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Please provide your ten best ideas addressing the impacts of priority admissions. The ideas
provided should include:

1. Implementation or changes to policy, legislation, or procedures regarding priority
admissions

2. Iffunding is needed to implement changes to the priority admissions process, provide
suggestions of where funding shall be focused to best effect change.

3. Additional ways to meet the treatment needs of those referred to and waiting priority
admissions as well as other individuals in the community who require treatment at state-
operated treatment programs.

4. Any other thoughts, suggestions, or requests to address the impact of priority admissions
to the state, county, or treatment programs.

Please keep answers brief, so they may be placed in a list for further ranking.



1. Increase bed capacity in state operated services by expanding the multi-disciplinary workforce.
This goal can be accomplished by adding temporary retention and recruitment bonuses as well as
permanent a Minnesota Tax Credit for those working in severely underserved patients and expand
telepsychiatry.

2. Increase the number of psychiatric MLP and physicians, by adding temporary retention and
recruitment bonuses as well as permanent Minnesota Tax Credit for those working in correctional
facilities and expand telepsychiatry.

3. Construct a state operated facility for patients who chronically meet criteria for hospitalization to
decrease the number of inpatients who are a difficult placement, negatively affecting capacity. This
facility could be financed by the savings by avoiding readmission.

4. Admission decisions should be based primarily on clinical need of the patients in jail, hospitals
and state operated services and the continuum of care available, not location.

5. Eliminate correctional facilities as the largest mental health treatment facilities by investing in
prevention, school-based treatment, public health campaigns and collaborative care initiatives.

6. Incorporate workforce strategies to take care of patients and address burnout for both jail and
medical staff.

7. Study and address the gap in assessments where people who do not meet criteria for mentally ill
and dangerous do not meet criteria for hospitalization to a state operated services and are released.

8. Collect data on the number of people waiting for transfer in both community hospitals and
inpatient settings, number of individuals' whose criminal charges are dropped secondary to "the gap"
and the number of individuals who were considered but not referred secondary to perception that a
referral is futile.

9. De-identify and share data with stakeholders regarding the wait times for transfer to the
appropriate level of care from both correctional facilities and community hospitals. Data should be
shared periodically, and the ideal benchmarks set. Repeated failure to meet the benchmarks should
negatively impact accreditation, if a reasonable corrective action plan is not in place.

10. Clinical rotations within correctional facilities are an effective way to increase physicians and
providers' capacity to provide quality care to individuals in correctional facilities and the community
at large.
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