m DEPARTMENT OF |
HUMAN SERVICES Submit Form

DIRECT CARE AND TREATMENT

Task Force on Priority Admissions to State-Operated Treatment Programs
Member Recommendations

Member Name: Dr. Dionne Hart

Question 1

From your perspective, what has been the impact of the priority admissions required under
Minnesota Statutes, section 253B.10, subdivision 1, paragraph (b), on the mental health system
statewide, including on community hospitals?

While the priority admissions guidelines were intended to eliminate the number of
individuals with mental health disorders confined to local correctional facilities, the
priority admissions rule has not well served justice-involved individual. In addition,
individuals living with mental health disorders who meet criteria for commitment and
hospitalization are denied critical mental health treatment based solely on their location
not their clinical needs. While change was needed to prevent either group from being

disenfranchised, this rule has prioritized location over the patient’ s clinical needs as
determined by a physician or licensed mental health professional. As a direct result of
this rule, there are many individuals negatively affected by prolonged transfer times in
both hospital and correctional settings. The lack of movement has led to a backlog of
patients in emergency rooms, inpatient psychiatry and general medical units, and
correctional facilities. In short, there are too many individuals living with mental health
disorders are confined to a more restricted setting than medically appropriate.

Question: In the Minneapolis PD investigative DOJ report, the Minneapolis was found
to be in violation of the American with Disability Act because people with mental iliness
were treated differently than those with physical health disorders. Does this rule also
violate the rights of people living with mental health disorders by depriving them of
medically necessary treatment based solely upon their legal status?




Question 2

What are your policy and funding recommendations for improvements or alternatives to the
current priority admissions requirement? Recommendations must ensure that state-operated
treatment programs have medical discretion to admit individuals with the highest acuity and
who may pose a risk to self and others, regardless of referral path.

| would completely overall the current mental health system because one of the
principles of this system isthat people living with mental health disorders are
homogeneous. They are not. Consistent with physical health disorders, patients with
mental health disorders have a range of pathology that may have limited impact
severe impact on their daily function. The post-deinstutionalization era assumes that all
patients living with mental health disorders can reside in the community with
hospitalization restricted to the management of acute episodes or severe mental health
symptoms. To prevent the majority of individuals from being neglected or poorly
managed in long-term hospitals, the system neglects to treat those with severe
illnesses that consistently meet criteria for hospitalization. Rather than acknowledging
the needs of these individuals for long-term hospitalizations, the system has elected to
have single occupancy group home at greater than$1,000,000 per facility and tolerated
patients being frequently admitted to and discharge from inaptient treatment units with
limited benefits. Despite the limited gains, we have continued this practice. Can we
truly state that it is more humane to facilitate referrals to treatment settings that do not
well serve patients rather to admit there is a limited group of individuals who are best
served by long-term treatment facilities.

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

2. Provide timely access to treatment based on symptoms and individuals needs as
recommended by a physician or other mental health professional rather than location.
3. Build substance use treatment facilities (not withdrawal management centers) that
accept admissions 24 hours/7 days per week.

4. Study the criteria for competency and capacity to cooperate with court proceedings
and the criteria commitment to determine if they should be aligned in order to eliminate
any treatment gaps.

5. Expand mental health workforce to ensure there is capacity to care for all without an
extended wait list.

6. Incorporate workforce strategies to take care of patients and address burnout for
both jail and medical staff. Clinical rotations within correctional facilities is one
example that would help understanding.

7. Establish a system for clinical care teams in jails, hospitals, and state operated
services to look statewide at current patients and their acuity, and capacity to shift
locations to maximize the use of limited resources.

8. Collect data on the number of people waiting for transfer in both 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 perceived
lack of capacity.




Question 3

What are your recommended options for providing treatment to individuals referred according
to the priority admissions required under Minnesota Statutes, section 253B.10, subdivision 1,
paragraph (b), and other individuals in the community who require treatment at state-operated
treatment programs?

1. Reimagine the current state operated systems so it addresses the heterogeneous
population of those living with mental health disorders.

2. Develop a plan to eliminate county based treatment financing for individuals living with
mental health disorders including substance use disorders.

3. Eliminate the current language of the priority admissions rule to ensure community
treatment standards are met and hospitalization is based upon the clinical judgment of a
physician or a licensed mental health professional.

4. Incentivize the development of a public-private partnership to develop a treatment facility
with multiple stages of security management so justice involved individuals are confined to a
program with the least restrictions based upon their clinical needs.

Question 2 continued:

9. Secure treatment space in some hospitals or other providers to support higher need
patients who may pose a risk to staff and patients.

10. Each correctional facility should have a minimum of a contact psychiatrist or other mental
health professional to address the needs of detainees.

11. Add high security housing options for unhoused individuals.

Disclaimer: My recommendations relect my vision for an effective, responsive mental health
system; therefore | intentionally excluded political, financial, and legislative barriers that may
hinder or prevent their implementation.
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