not by arbitrary quotas or
timelines.

* There may be clients in the RTCs with medical conditions and/or unstabilized behavioral conditions for
whom an adequate community network is not available. RTCs should continue to provide residential care
and sarvices to this "resdud” population.

» The cogt of placement is a factor to be consdered when moving a client. While it is important to
place each client in the least redtrictive environment possible, the task force does not see this as a god
to be achieved at al costs.

Clients and their families should be served in locations reasonably close to their own homes. For this
reason services must be available on a regiona basis. It is impractica to think that each speciaized
sarvice can be made available to clients at every location throughout the state. At the same time,
clients are not well-served if services are available a only one or two locations in the state. The most
effective and efficient way to ensure that al services are available where they are needed is for the
sarvices to be avalable on a regiona bass.

2. Sarvices

The task force recommends that, in addition to resdual care. RTCs continue to provide crisis care and
respite care.

Crigs care is care that is avalable in order to meet emergency Stuations efficiently and appropriately.
The purpose of respite care is to relieve people who are caring for others on a regular basis. The state
must insure that these specialized services are available.

Crigs care must be available in order to protect the vulnerable person from immediate harm or
deterioration of his/her condition. Criss care is aso important for protection of the community. The
importance of respite care is growing as more families care for vulnerable people in their own homes.
If a sysem of home- and community-based services is to be successful, the primary caretakers must be
assured of rdief from their exhausting duties.

The nature of specidized services means that the client basis is uncertain and difficult to determine. At
the same time, however, the services must be accessble to large numbers of people. For these reasons,
RTCs are ided settings for these servicess Community fecilities may be able to offer respite care. The
task force supports such services where feasble.

3. Sdf

The state must insure that professond services are avalable at the point of service ddivery. |If
savices are to be avalable in regions, daff must be available on a regiond basis. It is thus necessary
to consder ways of attracting high-quality professonal g&ff to non-metropolitan areas of the state.

The task force believes that gaff will be attracted to places that offer professona challenge, peer
support, variety in work assgnments, d&f training, and opportunity for advancement. There is a
"critical mass' of qaff and services necessary to attract professonal workers. This critica mass can be
achieved by regiona centers more eadly than by smaller facilities.



4. Training. Education, and Sharing of Resources

The task force recommends that regiona treatment centers serve as a focal point for training and
education of people who work with vulnerable clients. Thev should provide consulting services to
providers and other agencies on a contractual basis.

As part of its responghbility to insure that high-qudity services are available to dl clients, it is
appropriate for the state to assume a role in gaff training. In many areas, state daff are the only
people who are trained to work with certain clients. It is very important that this reservoir of skill not
be lost to the sarvice system. The state can train gaff who work directly with clients in private or
state-operated settings. State daff can also act as consultants to others providing direct services.

These sarvices can be offered on a shared service or feefor-service basis.

5. Security

The task force recommends that a limited number of RTCs include secure facilities for the benefit of
both clients and the community-at-large.

The state has a respongbility to protect al its citizens. Many people who are developmentally disabled
and others who are mentaly ill or chemicaly dependent need protection from the larger community. An
example is the group of women a Moose Lake who seek isolation as part of their treatment program.
In other dtuations, the community must fed protected from people who are mentally ill and dangerous.

It is appropriate that the service sysem include at least one facility where people can be locked up.
Because this population is limited, however, lockup capability does not need to be available in all
regions. The task force suggedts that the state continue to maintain at least one, and perhaps two or
three, facilities where people can be locked up if necessary for the protection of themselves and/or the
community.

6. Regiona coordination of sarvices.

The task force recommends that planning for services be done throughout the state at the regiona leve.

The state must insure that services are coordinated so that vulnerable people are well served and the
sysem operates efficiently. Services should be coordinated at the regiona level so that local
communities can be involved in service planning and delivery. The best way to accomplish this god is
for each region to develop a regional planning committee that includes clients, providers, and
government representatives. The committee can determine what is needed in the region and can
develop ways to coordinate services within the region.

Regiond planning committees can be very efective in planning the future of the treatment centers.
They can assess the need for community homes, asss in sSting and developing the homes, and track the
movement of clients from the RTCs to the community.

7. Baance

The task force recommends that the best care be provided at the most reasonable cost to the client and
to the state.

Redlity demands that services be provided a the mog reasonable cost consstent with quaity care.
Goals for each vulnerable population may differ from one another. In some stuations, the god is to
improve functioning; in others, the goal may be to maintain the person comfortably. Appropriate goas
should be considered when deciding on the optimum level of treatment for an individua client.



8. Menta llliness

The task force recommends that the legidature and the department of human services be mindful of the
need to develop additional community services and housing for people with mental illness.

Many people with mental illness can be integrated into the community. However, any successful policy
of integration is dependent on developing aternative housing and services in the community.

Appropriate housing for people with mental illness must consider clients needs for treatment and other
sarvices. In many cases, clients will be able to live independently if adequate case management services
are avalable. In other cases, clients will need a structured environment with professional help readily
avalable. It is important that a continuum of housing options be available throughout the state.

9. Stahility of the System.

Because of its responghility to al citizens, the state must monitor services and be prepared to revoke
the license of facilities that do not comply with state laws and rules. In order to maintain an effective
monitoring power, however, the state must be prepared to care for clients when facility licenses are
revoked. In order to perform this function, the state must remain capable of managing facilities and
providing direct services to clients.
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Appendix A

L ist of Abbreviations

AGC Ah-Gwah Ching Nursng Home

AMRTC Anoka-Metro Regiona Treatment Center
BRHSC Brainerd Regiond Human Services Center
CD Chemica Dependency (Chemicaly Dependent)
CRHSC Cambridge Regional Human Services Center
DD Developmental Disabilities (Developmentally Disabled)
DHS Department of Human Services

DOH Department of Health

FRC Faribault Regiona Center

FFRC Fergus Falls Regiona Center

FY Fiscd Year

ICF-MR  Intermediate Care Facility for the Mentadly Retarded
MI Mental lliness (Mentaly III)

MLRTC Moose Lake Regional Treatment Center

MR Mental Retardation (Mentdly Retarded)

MSH Minnesota Security Hospital

OTNH Oak Terrace Nursing Home

RTC Regiond Treatment Center

SLS Semi-Independent Living Services

SOCS State-Operated Community Services

SPRTC St Peter Regional Treatment Center

WRTC  Willmar Regional Treatment Center



Anoka
Brainerd
Fergus Falls
Moose Lake
St. Peter
Willmar

TOTAL

Ah-Gwah-Ching
Anoka

Brainerd
Fergus Falls
Moose Lake

St. Peter
Willmar

TOTAL

Brainerd
Cambridge
Faribault
Fergus Falls
Moose Lake
St. Peter
Willmar

TOTAL

APPENDIX B

MINNESOTA REGIONAL TREATMENT CENTERS
AVERAGE DAILY POPULATION

1986 - 1989
MENTALLY ILL
FY 1986 FY_1987
34 234
64 65
99 100
69 70
152 158
254 250
872 144
CHEMICALLY DEPENDENT
FY_1986 FY. 1987
19 2
78 80
63 64
137 145
165 150
5 54
84 90
599 605
MENTAILLY RETARDED
FY 1986 FY 1987
239 219
406 N
627 590
200 183
9 89
161 150
A3 _102

1,862 1,704

102
70
160

874

102
160

876

:
5B

150
56

&

611

FY1989
187
530

143
33

82
1,443



Brainerd
Willmar

TOTAL

Ah-Gwah-Ching
Moose Lake
Oak Terrace

TOTAL

CHILDREN AND ADOLESCENTS

FY 1986
45

GERIATRIC

EY 1987

B8 2 EY 1987

318

746

EY 1986

2

320
110

755

MINNESOTA SECURITY HOSPITAL
EY 1587

:.ll%&%é

e

EY1988
223

Source: State of Minnesota Proposed Biennial Budget for Human Resources, 1987-89.
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