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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.       I urge 

the task force to avoid the trap of this kind of territorial thinking.    I 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.    I 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 it is 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 3rd 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 
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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)   It is 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.    I 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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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 I 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 
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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 I 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.  I would set up a facility something like this . . . 

Intake Phase:  I 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).  I 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 there is 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 I couldn't hammer a nail with a spoon, and I 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 illness, anything to help. 

I just wonder how many homeless people out there have a mental illness.  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 I 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 illness, 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. 

3. 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. 
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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 well!  During Thursday’s DHS MH Improvement workgroup, Sue Koch shared the Governor’s Task 
Force draft recommendations with the group.  I 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 
1.      Establish an ongoing body to coordinate and oversee work on inpatient bed capacity 
2.      Increase Intensive Residential Treatment Services (IRTS) 
3.      Strengthen housing and supports 
4.      Increase capacity of competency restoration 
5.      Make small changes in the Civil Commitment Act 
6.      Support efforts to reform addiction treatment 
7.      Adopt previous recommendations on discharge planning 
8.      Temporarily increase capacity at the Anoka Metro Regional Treatment Center? 

  
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. I 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 I see from a health plan perspective and from the perspective of stakeholders 
we work with (hospitals, CCBHC’s, Anoka, Care Coordinators, TCM’s to name 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. I 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 I 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 

9/13/16 
60,000 miles traveled with 1200 hours 

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, 

 

I 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-$5,000 depending on the specifics. 
  

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

 
Attachment: 
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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: 
  

         Pages 2-3:             Immediate Improvements in Inpatient Bed Capacity and Levels of Care Transitions 
         Page 4:                   Redefining and Transforming the Continuum of Care 
         Page 5:                   Addressing the Governance Structure 
         Page 6:                   Immediate Improvements in Crisis Response 
         Page 7:                   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: 
 
 

mailto:jdinsmor@co.ottertail.mn.us
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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, IntJ 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, , IntJ 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, I see two primary problems with mental health services in Minnesota:  
  

1.       Not enough 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.  I 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. I 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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