
Issued under the Authority of
Roberta Opheim

Ombudsman for Mental Health
and Mental Retardation

August, 1997

Department of Human Services
Review Boards

An overview of their past, present,
and possible future

This information will be made available in alternative format,
for example, large print, Braille, or cassette tape, upon request.





1

The Office of the Ombudsman for Mental Health and Mental Retardation is charged under Minn. Stat. §

245.92 with promoting the “highest attainable standards of treatment, competence, efficiency, and justice

for persons receiving services for mental health, developmental disabilities, chemical dependency, or emo-

tional disturbance.”  This review was conducted under the powers granted to the Office of the Ombuds-

man for Mental Health and Mental Retardation in Minn. Stat. § 245.94.

Discussion of Minnesota’s Department of Human Services State Hospital Review Boards (HRB) is a

complex subject with many widely differing points of view.  Not surprisingly, the points of view vary

depending on the perspective of the person or agency which expresses the opinion.  We wish to be quite

clear that the Office of the Ombudsman for Mental Health and Mental Retardation’s perspective is to look

at what is best for the client.  When the Office considers the input it has received and weighs the options

available, the essential question is:  “What is the right thing to do?”

Civil commitment to a state regional center (formerly known as "state hospital") not only deprives a person

of some of their rights, it transfers responsibility for maintaining and ensuring these rights to the government.

When the government assumes responsibility for the life of a person, there is a greater level of accountabil-

ity that must be maintained; else we are all diminished.
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Definition of Terms

• "Hospital review boards", and "regional center review boards" (HRBs) are terms used by many who

contributed to this report.   As used in this report, these terms have essentially the same meaning.

• QA = quality assurance.  QA refers to efforts and processes which monitor an agency’s ability to

provide quality services and to meet the needs and expectations of their customers.

• CEO = Chief Executive Officer.  The CEO is the highest administrative person at each state regional

center.
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Executive Summary

Since the creation of Minnesota’s Office of the Ombudsman for Mental Health and Mental Retardation

(hereinafter referred to as the "Ombudsman Office"), there have been several requests for the Ombuds-

man Office to participate in and assist with discussions regarding possible changes in the role, function, and

administration of the HRBs.  Additionally, the Ombudsman Office has taken note of changes in the way

individual HRBs function, changes in the environment in which they operate, and changes in how their

administrative agency views the HRBs and interacts with them.  This report provides an overview of these

issues and also offers some conclusions and recommendations.

This report includes the input of multiple individuals representing a variety of perspectives on the past,

present, and possible future of HRBs.  Great effort was taken to be sure the broadest possible spectrum of

viewpoints and positions was considered.  Those interviewed included administrative and professional

staff from the Department of Human Services (DHS); current and former HRB members; professional,

paraprofessional, and peer advocates from Advocacy and Disability services; former recipients of services

at state regional centers, and staff from the Ombudsman Office.  Documents offering the opinions and input

from former statewide HRB coordinators and others involved with these issues were also considered and

included.

In considering the wide variety of opinions and options identified in this report, the Ombudsman Office

evaluates these factors from its primary perspective.  This perspective can be summarized in two essential

questions: 1) What is best for the client?  2) What is the right thing to do?  In the case of Minnesota’s

institutionalized  population, the government - through the civil commitment process - assumes responsibil-

ity for the life of a person while they are under the terms of the commitment order.  When the government

assumes this responsibility, there is a greater level of accountability that must be maintained.

With Minnesota’s Civil Commitment Statute (including the HRB statute) scheduled for review during the5



1997 legislative session, the Ombudsman Office presents this public report to assist with the full and

careful consideration of proposals which could significantly impact some of the state’s most vulnerable

citizens.

This report includes six possible options for the future of HRBs and HRB type services in Minnesota.

Virtually everyone who had input into the report identified one or more of these six options.  Those options

include:

1) Maintain the “status quo”.

2) Restore prior status with some modifications to allow for current service patterns, improve/restore

support from DHS, and transfer HRB responsibilities away from the DHS Licensing Division.

3) Transfer the HRB functions to another agency with the goal of providing the type and quality of ser-

vices the HRBs have offered.

4) Continue with and augment current HRB services for DHS’ mentally ill and dangerous and psycho-

pathic personality populations, while developing a new model for clients in community based services

and short-term institutional placements.

5) Transfer HRB functions to another agency with the goal of developing a new model of service.

6) Modify the existing statute and abolish the HRB.

Of the six options, the Ombudsman Office has identified three of them as having the most viability to be

successfully implemented in the near future.
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It is the recommendation of the Ombudsman Office that DHS pursue one of the following three options.

These three options are:

• Continue to augment current HRB services for DHS' mentally ill and dangerous and psychopathic

personality population, while developing a new model for clients in community based services and

short-term institutional placement.

• Restore prior status with some modifications to allow for current service patterns, improve/restore

support from DHS, and transfer HRB responsibilities away from DHS Licensing Division.

• Transfer HRB functions to another agency with the goal of developing a new model of service.
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Introduction

Over the past decade, there have been periodic discussions suggesting that HRBs be either eliminated or

their role modified.  These suggestions have also been discussed during state legislative sessions.  The

assertions and assumptions which are cited in support of elimination of the HRBs include:

• The services of the HRBs are duplicative of those provided by other agencies and processes.

• It is a conflict of interest for DHS Licensing Division to both license a program and facilitate external

review and criticism of that program.

• DHS has decreased and diminished the amount and kind of support, oversight, and responsiveness to

issues and documents coming from the HRBs.

• As the level of support from DHS diminished, the apparent frequency of some HRB meetings also

appeared to be reduced.  Without an active statewide facilitator/coordinator, both the visibility of

HRBs, as well as the effect and outcomes of their services, became less apparent in certain quarters.

• Increasing numbers of persons are receiving community based services and institutional populations

have been getting smaller.  HRBs provide services only to persons receiving institutional based ser-

vices.

This report will comment on these assumptions.  It will also address the questions:
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• What are the barriers to HRBs becoming, or being seen as, a useful entity?

• What are the alternatives?

State Hospital Review Boards (HRBs)  were established under the requirements and authority of Minne-

sota Statute 253B.22, a portion of the state’s commitment law  (A copy of MS 253B.22 is included with

the attachments in this report.).  It is anticipated that during the 1997 legislative session the entire state



A Brief History of Minnesota's
State Hospital Review Boards

commitment act, including the portion pertaining to HRBs, will be reviewed and significant changes will be

proposed.

The law requiring the establishment of HRBs at state regional centers was one of several outcomes result-

ing from the identification and acknowledgment of substandard living conditions, inadequate monitoring of

and response to complaints, and concerns about treatment issues.  This statute was first enacted in 1967.

Subsequent revisions were minor and did not substantially alter the law or the functions of the HRBs.

The HRB statute has always been slightly ambiguous regarding some of the duties and powers of the HRB.

Subdivision 4 of the statute contains three “may” authorities or functions of the HRB.  The “shall” powers

and functions of the HRB are somewhat narrow in scope:  “review the admissions and retention of patients

institutionalized under this chapter” and “report its’ findings to the commissioner and the head of the treat-

ment facility.”   Additionally, while the HRB are required to review the admission and retention of patients,

the authority to admit, retain, and discharge patients is completely separate from the HRB.  The persons

and agencies most directly involved in this part of the process (county agencies, case managers, support

services, and community based service providers) seldom, if ever, have contact with the HRBs.

However, it is under the “may” powers and functions that HRBs have been most effective; for example

“the board may also receive reports from patients, interested persons, and treatment facility employees,

and investigate conditions affecting the care of patients.”  Virtually every HRB member, from each state

regional center, can recall issues and actions which significantly affected living conditions, treatment issues,

and/or legal issues for the clients at state regional centers.

These issues and actions include matters affecting large groups of clients such as monitoring protective

isolation, and leaky bathroom conditions which seemingly could not be resolved despite work order re-
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quests and internal complaints to all levels of facility administration.  These conditions remained unchanged

until the HRB members personally escorted the facility CEO to observe the situation.   Matters affecting

individuals or smaller groups such as individual treatment issues not resolved through other means also

were positively impacted by the HRBs.

Often, solution to the problem or issue appears obvious to outside observers, yet

resolution seems out of reach until a certain amount of external review and pressure occurs.  Examples of

this include the bathroom plumbing problem and the clients’ canteen at one state regional center being

predominately open during hours when the clients were scheduled for treatment or programming and

predominately closed during hours when clients had their free time.  Despite repeated communications of

concern and alternative proposals from both internal and external sources, the issue was not resolved until

the HRB became involved.  Now, the canteen is open during the times when clients can get there.  Imple-

menting this solution began after the HRB began commenting on this issue and reporting it to other con-

cerned parties.

From their inception through the late 1980’s, the HRBs received a fairly high and consistent level of

support from DHS.  Training and statewide meetings were arranged and concerns identified by the HRB

were responded to.  Good lines of communication between the HRBs and DHS were in place.  Some of

this still occurs, but inconsistently.

The persons who provided statewide coordination and facilitation services to the

HRBs during this period (from the late 1960’s through the late 1980's) are described as people who took

this aspect of their work seriously and made it a priority.  Both the statewide coordinators and their

supervisors valued and respected the role and work of the HRBs.  The HRBs were seen as tangible

evidence of the commitment of both DHS and the State of Minnesota to improving the quality of services

and the quality of life for persons receiving services at state regional centers.  In effect, the HRBs provided
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an internal quality assurance mechanism before quality assurance became a widely accepted process.

A good portion of the current status of HRBs can be traced back to previous discussions of changing the

HRBs’ function and role.  The two primary participants in these discussions were DHS and the Ombuds-

man Office.  Also included were some HRB members from the late 1980's.

In the late 1980’s, staff changes at DHS resulted in the first of several changes in who served as the DHS

statewide HRB coordinator.  As this responsibility was changed first from one person, and then to another,

the amount of personal and departmental investment in the HRBs also began to change.  Gradually, DHS
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Minnesota's State Hospital Review Boards -
Their Current Status

began supplying the HRBs with less support and guidance.  There was no formal announcement of policy

change.  However, as evidenced by the absence of statewide meetings, training sessions, and overall

pattern of diminishing communication with the HRBs, a changing environment for the HRBs  had clearly

begun.

The HRB at each state regional center was left on their own to define their role, the frequency of their

meetings, and  what they would do and how they would do it.  This, over time, resulted in the current

system: each state regional center’s HRB became essentially a separate entity, relating primarily to their

facility’s CEO and local HRB coordinator.  For example, at St. Peter RTC, the HRB focused on seclusion,

restraint, and other legal and human rights issues specific to the local client population; at Fergus Falls the

HRB continued to meet, but focused their working relationship on the local CEO and stopped sending

their meeting minutes to the DHS central office; at Faribault the HRB focused almost exclusively on how

they interpreted their role on reviewing admissions and discharges.

This is in contrast to the model that existed previously, where each HRB was an integral part of a greater

whole; where the concept of HRBs was seen as a system-wide tool or process to monitor services,

identify problems or concerns, and generally serve as an internal QA process that was able to achieve

positive results.  Through a combination of apparent decreasing investment in and support for the HRBs,

changes in social services and public policy (including  the Minnesota Vulnerable Adults Reporting Act, the

trend towards community based services and the formation of the Ombudsman Office) DHS began to

question the role of the HRBs.  Staff turnover, combined with changes in agency administration and peri-

odic review and refinement of their work, resulted in a climate where the HRBs became increasingly less
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visible, their work became less valued, and their value and existence was no longer viewed as essential.

This situation resulted in a steadily increasing level of discussion at DHS which asks the same basic ques-

tions mentioned earlier in this report:

• Is it a conflict of interest for an organization which licenses a program to at the same time administer a

process designed to identify and, at least in some cases, publicize problems in that program?

• Are the HRBs a duplicative service?  The issues raised by DHS include assertions that in an era of the

Vulnerable Adult Reporting Act, designated legal protection and advocacy services like the Mental

Health Law Project and Legal Advocacy for Persons With Developmental Disabilities, and broader

advocacy and monitoring services like the Ombudsman Office, HRBs are no longer needed because

they are duplicating the services and results provided by other means and mechanisms.

• With public policy promoting community based services and the trend towards smaller institutional

populations, should we continue to fund a service that only looks at the needs and problems of a small

percentage of the citizens.  Summarizing DHS’ position are these factors:

1) That public policy has forever moved away from greater use of institutions1;

2) That the needs and problems of a small percentage of the population require less monitoring and

fewer means to express concerns or complaints simply because they constitute a smaller percent-

age of our population than 15 to 20 plus years ago; and



3) That the funds and resources expended by DHS could better serve the citizens if applied to

services other than the HRB’s.

4) Also articulated by some interviewees, are the following comments:  “Why should DHS pay for

someone else to criticize us, when we already have all these other people and agencies doing that?

Anything identified by the HRB would also be noted by one of these other groups."

As these discussions grew and these questions began to surface repeatedly, the Ombudsman Office was

included in this process.  The mandate and mission of the Ombudsman’s Office includes the goal to

“promote the highest attainable standards of treatment, competence, efficiency, and justice...”, and “to

investigate the quality of  services provided to clients and determine the extent to which quality assurance

mechanisms within state and county government work to promote the health, safety, and welfare of cli-

ents...”.

In 1990 several meetings and discussions were held involving DHS staff, the current HRB members, staff

from the Ombudsman’s Office, and a former DHS statewide HRB coordinator.  Some of the documents

and letters generated from that time are included in the attachments portion of this report.  They provide a

good overview of the nature of these discussions.

No new questions or possible solutions came out of these meetings and discussions.  The same questions

and concerns identified at that time, continue to be raised today:

• If HRBs are to be viable and useful, they need more support and guidance than they currently receive

from DHS.  This was an accurate observation in 1990, and, it continues to remain so today.

17

1  The question of housing people together in larger groups, the role and appropriateness of congregate and/or institu-
tional based services, does get revisited from time to time; particularly during times of economic change or the percep-
tion of limited resources.
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• It would be a positive step if we could provide the same type of service to clients in community based

services as the HRBs provide to the state regional centers.

However, to do such a process correctly, would be a huge, potentially unworkable, undertaking unless

there was a commitment to fully fund and implement this process.

• The most solid finding of the 1990 process was the need to form a “work group” to “further examine the statute

mandating HRBs and to then discuss the issues with DHS”.

Formal participation of the Ombudsman’s Office in these discussions essentially ended with a September

4, 1990, memo from the then Ombudsman to all HRB members.  Included in this memo was the statement

that the Ombudsman “believed future dialogue and decision making should be matters to be handled

between DHS and the HRBs, the two parties most directly impacted at this point;” along with the offer that

in the future “the Ombudsman Office would play a supportive role, if indicated.”

For unknown reasons, no further formal discussions were held between DHS central office staff and HRB

members.  Within the DHS central office, the discussions about the HRBs continued.  Responsibility for

HRB data, response to the HRB, and response for HRB concerns directed specifically to the Commis-

sioner of DHS were divided between two or more persons.  The perception by multiple stakeholders was

that the HRBs were given a lower priority at DHS.

Publicly, mention of the future of HRBs occurred around the beginning of state legislative sessions.  Over

the past six years, a steadily increasing level of comment has been heard from DHS on possible legislative

initiatives to abolish the HRBs.  With Minnesota’s Commitment Act scheduled for extensive review and

possible revision during the 1997 legislative session, some changes affecting the HRBs seem inevitable.
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Some HRB members are more aware of and concerned about the possible changes than others.  Many of

the most active and concerned members met in the summer of 1996 to discuss the future of HRBs and

what role HRB members could play in planning for the future.  Action taken at this meeting included review

of the many successful outcomes HRBs have played a part in and discussion of possible legislative or

lobbying action with state legislators and the public.

In addition to HRB members themselves, there are several groups, agencies, and persons who are very

much interested in DHS’ plans for the future of HRBs.  Over the summer and fall of 1996, the Ombudsman

Office heard from many of these people and groups.  A sampling of this input is included in the text of this

report and in the attachments section.  Also, many are interested in and willing to give public testimony on

the value and importance of the HRBs, if DHS announces an intent to pursue abolishing the HRBs.

A representative sampling of responses from legal and consumer advocates, along with other non-DHS

input, on the possible initiative to abolish the HRBs includes:

• “The hospital review boards provide a forum for patients to discuss issues that is more independent

and neutral than a treatment team meeting.  This quasi-external oversight of practices and procedures

directly benefits clients.”

• “The Minnesota Security Hospital’s Review Board has an essential role in reviewing use of protective

isolation pursuant to the Court Order.  Over the years the hospital review board has done an excellent

job overall of hearing these difficult cases.  I am very troubled that serious discussions of eliminating the

review boards may be taking place without reference to the ongoing Reome consent decree.”

• “The review boards provide a service to clients that is not provided by the few other resources avail-

able to clients.  Both the Disability Law Center and the Ombudsman’s Office have limited resources.

Both agencies need to determine if a person meets the definition of a "client”.  The review boards will
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see and listen to anyone.  They can do things and look at issues others will, or may, not.”

• “The Disability Law Center is a law office.  They are sometimes unable to help people that have

legitimate concerns that do not present a legal issue.”

• “Many of the other agencies and options mentioned as alternatives (which make review boards unnec-

essary) are not able to assume the full role of the review boards.  The continued funding and existence

of these agencies (Protection and Advocacy, Legal Advocacy, etc.) is uncertain.  They may cease to

exist.  They barely survived efforts to eliminate them in the last session of Congress.”

• “The review board is often an appropriate and safe forum in which a patient can express dissatisfac-

tions with treatment or with hospital administration or policy.”

• “Even if no definitive change occurs as a result of the complaint, the opportunity for venting to “outsid-

ers”, the experience of being heard and taken seriously, are important to people who are confined in

the closed settings of the state hospitals.”

• Despite the DHS’ deteriorating support for the HRBs, there continue to be instances of quality work

and positive outcomes.  This is directly due to the hard work of individual HRB members.  For virtually

all HRB members, the per diem they receive is only a fraction of what they would earn in a days work

in their profession.  Where else can the state receive this kind of value for its’ investment?

• As has been stated, the HRB members are essentially volunteers, working for minimal compensation.

By being essentially volunteers who work for a cause and service they believe in, they are more

independent.  They can go outside of channels and contact those who can take action or respond.  As

one interviewee stated, “Review Boards don’t care whose feet they step on”.

• Each member of the HRB brings a valuable perspective and background to Review Board actions.  By

statute, "One member shall be qualified in the diagnosis of mental illness, mental retardation, or chemical
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dependency, and one member shall be an attorney," and by tradition, with one member from the community

served by the Regional Treatment Center, the HRB's provide an interdisciplinary makeup of a cross-section

of community perspectives.  The interdisciplinary makeup of the HRB's is a key component of the service

they provide.  It is not duplicated by the more narrow perspective of other agencies (Disability Law Center,

Office of Health Facility Complaints, DHS Licensing Division, Health Department) who monitor and re-

spond to only those complaints or issues which meet their criteria.

• “The review boards are a process that’s already in place.  They provide a quality assurance service

which benefits both the Commissioner and the entire Department.  They provide good public relations

for the RTC’s and DHS.  Therefore, we all benefit.”

• Monitoring treatment and quality of life issues in closed environments like the state regional centers is

an immense, complex task which requires a multifaceted process.  It is a task well beyond the limited

resources of one or two small agencies like the Disability Law Center or the Ombudsman Office, both

of whom have broad mandates and service responsibilities.  The HRBs mission is to focus specifically

on the state regional centers.  The HRBs have been, and should continue to be, an essential part of that

process.

• An essential part of the DHS’ position on abolishing the HRBs seems to be the assumption that as a

society we are imminently and irreversibly at the point where institutions will, at the most, serve only an

extremely small residual population, and, on the whole, most institutions will cease to exist.  Therefore,

HRBs are simply not needed.

While the abolition of institutions would indeed be a laudable accomplishment, in reality, this is far from

being accomplished.  Our present circumstances require a monitoring process; we are at risk of losing

many of the gains made over the past two decades of deinstitutionalization.

1) Maintain the “status quo”.
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2) Restore prior status with some modifications to allow for current service patterns, improve/restore

support from DHS, and transfer HRB responsibilities away from DHS Licensing Division.

3) Transfer the HRB functions to another agency with the goal of providing the type and quality of ser-

vices the HRBs have offered.

4) Continue with and augment current HRB services for DHS’ mentally ill and dangerous and psycho-

pathic personality populations, while developing a new model for clients in community based services

and short-term institutional placements.

5) Transfer HRB functions to another agency with the goal of developing a new model of service.

6) Modify the existing statute and abolish the HRBs.

1) Maintain the “status quo”

Pro:

• Current level of service does produce some positive outcomes.
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Future Options for State Hospital
Review Boards in Minnesota

• Enforcement of the Reome consent decree will continue.

• Overall, the state continues to get good value for the amount of money spent.

Con:

• DHS’ attitudes and actions promote a sense of uncertainty for many HRBs and their members.

This results in a less productive atmosphere.

• Without some type of reinvigoration, some HRBs and their members will see their uncertainty

grow.  This will result in fewer decisive actions.

• A process that could, and once did, work better remains unchanged.

2) Restore prior status with some modifications to allow for current service patterns, improve/

restore support from DHS, and transfer HRB responsibilities away from DHS Licensing
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Discussion of Options

Division.

Pro:

• The HRBs history is one of good, cost effective service.  It is far better to fix/restore it, than to cast

it aside.

• The service delivery system has changed significantly since HRBs came into existence.  At a

minimum, some modifications in the HRBs services should be made to reflect this.  This would

include some expansion of their services to include persons receiving state regional center admin-

istered services in remote (remote = not located on-site at the regional centers) or community

based sites.

• Restore HRB services to the institutional population at Moose Lake.

• Restore to the HRBs a consistent, dedicated, full-time coordinator/facilitator.  Give this person,

and the HRBs, the ability and authority to get results.
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• Transferring HRB responsibilities away from DHS Licensing Division accomplishes two significant

things:

1) It significantly reduces the weight of the “conflict of interest” assertion.

2) It provides an opportunity to “house” the HRBs in a division more compatible and directly in

line with the mission and work of the HRBs:

A)  The DHS Quality Initiatives Division, or

B)  The DHS Quality Services Division

Con:

• This keeps the HRBs based out of an agency that has had conflict of interest problems.  Even with

a legislative mandate to support, work with, and respond to the HRBs, this may or may not be the

best climate for the service to grow and become reinvigorated.

• It will cost more to return to the prior level of functioning and support than what is currently being

spent.

• Growth to cover community based services would require a further increase in direct expenditures

and human resources.

3) Transfer the HRB functions to another agency with the goal of providing the type and quality

of services the HRBs have offered.

Pro:
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• It gives the HRBs a fresh start.

• By transferring the HRBs to an agency with similar mission and goals as the HRBs, training,

technical expertise, and consultation crossovers could occur naturally.

• If done and funded properly, it would augment and improve the monitoring of treatment and quality

of life issues in state run institutions and collateral services.

Con:

• There is no way any agency could replicate even the current level of HRB service at the funding

level currently dedicated to the HRBs.  Any hope of improving or expanding HRB type services

will require an increase in expenditures even greater than option #2.

• Transferring the HRBs, or HRB functions, to another agency runs the significant risk of much time

and resources being spent to “recreate the wheel”.  There once were people and processes within

DHS and the HRBs that knew how to bring an issue to a conclusion.  Some of those people and

that knowledge are still present.  Much of this would potentially be lost in a transfer to another

agency requiring rediscovery of the knowledge and processes.

4) Continue and augment current HRB services for DHS’ mentally ill and psychopathic person-

ality populations while developing a new model for clients in community based services and

short-term institutional placements.

Pro:

• Effective HRB services would be provided to the clients most likely to experience long-term

institutionalization.
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• Enforcement of the Reome consent decree would continue.

• Significantly greater numbers of citizens would have access to third party review, advocacy, and

grievance resources.

• What works from the current system could be maintained.  Other aspects would either be im-

proved on or discarded.

Con:

• Non-mentally ill and psychopathic personality institutionalized clients would be at risk of losing a

currently existing resource during the time it takes to bring a new model up to speed.

• Wherever the new model was housed, funding and human resource expenditures would need to

be significantly increased over current levels.  Full and appropriate funding level would be a neces-

sity.

5) Transfer HRB functions to another agency with the goal of developing a new model of ser-

vice.

Pro:

• HRB type services would be available to more citizens.

• HRB type services would be completely independent from DHS.

• Potentially, HRB type services would be more powerful and effective than the current model.

• Effectiveness would be increased if housed in an agency with similar mission and goals.
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• Looking at the big picture, such a model would provide broad, good quality, oversight for a

reasonable cost.

• A new model could increase citizen and consumer involvement in government.

• Increased protection of vulnerable citizens could be achieved.

• In the long run, this model could lead to a decrease in the need for licensing as oversight and quality

of service improve.

Con:

• This would require the greatest increase over current funding levels; roughly $250 - $300 thou-

sand dollars to get up and running.  New staff would need to be hired.

• This would be a new initiative without any existing models to build on or other indicators of suc-

cess, except for the New York Board of Visitors model.

• This is a complex model.  It requires a willingness to be open to and learn new methods.

• As old conflict of interest doors close, new ones may open.  New conflicts of interest may develop

if placed in an existing agency.

6) Modify the existing statute and abolish the HRBs

Pro:

• This would save some short term expenditures.  Currently, DHS budgets $24 to $26 thousand

dollars each biennium for HRB costs.  Some hidden costs, such as facility staff and administration

time could also be saved.
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• State regional centers and DHS central office would have one less third party reviewer to spend

time with.  This could translate into more time for improving client services.

Con:

• The only way this proposal could be seen as appropriate would be to accept the assertion that

other processes and resources are currently in place and functioning at a level so as to make the

HRBs duplicative and unnecessary.  This assertion is not proven and is contradicted by many

knowledgeable and involved people.

• Implementing this proposal on the basis of an unproven assertion is experimental research on a

vulnerable population which has not been offered or given informed consent.

• Whatever short term spending or resources might initially be saved would quickly be dwarfed by

the costs of the first of many potential legal and/or court battles linked to the abolishment of HRBs.

Admittedly, this statement is as much a hypothesis as the assertion this proposal is based on.
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Conclusions
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• Minnesota has received good value for the money spent on the HRBs.

• Good outcomes for some of our most vulnerable citizens have been achieved through HRB action and

involvement.

• The HRBs, as currently configured, are not as active or as effective as they once were.

• Through the efforts of some committed and motivated HRB members, some positive accomplishments

continue.  However, many of their positive accomplishments go unpublicized and unnoticed.

• Abolishment of the HRBs, without ensuring an equal or greater level of service, is a risk of the well-

being of some of our most vulnerable citizens.  It could potentially expose the State and its citizens to

costly claims and challenges.

• The HRBs are part of a complex process working to promote quality care and service at state regional

centers.  They cannot be eliminated without diminishing the whole process.

• If HRBs continue, clear standards are needed for all the HRBs and their members.

• HRBs or their equivalent need the authority and ability:

a) to communicate directly with other persons and agencies including the Governor's Office and the

Ombudsman Office.

b) to make unannounced visits as indicated.
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• The HRB statute needs to be examined and improved.

• To be more effective, the HRBs would need a dedicated, possibly full-time coordinator/facilitator.

They should be housed in a division or agency which is supportive of their work, responsive to their

concerns, and which minimizes any conflict of interest claims.

• Consumer representation and input should be a part of the HRB process.  Peer advocates should be

identified.

• A 1-800 number should be developed and publicized so clients can directly contact their HRB.

• Many possible responses to the current status of HRBs exist.  Any meaningful improvement or new

model would cost more money, at least initially.

• In the long run, whether we restore the HRBs to their prior level of functioning, develop a hybrid

concept which blends existing HRB services with a new model, or move towards a new model alto-

gether, we should see an improvement in outcome.



Closing and Comments
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As identified in our preface statement, our perspective is to look at:

• What is best for the client?

• What is the right thing to do?

The Ombudsman Office took notice of the markedly different positions expressed depending on who one

is listening to.  If we only consider one side of the issue, we could be convinced that the HRBs are a totally

outdated concept, and the service they provide is redundant and unnecessary.  The underlying assumption

is that anything that was identified by the HRB would surface through these other services.  However, there

is a question of whether or not sufficient resources exist.

If we listen to and consider the other side of the issue, we could be concerned that DHS is strongly

considering abolishing HRBs while the court order mandating their review of certain key issues, like moni-

toring the possible excessive use of seclusion and restraint, is still in effect.

In summary, we have identified a number of possible options.  Of the six “Future Options for State Hospi-

tal Review Boards in Minnesota” we identified, the Ombudsman Office feels numbers 2, 4, or 5 have the

most viability to be successfully implemented in the near future.  (2.  Restore prior status with some

modifications to allow for current service patterns, improve/restore support from DHS, and transfer HRB

responsibilities away from DHS Licensing Division;  4.  Continue and augment current HRB services for

DHS’ mentally ill and psychopathic personality populations; while developing a new model for clients in

community based services and short-term institutional placements;  and  5.  Transfer HRB functions to

another agency with the goal of developing a new model of service.)
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The Ombudsman Office feels that option numbers 1, 3, and 6 would not be appropriate or productive

choices.

It is possible to develop a new model.  Any new model should include the quality assurance programs at

state run facilities and expand to include more access by community based citizens receiving services.  At

a minimum, this essential part of our quality assurance and treatment monitoring process should be re-

stored.
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Attachments
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