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To: Governor's Task Force
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Re: Amendment language that restricts access to MH crisis services in rural hospitals

In 2016, DHS's Vidyo initiative began collaborating with Birch Tree Center in Duluth to engage in the
Vidyo initiative and be able to provide mokile crisis services via tele-health Vidyo technology. Shortly
after, it was discovered that recent language was amended that prevents trained Mental Health
Practitioners (MHPR) from providing crisis assessment, intervention, and non-residential stabilization via
Vidyo. The language states that only a licensed Mental Health Professional (MHP), eg., LP, LFCC, LMFT,
or LICSW may provide crisis assessment via Vidyo. Bear in mind, MHPRs under the supervision of an
MHP, are currently allowed to deliver face-to-face Crisis assessment, intervention, and stabilization
services every day throughout our state. A decision was made that delivering the service via tele-
medicine is significantly different, but we have not found any statistically significant data that was
referenced in making this language change.

“Mercy Hospital is attempting to treat patients when they come to us for mental
health issues by utilizing community portners. Part of that core cowld be given via
tele-mental health. Reguiring tele-mental health personnel to be licensed ties our
hond in getting these patients quality care especially in off hours and weekends
when master’s level licensed mental health professionals are difficult if not
impossible to find. Since trained mental health troined proctitioners are already
ahie to give crisis core face to face, they should be allowed to give crisis help in
critical off hours via tele-medicine. ™

Susan lomros, Nursing Manager, Emergency Department, Mercy Hospital, Moose
Lake, MN




There are several levels of mental health workers that are defined in 2454 in Minnesota. We are
focused on the two categories of mental health workers discussed above MHPs and MHPRs. MHPs are
licensed by the state of Minnesota by various licensure boards. They include psychologists, professional
counselors, marriage and family therapists, and licensed sodal workers. They all hold degrees at the
graduate level. MHPRs by contrast may qualify through educational and/or direct mental health work
experience. They hold a Bachelor's Degree in a field related to human services in addition to supervised
direct care experience, or they prove gualification through having accumulated over &,000 hours of
direct experience in working with populations that have mental health challenges. These MHPRs are
always supervised by an MHP and this system is condoned and enforced in a multitude of mental health
services throughout the state of Minnesota including IRTS, Mobile Crisis, Residential Crisis, Eating
Disorders, Assertive Community Treatment, and Adult Rehabilitative Mentzl Health Services.

Across the canon of psychology, in studies that examine the comelations between licensure and success
in mental health interventions, it is basically shown that the longer a person has worked in mental
health, the more successful the outcome of any intervention is. Therefore, we can logically assume that
a BA-level MHPR that has worked in mobile crisis for 10 years could theoretically be as effective as or
even more effective than a MA-level MHP that has only been in the field for a couple of years. Again
bear in mind that MHPRs do not function autonomously. They are always directly supervised by an MHP
who endorses or amends the conclusions that any MHPR comes to in a crisis assessment and/or
intervention. Additionally, we are currently unaware of any piece of peer-reviewed statistically
significant data that shows a service is causally degraded simply when it is delivered via tele-health
Vidyo technically versus in a face-to-face intervention. While there are known shortcomings to MH
services delivered via telephone only, primarily the loss of visual facial cues, this is not a factor in
successiul video-based technology with audio and visual resources.

In a draft dated 29 September 2016, the Mental Health Services Improvement Workgroup facilitated in
meetings hosted by DHS published a preliminary set of important considerations. Chief among them
was a multi-faceted subset of points that relates directly to the issue at hand—alliances with remotely
located hospitals, especially emergency departments, for MHPRs based at Birch Tree Center in Duluth to
deliver crisis assessment and stabilization via Vidyo technology—services they provide on a daily basis
within a thirty mile radius of our facility in Duluth. The MHSIW outlines as follows:

Recommendation #8: Implement Short-Term Solutions to Improve Crisis Response
1 Build telehealth program capacity in Minnesota to improve crisis response.
2. Integrate CIT training in pre-service education for law enforcement students.

3. Imcorporate mental health staff where people seek initial help: critical access hospitals,
urgent care centers, emergency romms.

4 Develop residential services for children in crisis.

5. Implement mental health/law enforcemeant co-responder models.



6. Improve dota-sharing and callaboration in local crisis response.

7. Improve standards for crisis services.

Sub-points (1), (3), and (B) are especially germane to our conversation of how we can expand and not
restrict access to crisis care in rural locations. We had been in the midst of conversations with two
remotely located hospitals and the Vidyo initiative of the Arrowhead Health Alliance when this language
stalled our efforts to begin formalizing cellaboration and deliver services where Vidyo technelogy has
already been installed and Vidyo-based services were about to begin. While we will continue with this
technology, we will only be able to provide services when an MHP is available to direcdy perform this
service. Mot only is this restrictive since an MHP is currently only available 33% of the time that we have
access to MHPRs. This further misappropriates the time that the MHP has to supervise other MHPRs by
having to directly allocate MHP resources to performing direct interventions, versus providing
supervision to a team of individuals that could have provided the same service to a greater number of
individual who are in need.

“Lake View Hospital and Birch Tree Center in Duluth have effectively partnered to
provide the ability for the crisis response team at Birch Tree to utilize Vidyo to
assess patients presenting to Laoke View's emergency department in mental
heaith crisis. This technology provides our rural hospital with one more effective
tool to best care for and determine appropriate plocement our patients in mental
heaith crisis.”

Greg Ruberg, President/CEQ Lake View Hospital, Two Harbars, MN

We appreciate your time and consideration in this manner and hope that a language revision can be

facilitated that will deliver the safe and quality services that are already being rendered face-to-face by
our mobile crisis team to a population that would otherwise lack access to quality mental health care.

Vidyo will only expand our capacity without degrading any quality in care.

Please direct any questions or cOmments to:

Ben Thompson

Director of Program Management
Thrive Behavioral Metwork, LLC
612 584 0997

benjamin_thompson@thrivebehavioralnetwork._com
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Diear Members aof the Goremar's Tazk Foree on Mental Health:

O bebalf of the Murse-Family Famnershep MNatiopal Service OffSee (N30, thank vou for the
opposmunity to submit wten testimony to the Goremor’s Task Foree on Mental Health,
specifically related to Health Promotion apd Prevention. We applmd your commitment to paving
thie way towards a healthier fatare for Minnesot fmilies.

Eridence-based, volontary bome wisiting programs liks the Xurse-Fanily Farmecchipl (BEE) are 2
cotical component and parmer m a Megtal Fealth Coatinmm of Care desizned to bolistieally
suppoct maternal health child bealth and development and the promotion of safe and oerinbns
parenting. We stroaply recommiend farther brrestment in proven prevention srategses liks WNEE that
mppoct bealthy practices and baild protectiee Suctors against memtal Teess.

Nure-Family Partnershap (NFF) is a tarpeted, volnptary, commanity bealth program that partmers
regrstered mmrses with Grt-time mothers beginnine eardy in pregnancy and cootmmins wtl the child
turne teo. The MFF model has been dgoeonsly tested, with over 37 vears of nndamized control
research and loapimnding follos-up stadies acooss diverse popohitions and peopraphies. WNEE has
dempnstated the abiity to domatieally improTe pregnaney and birth coteomes, child health and
development, and empomer fomilies to boeak intermenemtional cypeles of pomerty.

WFF also plays an important role in prosiding compmnity linkapes to edsis isterrention, mental
health and swhstanee nze secvices. In MM from Jone 3015 to Jane 2004, almost 300 MFF chents

utalized mental bealth sermces aczoss the stafe throush Foremment and commmumity services. Dumbng
the same time peocd, WFP moees made oser 650 referrals for cosw@s imtervention, mental beatth and

mbstamee ase for clismts epralled in the progmam.

Fimally, WFF iz cost-efective. The RANMD Compomtion estimates that every dollar imrested in MEF
vialds up to 2 $5.70 remum o ipvestment. A comprebensive mmabyis by D Ted B Miller of the
Pacific Instrimte for Besearch and Exalmation projects that the total poremment cost savings due to
NFF's owtcomes in Minnesom will avenge $17,445 per family served, with 35% of a1l gorernment
oot wavines per family served acerming to Medicaid

Thank vou apin for this oppoctmity to swhenit worten testimoey and for vonr comtmned
oommitment b0 enFmns comennty partners o this important dialoeme.

L0 it Séniet, Suse d000 | Dhvver, U0 RI30E-4304
AT A | Fax HA3IIT4280) | Tal Feer B6d. R4 5205
worwrussefrsshparmerhipoy



Simperely,

Jennz Dusrenhoeggres
Buziness Development Manazer
Jenoa DuwenhoepperinNure FamilyFartmerhip. ooe

10/6/16

Comments from William Czech

Please accept this comment to the Governor's Task Force On Mental Health, and the Formulation Group on Crisis
Response. Thank You.

EMBEDDED MENTAL HEALTH CO-RESPONDERS:
An Innovation To Increase Effectiveness & Efficiency

The MN Mental Health Task force must evaluate how the state can best use its resources to improve the mental
health system. This would be much easier if resources and personnel were unlimited.  So, the success of the
task force will inevitably be measured by its ability to provide insightful analysis and useful recommendations for
needed change and innovation that creates the most efficacious use of precious resources.

Innovation comes naturally to Minnesotans.  Yet, innovation might naturally be dismissed when dealing with a
provider system that needs more resources and more people across the board.  In such circumstances,

innovative approaches might be viewed as competing with established institutions for limited resources. lurge
the task force to avoid the trap of this kind of territorial thinking. | urge the task force to look closely at reforms
and innovations that can fill gaps in service and add efficiency, across the “silos”, to the system as a whole. | urge

the task force to recognize the Police-Based (Embedded) Mental Health Co-Responder model as the kind of
innovation Minnesota needs.

This innovative approach might seem to be removed from the established systems of service, but itis not. = The
Embedded Co-Responder is a professional that would almost always be employed by and supervised by the county
health department —the same people who provide mobile mental health crisis team services.

In fact, the Embedded Co-Responder can accurately be viewed as a specialty version of a mobile health crisis team
service, created to work better with law enforcement and bring professional care to individuals in potentially life-
changing incidents.  This is very necessary because without an Embedded Co-Responder a law enforcement
response will not evolve into a professional, on-scene mental healthcare response.  Research and experience
have shown that law enforcement does not utilize county mobile health crisis teams well because they have poor
response time or are simply unavailable.  Police also resist calling in county mobile teams because that 3™ party
responder approach does not break down the walls of the two silos to achieve the needed trust and

teamwork. Embedding a county mental health professional (co-responder) within law enforcement agencies
has proven to be an excellent way to achieve full collaboration and achieve the best outcomes for the citizens in
crisis who are contacted by law enforcement. It is about efficiency and effectiveness.  Mobile health crisis
teams and ACT teams are immensely important and are preferred over a law enforcement response.  But, law
enforcement currently responds to many more mental health related calls than do county teams and will always
have contacts with persons in mental health crisis. Sometimes a law enforcement response is even
appropriate. The problem is: this contact becomes a gap in care because county teams are not able to add



capacity and overcome barriers to efficiently serve as full partners with law enforcement when mental health
incidents lead to a law enforcement response.  This gap in mental health care, likely the largest mobile mental
health care response in the state, is being filled by officers with 40 hours of training.  Researchers have noted
that this becomes a “substantial, unnecessary, and inappropriate burden on law enforcement.” (Helfgott,

2015) Itis also an approach that falls short in terms of efficiency (systems resources) and effectiveness
(consumer outcomes). In sum, this is why the Co-Responder Model is necessary in Minnesota.

The Embedded Mental Health Co-Responder model is an innovation that adds efficiency and effectiveness where it
is needed most. These professionals (embedded co-responders) serve a vital function for the provider system by
doing on-scene assessments that can be more accurate and might enable more partnering with family and

friends. These means a better assessment and more effective follow-up work.  In the United Kingdom they,
appropriately, call this model “street triage”.  Research has consistently found that the Co-Responder model
leads to “more nuanced dispositions”, better use of outpatient services, reduction in the number of transfers
(traumatizing), and fewer referrals to inpatient care.  Thus, the professionals employed as Co-Responders reduce
burdens on critical provider inpatient services while creating better outcomes for the citizens contacted. Co-
Responder teams typically perform (or coordinate) follow-up work that targets the “frequent presenters” who
repeatedly initiate law enforcement responses.  This follow-up work helps keep these people stable and further
reduces burdens on systems including law enforcement. These results were so stark in the United Kingdom that
“Street Triage” is on the verge of being implemented country-wide.  In the United States, there is also increased
interest in Co-Responder Teams that enable an unfortunate law enforcement response to evolve, as rapidly as
practical, into a professional on-scene mental health care response.

The Governor’s Task Force On Mental Health has only a little time to do a big job. | urge the task force members
to value innovation and give the Police-Based (Embedded) Mental Health Co-Responder model full consideration.

William Czech
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Michael's Story

On May 31, 2016, my husband and | came home and found ouwr 21 year old son Michael in our
bed "asleep” and there were pills scattered around the floor. We could not get him awake, he
was breathing but very incoherent. | called the Wellstone Center and explained what was
going on and could they help me get him somewhere for help. | had explained he had been
very depressed and was drinking heavily and very careless.  They said to call 911.

We called 911, the ambulance came and brought him to the hospital in Hibbing. We explained
to the attending PA his history with drugs and alcohol and that he had been very deprassed.
We were convinced he was suicidal. He had just been diagnosed with Type 1 diabetes in April
and that was like a death sentence to him. When he was diagnosed in April it was because he
had gone to the emergency room for carbon monoxide poisoning and they had done the test
then. We believe the carbon monoxide was a failed suicide attempt.

She [the attending PA] put Michael on a 72 hour held. We had told her many things that were
going on in Michaels life causing depression.  There were times when Michael would try to
get help and then just give up.  After being there in the ER for approximately & hours, they
sent him upstairs to the psychiatric unit.

*Note: when they send someone from one unit to the next they discharge them and then
re-admit them. In Michael's case he was discharged from the ER and then admitted to the
psychiatric unit. During this time all information is given to the attending physician/PA/CNP at
that time. When there is a shift change, the shift leaving gives a report to the shift coming on.
All of that patients information is also in the medical records, which they have access to, all
they have to dois look! It even states in his medical records, “the parents are begging us to
put a 72 hour hold on him and keep him".

On June 1, (the next day) | received a call that they were discharging Michael. | called the unit
and asked to speak with his doctor.  There was no doctor there, he was being “treated” by a
CNP. |said | needed to speak to her about Michael. 3he said she could mot tell me anything
about him. | said she didn't have to, to just listen and | will tell you about him. | explained
he needed help and his history (everything that was in his record from the PA the night before)
and that we were worried he was going to hurt himself. They still discharged him.

| went to pick up Michael as | didn't want him to get a ride from anyone else. When | went up
to the unit they wouldn't even let me inside. | had towait outside inthe hall. They
wouldn't even talk to me. As | was waiting another CNP (the one that admitted him to the
psychiatric unit the night before) walked out and | asked why are they discharging him. As she
quickly walked by she said | don't know, | didn't have him today, and continued walking down



the hall. | wasvery upset at what | felt was a very little, ¥ not any at all, concern for
Michael, their patient. 'We were walked out of the building by a CNA.

On June 4, 2016 at approximately 2:00 AM, |  was awaken by very loud noises coming from
Michael's room. When | went in there he was falling all over the place, didn't know who he
was, who we were, where he was etc.  We knew he had been drinking, we could smell it,
but we didn't know if he had taken anything else.  Again | called the Wellstone Center and
explained what had happened a few days ago. They said to call 911 and ask for a transport to
detox. We explained that we had tried that in the past and when the police arrived, Michael
would get disrespectful, or hide, or whatever and then they would end up taking him to jail
instead of to detox or the hospital. They again advised us to call 911, which we did.

& police officer armrived first and we had explained about the 72 hour hold and the hospital
releasing him after 18 hours. The officer rode with Michael in the ambulance and he placed a
72 hour hold on him when they arrived at the hospital. At approximately 9:00 AM | was
called by the hospital and they said they were discharging Michael. Again | explained his
history and all of our concerns.  This was a different attending PA or CNP than we had the
previous time. | asked her to please look at his record from the last time he was there. She
said she would look and call us back.

They had Michael doanassessment over the internet. | do not understand how you can do
an accurate assessment over the internet.  You don't see body language, you can't see that
their eyes are blood shot, or if they are anxious, etc.  They said he was OK to go home and
that they had set up some appointments for Michael in the future with a psychologist and that
he would do a drug and alcohol screening etc.

| was called back and told that they were discharging Michael again. | told her he was just
going to do it again (which she documented in  his records).  They sent him home in a taxi at
approximately 12:00 PM. Again releasing before the 72 hour hold was up, this time less than 10
hiours.

I read in Michael's record that they had sent him outside to wait for the taxi and his nose
started bleeding so they brought him back into the ER and treated it. It states that he clearly
had no reguard for his safety and was very reckless. He was stumbling around. When he
returned home he was still drunk (| can't believe they let him go in this condition) and went
right to bed.

On June 5, 2016 when my husband went to check on Michael hewas wunresponsive. He
was breathing but very shallow. The ambulance came and gave him a shot for his diabetes.
His blood sugar had gone up to 30  before they left our house. 'We think he must have woke
up early in the  morning and started drinking again and gave himself too much insullin, and



maybe took some pills. He was taken to the Hibbing hospital again. They putin a breathing
tube, he went into shock, he was having seizures, and he went into a coma. They flew him to
Miller Dwan in Duluth. He was in ICU for 4 days. He was in very critical, life threatening
condition.

On June 8, 2016 they did an MRI and found that Michael had severe brain damage. They sent
him to 5t. Mary's Neurology ICU.  He started to come out of the coma a bit, but then he
started having "brain storms” and they had to heavily sedate him again. He remained at 5t
Mary's until July 1, 2016. They sent him to a nursing home in Superior, Wisconsin, which we
were told was a recovery center.  They rushed him out of the hospital at 5:30 PM on a Friday,
a holdiay weekend. They put him on the the second floor, they had no air conditioning, they
had to go in their basement to find a bed suitable for him. They didn't have the right
equipment, for his feeding tube, or for his moisture for his  tracheostomy.

On July 4, 2016 Michael was brought back to 5t. Mary's ER.  He had a temp of 106, he
asparated and he had acute sepsis. He again went to the ICU for a while, and then to step
down, until they found him a more appropriate facility.

On July 28, 2016 Michael was taken by ambulance to Red Wing Health Center in Red Wing, MN,
where he remains today. This is a traumatic brain injury facility. We were hoping he would
be closer to us, but this is the only facility that would take him in his condition.  Owur lives have
been changed forever.  MNone of this had to happen! If only they would have listened to us
(Michael's parents) the people he lives with, the people who know him better than anyone.

What is the purpose of @ 72 hour hold if it is totally ignored. Mot once, but twice, they could
have helped and they didn't.

This has affected our lives in 50 many ways. This has been constant stress and heartache on
our whole family. Financially [which we would do anything to be with Michael) it has been a
bit of a burden for some of us.  We drive to Red Wing from Hibbing, and previously we had to
drive to Duluth and back to Hibbing, or spend the night in hotels. We have been doing this for
4 months now. No one is responsible for this?  No one is being held accountable for this in
any way? | don't understand how they can do this and nothing happens, they continue on
with the same inadequate health services and incompetent mental health care employees.

On August 5, 2016, | received a call from Paula (the CNP who discharged Michael) and her
superviso[7). They called to apoligize! Hmmm? Took 2 months?  Didn't mean anything
anyways, was just another way of saying "l screwed up and don't want to get in trouble, not "l
am sorry my actions caused this”. 3he (the CNP) said that if she had known all the information
I was telling her, she never would have released Michael. Well it wasall in his chart! Then
they asked what they could do better. | told them many things but one in particular was the



fact that PA's and CNP's are acting like real doctor’s.  That they should have a doctor of
psychiatry in the building or on call to confere with at the very least. Someone overseeing
what they (PA's and CNP's) are doing. Doctors do residencies and go to school for many years
before they can evaluate people with mental illness, it seems uncomprehendable  that PA's
and CMP's can do this on their own. Yes, they are working under a doctor, but that doctor
isn't even in the building or the town! People are being assessed over the internet?

Her reply to this was that no matter how considerable of a financial package they offer, it is
hard to attract psychiatrist to the area!  Well then | ask, if they don’t have the professionals
to do this job properly, why in God's name did the IRRRB give them money for more beds?

Really?

Again now, none of this had to happen. My son is alive but | still grieve everyday, it is like he
died. The Michael that we had before this is gone. Like | said he is still here, but everytime |
look at him | think of who he was, and that he will never be the same. Our Michael is gone,
and we are hoping to get back as much of him as we possibly can.  This means we have many
months ahead of us, and we are not guaranteed that Michael will not be in a permanent
vegative state.

He may have no future. 5o while these wonderful competant employees of Fairview Range in
Hibbing {sarcasm) are enjoying all the things parents enjoy with their adult children, we will be
hoping Michael doesn't stay in a permanent vegative state.  Michael was a very active person
and would be very upset if we let him continue on in the state he isin right now. After a year,
{they say if @ person doesn't emerge from vegative after a year they probably aren't going to)
we may have to make a very hard decision. Had we known what was in store for Michael and
us, we may have made that decision on day one.

As these other parents are walking down the halls of colleges checking out which one works for
them, someone will be pushing Michael down the hall to give him a bath.  While these parents
are pacing the hospitals waiting for the arrival of a new grandchild, we will be waiting the 7 to
10 days it takes someone to starve to death after their feeding tube has been removed. As
they hold their new grandchild and welcome them into the world, we will be holding Michael's
hand and telling him good-bye. Dramatic?® Yes!!! You have no idea the anger | fesll  ALL
of this could have heen avoided, if only we had appropriate  mental health care providers
and competent mental health care staff in northern Minnesota!

Thank you for taking the time to read this. | hope others' stories have a happier ending.

Dorothy Cencich

Comments from Dorothy Cencich - Ideas For The Task Force

How many times have you heard that mental health isn't taken seriously, or that it is not a health, or medical
issue? That someone who is depressed needs to just snap out of it? Well | say go with it! Mental health
shouldn't be combined with medical health in an inpatient setting. It isn't usually in an outpatient setting. You

10
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don't go to a psychologist for an ear ache, then why would you go to a medical center for mental health? Mental
health should stand on its own. By mental health | am throwing everything in there, addictions, depression,
schizophrenia, bi-polar etc., EVERYTHING that can be defined as a mental illness.

First: Find a building. Start a pilot project. Maybe in an old school house or apartment building that isn't
being used anymore. (Is Mesabi Academy in Buhl available?)

Second: Get funding. If the Minnesota state government can put all of that money into a football stadium(?)
they should be able to invest some money into the people of Minnesota. So the government should set aside "x"
amount of dollars to implement the new system.

Third: Use therapy that works now. Go around to facilities that have worked, whether it be mental hospital,
inpatient or outpatient addiction centers. (Like Project Turnabout in Granite Falls). Take the things that were
effective and worked for them and use all of this knowledge. Don't waste time or money reinventing the wheel.

Fourth: Implement a new program. | would set up a facility something like this . ..

Intake Phase: | would have an area where the nurses and doctors are and call it the Intake Phase.

Here patients would be evaluated and a personal care plan would be created, then they would be sent to
the proper Phase they belong in.  This area would also be used for detoxing alcohol and drug users.
They could be easily monitored by the nurses and doctor. When they have detoxed then they would go to
their Phase they belong in. This is also the area where all patients would go to get their medication.
Therefore only 1 nurse 24/7 and maybe a doctor Monday-Friday and on call 24/7.

Phase 1: Some of these people may be here for a very long time and have severe mental problems.
This would be a very secure area of the building. (6 month to ? stay). | would have one female and one
male security person 24/7.

Phase 2: Some of Phase 1 patients may progress and aren't such a threat to themselves or others, so
they move up. These are also patients who have come in and need acute care, have displayed
behavioral problems maybe due to not taking meds etc. (3 to 6 month stay).

Phase 3: When people in Phase 2 have progressed they now move up to Phase 3. Phase 3 is also for
people who are maybe newly diagnosed, or need to be diagnosed. They can function well out in the
community, they just need some tools for coping, or living life as a recovering addict (any addiction) or
with a mental illness. (1 to 3 month stay)

Phase 4: Half way house. Patients are now out in the community, they have a job (even if it is part-time)
they have minimal supervision. Maybe they "check in" every week, month, whatever. If need arises
they can come back to intake and spend a day or two to "regroup".

Fifth:  If this works after a year, then start more facilities around the state. Keep mental health out of the
medical systems. Work to eventually have mental health facilities in every region of Minnesota. If thereis a
medical issue such as bleeding, overdose, anything that is an immediate medical issue, have it dealt with and as
soon as the patient is medically stable send them to a Mental Health Facility. The reason for this is that most of the
time a person spends in a hospital setting, they see more medical workers than they do mental health workers.
You hear of these workers getting frustrated and burnt out, it isn't a matter of not enough staff it is the wrong type
of staff. If | couldn't hammer a nail with a spoon, and | got another person to hammer with a spoon along with me,
did the nail go in yet? It doesn't matter how many nurses and CNA's you have, if they aren't trained in mental
health they won't be very effective. Try to stay out of a "regular" hospital setting. You are wasting money on
"medical personnel" in a mental health facility when it should be hiring "mental health personnel".

Sixth: There would have to be some sort of legal language, where these patients, if they are bad enough to be
brought to a hospital or mental facility, then they should get the proper treatment they need. They should HAVE
to at least be held for 72 hours, no exception. No one can release a patient before 72 hours. It has to be a state
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law. Maybe if these people were kept for 72 hours that might give them enough time to get out of their system
whatever they have consumed and can think more clearly and maybe take a look at themselves and decide they
want to stay and get help.

Seventh: Advocates for both the patient and for their loved ones. Help should be easy and quick, not just for
the patient but for the people who are trying to get help for them.

Eighth: Literature etc. should be readily available for people right in the ER or doctor’s offices. Numbers to call,
advocates, information about mental iliness, anything to help.

| just wonder how many homeless people out there have a mental iliness. Maybe they have no family to
advocate for them. How many people in prison have a mental illness and rather than being helped, they are
being punished for it? Have we taken our human rights so far that we can't legally help people? Physician
assisted suicide is NOT legal in Minnesota. By turning away these people and not insisting they get the help they
need and deserve, is that not assisted suicide?

How many re-admissions are there in the hospitals we have now because patients didn't get the proper care to
begin with? Maybe they were handed a prescription, maybe they drew a pretty picture in therapy, maybe they
lied and said they were fine, maybe they were good at manipulating staff (especially with addictive personnalities)
and were sent on their way, no follow-up? Who knows. All | know is mental health care in Minnesota is very
sadly inadequate to say the least.

Dorothy Cencich
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9/30/16
Comments received from Patti Cullen, Care Providers of Minnesota

To: Governor’s Task Force on Mental Health
From: Patti Cullen, President/CEO, Care Providers of Minnesota
RE: Continuum of Care Issues

DATE: September 30, 2016

Care Providers of Minnesota is a membership association with nearly 1,000 members across Minnesota represent
non-profit, for-profit, and government-owned organizations providing services along the full spectrum of post-
acute and long term services and supports. As you prioritize your issues and recommendations for the Governor’s
Task Force on Mental Health we want to be sure the unique mental health needs of the elderly are included in the
discussions. There are two general areas of concern:  ensuring access to training and services; and
appropriateness of placement.

While many transitions of care for seniors are smooth transitions, with positive outcomes, that is often not the
case for seniors (or “near” seniors) who have co-morbidities that could include mental or chemical health needs.
Over the past few years, as other available options become scarce, especially in rural communities, long term care
facilities (nursing facilities and/or senior housing/assisted living) have become the placement options for seniors
with mental and/or chemical health needs. While the majority of the placements in our settings are appropriately
made due to physical/medical issues, the challenge for the providers is how to best address their corresponding
mental and chemical health needs in addition to their physical needs.

At times the nursing facility or assisted living setting admits individuals with undiagnosed mental iliness, and their
mental health treatment needs only manifest themselves after we have already admitted them. Many of these
placements are individuals who are far younger in age than the typical nursing facility resident (who are in their
mid-80s). So, not only are we concerned about making sure we can address both physical and mental health needs
for these new admissions, we also need to be sure all of the other residents/tenants, who are frail seniors, are not
at risk. Compounding these issues, community nursing facilities also feel pressure from their community hospitals
to accept admissions because the hospitals are feeling the financial pressure due to delayed discharges. These
discharge delays of seniors/near seniors are frequently due to challenging behaviors, complex co-morbidities, non-
compliance with treatment, active substance use and/or lack of payment.

Suggested Recommendations:

1.  Since we already are experiencing significant workforce shortages, requiring additional staff or stringent
training will have negative consequences. Rather, make available on-call consultation and on-line
training to guide staff in our buildings. Make workforce training grants available via an RFP process.

2. Revise the critical access nursing facility program to focus on higher rates for those community facilities

who choose to provide “niche” mental and chemical health services.

Make tele-health services available using psychiatrists/behavior health specialists.

4. Strengthen the discharge planning process so mental and chemical health needs are clearly identified
prior to discharge into the community.

5. Remove any size or setting barriers that limit the community choices for Minnesotans with mental health
needs, in particular any % restriction for assisted living settings.

6. Revise payments under Elderly Waiver program to reflect additional service and staffing needs of
recipients with chemical and mental health needs.

7. Streamline care coordination functions and communications, especially for Medicaid recipients, who
could have up to seven care coordinators overseeing their services after an acute episode.

w
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Questions/comments can be directed to: Patti Cullen, pcullen@careproviders.org,
952-851-2487.

9/30/16
Comments received from Cary Zahrbock, Regional Vice President, Medica Behavioral Health

Hi Jen,

Hope you are welll  During Thursday’s DHS MH Improvement workgroup, Sue Koch shared the Governor’s Task
Force draft recommendations with the group. | understand you are leading the IP bed capacity formulation
group, thus I’'m reaching out to you with my concern.

Following are the recommendations under IP bed capacity shared with us today:

Recommendation #7: Implement Short-Term Solutions to Inpatient Bed Capacity Problems
Establish an ongoing body to coordinate and oversee work on inpatient bed capacity
Increase Intensive Residential Treatment Services (IRTS)

Strengthen housing and supports

Increase capacity of competency restoration

Make small changes in the Civil Commitment Act

Support efforts to reform addiction treatment

Adopt previous recommendations on discharge planning

Temporarily increase capacity at the Anoka Metro Regional Treatment Center?

PN A WNE

My concern is the notable absence of the impact of the 48 hour rule on IP bed capacity planning. From my
perspective, the 48 hr. rule (which was implemented without MH stakeholder feedback) has had the single most
significant negative impact on IP bed capacity during my MH career. | suggest that adding mental health services to
serve individuals in jail who have mental health concerns, rather than moving them into the mental health delivery
system be considered by your workgroup.

Following are some of the impacts | see from a health plan perspective and from the perspective of stakeholders
we work with (hospitals, CCBHC’s, Anoka, Care Coordinators, TCM’s to nhame a few).
1. There is limited to no access to Anoka RTC for anyone who is not coming in from corrections, so
individuals who would traditionally benefit from Anoka no longer have access.
2. Safety concerns have increased at Anoka, both for staff as well as individuals with mental illness in Anoka
as the population has become significantly more violent and predatory.
3.  Community IP MH hospitals are backed up with people waiting for admission to Anoka, so IP MH access is
severely limited for all Minnesotans seeking MH care due to the 48 hr. rule.
4. The severity of individuals placed in CCBHC’s due to the 48 hr rule have also increased safety concerns for
other patients and staff.
5. Individuals who are predatory criminals are now taking MH treatment resources in treatment settings,
rather than receiving MH treatment in an environment appropriately controlled through corrections.

My concern is that no amount of focus on IP bed capacity will have an effective impact while the 48 hour rule
remains in place. | respectively request that this issue be incorporated into the Governor’s task force formulation
subgroup focused on inpatient MH capacity.

Please let me know if | can be of any assistance in your work. Thanks!

Cary Zahrbock, MSW, LICSW


mailto:pcullen@careproviders.org
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Regional Vice President
Medica Behavioral Health
Telephone: 952-205-2794 Fax: 952/205-3716

9/26/16
Comments received from Teresa Briggs, Koochiching County

Susan

I am writing on behalf of Koochiching County to provide our perspective in regards to providing for our
mental health population. Koochiching County sits on the northern border and is remote. Travel
distance to a larger service city is two plus hours, that being Virginia or Bemidji. Through our local
health resources, we are working on the creation of a Crisis Response Team and short term treatment
beds to assist those in need here at home. However, our unsolvable problem is the unavailability of
beds in the region for higher need treatment. ~ Our Sheriff’'s Department on a weekly basis is
transporting persons to and from treatment facilities for court appearances as well as transporting
persons from our hospital to treatment facilities. There are no beds available in our regional facilities
so the transports the last couple years have been to Fargo (4 hours one way), Rochester area (7 plus
hours one way) and more recently, the Twin Cities (5 plus hours one way).  In a given day, the Sheriff
is sending transports to the cities to bring the person to court and after a few minutes of court,
returning them back to the treatment facility, and multiple times a week. Though we understand the
business dilemma in holding beds open, we need available beds in the region to not only reduce the
burden on the County but also to provide for a closer to home facility for the person in need and for the
family to visit them.  And understanding the person’s right to appear at their court hearing, if the
hearings could be done by interactive television or at the location of the treatment facility it would
reduce the travel stress on the person as well.

Below is a summary of the miles traveled by the Sheriff Department for transporting persons to regional
treatment facilities as reviewed above.

New Report - Sheriff Transports - Treatment Facility

Year 2015 52,748 miles traveled with 1,115 hour
of travel.

Year 2016 thru 60,000 miles traveled with 1200 hours
9/13/16 of travel.

In addition hotels, gas, meal reimb.

We would greatly appreciate your consideration of our comment as you move forward on your task to
improve the delivery of mental health services in the State.

Thank you.

Teresa Briggs
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County Administration Director
28-283-1152

9/26/16
Comments received from Michael Trangle, Health Partners

Hi Sue,
| would like to make 2 recommendations to the task force for consideration:

1) If we are talking about transformation and starting to make changes that will get us to a best practice that
improves access, quality of care and saves money, we should consider setting a goal that all mental health
crisis services throughout MN should include the capacity to quickly provide evaluations/intakes, crisis
stabilization services AND rapid access to a trained psychiatric prescriber (psychiatrist, psychiatrically
trained NP, PA, or CNS). I've attached results of a study that highlights the cost effectiveness of such an
approach. The East Metro Adult Mental Health Crisis Alliance has data confirming very good patient
satisfaction with this approach. The latest data from that group shows that when a crisis therapist is
involved about 18% of clients avoid going to their local emergency room and that when they see a
psychiatric prescriber 31% avoid going to the their local emergency room.

2) The recent MN Hospital Association study highlighted the number of PAD (potentially avoidable inpatient
psychiatric days- days where psych patients were not safe to go home but could have gone to an
intermediate care program or facility had a bed been available) throughout MN on a regional basis.
Unfortunately that is where the analysis stopped. For each region to KNOW and then begin taking ACTION
on this data further analysis is required which is easily accomplished (and has already been done for the
East Metro Region under a previously funded grant). Then DHS, the counties and local providers will
know the exact number of beds/programs needed and can begin to work to increase their IRTS, foster
home, residential chemical dependency providers, nursing homes etc. beds truly required to meet the
needs of their region. The expense would require $2500-55,000 depending on the specifics.

I have more details available if that is required.
Michael Trangle

Attachment:



mental health Wilder
crisis Olliance Research
Transforming crisis services Irformetion. In=ght. Impect

for adults in the East Metro

The impact of community-based mental health crisis stabilization

» Background

Muntz] illngiss affects millions of Amercan sach year. Using evtiratus fom SAMHSA 15 cotimatzd Sat
245,600 adnlts Bving in the sast motro had a mental illsess: in the past year. An getimated 59,300 adnlts in
the east metro bad a sericus mental illness, and 49,170 had a smbstance abuse problem in the past yuar.
Sarvoas mental dlnesses (5MI) are dizgnosable mental disordars that interfors with or limdt coe or more
major life activities for adnits. Comditions imchide hipolar diordar, deal diagnesis, major deprassion, obesssine
comppulsive disordar, pamic disorder, post-traematic soess disordar, and wckizophremia.

el meiro senaces

The st psatro of the Tadm Cities metro area offurs 2 robmst semvice delivery system fior adults living with
ML incloding coisis services. Compyemity-based crisis stehiliztion is oos available semdcs, which provides
shosi-tenm, intensire mupport, education, and treatment fo address 2 specific mental health ohsis. dnnduals am
supporied mntil they are linked with comzmmity resources to address longer termy nesads.

v Current study

The Mantal Health Criis Alliance wes interested in saploning the mpact of comemmmity-beased cosis sabilization
services oo bealthcare utilimtion. Spectfically, to what extent doss @ of outpatiest menta] health sereices,
inpatient hospitalization, and emermnoy depariment wee incrsase or decrease followring crisis sabilizbon In
sddition, the curment stedy explored the impact oo the costs associated with impatiest hospitalimbon for patients
who mcaived cisis stabilimton srvices. Wilder Bsssarch vas contracted to obizin clainy dam from de
Dieparmest of Huran Sandices. and comdect the siudy oo bohalf of the Mol Health Crisis Allnecs. The soops
of i&ds report is Exnited fo chims data provided by DHS, which inchudes patisnts who wers eomolled @ staie
Mudical Assistance (MA) programs beftwean JTammry 2008 and Apol 20000

" The inspact on service nblization was imvestigated for the owarall pateat populaticn served dunzg the
identified time pemiod, as well a5 those patient who aere identfied as “high-Fequency™ nsers. High-
frequency emerguncy deparmant patiants were ideatified as thows patients who bad five or more
smergeocy departmeat clamss in the six mvomths prier to s stahilizaticn. o contrast, low-Eequency
msers are those who had fewer than fve sewrgency department wisits, Dcloding those who bad no
smergency department visits, in the prier wix peonths.

®  Thas shudy was approved by the DS Insomtional Fenview Board (TRH) in Ociobar 2011, and renewed n.
Septembar 2012, A detailed mathedelogy i available at snasnw wildeerenearch org.

contmmed

For mere informaton contact Koper Aever, Project Director, ar §51-338-5318 or rogers mevercon ulting ore
Bufany 2013 Page 1 of 1
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* FEmargency department ntlivation decreased simificanthy post-cricis stabiliration for all patients,

inclading “high-freqaency™ patamts.

*  The of outpatient mental health services moreased significanty for low-freqeancy pationts following

' All-comse mpetient hospitalizaton demeased sipnificantly for all patsnts, including high-freqeency
patisnts. In addition, sigmificant decreasss m mental] hoalth-ralaied adevisiions were obssrved for

patisnts as wall

* A cost-benedit azabysi found that for every one doller spent oo Crigs Swbilisation services, thare is a

savimgs of $£2.00 - 3.00 in hosprtalivation coss.

Inpatisnt hospttalzation: pricr to and following crisks atabilzston

miental health
crisis Clhance
T o TRy TS b il
for aduie ke Bl Meza

Al game Myl P zlth cnby
=Fme
= Post
N WD C e e
Al patents” 'l-lm-reqmq.-'m-mcr & * H
=1, 721 =05 =1 E15 B, 721 H=105 M= E15
» Cost implications
*  Tofal costs fior all-camss vpatmnt hospifalizaton decreased from
§1.9 million prios to crisis stabilization to §1.7 mxllion post- -
stabdlization This decreass was satistcally significant. R —
*  Tol couts fior memial bealth hospinlizton decrsased from §2.0
million peior to stehilization to §1.1 million post-sabilization. —— e he
Thin decrease wa statstically significant. wEE o 2ud 180
Al cause * Exhawioral *
* The net benedt fior all conse hospialzation patiemts after FeospdtalEation  Reafh-reiabed
hoespibmation

recaiving meantal health orivis sahilistion servioes is nearty $0.3
million, with a remum of $2.16 dollars. for every doller Evesed.
Paticnts with mental health related sarvices gunerate a Hitle meer

I milbons of dolars

$0.3 million o met baneds with a reum of $3.1% for every dollar invested.

Far mare information comsct Roger Meyer, Prejes Director, al £51-1358-53 18 or maprgme o roamd e oy

Bhs Croes Bbs Shisld Mincasrts | Daksts Courty  FsakhDact Cors Syrisre | Heslts Pactraer Macics | Blassl Haakh

Amocisticr of M inrsmats Weakal Heakh ConoumernSurdver Meoweorh  Biins

= Zareicm dadoi bl

Emaith Civinion < Sorss Dosories] Secdiom Bymesy County | Eaglone Eampisl  UCers United Boacksl | ‘Wiarhingrizn Councy
blantal Hasits Criple ddllucs: 405 Unbesntrp dveress D, Sk Paul, MM SE10 e suepen gl Sanniis BRoacy o=

My 2013
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9/26/16

Comments received from John Dinsmore, Director, Otter Tail County Community Services Division

Sue and Jim,

Thank you for all of your excellent work in coordinating this important effort. Attached you will find a set of
comments and recommendations for you and the Teams to consider. This seven-page document has attempted to

provide feedback and recommendations in a format that addresses the key issues identified by each of the
Formulation Teams:

e  Pages 2-3: Immediate Improvements in Inpatient Bed Capacity and Levels of Care Transitions
e Page4: Redefining and Transforming the Continuum of Care

e Pageb: Addressing the Governance Structure

e Page6: Immediate Improvements in Crisis Response

o PageT: Using a Cultural Lens to Reduce Mental Health Disparities

Please know that the ideas proposed represent “one voice” only and do not purport to represent the views of Otter
Tail County, MACSSA or AMC.

Please distribute and post as you deem appropriate. If you have any questions, please feel free to contact me at the
phone numbers or addresses listed below.

Thank you for your time and consideration.

John W. Dinsmore, Division Director

Otter Tail County Community Services Division
505 South Court Street

Fergus Falls, MN 56537

218-998-8172 (desk)

218205-5476 (cell)

jdinsmor@co.ottertail.mn.us

Attachment:
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Alinnesota Governor’s Task Force on Mental Health:
Proposed Solutions to Explore

Developed by
Jobn W. Dinsmore, Director
Comrmmity Services Division
Ciiter Tail County
Sunday, September 15, 2016

Thank you to the Task Force and the comprebensive work you have accomplished in a very short
fimeframe. I commend Sos Koch and all at DHS for the professionalism, respensivensss and
comprehensivensss you have demonstrated in coordinadng this process.

The timely website postings of Tazk Force and Formlation Team decoments have besn
mpressive and mindfol of the mportance of aducating and informing all stakehalders of your
proeress and deliberations. I have been pamicularly mrateful for the following;

= Mental Health Crveerview Presentation;
The Creerview Document and Appendices;
The Summary of Task Force members” rankines of challenges facing the
mental health system;

= The byperlioks to 54 Past Beports (o the Additonal Fesources tab) phis the
links to 10 reports from other States, and meost r=cenily;

= Fommmlaten Team docoments and mesting summmariss

The following comments proposed solutens (beginning oo page 2) are based on a vansty of
experienses Fained and on rales v which I have served- (1) as a member of MACS5A s
“kitchen cabinet” who has been advising Famsey County Commizsianer fim McDonough: (2)
former member (2M0-2007) of the MY S@ate Adwnizary Council oo Mental Health: (3) noy abowve
menfiened rols with Oiter Tail County: (4) moy 30+ years of providing commuomnity based mental
bisalih sarvices, and (3) my respeciive “life" roles as a son. brother, uncle, boshband, father and
srapdfather.

T acknowledse that my following comments reprasent the views of anly one person; howsver,
they have been informed by the perspectives referenced above and by my review of the Task

Force and Formuolations Team's decuments fo date. [ have formatied my fesdback in response to
the five Fomualation Teams' areas of focus and the work they have prodoced as of this wiiing:

Papges 2-3:  Imumediste Improvements in Inpatient Bed Capacity and Levels of Care

Transit]
Page 4: Bedefining and Transforming the Contimam of Care
Pags 3: Addreszing the Governance Stmachire

Paga d: Immediate Improvemsnts in Crisis Besponse

Paga 7: Using a Culiural Lens te Redoce Mental Healih Disparites

Thank you again for your dme and consideradon., and for this oppormmicy to provide this inpat.

Pagelof 7
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Immediate Improvement: in Inpatient Bed Capacity
and Level: of Care Transitions

Comments address two areas: Inpatient Capacity Meed Formmla & Safefy Wet: Definition and

Flales

Inpatient Capacity Need Formnla

Based on the data contamed m the 29-page, [7-20-16 “Drgft Menéal Health Cherview” and the
13-page 090616 “Immediate Improvements in Inparienr Bed Capaciy and Levels of Care
Tranzitions. Prapazed Solution:™ documents, please discuss these considerations:

L 3

Mimnssota’s 2016 popolation i3 5,541,669, Within the next 20 years, our stewids
population is Irujacredmmcreaﬁh pearly 0% t 5,089,935

Today, 45 Minnesota hospitals® currently provide 1,424 inpatient mental health treatment
beds for adults and children/adolescents

The MN Department of Human Services has approved six providers in develop and
additional 150 Psychiamic Rehabilitytion Treamment Faciliny (FELTF) beds by Tuby, 2018
2008 Treamment Adwecacy Center™s Fepart™ recommends 30 public inpatient psychiatric
beds for ewvery 10,000 populaton

Today, Minnesota provides 157 inparient peychistric beds for every 100,000

Baz=d on the assumptions referenced above, Minnssota would need w add 1,347

inpatient beds for a tofal of 2,770 beds to achieve a ratio of 50 beds for every 100,00
population.

The above referenced reparts also cibe SAMSHA swiistcs that project the number of stafe
residents who may be considered at “higher nsk™ of inpatient psychisine Teaiment semvices, 12,

L 3

221,000 (5 4%) adults experience Seripns Mental Ilness (SMI)

103,038 (2.6%)" adults experience Serious and Persistent Mental Miness (SPMI)
110,354 [99%) school age children {5 to 21} experience Severs Emofional Disurbance
(SEL)

17,625 (5% of preschoal children (birth through 4) expenence SED

Bequest of Tazk Force

b2

Apalyze Minnesofa’'s cument confimram of services and ourrent supperts and develop
pstimates of “at risk™ residant: who may nesd hospital level of psychiamic servics at
some peint throughoat a calendar year

Baz=d on this analysis, and assuming Mimmesota's peeded level of mpatient beds per
100,000 is between 25.7 (cument) and 50, identify level of nead.

Develop recommendations for Minnesota State Legislatms, DHS, Countiss, MO0 s and
the Minnesota Hospital Asseciation to update medical and non-medical suppaoris &
Tesgurces required to address the needs of persons expenenced menfal illps:s.

¥ Besac it

* Inchaden: Hml:unmﬂ:r]:-::p:ml.. Eﬂ']I'I.': mbbﬂ-ﬁ]—ll&hﬁk:-ﬁ QE'I:ln:I: AMETC: 177 licensed
beds, CAHES: 16 beds: 274
1 In 2014, S.E.GﬂﬁhMﬂnmﬁdﬂ-l{ﬂ 103,036 ropresamis 1.6%% of aduli eddont

Pags 1 of 7



Safetv Net: Defmition and Raoles

As the Formmalation Team has written, the Statz of Minnesota has historically served as the safsty
netprm-:’er[ﬁ:uh:ztmcalpm:pe-:m' . 3ee- Mmnesota State Planming Agency's 1985 Report.
“Mlirmesoda’s State Hospitals™). Draring the past 30 years, however, a variety of policy changes
(“demstrationalization, fnancial incentives, and the Olmstead decision™) have helped move
Mlinmesoda’s mental health and substance use diserder reatment services delivery syst=m fo a
cammnity-based care madel.

Although our delivery system’s mpatient capaciiy peed fommola does need to be re-evaluated and
updated (see paze I above], Mimmeseda should NOT abandon our community-basad care model
In fact, it neads to be expandad and should confinue iv goide our delivery system policies.

The Team has pesed the following questions (see page 7, Section I (E)) in peed of answers.
Please consider these respomses as you confomes your ressarch and develop vour

Inguiries Responses for Your Consideration
Wikt ars the cxpectations of =+ Frovidars serve ot foundation of oer commreaty baved dalivery
+ Funding and resources of the comdmmre of seevices whould be tarpeiod
i expand the milks: of cormity proncdar.
Uy 2t 2re the expectanoms of Do »  Eliminam DT T s caniral pre-adeission process and metom decision
= oling o faciEries

=  DHSs Divect Cam and Treaiment 4 deeinisitaion s role & a providar
shomld be Eroited‘mednced to saning perom who am MO & T and sam
cifezders

Erovidens ovar the meort five yeam

= CARF CHEH amd CAHFS sarcicgs shoeld be ransfored o copsmminy

Wikt |l of Imvolemmars wheould »  Contimed (TT tmining for all £t responden:

Lo emdfrorcepent play in meponding |« Expand isis mwhilization feems, i sbdizvdon units axd 247 oo
£ calls abonrt s parsom in 3 ol call syviees and make thedr 4% Rogponss™ 25 “mredble”™ amd vishls as
bealth orixis? polics, fire. 2nd FRS sysimms

Wheare does So commty Ot inin the: *  Coureies shoeeld contme Shair role as the Jocal mental health rethority

eqeadon’ (Soa: RIS 247,254 amd S 247 4277)

#*  Lad by coenty prvemoest parinars, Adnlt banial Heakh Initiatngs and
Family SansiceNonol Fealth Collaboratives should sarme as the local
amd remiomal leaders = dewloping menta] kealth and mitwomcs wa
disorder sarvice dalivery sysmrms

. Ehwﬂ:ﬂ:miﬁmﬂanﬂaﬁdnnmmiTu!miﬂau

sh:l.l.l.u:l.'l:lnas..-mi CommYy providers via
!H[I:Imm Ao pron
Fmﬂshmsﬁsjmiat:h&dtmﬂy%mﬂﬁm}ﬂl

Chmies (CCHHCE)
How diffical questioss ame »  Funding of Mansged Haalth Care (MCT's) organeations. and health
torarrmined wid fuvaos of funding care warvice parity shoedd be amhameed
amad Enhility. . E-I:nmlmﬁu:-i:rud:u'n-:tfn:.d.ingm our primary buaith cam paymrs, Lo

- pi b |::t|;|.|.|: bgalrh carg fimding podel that axpands
;‘:iﬂl. manﬂmsml]'ﬁh:lmimﬂamﬁmnn

fomd Madicaid & MO0 momsged sanvices
= Azabye how DS, DEED, METFA MDE, Di0C and county fimds can
he pooritzad in fimd our non-medical comtimmms of apport sendoe.

Paged of 7
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Fedefinme and Transforming the Continuum of Care

The Redefining and Transforming the Contimmm of Care Transformation Team identifies how
Mirmesota’s cument contimrom of services is moomplete. Please consider thess responses as you
continue your research and develop your recemmendations:

System Short-Comings

Eesponses for Your Consderstion

st mey resoumcss. o allocaied o our
comtimam of services

Fimdng of Managed FHealth Carg (MO0 ) cogenizations and
Streersimg and redivect fimdimg i ey prizery health care pryemn,
is MOD orpamimations
Mﬂqa;]“mﬂhﬂ}&mhﬂmmﬂh
axpands our health caro banafT wet and nses onby fedend and s
allocations %o fimd Madicaid & MOD menaged sarvices

Anabyze hew DHE, DEED, MEF A, MDE, DOC and coenty fomds
can be pricrifined o fimd our sos-sedical comdimme of apport

LLCaE.

A d i amrent of fimds am peevidans v Accomabls Care Drmmimcons
o Teatment veINE CACT), oeganed Falh {IHF"s) and'or Cartified
preveaton iy mnrwnton AND Behioral Eaalth Climics (CCEHCS) should ideniy
ROy RAlliemcs what fimdks. can b terpeted Sor noe-treafmont actviries.
EHE:]M :-n:-n-}l'eﬁlﬁmhm-:mm b st
preventon sy mnrventon AMND recovery Teall lemcs
A duspruportonais allocabon of meoTTes I:{'E.Dru-rtﬂmimiﬁm;‘;ﬂminimﬁm'srdiua

15 denvoied fo SPRT leral sarvices

providar thonld bo limited redneed to seeving parsons who ang BT
i [V and sex offendars

CARE CHEE and CABES sanvices shonld be femadfred fo
oty Erovider ouvar the et five year

The conitmnrm of sarvices defined ars oot
equizhty aveilable sverywihore

Lod by cooumsy govermnan partars, Adnit Meot] Health
Initirhes and Famsly SarviceTdans] Halth Collaboatimes
should serve 25 the bocal and mgiceal Jeaders. i developing mantal
haith amd mbstincs wma disordar sarvice: deltrery prisms

DES provides geidalings and minimmen serics stamdasds

Lad by county govarmmoan parmars, Adnlt heoma] Falth
Inititnes and Fansly ServiceTdant] Health Collaboratrmes
Mmﬂuﬁbﬂlndrm:m]]uhsmhﬂcpmmﬂ.
bgalth ared subvtancs wsa warvics: delrrary nyviems

Amalyze howr DHE, DEED, MEFA, MDE, DOC and county fexds
cen b pricdinzed 1 fmd our aco-medice] comdmau of auppant
WaTLICRG.

rhmded contimesm onby warves
L3 of peopls cligble for thess sanices

Fimdng for Commmumity prowidars v Accomahls Cam

ACT"s), Intmgreind Health Parinar:
mﬂ.-:-rtm‘h.ﬁn& 2 'Bnil:m.-m-.:]Ennl:ﬂlﬂﬁ%ﬂ
srould inciude parketng and sdncasio allocatons
Raqure Mmoot s Medicaid, MOC and commearcial health

Imyaranog prodacts o provide companbls baredit st for
eahuniomal bealrh cang and sobsomcs use disondas.

Mamral supports are nndar-sopporisd and

Anaivre howr DHE, DEED, MEFA, MDE, DOC, comnty axd nos-
mﬁn:ﬁ:‘mimmfnn:k-mh;m.mm:]h:- fomd o noe-miedical
comeires of support seEvices.
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Addressing the Governance Structure

Im their 0330016 scoping dorumesnt, = A Mew Governance Soucture — Issus Owerview ™,
Foromalarion Team writes that “the Task Force can probably enly fomumilate these issues and lay
ot a process for fackling them There isn't time io comvene the meetngs that woald allow for
robust recommendations oo a new povernanse simocture. Therefore, the Task Force comld

develop prnciples, tasks and a vision for a concerted stafe-wids planming effort to redesign the

governance sysiem for the mental health conimmm of care.™

Based on the 32t of scoping issues and quastions posed by the Team pleasze consider these
[SSPONsEs a5 Vou confious your research and develop vour recommendations:

Scoping Questions & Governance Issmes

Eesponses for Your Consideration

Define wiat speciSic aspedts of prvemanoe comimnms
of care b fooms on

Suppont devslopoent of Sandce Deltoay
Asthorities (SDA ) in 2 manner that promsotes th
work of AMET s, Collaboratiogs and'or Crinmml
Justice Advisory Commcls/ Commmithess

1he use of datz bor contmmons, quaisty meproREm

DHE needs to provide combties and MO0 s with
Eeanr aome to i werbouse mitometion to
anabls local and regionad dad anadyiics.

Wik closaly with the Ehuman Sendow Parforoemcs
Bl araaeenans Cormnacl in ana by dais

The mportancs of providing mental health seevices Sat
am doiven by Jocal Deed.

Comtias, shiveld contimme their mls 25 the Local
mant] balth aetherity (Seec M5 247 468 and M
245 437

Liad by cormnty poieenmant partnars, Aduk Martad
Higalth Inftisfives and Family Service hienial Health
Caollabomirmes should sarve as the local and mgonal
lsaders @ developing mantal bealth and mulsamce

nse distrder sanvice delivery sy
How best bo design a goermemcs struchms of publichy- Conmties should confimne thair role 25 the local
fimded memval health sarvices. Diows e wtate-dimcted, maniz] health matherry

ooty admnisired syviem 521 moake sense’

Liad by cormnty poieenmant partnars, Aduk Martad
Hialth Inftistrves and Famsily Service Blenial Health
Caollabomirmes should sarve as the local and mgonal
leadars & dennloping mantal health amd mbsancs
nse disorder sandce delvery

Hoar can e povemanics rystam hattor coordimene—or
imteprae—hatvean child and aduht senvizes?

Imirenise lagislaten and fmancial spport of AMET
and Caollaboratives

How oould priwmamcs: chamges Ceain Do InCesin s
for mingation (hetwean mantal kealth amd mibeancg
use dsordar services, between babavionl healéh and
primary cam, betwmen behmiord health and
COEEInity St services, e )T

Feinforos/promsote commmmity prosidars to
collabomabe and da Avcoonfable Carg
Crpanizations (ACTs], egmaned Heald
{HPs) andiar CartiSed Commrmity
Belonioral Elealth Clhimics ({CCEHCs)

Howr to dewslop robmst mechamdms for colbiboration
with milzted wecion (education, b eedoncensnt,
CEmRCHoms, oo, Tamspartation, housing,
amployment, eic)?

Lad by comiy gevsmmant %, Adul Mandal
Hialth Injtistves and Sorvica/Mianial Healih
Callabemttmes should werve as the local and mgional
lsaders @ developing mantal bealth and mulsamce
nse distrder sanvice delivery sy

Wzar arz tha smmory chenges neded 1o Somlamant
changes, inc changes to the Mantad Health Act
O —

Lagislativaly ampoaner ANET s W05 235 4461 amd
M & Family Sanvice Collaboratve QU2 245 405 &
}1_J_J:L:ﬂ1niqnmﬂandluhrddbmrusptnnur

E&EE.Eﬂfﬂ{zuicﬂiﬂiﬁnrﬂmm:lﬂ.t:n
zppropozind fimdzg choeld be transSamed to

coomy provadan: e the next e yean
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Immediate Improvement: in Criziz Eesponse

Based on the wark done by the Crisis Formulation group a5 descnbed in therr (91316
hackeround document, please consider these responses as you contimue vour research and

dwelnpw:remmmdzrtmns

Models for Examination Eesponses for Your Consideration
e of wlshealth to veppont commumty Raplicas Ragicn ' “Colbbatve nnpeton n Pesom-
hospitals withoet dedicasd papchitric Cantered Services: Intograted Bohavioral Health Amoahead
IRACITES Takpresanco Coaliten” Vidvo axd axpand strswids

Expand DEE s Vidyo netanark Soo aomet 2,500 wsar
aes (dadiop, laptop, thiets, wertphone:) to statewids and

waiem wids coverans

lcrTREponder oF amshedded mexnta] heats

Expand and amhed Treea-Foomad Cognitive Bahmnsiomal

professional with lar enforcemant ‘traimed manta] health prefssiomls te be zoailzhla
247 in sach commty
Wumn@mmd:mn
Paized with mdrechar coummes ata o responses desloped
regilar inferal.

Adzptation of L11 Tor cher Tesponders. Puzed
with 2 fommm or process fior buildng dhaned.
undarstanding and tmst hebaman onixis teams
and crher remandars

Expand crisis mobilration ams, gids vahiliration mmit
and 247 mm-call pyatens 1o alll seres all comties

Nk ther “9* Raspomss” & “omdible” and viable s
polics, fre. and EWS sniams

Carrralizzg resmercas I a tusied bocation.

Fovchiainic EBs, Upae Cam [.Emg_

n:-u]-:-cl:lmwn]:.-mm.n plrdcal
£t

Wiz AMHTs amd Collaborattres, axpamd Tranmm-Foomed
Comnittre Beharviomal Tharagry training to ensore residents of
all B poemttes bong access to servioes

Fasearch and root cInse amalyias. W ot data or
stady would be neces =y bo betiar undarsznd

tha precomditions of oisis, and omcomes
wraheton for eenentions?

Utlize Roccres oo L0l Timns S S2miaoer 2os
Halping Poofesdonal: meounces to pmde messarch and root
canss amalysis
As o Sie’s citzenry of New American gow oz
populaton, we mext expand oo the work began in 1985 by
e Cana oot o Loy 1o sanve Shose i nesd
foen cormnities I comdlict
Work closehy with. the BN MNational (Geand and the U of b
Anshit Metwaork to wxers we are providing sate-of-the-art
PTED treatrnant in vetsrans and thair frrobes (wee A
Totaran s (ode to Tallowes With Eiids Ahont E 3
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Using a Cultural Lens to Reduce Mental Health Disparities

As cited by the Formvalation team: “Applyving a cultaral kens to Minnesota's menfal health system
could lead the Task Force to develop recommendations on multiple levels ™ Please consider
these responses as vou contims your ressarch and develop vour recommendations:

Cultural Lens Topics

Eesponses for Vouor Consideration

An overciew of ceiterally-informed warvices, programs,
and models Srom other wixies, countios, and SAMESA

Comzaitroniqw DHS's “Cultural and Febmic
Commeenity Leadership Coemil 2016 Lagislarng

Seo Rapsoy Cowrsy's 2015 “Caltoralhy Informad

Seq: Ingmoes Group s 2014 “Mantl Heali
Sanvicws Meeds Assessment Agsectme the
aneossss s Caps of Bsnizd Csalid Ssndcss

= -

An cverdew of what culnmally-mdresed work is aiready
Eﬁummﬂm&mu:ﬂtmtemﬂi.hlﬂ:.mmﬂ

Ecdedoiime o rpn enan
Eeviow DHE"s Health Cars Rowcarch and Cualiy
Decisien’s finding: of the Comsurser Auwsemnant
of Healthcam Providens and Systeas (CARIPE)

ETVRY.
Comgalt wiith the Koy Wilkins Canter for Human
Sanvice

Coomrsealt with the Univemsity of Mimnesota's
Program in Health Crisperities Bessarch

Coomealt writh the Wilder Foundation's “Speaking
for Durwhss” projact

Soncheast Asian veterares caltzally specific

mmﬂ.hmlﬂ:.mmm

what 5 being plammed for implemantation
A list of policytvems areas that the Frenmlation Team ha

recormemdytions. W pictume that this would be a et of
3-10 bame The Task Forcs conld then chooss widch of
thosg itomns that the Formmilatics Team would work oo

firther in onder to daxlop options for mecommendafions.

Task Foros should consult with DFS's newdy
formed Commminity and Pariner Felatioes
Adveimistration”s fiver areas of concsmiration-

Commeenity , Comnty
of Ineliom AfSains, mﬂ.EqLuijrmﬂ.Pu‘Emm
Drvalopeman: — & sesk thair mepective s of

[Eiaties
Study and bewt practics soluiions are needed o
‘betier undarstand and rednce g followms G
of hoee placemant for African American and
Arorican Indian children ween, mepectively, 4x's
and 1 5x"s mors likaly to be placed o of homo
compared to white chdldren
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9/25/16
Comments received from William Czech

Greetings,
Please accept this comment for the task force.
William Czech

The Minnesota Governor’s Task Force on Mental Health
Comment on Crisis Response
Filling A Gap: The Embedded Mental Health Co-Responder Model
The Embedded Mental Health Co-Responder Model is a proven police best practice for responding to calls
that likely involve mental illness. It pairs appropriately trained police officers with embedded mental
health professionals, as a permanent team, which responds to mental health related calls. Though based
at the police department, the embedded co-responder is always an employee of a partner provider
organization, such as county mental health services. Using co-responder teams enables an unfortunate law
enforcement response to a mental health related incident to evolve, as rapidly as practical, into a
professional on-scene mental health care response. The State of Minnesota should do much more to
support and encourage the use of this best practices model in the state.

The embedded co-responder model is an evidence based best practice. It came into being over 2 decades
ago in Los Angeles and has been shown through research and experience to provide better outcomes than
CIT-alone.  This model has seen much wider implementation in the past two years as law enforcement
agencies seek to enable real collaboration in response to increasing numbers of mental health related

calls. More specifically, the model is becoming more popular because experience and research has proven
that this model reduces use-of-force (liability), reduces the number of mental health calls (via more
appropriate dispositions for “repeat presenters” plus follow-up), saves taxpayer money (by reducing arrests,
transfers, and the number of ER visits or holds), and provides better outcomes for those in crisis. Research
(“Evaluation of Seattle ..”, Helfgott, Hickman, and Labossiere, 2015) has consistently shown that the co-
responder model at creates more nuanced, appropriate, and less disruptive dispositions for

consumers. (see also: “Crisis averted: how consumers experience a police and clinical early response
team...”, Eloisa Evangalista, Int) Mental Health Nursing, (2016) 25,367—-376). This affect is even seen when
the co-responder is introduced to agencies with strong CIT programs. The Duluth Police Dept. was the first
Minnesota agency to implement this best practices model. The resultant cost savings and improved
outcomes are lauded by Duluth’s police administrators, who are eager to expand their program.  In April of
2016, the Duluth PD was awarded the 2016 Innovation Award by the Minnesota Chiefs of Police Association
for bringing this very successful model to Minnesota.

Embedded mental health co-responders create highly effective collaboration where bureaucracy, logistical
considerations, and organizational cultures would otherwise promote “separate silos.”  Having an
embedded clinician is a game-changer. Research and experience has shown that embedding the clinician —
having them work within precincts and co-respond — promotes trust and helps the clinician become “part of
the team.” (“Outcomes achieved and police and clinician perspectives..”, Lee, Thomas, Doulis, , Int) Mental
Health Nursing, 2015, Aug. 27) Embedding the clinician also solves the difficulties law enforcement agencies
report when they attempt to collaborate by asking health care organizations to meet them on-

scene. Research and experience has shown that law enforcement severely underutilizes there partner
organizations in this scenario.  In particular, law enforcement experiences a capacity and systems problem
that result in unacceptable response times and availability of the un-embedded mental health

professionals. (Example finding: Steedman, 2000) Without on-scene collaboration, law enforcement
officers often become de-facto mental health care workers. Research in Seattle reported that their pilot co-
responder program, “is relieving an otherwise substantial, unnecessary, and inappropriate burden on law
enforcement officers.” (“Evaluation of Seattle ..”, Helfgott, Hickman, and Labossiere, 2015) This burden
on the officers comes at a cost for the person in crisis and the tax payer. In a recent article about a co-
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responder program in Cheshire, UK, the authorities noted that dispositions chosen by police officers without
on-scene clinician partners, “often make decisions based more upon resource demand and risk aversion
rather than a robust assessment of individual needs.”  That article reported that adding co-responding
clinicians reduced the number of transfers by 89%.  (RCNi News, online, Elaine Cole, Apr.2015) Making
better use of outpatient services and avoiding unnecessary transfers is a common research finding.  (See
also:  “Evaluation of Seattle ..”, Helfgott, Hickman, and Labossiere, 2015, and “Evaluation of Overland Park
PD Co-Responder Program”, Alex M. Hoslinger PhD, UMKC).

Currently, the State of Minnesota does not provide adequate recognition and support to local efforts to
implement this valuable mental health crisis response model.  State agencies can do much more to
facilitate the partnerships (i.e. between county government and municipal police) needed to create co-
responder programs. Too often, these partnerships are desired by city and police leadership, but create a
demand on the would-be partner county’s health care budget. That is a recipe for hindering
collaboration. Because, the embedded mental health co-responder model effectively addresses a major
existing gap in mental health services, the state should create a dedicated funding stream to support co-
responder projects.  Also, the implementation of co-responder projects is hampered by state statutes that
effectively prevent medical assistance and private insurance from covering the co-responding clinician’s
services.  The co-responding clinician is a licensed professional, employed by the county health
department and teamed with a highly trained specialty officer. ~ Unfortunately, this best practice model
that is highly effective in other states, can be denied insurance coverage based on short sighted Minnesota
state statue language. The Minnesota Legislature should alter existing statues to recognize the embedded
co-responder model as an appropriate mobile crisis response where mobile health crisis teams are
inappropriate or unable to effectively fill this sizeable gap in mental health care services.

One can describe both a moral and legal (parens patriae) imperative to promote proven best practices, such
as a co-responder program, which insure the police response to mental crisis related calls is guided by
persons with adequate training, expertise, and experience. =~ The embedded mental health co-responder
model, with a mental health professional based within the departments, can accomplish just that for
Minnesota.

Submitted By:

William Czech

1962 Knob Road

Mendota Heights, MN 55118

9/23/16

Comments received from Brian Johns, North Memorial

Dear Susan,
To keep it short and simple, | see two primary problems with mental health services in Minnesota:

1. Notenough providers. Residency slots desperately need to be added to the three residency
programs currently in Minnesota, plus incentives to keep graduating psychiatrists in the
state. Additional programs for nurse practitioners and fellowships for physician assistants could also
be of benefit. (Out of my last three hires, two psychiatrists came from out-of-state and one from a
local NP program.)

2.  Not enough beds. | cannot recall a time when this hasn’t been a major problem in mental
health. The state hospital’s extremely limited capacity creates a “log jam” throughout the entire
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health care system, with patients waiting for days in emergency departments across the state for
mental health care.

Thank you very much for the opportunity to comment on the Governor’s Task Force on Mental Health. Feel free
to contact me with questions.

Best regards,
Brian Johns, MD, MFA, ABPN

Medical Director, Mental Health and Addiction Care
North Memorial Health Care

9/21/16
Comments received from Sandra Lewandowski, Superintendent, Intermediate District 287
Susan,

Thank you for the reply. | have attached our proposal for consideration by the task force. If possible, we would also
appreciate being able to address the task force during public comment. Please let us know if that is possible.

Many thanks.

Sandra Lewandowski, Ed.S.
Superintendent

1820 Xenium Lane North
Plymouth, Minnesota 55441
Intermediate District 287

Attachment:
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Children's Mental Health Proposal
submitted by

Intermediate School District

287,916, and 917
September 2016

presented to the

Govemor's Task Force

011

Mental Health
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Setting 4.5

The challenge

L Studsrts with disabilities who lack access to community mental health
resources can present major challenges for the mast well-equipped special
education staff.

- Thee current educational srectures do not accommodate students who
hiave litte or no extemal support for severe mental and behavioral health
we e needs.

diminished funding for out-of-school placerents is creating a onisis for
Latting 4 schools

%Schaols do mot have the resources to address a growing group of
studiarts who show aggressive and dangerous behaviors, complex

pharmacalogical profiles andfor multiple developmental, cognitive and
meurobiological disorders.

]
? The intermediate school districts are uniquely positionsd to see how

The Setting 4.5 would shift us from adding school-based services to constructing
I . more comprehensive school-led interventions designed into the school day for
5 ﬂ u t I n n students from pre-K through age 21, helping meet Oimstead Act requirements.

Crifical services

SchoolH=d mental healdh funding

Partnerships with mental health apsnci=s

Dedicate=d hozpital beds and teams for patients =xpari=ncing psychiatric crises
Ir-school psychiatric help for stud=nts who cannot access traditicnal services
Dedicated, co-located county siaff to assure aoosss to county services
Partne=rzhips with szencies o provids access to short-term crizis home:

Staff readiness and school acoountability
«  Sitaff and program development for school partners
_@ *  Program development for mi=rmediate school districts
— .

Program accourtability study

Remowve opsrational and funding barmiers
v Imcrease mental health fundine
+ Intermedote l=sce aid
+ Fund cross-subsidy at thes state baye]
+ Allow access fee for studenis who opsn =nrcll
+  Egqualize funding for students in ares learning osnters L]

917

Improve student acad=mic and mental h=alth cutcomes

" Integrative delivery model with poweriul cutcomes
-

. fesuce least restrictive environment (LRE) for students ¢ L | 916
*  Reduce staff njuries

*  AKgn resources to reduce costs ermediata Disiricl

*  Egquity in access to services
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Setting 4.5
An Adaptive Solution

The Problem

When the federal setfing levels for special education wers established, Setting 4' was desizned o
edocate shadents who could benefit from a separate school site with related services to help shadents
meat their mdividual sducation plan (TEF) geals. Hisher settines on the confimpmm  known in
Minnssota Fule as Cars and Treamment options, were established as well. This was dons with the

imderstanding that scheol based settings could oot provide the extent of mental and plrysical health
SETVACES some stodents need.

Crver the vears, however, there has been a shift of responsibility for maey semvices previeusly
provided in Care and Treatmeent settings. Stadents in need of these expansive medical and mental
bealth services are increasingly placed in Setting 4 sites, bat withowt the crucial resources or
desipnated responsibility o provide them Drecreazed finding and support for day ireatment, hospital,
residential, and even corrections placements have lefi schools as the primary eniify addressing a
growing group of stadents” aggressive and dangzerons behaviors, complen phammacological profiles,
and a prymiad of developmental cognitive and nearobiological disorders.

Crar carrent schoal-based medsl for educating stodents with exiremes menial and phrysical healih
peeds & not ooly edocationally insufficient, if &5 creating a public safety emergency. Schioals are
becoming the state’s de-facto mental health system, ut the extent of our educational resources and
authority is currendy limited to Sefting 4 While Sefting 2 dees offer a separate site and usoally some
addittonal resourees, thess schools are based on the same operational framework used for general
edocation. We start with our copumon picnme of what we all consider to be a school day and then
sprinkle aroand the edees resources such as school-based mental health providers and behavior
specializts. Even with a few mmportant exiras, we fundamentally maintaim the peneral academic mode]
that & not fally supperted by ar integrated with the therapeutic services paoessary to meet soms
shadents’ pesds m a school setting.

School districts that operate Sefing 4 programs wsmg this gensral academic modsl smuzgle to address
the needs of some stadents with the mast challenges n a timely, safe or effective marmer When
mental bealth and behavioral crizes arise, parents and school staff fnd limited and emerpency-based
options that are often (1) contrary to the least restrictve eovironment, (1) mmch mare costhy than
public school settings, and (3) sometimes have dobious educational and health bensfits. Furthermore,
even if a Care and Treatment placement is available for a child or adolescent with siznificant

" Fedaral Definiton of Ssiting 4:  [In Setfizg] 4. Leamners mcsite sdacaiion programs in public spants day schoaol facilihe,
inclading sndarts with disshilities recenving special education and mekyted senvices o public separte day school fcilites for
oo than, 30 parceet of the school dry. Notee This nrest bo a specially designed faciliny'prograns for special sdncation stodeats.
oohy.” From 4 Cruide jor Mlserons Pareats i s Inadnidalissd Bdaaron Pragrem (IEF) (2014 od ), Pacar Canar.

Dttpe o pacey arpporeat php PEIR- 1 T pdf
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behaviaral and mental health needs, he or she can be, and are, discharged due fo aggressive, violent,
sexually predatory, and‘er destructive behaviors. In contrast, doe fo the considerable protections
afforded to students in special education, scheol districts ars legally oblizated to allow stadents o
refurn fo school the same day they are deemed “too dangerous fo serve” by thelr ourent placement
and discharged. Schools can wirtnally never say “pe” to admitting readmitting a special education
siadent back miv public scheol whe &5 mentally ill or dangerouws. We are the one system that cannot
dispiss students due o our mabiity o serve them safely.

The intermediate school districts have a unique vanfage paint to both understand this problem and
propose a proactive soludon. Collectively we operate sixteen Setting 4 sites for high needs special
education sudents from our member districts and suwrounding areas. We have some of the most
expenenced staff and specialized facilides m the area, bt still our mjuries are hizh: Dismict 287
recorded 335 injuries last year. WE Metro 915 recordad an average of 300 injuries per year over the
last several vears. Another data set thar exepiplifies the environment is the recording of cretical
imcidents. Last year, critical incidents at District 287 mumbered 2235, with 49 ambulance calls to
manspart siudents m a mental health emergency. At 916, critical incidents are defined as when a
shadent is remeved from schoal sither by police, the SEO ar at the request of an evaluator at
Ciaznostic Evalarion Center (DEC) from Behavioral Health Prowiders. Last year at 916, 115 calls
were made to 211 ar te the SEO for emergency assistance and 15 calls were made o DEC. Of these
130, 33 wers wansported to the hospial for a foll mental health evaloadon

W have become regional spokespeopls for the plizht of scheols with the enormoens responsibiling of
meefing the mereasms peeds of students. However, we ofizn are hamstrung to best address these
smadents” meads. The stmactaral limits of eur abiity o coordinate services and centralize respurces
prevent ur being able touse our energy and apply our knowledge in the most effectve way, We are
offering a sohufion that unbinds these hmets and allows s, with partoers, t0 ransform the cumrent
mazmented and meuffcient sysbem.

The Solation

We are calling for a pew sefims pot based on simply adding mors of the same--more dollars, mare
people, or more services. We are calling for the opporiunity to simactare a new daily response @
shadents with increazingly complew mental health and other needs. We are calling for “Semimg 4.5
Alihough not an official Federal Seting, this name calls oof bow the oument coofinmm &5 nod
adequate for thess smdents,

L “Setting 4.57 wonld be a shift in eperating that would take w: from adding school based
services to constructing more comprehensive school led interventions. With this new model,
schools, parents and shadents would have a new option on the seming contimpom. [t would consolidate
menial health and mansition services, offering a kess resmictive ssming for those otherwizs being
considered for mors restmictive seftings—homeabound, hospital, day oTeament or comectons--as well
as those for whom appropriate care and treafment placements are pot available. The chilling
conseguences of our stare’s ourrent lack of placements with menfal health support was told in a recent



St Tobupe story revealing how hondred: of Minmessta feens with mental bealth problems are
winding up in jovenile defentson. The coment disjointed and ofien ineffective moded would be
replaced with a mods] that would improve the lmkapes between many parners. with the zoal of
mereasing the access and effectivensss of services for shadents In a more cost effective way.

- “Setting 4.5 would leverage hizh infensity interventon: desizned mio the schoal day for
students ased FE-21 and would sapport the collabarative commitment to meet the
requirements of the Obmstead Act The Olmstead Act reflects the stae of Minnesata's commiment
that people with disabilides experience lives of nclusion and integTation in the commmmity — st lke
people withoot dizabiliies. The vision is that “people with dizabilities have the opportomity to live
close to their familiss and fmends and as independentty as possible, to work in competifive, inteerated
employment, o be educated o infesrated schools and to participats fully in commumity hife.” Cme
specific goal of the Olmstead Act is to inoeass the percent of children whe receive menial health
crisis services and remam in their community to 85% or mere. The proposed Setting 4.5 would also
suppart Goals Four and Five under Posttve Supparts of the Olmstead Act Goal Foar states “by hme
30, 2017, the oomber of stadents receiving special education services whi SXPeIISDCE AL SIMETESNCY
use of resmictive procedures at school will decreazs by 314.7 Goal Five siates “by fune 30, 2017, the
oomber of moidents of emergency nse of restoictve procedures eoowmne in scheols will deoease by
1251 Dhanng the 200 5-16 school year, Dismict 187 repored the use of §34 resmictive procedures
on 140 of our siudenis whe receive special sducation services. Pur apother way, this Spms
dempnstranzs that 13%: of aur hizhest needs snudents were restrained ane or more timss by schoal
staff for enzaging in dangerous. ageressive, and ar self myorioas behaviors. Most often these shadents
are black and brown. In erder fo reverse this trend, we desperately peed to chanze our current medel
o & more efective one autlined in this paper.

- “Setling 4.57 represenis an adapiive salofion that recosnizes we need more than mere
techmical change to address this problem. An adaptve solution requires change oo many foots and
across organizational boundaries This new mode] mfends to alipn the variows parts of a2 now Tactared
systern of care as well as provide an improneed level of commumication between all the pants of this
systemn. By (1) Dedicating access to critical servicss thrensh partnerships, (1) Assuring staff
readingss and schoal accoantability to meet the demands of 2 pew madel, and (3) Femoving
operational and funding barmers for intenmediate districts, “Setting 457 is desizned for shadent
SuCCess, Dnproving outcomes thoough more efficient use of resources.

The Inpats
1. Dedicating access to crifical services thronsh partmerships

s Dedicated School-Led Mental Health Funding

Currenily, school-lmked mental health services are covered under a zrant proeram provided by the
legizlabare. School districts cannot Indtats the request for proposals (BFF) process, howsever, and this
lirnits eur ability to facilitats 4 district led collaboration mede] with mental health service providers,
w0 develop and manags plans for co-located or school-linksd mental health services, and to access the
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fmding necessary fo sustam the collaboraton. Orr request, thersfore is to allow school distrocts to
mutate the process as well as to bave the ability to use grant dellars flexibly for school-linked mental
b=alth semvices, especially for those semnces that do oot £t neatly within Medical Assisance (A)
requirements of other billing smactares. For example, these funds would allow for fexibility o wrap
servces around the student in the school setiing by subcontracting with respeciive agencies that
provide those services, e.z., dollars to pay for a county worker to be a case manager, not unliks the
School Besopurce Officer (5RO model by which schoel dismicts contract with local law enfercement
agenciss for school resmurce officers. In essence, this would flip the cumment Care and Treatment
mode] from one where school services are delivered mio a non-school s2tting to one where suppert
sarvices are “pushed” imte the current intermediate settins.

In order for staff in the scheol panmer programs to be able to work with schools o design and operate
a program sroundsd on the best knowledge and effective practices, we request Department of Human
Services school-based mental health Zramts equivalent to 350 muoliplied by the total of the toml
member distmct adjusted pupdl umits (APLT). This fimding would go to mental bealth pariners of
miermediates and their Greater Minnesota counterparts allowing school and reatment providers fo
parmer dirsctly without barmers on such essental program elements as:

% Tramma Informed Care
Pesinrafive Practices
Cevelopment new ireaiment modalities to provide community expeneoces allowmg
students to pracice how o manage mental dlness ouiside of the school bulding
Therapeurtic Teaching Mioda]
Parent Family Engagement
Trauma Coaches
Child Protection Workers
Comiy Social Warkers
Critical Incident Team
Pyrhiamic Suppart
Behavior Aids

L -

L - -

Access to any thempeutic semvices offered within the Sermmg 4 5 would be based on parenfal consent,
apart from the services described m an TEP and ouatside the confext of an [EP t=am decision. Ome of
the ratiomales for offering access to thempewtc ssrvices co-located in a school serming is for the ease
and comvenience of families who may etherwise attempt to seek services m the compmmnsty, and who
may oot have access te such services because of provider availability or other factars.
Comnmimity-based services are optonal for the family and are net school-based services m [EPs.

Proposed Language to expand the scope of Minn Stai. 2454380 CHILDEEN'S MENWTAL HEALTH
GFANTS to school disimicts and thelr subconfacters (g2, mental healkh semvice providers), as well as
an expansion of the services cowered by the grant is available at Proposed Mental Health Chaness

- Dedicated hospital beds and teams for crisis placement.



A wery cridcal nead for stodents served in the infermediats school distnicts is the lack of dedicared
peychiatric beds for stodents who have bigh mental health needs and offen dznificant ageTessive
behaviars. These smadents are often in crises in our school programs and are m danger to themselves
or oibers. This nesd was recently recopnized through an BFP izmed by DHS for opening beds called
“Poychiainc Treatment Fesidential Faciliies™ which could have helped o Gl this gap for students
served in the miermediares. However, no providers m the memo arsa responded to the BFP. This
means that access to this service will not be readily available to students expenencing ongoing, daily
crises m the infermediafe scheol distocts. Instead, these stodents will contimae to be sent by
ambulancs t0 a local hospital and refum to school the next day with no plan fior their engoms
emotonal and psychological healkth. Without a mode] for crisis Teament and ransiton back w
school for stadents in the mtermediate dismices, students are set up to recycle thoough the exisdng,
madeguate system througheat childbeod and adelescence, and then move mio the adalt system that
lacks capacity to meet the growing mumber of young people with wery complex peeds.

State aid should be provided io moenivize porinersiups beitwesn metro hospitals and misrmediate
school districes w dedicate beds in a short tarm 30-8) day stabilizationacute care unit. ey fo the use
of this aid would be to dewelop a successfil model that would meet the medical and educational needs
during the psychiamic stay and develop a collabaratve plan for the suwocessful mamsition back to home
and school. These parimerships would allow propsr idenfification and trage Teatment for shadents m
pe=d of acote care. The parimerships could inclode both a mobie team to deploy to the school site and
a hospital team that would work with the scheol team through a dedicated technology patbwray o
determine necessiiy for a st placement m the hospital This parmership would further allow the
school to ranspert the smudent via ambulance to the hospital the day of the m-schoel cmizis and the
bospital woald be ready to provide freatment fmmae diately wpon arival

L] Axcess to short term crisis homes

Parinerships with agencies of companies that provide crisis placements would assure access to
short-term (30 day minirmom) placements in therapeutic proup homes to receive necessary Teament
and services. This would be similar to thoss already available to adulis. Swch placements would allow
smidents to stabilize and retarm to school with the support of a case coordinator who facilifates the
mansition back o the commnmity and schoal.

1. Ensunng staff readiness and school acconntability to meet the demands of 2 new model

L] Staff and Program Development for School Partmers

In the 20145 legislative session, miemmediate schiool dismicts and odber cooperaiive school dismcts
operatng Sefting 4 programs received professional development grants for “activities related o
entancing services to stodents who may have challsngins behaviars or mental health issues ar be
suffering fom Tamma ™ These grants, o the amonnt of 31000 per foll-time Brensed saff ae
lmmited to three years. Char request is for ongoing fimding to assure adequate preparation and
exnecazon of all the points above, especially the cofical nesd o embed frama miormed practices io
all work and o provids saf suppornt dus o the compazsion fadzue that can be the resalt of
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indirect oD experimental tranmatic stress disorders, secondary traumatic stress, vicarioons Tauma,
anid hearmimat.

* Program Development for the Intermediates
The opportunity to apply what we are calling “Setting 4.5 Intermediate Cooperative Beveme Aid™
to o proerams would allow us to supplement the rising cost of desizning an edocational program.
This aid, in the requested amoant of 315 per AP would cover Sve additonal prafessional
development days. These days are crifically needed to assure adeguoate program fGme for learming
and developing essential knowledgs, skills, and processes.

* Consaltative Frogram Development Support

We request additional revenue from the legislaturs to provide consaltative program development and
suppect to build or improve services in non-member districts. Many times we ars asked to provide
Assisiance W non member disinicts who smagels to provide services to a similar stadent populaton
We, however, do pot plan for program development and support for poo-memb2rs and would peed
secure funding in order to hire the pecessary leaders and staff for thes service. This woald allow the
Infermediates to have greater reach oufside omr members to expand expertise in the region withouat
the current members having to take any risk to suppoent this service mode]. This recommesndation was
developed but not fundad for the state Besmictive Procedure Work Group. We suggest the fondmz
take the form of zrants for planming and staffing consol@tion services that wonld then be paid for by
the receiving district once the services were established. The sraot dollars would cover any
un-reimiursed costs inourred by the ntermediates to provide the semvice to non-member districts so
there would be po costs o the intermediate md its member distmcts.

- Program Acconntability Stody

In order to assure program accouniability and identify success factors for replicadon, we reguest
Sertting 4.5 programmuing and stadents be the subject of a ten year lopginadinal stody. This stady
would identify dependent and independent variables as well as mizk and resilience factors that are tied
to stadent outcomss. We also request resoarces for providing shorter ferm evalmtion sudies that
would menibor proeram procedures, parmerships, and costs in the hope of providing clarity for
mid-course comection and replication with other constitoencies. As a member of the Center for
Applied Fesearch and Educational Improvement (CARET) District Assembly at the University of
Minnesota, we would access their wellrespected supports and researchers io the planming and
mplementation of stadying the Setting 4.5 progamming.

3. Removing operational and fondisg barriers for intermediate districs

s Iniermediate Lease Aid

Increazingly, intermediate districts have found the need to design and comstroct specialized facilities
that allow our school eovironment to address the very complex needs of students who enter our doors.
Crar memiber schoal districts have shouldered the fondine for new facilities via the leazse levy. We
asser that local tavgparyers should ot shewlder this full responsibality. Bather, we recommend a leaze
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aid reverme equal to half of the curent lease levy used by each mtermediate be provided from the
state be inmfated to remedy this growing issue.

L] Partmership costs beyond per pupil fonding are borme by the state

For this tnaly o be 3 new maode], thers mst be oo significant cost dismcentives o enrall stodents Put
another way, there mus be oo major penaliy to individoal scheol disincts when stodenis can bensefit
from this rype of setiing. Cumently students may not get refermed by a dismict because a dismict fears
the cost of using an infermediate placement. In addiden, some dismicts wait ondl a snadent’s
behaviors are severs it is a crisis and onby then will the district refer the snadent. This mans Coumnter to
the idsa of petting to the issues sarly. Therefore, our request &5 i provids state-level assistance fo pay
for what & oorrently a cross-subsidy of special education from sending districts” peneral fonds to
mifigaie the costs of these students—costs that are already Iuge and are escalating because of 5o many
peeds being addressed primarily at the school level and ooty afisr crises have evopted. Ezsentially, the
state wonald miplement a coess-subsidy redoction aid for shadents placed or opsn enmolling ioio an
mtermediate sefting. This new mode] cooss subsidy reduction aid would be 25% of the
oon-reiminmzable special educaton costs.

- Eecovering Costs throngh Nop-Member Access Fee for Open Enrolled Students
Currenily MOE does not allow the intsrmediates fo charge an access fee in the resident schoal district
for a stodent who bas open snrolled to a member schoo] distct in erder fo access the Setimsz 4
special education programs. Char umderstanding &5 this nule emploved by MDE rose out of a challenge
by Pine City around 19090 rezarding the access fee assessed by 016 fo Pine Ciry. At the dme. the
mamber of shademnts with these extraordinary needs were not like the curent eovironment where the
mumbers are growmg rapidly. And so, a growing challengs for the intermediates” capacity i plan for
and serve our menihers is that advocates are openly recommending fo parents to open enroll their
children to 2 member of one of the intemmediate disticts it is fel that madeguoate senvices are being
made available to the stadents. This shows up most clearly in the resalt of diminished clazaoroom
space for resident students from the member distrcts.

We request the abilify to chargs the non-member access fee for shadents who have epen eorolled fom
a non-member o a member district specifically with the nfent of moving fo an infenmediabe dizmct
program. This would belp equalize the risk and long ferm financing members have taksn oo to maums
that specially desizped facilities are available for their studenfs. An access f== could be applied to the
debi service costs for the mfemmediafes which the member disinicts support, thus reducing the
financial burden for memmber disricts for facility costs for students whio use open snrallment in this
fachion Components for developing thiz access fee could inchide lease levy, safe schools levy, and
referendum aid and levy the smdent generatss.

o Stodents may qualify for services based on Graduation Incentives criteria (Ainmesota
Statutes, section 124D 68.)
Althoush our cament concept of federal sertings as pant of a confinmm of service applies to special
education, we eovision Seimyg 4.5 as housing ortical services that sheuld alse be mvailable to certam
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shadents who qualify to enroll in an Area Leaming Center (ALC). These stuwdents often artend the
ALC programs run by the inbermediate districts becanse they are considered higher peed than those
who attend programes man by other K-12 dismrices. This is funther dooumented in our Jegislafive reqasst
froma 3016, Mamoy of these stadents have unidentified special education and'or unmet menfal health
pe=zds, Some have sizned their consent 10 no longer receive IEP services. These stodents range from
pregmant and parenfing feens to youth refurning fom the juvendle jostice system to homeless
adolescents that are a growing group of high needs smadents for the intermediates *

The ALC: also encounter shadents receqving dnag and aloobol treatment as well as those who should
ke receiving treatmeent bat canmot due to limited or no insarance. For these stodents, often thoss of
color, we see an mcreasmg use of the crimiral justice system as ap mfervenfion. It should be noted
the imtermediates have been key in writng and restifying for curment legislation that establishes seber
schools. Altheush we are being considered to nm a regional sober school, the promized findmz has
been cn significantdy. It &5 our hope that this new model weould allow us o apply one of the
requested. dedicated scheol based mental health prants to running a sober school. The additonal
fmding would allow for the needed support services for this popualation.

Furibermors, we request that high needs ALC shadents be allowed access to the amay of semices
ientfied within this decument. To fund this access, we reguest (1) per pupll fondins te be squalized
fo the average of relevant group of member disincts and (2) trapsporiations costs io excess of what is
received by the member districts in order for ransportrtion to be fully fomded.

The Onfcomes

We believe the creation and operation of Seming 45 will have the following positive ouafcomes.

L Batter student academic and mental health eutcomes. The edorational and mental health needs
of school children ars so mtertwmed that an integrated delivery model is crifical for positive
outoomes. A school program desizned with this in mind, one that is neither school-basad with mental
b=alth added nor bospital-based with schooling added, is the best sobution for berter academir as well
s mental bealth outoomes.

L Assuring the least restmictve eovirenment (LBEE). Cur special educational laws and beliefs are
frmiy rooted in the noton we should be providing LEE. Az students are being considered for
placement at the upper end of the seMtings contimmum, we are morsasingly faced with the dilemma of
bow to best provide LEE. Setting 2 wonld zive students a public school option with a greater chance
of providing successfial supports than we have cumently.

» Eaduced use of resmictive procedurss. Through adeguate supparts and fraining, schools will
Eave the ability to meet the Olmstead plan goals for pesitive supports.

L Baduced staff injuries. With sufficient training and supports, the dmmatic increase o st
mjuries will be stemmed and reduced.

* In fiscal year 2014, Dismict 287 enrell=d 100 homeles: sudents, 66 of whom had TEPs, 34 of whom amended
the ALC, and 70 of whom wwere black or browm.



L Cost efficiency. By providing an aftemmative fo higher cost seifings on the continumm that ars
the only alternative now, we can k2ep students in school, providing mare effactive services while also
SAVINE COsts,

L Equity. Through the provizion of a continmm of appropriate supponts and services
comprehensive enowgh 1o adeguarely address the needs of our most challenzing students within a
zero-reject public school environment, we combat the access gap o mental health freatment that
exists berween familis: and compmumitiss of color and their white counterpants.

In Concluosion

As stodent peeds have increased, schools, their pariners, and the legishhre bave responded in mamy
ways to add resources or services i exisiing models. These efforts have grven us a glimpse of what
might be possible bat alse the undersfanding that adding fo ap insufficient model does pot address the
reot problems. With Sering 4.5, we propose a Tansformative mode] pot boili oo doing meare of the
same, Through a combination of (1) Dedicatng access to critical services through parmerships, (1)
Assuring staff readiness and school acoountability to meet the demands of a new medel and (3)
Femewing operatonal and finding bamiers for miemmediate dismicts, Senmg 45 is desizned for
shadent success.
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