Mareh 10, 1987

Trank Wiletark, Chief Exseutiva Officer
Hooee laks Regional Treatment Center
1000 lLskeshore Nrive

¥oose Lake, W8 53767

Gear ¥r, Rllerark:
CORRECYION ORDER

On Jsausry 26 — 33, 1987, the Woose Le¥e Fegional Treateent (entar, waw
zeviesed to detarmine covplisnce with the proviatems of Minneseta Ewles,
parts 9523.56210 through 9525.0430 and 9555.8100 througk 9555.8500, whieh
govera the licensure of residentisl services and &ay prograws for metally
retarded persons. The licessed capacity of the prograe was 101 sdeits. At
the tixe of the review 54 advite vers receiviag services. The scope of this
reviev Includad Beildings S0C2, and SUCR, and day programs for: paroms with
sental retardation. ceoe :

e

VIOLATIONS AXD CCRRECTION ORDERS

The following viclation(e) of stste end (or) fedexal lsws and rules were
observed. Correctivas action for cach viovlation {s required by NMiunesota
Statutes, section 245.805, snd £s heveby ordered by the Commissioner af
Zusse Services. Tailorze to correst the violations withim the preseribed
amount of time say result g fines and/er actior against your lledize, as
provided for im Mirnmezota Statutes, sections 245,701 snd 245,803,

Te aseist you fn comnlving with the ecorrection srders, a “suggested mathod

of correction” wav be included for say or 211 of the violations eited,

Please be advises thet a “sugpested method of correction”™ 1s opnly a CT T
supgestion nad vor are not required to fellow the “surrested method of

cotrectiom.” Coilure ra follow the “supperred vethod of cerrection” will

tot rreunltin a3 fine or an scticon zeafnst gyour Jicenge. Eovever, regardless

of the rethod use!, you zre taguirad to correct the violation(s) withim the
prescribed swount of tiue. .




Page Two
Frank Milczark, Chief Exscutive Officer
Nareh 18, 1987

l.

Citation? nimaou Bnloq.'p..t;é 9555,2200, subpart 3.

£

Yiolstion: The facility program abuse preveation plan doss not ade-

quately a2ssese the population, environment, and physical plamt of each
building whers living arrsngements sre previded. The assssswent of the

- populatien dees not ineluds = description of age, sex, sud the

knovledge of pravious abuse that {s relavext to wininizing the risk of
abuse to clients. The asseasment of the physical plant does mot
include a description of the condition and design of the buildivg snd
areas of the building whieh are difficult to superviss. The assessment
of the environpert does not include the location of the program in &
particular neighborhood or community, the type of grounds serrounding
the duildings, the type of fnternsl propgramming, sud the prograrm's
staffing patterns.

Yise Frame for Correction: By Mgy 1, 1987, subrit a copy of a progras

abuse prevention plan for each bdeflding which includes all required
assesegment factorwu.

Cfration: Minnezotas Fules, part 3555.23G0, subpart 2.B.

violation: The individual aduse prevestion plans are inadequate to

sditress the smssesgsed vulparebilities of individual residents. There is
an over-reliznce on the program abuse prevention plame for the measures
to be taken to ninirize the risk of abuse to individuals. For example:

a. The individual abuse prevention plan for resident #01~91-60 stated
that schizophrenia was en assessed area of vulnerability. The
individual abuse preveantion plan referenced the prograw aduse pre-
ventfon plan for measures to minimize the risk of abuse., Hovever,
the program plan was not specific, and did wot define or address
this resident's specific wulmerabilities related to mental status.

b. The {ndividual sbuse prevention plan for resident #01~-43-63 stated
that sexual relationships are an ares of wulmerability. The
vulneradbility wes described as "naive regarding sex and sexual
relationships, bas approached people for sexusl gratificaticn.”
The individuasl sbuse prevention plan vefersmced the program abuse
prevention plan and the individual pregtse plan for saaures to
aininize the risk of abuse. However, the program abuss prevention
plan did not specifically address this resident's vulaerability,
and the individusl program plan only refers to a goal which is to

prevant pregmancy.

c. The fudividual abuse prevention plan assessment fer resident
#01-91~42 tdentified sexual nsivets as an ares of wvulmerability,
Ne individusl abuse prevention plan was developed nor was thie
sres of vulnersbility addressed in the prograa abuse prevention
plas, : '
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3.

X

Se

Tiwe Frawe for Correction: Py Junae 1, 1987, sudmit evidence that 25
percent of the resident Tecords have heen revieved for tdemtiffcation
of all vulneratilities not addressed by the prograr abuse prevention
plan, All residents must be reviewed and revised by the
Interdisciplinary Tesa (1BT) by Barch 1, 1988, Submit a yveport vhich
1{sts the residents for whom plans have been revised every $0 days.

Citation: Xinumesota Rules, psrt 955%.2300, subparts 3 and 4.

violation: The client did not alweys rarticipate in the developmwent of /jséf
the individual abuse prevestion plan or have a client representative
M;_wgmg_?wwﬁui% ~The

ressons the cliant did vot participate were not docurented by the team

ip the plan., For example: turing the interdisciplinary temm meting

for residect #02-52-30, on Janusry 23, 1987, neither the resident or a
representative partieipated in the review of the individuval aduse pre—~
vention plan, The program director ssked for additions or changes to

the plan, but wever sddrassed the resident or specifically asked for
iapot from a resident representstive.

Time Frane for Correction: BRegimnisg May 1, 1987, aud on a con=
tisuing basis, persons responsible for the contest of the IDY reviews
shall elfcit fuput of the client or reprasentative in developing or
ravieving individual abuse prevention plans.

Citstion: Hinnesota Rules, part 9555.8&00. subpart 8.

vielation: The progras d{d not post & CoOPY of ths current intarmal
reporting policies and procedures is & prominent locaticn i the fsecil-
ity. The procodures posted wers the Uctobsr 198S versfon, witheut the
addendur of December 1986,  The 1935 procedures do not inform repertars
that teports mey bd& made directly to outeide {nvestizative suthorities.
Iu Building SDC2, the reporting procedures ware locked dehind glass awd
not sccessible except with the use of the key kapt in the of fice. )

Tise Yrawe for Correctien: By Mey I, 1987, submit evidance that the
Pecember 1986 addendum to tha veportisg procedures has bean posted, and
that all posted informatiom i{s roadily sccsesible. Alse sudmit evi-
desce that all wandated veporters have been informed of the changes.

Citation: Minnesots Eules, perts 9555.8500, subpart 1, sed 9525.0400,

subpart A. | S

violation: Ipo 3 of 14 perscmnel files revieved, orfeuntatios was not
S o———

docamented regarding (a) the philosophy, organization, progrem, prac—
tices, and goals of the residentisl program; (b) requirements of
¥inresots Statutes, section 626,537, Hinmesota Rules, parts 9535.8000
to 9555.8500, and all tnternal policies and procedures related to
clients, -
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6.

7.

fiwe Frame for Correction: By July 1, 1967, subuit evidence that all

ewployees have received the required oriemtation, and that the faeciltcy
hss developed a procedure for continued monitoring.

Citatfon: Minnesota Rules, pert 9555.2500, subpart 2.

Violatiea: Of the 1& employee trainieg records vieved, five 414 eot

contaie evidence, in 1986, eof smnual trasining om Mianesota Statmtes,
section 626,557, Miunesota Roles, parts 9535,8000 through 9555.8500,
and all {nternal polictes and procedures related to clienmts.

T{me Frame for Correetiom: By July l, 1987, sudait evideunce of

completed trainfag for all mandated reporters, including voluntears.

Citation: Mimnesota Rules, part 95558300, subpart 3.

violation: The program does not have a curraat 1ist of persons who

provide services in the prozres, and who weet the definftion of &2 man-
dated reporter.

Time Frame for Correction: PRy Hay 1, 1987, develop and subnit a list

of all wandated reporters, including enployees, consultants, and volun—
teers including providing services to residents.

Citatiour Yinnesota Ruvles, parts 9525,0260, subpart 2 and 9325.0290,

eubpart 2.

violatfon: Residents were not cnasistently.cllqvod frae an of all

space within the living uanit; residents did met consisteantly have
access to personsl possessions and individual totlet artfclies decause
of locked or {naccessible storage. VYor axanples T

a.} In Building SDC2, spartmeat 2, the sajority of the clething
storaze-cabineta are locked

ze—cabin o . grooming supplies are locked in both
tubroons and hathrooms; supplies for activities were locked in
cabinets.

b, In Buildine $DC2, apartment 3, ¢rooming supplies wers locked i
the hathroom: supplies for activities were locked in cabinets.

activity asd yroowing eupp were locied in cabinets; televi-
" gions weore nnclosed in boxes with plexiglasas fronts; the steveo {n
apartment N was toec high for residents to resch; shower and
= tubroon sere locked. According to staff, showers and tubroonms
were locked becanse one resident had a wvater fixation, and
altbough a pragram plan was devaloped, the 26 other residents -did
not have free access to these aress.

G-l ons
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d. The facility abuse pravantion plan states that the usa of olectri~
,cal equipment (e.g., coffee-makers, stoves, toaster-ovens) is
restrictad to steff.

Tize ?rm for Covrection: Identify all areas where locked door. are

being used and evaluata the current need for ttese locked deors.
zither remove locks, or, if locked doors ere requirsd to protect the
Bealth or safety of residents, develop individual program planms to
address the hehaviors that make the contimued use of lockad doors
necessary. Yew individualized programs wust “e incorporated into each
resident's individusl program plau by September 1, 1587. Sobmit the
results of the evaluation by Jume 1, 1987,

Surmestad Method of {orrection: Access to cauiprent and sopplies
could be provided by allowing residents pozsesaion and use of keys
to unlock private sztorsge arees.

Citation: Minncsota Rules, part $525.0280, suhparts 2 snd 4.

vielation: The living unit staff did not cousistently davote thetfr
sttention to the care and development of the residenta as their primery
responsibility, Livimg unit stafi were not consistently maistaining a
varm, fasily, or home-like euvironment conducive te the achievement of
optinal development by the resident. Liviug unit staff were vot con~
sistently training residents {n sctivities of daily liviag and in the
development of self-belp and social skills. The rhythm of life in the
l1iving onit did not consistently resemble the cultural norm for the
residents' handicapped peers. For examples

a. In Buildisg SDC8, apartment A, on the evening of Jamsary 28, 1987,
ewo staff were oo broak and ome staff was iu charge of the living
wnit. The staff {n charge vas doing clerical vork while the resi-
dents watched T.¥. One resident chewed o a tovel or db sad the
zipper—for bis pants vas open. There was uo intervention or staff
interaction obdserved.

b. In Buildiog SDCZ, apartuenst 3, on the ssas evening, one rasident

was lying om the living roos floer agd,_uggt_g!g_t_\ ; there wms wo
intervantion. :

e.ﬂ"-— To Bufldiang SDC3, spartrent A, st 7 p.u. in the evening, five of
approximately 14 rasidents were in their pajamac. By 8 p.3., 811
but four residents were im bed., Ian apartwent B, all dut three of

-7 _ spproximstely 14 resideuts wers inm their beds by 8113 peme 1Iu

apartwent C, all bet six of 16 residents were in pajsmss or in ded
by 8:20 p.m. 1In spartment F, sll but two residents were in their
beds by 8 p.m. Interviews with gtaff revesled that usually sil
residents were in bed by 8:30. : :
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4. n Suilding SDC8, apartment A, one resident wore her sightgowa
bheckwards durimg tha evening sctivities, In apartrent B, one
resident had crunbs down the fronat of her clothing: ose vesideat
wss sitting in her whealchair vearing soly s diaper snd a top.

In sparteent F, one residqut's pents lung exeessively low
ravealing his hettoecks; one reafdeat sat im bis vheslchair i the
hall with only a towel over kWis lap.

In Building STC2, spartuents 2 and 3, two trasidents weTe wlking
wvith untied, drsgging shoalsces,

fhere was no intervention in any of the above CoEas.

e. In Bailding SPCE, spartcest F, all residents vers having their
teeth brushed in the living room.

#. There were strong urine odoxs iw the following sreast Iuildieg
$pC2, spartment 2, room 220 and N's roow; Dmildtog SNCS, spartment
A, men's bathroom and TOORS 07 and AOS; spartusst B, living room;
spartment C, reoas CO3 and hellwvayy apartaest D, rooms Do4, D6,

snd hallway.

Tinme Frame for Correction: By July 1, 1987, sutmit (s) an svsliunatien

of residestis]l programs osiag criteris related to Thythm of life,
celtoral norss for pon-hardicapped persons, sod sore productive use of
staff time, (b) evidenes of staff trainisg ia the nermalisetien pris~
ciple and incidental learning, (¢) 8 timetable to covreet the viola-
tions above, and 88 well as vielations fdentiffed in ths svalsation. .

. .,_.\_'.-.“,.

Cltationt Minmesota Fules; part 9525.0280, mbpare 9 and 9525.0430.

violatfon: The facility did oot emiitcntly provide for ths prewpt

recognition of bebsvier problehs and appropriste masgenent of bebavior
{n the living unit; behavior prograns vers not sluays divected to the
goal of maximizieg the grovth and developmast of the ressidents.
Recorded informatior uas wot consistently sdeguate to plan snd svaluate
the resident's progrsm, or pravide a uasns of eowwunication ameng all
persons coatributing to the resident’s program. For sxanple:

gs A behavior progran Was developad by the IDT to address naisdaptive
pehaviors. Although the objective targeted two mslsdaptive bebav-
{ors, the program methodology targeted six bebaviors for sodifi-
_ cation, and the data collection system targeted foer behaviors fox
charting. ' _

b, A behavier prograe was developed for resident #01-51-60 ovar five
_years ago to teduce axgression, including Readlroging. Lack of
consistant applicatien of the program sny e preventing the opti-~
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mal growth of the resident. The program is implemented only from
3 p.m. to 8 p.m. weekdays and from 9 a.m. to 8 p.m. weekends.
tStaff stated the program is not followed at the day program
because it is "not necessary.” 1f this 1s accurate, gimilar stra-
tegies should be used in the residence, eliminating the ueed for
the program. However, no changes were made in the program to
address this inconsistency; the only change noted at the monthly
meeting in January 1987, was "Banging head is considered property
destruction, not self-injurious behavior. No other changes were
noted.”

Further, another program objective for this resident requires a
performance criterion of 95 percent. For five consecutive months,
the performance level was above 95 percent, but there was no
program change.

Ce A behavioral program to reduce aggression and self-injurious beha-
vior has been implemented for resident #02-52-30. Data have not
been collected on self-injurious or aggressive behaviors occurring
as a result of the consequence (manual restraint). The resident
record indicates that the majority of behaviors may occur as a
result of the restraint. To adequately assess the effectiveness
of the behavioral program in reducing aggressive or gelf-injurious
behaviors data should be collected on all occurrences of the beha-
vior. If the behavior increases as a result of the treatment
plan, the plan should be revised. :

d. For resident #01-45-65, there are'daté_being.coiléétgdfpnwbu;:iqg.'
dirty clothes in the laundry room hamper each evening; however,
the program plan data November 19, 1986, does not 1ist this goal.

}Q&, e. In resident records reviewed, qp1gnLiMa5_Hang_nQL_Iimg_llmiEEQ)—a
e.g., for resident #01~94-77, one objective developed in
1984 and one objective developed in 1985 vere still being imple-
mented with no rationale for continuation.

Ti{me Frame for Correctiomn: Beginning May 1, 1987, and on a con-
tinuing basis sas annual reviews occur, the IDT of each resident shall:
(a) develop data collection systems comsistent with targeted behaviors,
(b) document review of consistency of application, (c) discontinue or
revise programs already mastered, (d) develop complete criteria with
specifically defined levels of performance, (e) require actual baseline
data before developing behavioral programs, and (f) review all phases '
of program treatment plans for positive outcomes. By July 1, 1987,

subbit copies of three programs which reflect these requirements.

11. Citation: Minnesota Rules, part 9525.0280, subpart 13.

Violatign: When behaviors required the use of chemical restraint

[SREE O R RO TS
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(behavior controlling medications), the facility d14 not censistestly
record! a description of the behavior to be sodified, expscted beha-
viorsl outcome, possible side or secondary effects, date for review or
ternination, and actual bakavioral outcome.

For example:

a. A review of the recorés for vesidents #01~-91-60 and #01=-45-65
showed that target behaviors were not specifics the behaviors
wvere stated as “agitation,” "agpression,” and *aself=fajurious
nehavior.” The expected behavioral ovtcome wae rot specific; the
outcome «as defined es “degcreane,” There une 0o documentation of
the acinal behavioral outcore in either record.

%. Por resident £02-03-53 a sad{ication, Lorazepam, is given for agi-
tation., There was no evidence of a record of possible side
effects. Alxo, the record shovs that Chlorprowazine was discon—
tinuwed in 1983, bwt veferences to the drug are curremtly found on

. the sedication sheets and in the day prograz record,

Tize Prane for Correction: 3y Jume 1, 1987, sudeit evidence that all
records for residents receiving dehavior controlling medicatioss heve
bees revieved and revised to {nclude a specific description of the
behaviors to bhe modified, the expected aud actual behaviorsl ountcomes,
possible side effects, and dare for review or terminstiom. Sabmit evi-
dence that the inconsistency in reeident record #02-05-53 has been
clarified,

12, Citatfon: l'innesots Rules, part 952%,0280, subpart 14,

Vvielation: DBohavior modification prograss favolving the use of time~

out devices or the use of moxious or aversive stinull did not bave the
cousent of the affected resident’s parent/guardian.

The required consests were not pressat im the records for residents
§02-52-30, #01-65-49, #01-81-60, #01-45-65, #02-12-03, and #OI-45-65.
Tigse Frame for Correction: 3Ry May 1, 1587, submit evidemes that ircpct
cousents have besn odtained for behavior modification prograns
fnvolving the use of time~out dsvices, or the use of noxisus er sver-

sive stimell. _ S

13. Cltation: Micmesots Rules, part 9525.0320, and parts 9525.0330, sud-
parts 1 and 2. o

vielation: Not sll residents were provided with an sdeqeate snual.
individual assessment, {nciuding rehavicral sad physical status.
Assesspents d4id not cousistently include the resident, parents, snd
living unit etaff, For examplet
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l4.

13.

&, The !finnesots Developrmental Programaiag System (NDPS) assessment
t completed on resident #01-54-77 bad IS0 of 440 items that were
blank, indicating a need for an assesssent teol for lower fenc—
tioning people. The MDPS sssessoent for some other vesidents,
e.g., resident §01-91-60, appearsd to be isadequate te assess
skills for higher fuuctioning pecple.

b. Thera ware no dstes on the asssssments for residents #01-94-38 end

#01-45~65, thus saking it fspossible to kunow 1f the assessment was
eurrent, ’

¢. 1o the records for residemt D., 5DCS, apartmest A, residemt
#01-45-65, resident #01-91-60, resident #01-52-30, and resident
#01-62-83 there was no documentation that they wvers imecluded or
{n the assessments (or decumantatics thay were capable of par—
ticipating) or that data wers supplied by parents, as sppropriaste;
there vas no documentation thet the living omit etaff ox progrem
staff participated in the assessaont.

Time Prame for Correction: By May 1, 1987, complete altermative

sesesspents for residects $01-91-60 snd #01-94-77 and subait the
results. On a cortinuing bhasis, prier to the annual reviev, use sm
adequate assssameat for sll individuals; dste all assessments; éocument
psrticipation of resident, perests, and lfiviag urit or program staff.

Citation: Minnesota Rules, part 9525.0280, subpart 5 snd parts

9525.0216, subpart 4, .

Vielation: Thare is evidence that resident views and opintems afe not

elicited and gives comsiderstion in defining the processes sad

structures tbat affect them. There vas aot adequate psrticipation by
recuired tean mewbeara. For example:

a. There is oo recorded evidence of tean discuasion, resident par—
ticipation, relative or othar concerned persoa’s participationm
on behalf of the resident, or resident likes and dislikas.

. In the interdisciplinary tesr meetings observed on January 28,
1987, for resident #02-52-30 and residest D. E§DC8, apartwent A,
the residents' opinions amd views wars not solicited, mor wss
discussion held by the tesm to deteraime in vhat form the vesi-
dents® opinions or views could he elicited.

Time ¥Frame for Correction: By Hay 1, 1987, submit s report of methods

that wvill be used to provide for meaningful psrtieipation of sll
{nterdisciplingry team rmembders,

Citatiov: ?ianvesota Nepartwent of Muman Fervices Pule 3 (1968) VII.
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16.

17.

Vielation: Not all equipment snd furnfture was designed for the age

group in the adult day programs. For example¢

s. In Building SBC2, first floor, there wers ehildran's pussles,
blocks, games and sctivities.

b, In DAC #191 thers were child-like decorstiens and pag boards.

ce In DAC #18% adults were working on pustles, coloring in eatalogs,
aod using colored nezs. :

d. In DAC #1B1 equipment -included “Lite Prite,”™ finger paint and
childran's puzzles,

@, In DAC #195F child-liks arts and crefts were obsasrved e.g.,
coloring pictures of snowwen, and rice/mscaroni glued to paper io
tha skave of cats/stars).

Tise Frame for Correction: Ny June 1, 1987, sudmit a plaw that will
Tesult in the replacement of the facility's age~inappropriste equipment
asd activities dy January 1, 1988,

Citation: >linsesota Bules, parts $525.027¢, subpart 2 and $325.0280,
avhparts 2 and 7,

violarion: Thera were not, consistantly, provizions wade for resideots
to mount pictures on bedroom walls, or to have personel possessions.
There vas not consistently a home-like anvirorment. For example:’

A. In Puflding SDC2, all bot one dedrouw had bhare walls in apartment
2; both apartments lacked evidence of personal possessions in
Yedroors. Only one plcture was on the living voom wall.

be In Buildinmg SDCR, most bedrooes lacked persocal possessions and
plctures and did not appear personalized; bedroons hed facility-
owaed pictures, plagues, atc, which wvers sometizes age-
{nappropriate; some pictures were too high (for example: a szall
plague with = verse was too high to read); there wvars resideat
nepes tsped on the walls above the beds in at least 4 rooms; there
vere no dressers or nightstands in room DO3.

Tixe Frame for Correction: Ry May 1, 1987, avaluate the decoratioms in
residents' bedrooms and subeit & plen of correction to be

. accomplished no later tham Avgust 1, 1987.

Citation: Hinpesota Rules, part 9525.0270, sobpart 3.

Violationt Tollets, bathtubs, and showers did net provide for indivi-
dual privacy. For example: '
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19.

In both bathroome in Puilding SDCR, apartment A, the shower curtains
wereitoo rarrow to afford privacy. Noors were chtservad te be half-open
when tollet stalls were being used by physically handicapped resfidents.,

T{me Frame for Correctlen: By May 1, 1587, subeit evidence thet rri-
vecy in all tathroow sreas has heen provided.

cieation: MHinnesota ¥nles, parts 9525.0280, subpart §., 9525.043C and

- 9525,0420.

viclation: The prograes is charging sach resfdent sppreximately $10 a

zoath for food serviees, whieh ore appropriately included fu the daily
rate., These services are not 1isted on @ written schedule of rates and
charge policies,

The facility hes not adequately mnintained o record of resident’s uee
of persoual funds. For exzmple: ‘

a., The fscility has vsed resident funds for food and beverages uti-
1ized for positive veinforcers; ;

b. The facility has uvsed resident funde for food (strained fruite)
utilized to give medicationsz:

c. BResident funds ara co-mingled; this does not allow for s rellable
record of individual expenditures.

Tins Prame for 'Cozréction: By May 1, 1987, webuit o meodm!ot .

Jine Frane 10T SOt e
tracking individusl resident’'s funds, sud evidenca that the facility no

louger charges.residents for roatine food services.

Suggested Method of Cerrection: 1t s rcmdei v that eh fadlit!

closely evaluate the resident's possession and use of momey. Residects
of other facilities have more flexibility Im the usa of their $40 per—
gons] needs allowances for activities, clothing, and persosal
possessions.

Citation: Mimnesota Rules, part 9525.0300, subpart 1.

violstfon: Observations indicated that not sll residents have an ads—

quste aliowance of neat, cleaa, fashiomable, and seasonable clothing,

Tor exsmple: Mauy residents wore clothes with ocutdatad styles and
fabries; one resident had his peats held together with a safety ping
decsuse of ill~fitting pants; one resident had to keep pulling up his
pants; there were many erticles of clothing with split scaws; ose
resident vore dirty pants; one resident wore psuts that wers too sbort.

Time Frase for Correction: By May 1, 1987, subait a plan to update sud

repair clothing of residents on 8 continuing basis.
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Citation: Minnesots Rules, part 9525.0310, subpsrt 3.

£ _
violation: Iu Buildings $pe2 and SDCS, diming and serving srrasgenents

40 wot previds for s variety of eating experisnces. For sxsuple: With
the exceptica of three residents in Building 8, spartnent C, vao some=
tines est family style, 211 residents Tecaive fadividual trays frem the
centysl kitchen. Cenerally, the diskes are left on tha tray aud the
trays are placed on the table ia freat of the tedividuals.

Tiwe Frams for Correctiom: By Juns 1, 1987, svaluate the pottlb(llts

of different esting experiences (for exsapler family style, cafateoris
styls, eating self-prepared weals or snacks) and sudbmit a plam for
impleventing the evaluation by Septesber 1, 1987.

Citstion: Minneaotnr Fulas, part 9525.0340, swdpart 1.B.

Yiolation: The tctidentc’.inatvtdnalized progras sud trestwsnt plaus

did not contain evidence that the residents' snd parenta’ civil or
legal rights wete revieved, for the following residentst #02-52-30,
#01-94~77, #01~-62-83, $01-97-96, $01-65-65, #01-91-~60, #02-12-03,
$02-65-33, #01-91-42, and resident D., SDC8, apartment A

7ipe Frame for Correction: 3y June 1, 1987, submit evidence thet &

ravised forust hes deen developed.,

sgggent&d Method of Correction: The 1DT could discuss s¥y linitations
of sccess to personal possassions, personal funds, conmmity resourcas,
freedom of vovepent and other constraints due to progt'n,inplcncatltios.

Citation: Yionesota pules, part 9525.0340, subpart th;‘iuQ f;i,

vioclation: The IDT tean has vot consistently docnmented the ratigaale
for its decision on the resident remaining in the facility or the
rationale for the need for (continned) guardiaoshbip or conservatorship
or vestoration teo capscity of residents. : :

Tipe Freme for Correctiont seginning April 1, 1987, sod o a eom—
ti{nuiag basis, as snnual reviews occur, the 10T for each resident shall
doecument the rationale for the need for goardianship, conservstorship,
or restoration to capacity of the resideat sud the rationale for the
need for remaining in the facility,.

- RECOMNTNDATION

‘ The fellowing recommendations are not reauirerents of li¥nnesota Rules or
laws governivg your aervices or facility. Thegr recomnmendations are PrO=
vided to call vonr attention to areas where your facility or service le {n
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-uxninun gc:pliaaee with the requiresents of rules or laws bat it wuld be
sdvissbla to strengthen your efforts in thase areas.

Yailure to follow these recomneadations will meot result io a fine or actica
sgainst your licemse at this time, Fowever, shewld failure te follow recom-
pendations result in & violation of rules or laws at s future date, you will
be cited for noncompliance and may be subject to fines or actiocm egainmst
your licensse, :

1. Mionesota Rules, part 9525.0400, requires contiouing training to

update and improve the skills and cowpetence of employees, Four of 14
| employee training records reviewed contained evidevce of lese than 20
| bours of formal training ip 1985, vhich is winimal. It $s reconnended
thet an assessment of training needs be eompleted and a training plae
be implesented appropriate to the needs of the population.

2. It {8 recommanded that'a stove and refrigerator be furvished in spart-
ments 2 and 3, Building SPC2, to allow greater flexibility in types of
eating experiences and that staff are encoursped to eat with residents.

‘ Provide s copy of thig letter to sach local socisl zervice ageancy that has
clients ploced 2t your facility.

If you hsve sny questlions concerning this Cerrection Order, contact Jody
Bass st €12/29€-4145.

Sincerely,

e

Villiam T. Fink, Ph.il.
Pirector
Divigion of Liceasing

SBTR/80.0

cc1 Saodra Gardebring, Commissioner
Margaret Sandbery, Assistant Commissioner
Al Eanzal, Assictant Commissioner
Maria Gomez, Asgistaat Coumissioner
Beverly Beydinger, Assisrant Attorney GCeneral
Julie Pruoner, Welsch Compliance Unit




