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S.F. No. 1836 creates a new HIV prevention and health care access program.
Section 1 (256.9370) creates a new HIV prevention and health care access program.
Subdivision 1 states the purpose of the program.

Subdivision 2 requires the Commissioner of Human Services to create a new program to
provide for persons who have contracted HIV: (1) prescription drug coverage; (2) early
intervention diagnostic services; and (3) payment for private health plan premiums in order
to secure or continue coverage under a group or individual health plan.

Subdivision 3, paragraph (a), states that to be eligible for the program an applicant must:
(1) be HIV positive;

(2) have no health coverage or be undercovered for medications; have no health coverage
due to a preexisting condition; face losing health coverage due to a change in employment

status; or have limited coverage that is not consistent with the guidelines of the U.S. Public
Health Service for best practices for HIV treatment;

(3) have a monthly gross family income that does not exceed 300 percent of the federal
poverty guidelines (FPG) after deducting medical expenses and insurance premiums; and
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Senators Hottinger, Dibble, Higgins, Foley and Lourey introduced--
S.F. No. 1836: Referred to the Committee on Health and Family Security.

A bill for an act
relating to human services; creating a program for
individuals with HIV; appropriating money; amending
Minnesota Statutes 2004, section 256.9365, by adding a
subdivision; proposing coding for new law in Minnesota
Statutes, chapter 256.
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MINNESOTA:
Section 1. [256.9370] [HIV PREVENTION AND HEALTH CARE
ACCESS PROGRAM. ]

Subdivision 1. [PURPOSE.] The commissioner of human

services shall establish an HIV prevention and health care

access program for low-income Minnesotans that:

(1) provides access to HIV treatment consistent with the

guidelines of the United States Public Health Service;

(2) promotes reduction of HIV transmission through

continuous and uninterrupted access to treatment consistent with

the United States Public Health Service gquidelines;

(3) provides uniform benefits that are comprehensive as

defined by the most recent recommendations of the Institute of

Medicine and medically appropriate as established by the United

States Public Health Service to best meet HIV needs with a

minimum of administrative cost and efforts;

(4) ensures service delivery accountability to the people

it serves, including due notice; opportunities for community

input; and uniform, transparent procedures communicated to

current and eligible persons, their health care and social

Section 1 1
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service providers, community planning and advisory groups, and

agencies established under the Ryan White Care Act;

(5) provides access to HIV treatment inclusive of treatment

for substance abuse and mental health treatment as those

conditions interfere with HIV treatment adherence; and

(6) provides initial and continued access to HIV treatment

that is, to the maximum extent practicable, without regard to

the ability of the person to pay for the services and without

regard to the current or past health condition of the person

with HIV.

Subd. 2. [ESTABLISHMENT.] The commissioner of human

services shall establish a program to provide prescription drug

coverage and basic early intervention diagnostic services and to

pay private health plan premiums for persons who have contracted

human immunodeficiency virus (HIV) to enable them to secure or

continue coverage under a group or individual health plan and to

ensure continuous comprehensive treatment.

Subd. 3. [ELIGIBILITY REQUIREMENTS.] (a) To be eligible

for the program, an applicant must satisfy the following

requirements:

(1) the applicant must be HIV positive;

(2) the applicant must:

(i) have no health insurance coverade, or be undercovered

for medications;

(ii) have no health insurance coverage because of

ineligibility due to a preexisting condition;

(iii) face losing health insurance coverage due to a change

in employment status; or

(iv) have limited coverage not consistent with the

guidelines of the United States Public Health Service for best

practice HIV treatment;

(3) the applicant’s monthly gross family income must not

exceed 300 percent of the federal poverty guidelines after

deducting medical expenses and insurance premiums; and

(4) the applicant must not own assets with a combined value

of more than $30,000, excluding:

Section 1 : 2
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(i) all assets excluded under section 256B.056;

(ii) retirement accounts, Keogh plans, and pension plans;

and

(iii) medical expense accounts set up through the

individual’s employer.

(b) To be eligible for drug reimbursement, the applicant

may not be a recipient of medical assistance, medical assistance

for employed persons with disabilities, or general assistance

medical care.

(c) Individuals whose income and assets exceed the amounts

established in paragraph (a), but who meet all the other

eligibility requirements, shall be eligible for this program

upon payment of a premium. The premium shall be based on the

person’s gross income using a sliding fee scale established by

the commissioner. The premium shall not exceed ten percent of

the person’s annual gross income.

Subd. 4. [BENEFITS.] (a) If an individual is determined to

be eligible under subdivision 3, the commissioner shall pay that

portion of the group plan premium for which the individual is

responsible or shall pay the individual plan premium. The

commissioner shall not pay for that portion of a premium that is

attributable to other family members or dependents.

Requirements for the payment of individual plan premiums under

this section must be designed to ensure that the state cost of

paying an individual plan premium does not exceed the estimated

state cost that would otherwise be incurred in the medical

assistance and general assistance medical care program. The

commissioner shall purchase the most cost-effective coverage

available for eligible individuals.

(b) If an individual is determined to be eligible under

subdivision 3, the program benefits shall provide access to HIV

drugs. and related drug treatments included in the HIV care drug

formulary established by the commissioner. The program benefits

shall include those services specified in subdivision 1 and

shall also provide access to early intervention treatment,

including initial diagnostics, hepatitis B and C, sexually

Section 1 3
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transmitted infections, and tuberculosis screening and tests,

and any treatment for HIV that is consistent with the guidelines

of the United States Public Health Service for HIV best practice

treatment.

(c) There shall be no co-payments or premiums or

cost-shares charged to any individual determined to be eligible

under subdivision 3, paragraph (a).

(d) The state may use nonfederal funds to supplement drug

assistance benefits available through the Medicare Part D

program.

(e) The priority use for all funds received through

prescription drug rebates through HIV drug purchases must be

used to purchase benefits for eligible persons.

Subd. 5. [PUBLIC ADVISORY PROCESS.] The commissioner shall

establish a transparent, public advisory process for

establishing and revising an HIV care drug formulary. At a

minimum, the process shall include consultation with HIV health

care providers, HIV social service providers, persons living

with HIV, the Minnesota HIV Services Planning Council, and

entities directly contracted by the federal government to

administer funds from the Ryan White Care Act. Participants in

this process shall be appointed in equal numbers by the

commissioner and by the Minnesota HIV Services Planning Council.

Sec. 2. Minnesota Statutes 2004, section 256.9365, is
amended by adding a subdivision to read:

Subd. 4. [EXPIRATION.] This section expires upon

implementation of the HIV prevention and health care access

program.
Sec. 3. [APPROPRIATION. ]

(a) $12,400,000 is appropriated for the biennium ending

June 30, 2007, from the general fund to the commissioner of

human services for the purposes of section 1.

'(b) Funding sources include, but are not limited to, drug

rebate funds, the Ryan White Care Act, health care access funds,

and the general fund. The commissioner may use 100 percent of

the funds available for the AIDS drug assistance program, but no

Section 3 4
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1 more than 25 percent of the funds received through the Title II

2 formula allocation.

3 Sec. 4. [EFFECTIVE DATE. ]

4 Sections 1 to 3 are effective July 1, 2005.
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MAP Action

MAP supports the
establishment of a new
program for providing
HIV care to low-income
Minnesotans. The new
program should be funded
through a combination of
federal and state money.

? supports S.F. 1836
~.wnored by Senator
Hottinger, and H.F. 1892
authored by
Representative Thissen.

Follow the progress of the
bills through MAP’s Bill
Tracker:
www.mnaidsproject.org/
publicpolicy/billtracker

For Information:

2t MAP community affairs
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800-243-7321 (statewide)
612-341-4057 (fax)
www.mnaidsproject.org
community.affairs@
mnaidsproject.org
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MAP Facts

HIV Prevention and Health Care Access

Access to Treatment is Critical for Prevention

HIV disease requires comprehensive and continuous care because it is a
potentially fatal infectious agent that can spread rapidly in vulnerable,
hard-to-insure populations.

For the highly active antiretroviral treatments (HAART) to be effective,
adherence to the medication regimen is critical. If individuals with HIV
miss more than 1 in 20 doses, or in other words, are less than 95%
adherent to their regimen, they face the possibility of developing a drug
resistant strain of the virus. This strain could then be passed along to
others.

People with consistent access to treatment and medication are more likely
to adjust their risk behaviors, thereby reducing the risk that the virus will
spread.

Current Policies are OQut of Date

Existing policies for care were based on assumptions of HIV and AIDS
formed prior to the benefits and challenges arising from the development
of HAART therapies. The new treatment regimen and longer life
expectancy require more continuous and comprehensive health care
delivery.

Cost share and co-pay policies implemented by the Department of Human
Services in 2004 require low-income Minnesotans to pay a portion of their
income in order to receive access to HIV treatment and medication.
Around 200 have been unable to make at least one payment. At least SO
Minnesotans may now face removal from the program and loss of access
to benefits because they have been unable to meet the payment
requirements for at least six months.

Goals of the HIV Prevention and Health Care Access
Program

Provide access to health care that is consistent with guidelines established
by the Centers for Disease Control

Promote the reduction of HIV transmission through continuous and
uninterrupted access to treatment

Provide access to HIV treatment inclusive of treatment for substance
abuse and mental health because these factors interfere with HIV
treatment adherence

Provide access to services for low-income Minnesotans that is not
dependent on their ability to pay for the services




Planning Council History and Purpose

The Planning Council was formally organized in 1995 to address freatment, care and advocacy issues for
people living with HIV/AIDS (PLWH/A), their friends, family and caregivers. As the decision-making body
for funds authorized under the Ryan White Comprehensive AIDS Resources (CARE) Act of 1990, the
Planning Council works collaboratively with a number of agencies. The Planning Council collaborates
with the Hennepin County Human Services and Public Health Department, Public Health Protection
division to ensure comprehensive treatment, care and advocacy for PLWH/A living in the metropolitan

area. The Planning Council also collaborates with the Minnesota Department of Human Services HIV/
AIDS program to maximize treatment, care and advocacy for PLWH/A across the entire state.
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HIV Care: Decision Making and Rationing
By Sarah Rybicki

A Clear and Positive Message

As HIV/AIDS treatment has im-
proved, we have been able to use
medications and medical care to
help people live longer, healthier
lives. Popular wisdom is that these
advances come with a very high
price tag. But how high, and com-
pared to what? Does HIV care
really cost more than it used to
when people sickened and died
quickly of AlIDS-related illnesses?
The answer might surprise you. The
cost of helping a person living with

equation is the contribution to soci-
ety that PLWH/As make when they
are healthy and able to work, de-
creasing the cost of long-term care.

In the spring of 2004, increasing
costs of HIV care and shrinking
resources led decision makers at
the Minnesota Department of Hu-
man Services (DHS) to institute a
cost-share requirement. The pur-
pose of the cost-share was to re-
duce a projected deficit in the
ADAP program and avoid the crea-
tion of a waiting list. Access to

For more information on the ADAP
program, go to
www.mnaidsproiect.org and follow
the links to the publications sec-
tion, AIDSLine Brief, Basic HIV Edu-
cation Edition, pp. 11-12, “What
happened to ADAP?”

So what should we do now that our
ADAP program has been rationed
because it “costs too much”? This
is a simple question with a very
complicated response. Community
action and decision making around
HIV care is difficult, requiring that

“...evidence exists that ADAP programs with the most generous
benefits...actually save money”

HIV/AIDS (PLWH/A) maintain his or
her health has not gone up signifi-
cantly since 1996, with the avail-
ability of highly active antiretroviral
therapy (HAART). What has driven
up the cost of the epidemic is the
increasing numbers of persons
with HIV who are living longer and
more productive years, and requir-
ing medication to do so. Hospital
costs have gone down, and long-
term medication costs have gone
up. Additionally, approximately
40,000 newly infected persons are
added to the service-delivery sys-
tem every year, resulting in an epi-
demic with steeply rising costs.
These dynamics put stress on pro-
grams like the AIDS Drug Assis-
tance Program (ADAP). It is essen-
tially designed to meet the health-
care and medication-access needs
of low-income working people. We
know that long-term HIV care con-
tinues to be expensive, because of
the high cost of drugs, the potential
lifelong treatment, and the increas-
ing number of persons requiring
treatment. What is missing in this

CARE Act-funded services is limited

The new cost-sharing policy for
Minnesota ADAP is based on the
idea that current ADAP recipients
have low enough incomes to qual-
ify for ADAP, but enough money to
share the cost of accessing drugs
and insurance by making payments
for them. At this time, DHS has
indicated that it may not be fin-
ished making changes and further
rationing HIV-related insurance and
medication-related services. Steps
under discussion are:

e Limiting the number of people
who can participate in the program,
thereby creating a waiting list for
ADAP.

e Changing income guidelines for
who qualifies for the program.

* Implementing medical criteria for
the waiting list that assist physi-
cians in identifying a patient’s rela-
tive position to the top of the list—
the more ill the person, the closer

he or she is to the top of the list.

2

funding entities, medical and’social
services, and PLWH/As work to-
gether to resolve this funding cri-
sis. A minute or two, or a page or
two, is not enough time or space to
explain to a legislator or adminis-
trator why HIV care is well worth
the money. Infected and affected
community members already know
about indirect costs of HIV/AIDS,
because they live them. The com-
mon scenarios of the days of work
missed because of exhaustion af-
ter a hospitalization; the child left
motherless; or the surviving part-
ner now alone, grieving, and de-
pressed are familiar to the commu-
nity. These hidden costs or stories
need to be communicated to deci-
sion makers. Sometimes, stories
are ignored for hard, cold cost sta-
tistics. We know that the stories
are as real as bottom-line num-
bers, but don’t fit well on any ac-
counting sheet. Even if you could
talk about the hidden cost to soci-
ety of having PLWH/As too sick to
work, it would be difficult to add up
the exact dollar amount.




HIV Care (continued)

My message in this money-
conscious, sound-bite world about
the cost of HIV treatment for finan-
cially strapped ADAP programs is
this: Evidence exists that ADAP
programs with the most generous
benefits for low-income PLWH/As
(paying for drugs and/or insurance
to cover HIV care) actually save
money for the states that pay for
them. Essentially, the more gener-
ous a state is in covering the drugs
and medical care of low-income
persons living with HIV, the more
money it will save on their long-
term care. This financial invest-
ment insures that PLWH/As are
healthy and productive members of
our state. Paying for PLWH/As to
live healthy years of life, instead of
ill and disabled ones, just makes
good sense.

Our Current Challenge

What do we do in the event that we
still have to ration the resource of
HIV care even after our advocacy
efforts around ADAP? In times of
scarcity, our decisions should be
based on a shared set of values
and principles that are acceptable
to the decision makers, the com-
munity, and those most affected by
the decision. We have resources
and options that HIV/AIDS advo-
cates did not have in the 1980s
and 1990s. Therefore, collectively,
we have to make decisions that
they did not have to make. We are
experiencing the consequences of
decisions that are being made far
away from the people who will
benefit from them or be harmed by
them. Decisions that have huge
implications for our health care are
made out of our sight in state and
national capitals, in health depart-
ments, and by health and social
service administrators.

A set of moral principles or values
must be determined to guide deci-
sion making when resources are
limited. It is key that the values and

principles used to make decisions
about distributing resources reflect
scientific knowledge and commu-
nity values. Larger societal values
such as wise stewardship of re-
sources and the value of a human
life must be considered. We must
ask the following questions to en-
sure ethical decision making in

rationing HIV Care:
e Who should get the resource?
* Who should make the decision?

¢ What information should be used
in making decisions?

e How are the decisions communi-
cated, so that everyone under-
stands how the decision was made
and why?

Currently, the Planning Council and
others are working hard to answer
these questions. However, this is
not the time to rely on others to
make decisions that will affect the
health and well-being of PLWH/As.
Everyone needs to be involved in
ensuring our ADAP program contin-
ues to serve all our best interests.
To find out more about how to get
involved in keeping decision-
making processes for our ADAP
responsive and reflective, contact
the ADAP Ad Hoc Committee of the
Minnesota HIV Services Planning
Council. Now is the time to act. We
need your stories. We need your
help.=

The ADAP Ad Hoc Committee of the
Planning Council meets at Henne-
pin Powderhorn Partners. For
more information, contact the Plan-
ning Council Offices at (612) 348-
6827 or (612) 596-7894, or toll-
free at (888) 638-3224.

Minnesota HiV Services
Planning Council
www.mnhivplanningcouncil.org
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TA is on the Wayyyyyyyyyyy!

By Andy Ansell

The letters “TA” can conjure a dis-
tinctly different image than what
I'm writing about in this context.
When | say “TA” is on the way, I'm
talking about technical assistance
for the HiV-Positive Committee of
the MN HIV Services Planning
Council.

In the spring of 2004, the HIV-
Positive Committee determined we
had reached a point where we felt
we weren’t utilizing our time and
talent to their full potential. Up to
that point the main job of the com-
mittee had been recruitment and
new-member orientation. While
these are vital duties that the com-
mittee isn’t entirely separating
from, we also felt like we could be
more involved in some of the im-
portant issues set before the Plan-
ning Council.

We wanted our unique knowledge
of living with HIV and our expertise
in being a part of the HIV commu-

nity to come to bear during some of
the critical work the Council did in
2004. We came to the conclusion
that we wouldn’t be able to create
this new role all by ourselves, so
we looked to the Health Resources
and Services Administration (HRSA)
for guidance. We asked HRSA to
provide us with the technical assis-
tance necessary to redefine our
role and determine how best to
integrate these changes with the
rest of the Planning Council. We
embarked on a six-month process
of compiling needs, defining our
request, and interviewing candi-
dates.

I’'m happy to say that the moment
finally arrived, and our technical
assistance began. Our technical
assistant’s name is Lennie Green.
He observed the October Planning
Council meeting to get an idea of
how our EMA functions, and then
met with the HIV-Positive Commit-
tee to help us develop our work

plan. Based on these meetings we

jointly developed a training agenda.
Lennie will return in March to com-
plete this phase of his work with
the HIV-Positive Committee.

S

All of us on the HIV-Positive Com-
mittee are truly excited for this op-
portunity to grow and learn, and
continue to serve the HIV commu-
nity through our participation. The
technical assistance period will last
for a period no shorter than six
months. During this time, we look
forward to working with the Plan-
ning Council and other committees
as we move into the next stage of

our development as a committee.m

A Personal Story: A Celebration of Two
A Short-term HIV+ Person’s Story of Survival

By Francis Mark

On October 10, 2002, | was offi-
cially informed that | was HIV-
positive. | remember that day well. |
was working in a high security-level
position, a job that | knew was im-
portant, and for which | needed to
be alert, ready, and professional. |
remember that | wasn’t really
amazed or shocked. Why? Actually,
I’d been expecting the news since |
first heard about HIV and AIDS 16
years earlier.

| was a very scrawny kid growing
up, the one everyone picked on,
because | was an easy target. |
wasn't a fighter. | was too compas-

sionate for that. | was too gentle. |
hated physical conflict. | was called
sissy, fag, and queer. My own fam-
ily even treated me badly. When |
was 15, | started suffering from
chronic severe depression. Be-
cause of the ongoing homophobic
treatment | received, | never really
had a much of a sense of self-
worth or self-esteem, but it dimin-
ished even more once | started
suffering from depression.

Then, | had to deal with the fact

_ that | was attracted to men, which

meant | was gay. My family couldn’t
cope with my homosexuality and

4

threatened to hurt me. | tried to

take my own life a number of

times. An older sibling who knew |

was gay commented to my family

and me, “All gays should get AiDS

and die.” | knew my father had

come a long way when, upon hear-

ing that, he said, “You know, gay b
people don’t choose to be that way. ‘.
Why do you think anyone would i
choose to be persecuted?” | re-
member feeling quite proud of my
father.

Continued on Page 7.




African American

By Sarah Armwood-Moses

Let’s talk about a revelation of
black women: “shifting.” Said dif-
ferently: “accommodating.” It in-
volves hiding who we really are to
placate black men, white col-
leagues, or other segments of our
community and lives—such as gov-
ernment, as well as social eco-
nomic, health-care, and education
systems, alongside home. The
name of the game is survival, and
we have managed to develop this
coping skill, along with a complex
called “sisterella”—what a sister
will become or do to get where
she’s going.

Could shifting be the root of the
evil that makes us vuinerable to
HIV disease? Hearing the songs of
infected women who are mothers,
daughters, wives, grandmothers,
and sisters: Yes! Their song goes
like this: “We are the Chameleons
of the world, forced to accommo-
date our own worth! "We use it to
get by, but we aren’t really satisfied
with what we get.

Do we feel safe enough to demand
nonbiased and proper health care?
Are our health-care providers lis-
tening to us and administering to
our health needs on an individual
basis, or as just another number to
experiment with? We do not feel
safe to ask our partners to protect
us for fear of losing them. We want
to be loved and share love, and
experience the full body, soul, and
mind effect as much as anyone.
We do not feel safe to share infor-

RecommendedReading

Women and HIV

mation with anyone viewed as the
“system” for fear of being stereo-

“..our voices reach to
the heavens where
our creator hears us
and provides us with
strength..”

typed as loose, promiscuous, angry
black women.

We do not feel safe to express our-
selves for fear of being judged and
mistaken for having an attitude, or
not being responsible or account-
able for our actions. To expecta
human being to be inferior to
his/her counterparts—companions,
colleagues, peers, or “the major-
ity"—is insane.

To expect a person to keep silent
when subtle racism, sexism, and
classism are happening to him or
her is horrific, but not to be able to
ask for what you want or need with-
out resistance or question is what
America is to us.

What connection does living in the
confines of this way of life have to
do with HIV? Well, depression is a
major result of shifting, which also
doubles with being infected. These
issues can be the result of chemi-
cal/alcohol abuse; prostitution;
physical, emotional, and psycho-

s (September 3, 2003)

logical abuse; low self-esteem; and
plain old “just don’t give a hoot
anymore.” These are the doors to
HIV. These are the doors to our
hearts and souls, in our world of
accommodating. These are doors

that we want to feel safe to close.

Society has programmed us to be
silent, take it face down, and not
dare to make any waves. It has
taught us to “settle” for the bare
minimum, because the best is for
“them,” not us.

HIV-infected African-American
women believe we aren’t being
heard, although our voices reach to
the heavens, where our creator
hears us and provides us with
strength unmeasurable by the
strongest man in this world. We
have gained a resiliency that oth-
ers have not been able to conquer.
We have kept our songs ringing
through our country from centuries
ago, rising above our disease, and
“lack of.” We continue to have
faith that in the days to come, our
voices will ring for all the world to
hear, so our daughters may have a
chance to live in a world where
shifting is no more, and HIV is an
epidemic of the past. This is our
song. m

SHIFTING : The Doubile Lives of Black Women in America
*» By Charisse Jones, Kumea Shorter-Gooden
ISBN: 0060090545 Published by: Harper Collin
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Planning Council forced to cut funding for services
By Mary S. Doyle

How many people living with HIV/
AIDS (PLWH/A) in Minnesota re-
ceive services for their care from
the Ryan White CARE Act without
knowing how that funding is admin-
istered or where it really comes
from? And why should they care?

In the past few years, for the first
time in the history of the CARE Act,
funding to Minnesota from the fed-
eral government has been decreas-
ing. In 2004, additional changes
were made in the way the state
funds health care in Minnesota for
low-income people. The result of
these two changes was that folks
won’t be receiving some of the
medical and supportive social ser-
vices for HIV that they’ve come to
depend upon.

The Minnesota HIV Services Plan-
ning Council has a mandate from
the federal government to prioritize
and allocate funds for services to
PLWH/A in Minnesota using fund-
ing from the Ryan White CARE Act.
The CARE Act pays for services like
medical care and case manage-
ment for PLWH/A who are high risk
for being unable to get or keep
health care. There are a variety of
reasons why PLWH/A in Minnesota
may lack health care insurance
coverage.

The Ryan White CARE Act funding
is for PLWH/A who are in danger of
“falling through the cracks” and
unable to have their care paid for
by other sources. The CARE Act
only pays for care that other fund-
ing does not cover. In this role, the
CARE Act is referred to as “payer of
last resort.” When these other
sources of funding disappear or
become harder to access, more
demand exists for CARE Act

Funded services. Today, the de-
mand for CARE Act services is at an
all-time high. That was the situa-
tion when we met to allocate our
funding in August 2004. A shortage
of other funding and a heavy reli-
ance on CARE Act funding made
the allocations process especially
difficult for the Planning Council in
2004.

At the same time other funding has
disappeared in the past two years,
the Planning Council federal award
has been cut by five percent for the
metropolitan area and four percent
for the state. So the Council, as-
suming a similar decrease for
2005, started the prioritization and
allocation process with approxi-
mately $200,000 less than the
previous year.

In this environment of more needs
and fewer resources, several ser-
vice areas emerged as needing
funding increases. For example, as
eligibility for the Minnesota health
care insurance programs has been
tightened, fewer people have been
able to qualify for and use those
programs. For many of them, their
only option is transfer to the state
AIDS Drug Assistance Program
(ADAP), also funded by the CARE
Act. This has resulted in a larger
group of PLWH/A needing to have
their medication and health insur-
ance needs met by ADAP funding.
Also adding to the increase in the
group of people using ADAP is that
PLWH/A are living much longer,
and the cost of HIV drugs has in-
creased. This leaves us with a tri-
ple challenge: less non-CARE Act
funding, expensive drugs, and a -
larger number of people who need
care both because of medical suc-
cess and new infections.

6

In July 2004, in an effort to main-
tain service to all on ADAP, the Min-
nesota Department of Human Ser-
vices (DHS) instituted “cost-
sharing” measures. Now, all recipi-
ents of ADAP services must make a
co-pay for prescriptions and/or pay
a percentage of the cost for health
insurance premiums paid for by
ADAP. During the allocations proc-
ess, Council members, concerned
about the effects of the cost share
on low-income people with HIV,
allocated some of the Planning
Council funding for 2005 to help
cover some of these costs.

In the past, one service area, medi-
cation adherence, had been paid
for using ADAP funds. Because of
the implementation of cost sharing
for ADAP recipients, ADAP funds
can no longer cover medication-
adherence services. Thus, the Plan-
ning Council decided to add this
expense to its budget for 2005.

The Planning Council also added
more dollars to the medical and
dental services service area—
again, to help address the impact
of changes to ADAP and Minnesota
Health Care Programs. (For more
information on the ADAP situation,
see Sarah Rybicki’s article in this
issue.) :

The Planning Council did its work
this year keeping in mind that the
resources it anticipates for 2005
and 2006 are not nearly enough to
meet the needs of low-income per-
sons living with HIV. Given this real-
ity, some services had to be cut to
preserve others. Council members
realize that the resulting cuts will
have an enormous impact on ser-
vices.

Continued on Page 7.
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Council forced to cut funding for some services (continued)

There will be less funding for ser-
vices such as health education,
outreach, HIV-specific food shelf,
and complimentary care. The re-
source and referral phone line and
resource directory funds for the
whole state were also decreased.
In addition, cuts were made to
funding for systems development
work for housing, corrections,
women and children’s needs, and
chemical dependency. Council

members weighed and researched
these decisions carefully. They
tried to preserve parts of the care
system that they felt were most
critical to the health and well-being
of PLWH/A. Council members hope
that the community will understand
how much they regretted having to
make these difficult decisions.m

If you have questions or com-
ments, please feel free to contact
the Planning Council Co-chairs:

A Celebration of TWO (continued)

My former partner, who was mar-
ried to a woman, and had two kids
and a successful career, was in-
fected with HIV in 1990. We went
and got tested together. We loved
each other. We went back for the
results together. He was positive. |
was negative. | thought the doc-
tors had made a mistake, because
if anyone should have been posi-
tive, it should have been me. | had
no seif-worth, no real purpose for
my life, and | was questioning why |
was even alive.

Most of my life, I've thought it im-
portant to contribute to others. In
1993-1994, | established a non-
profit organization to benefit those
persons living with HIV/AIDS, many
of whom were dying. It was an
adult form of the “Make-a-Wish
Foundation.” With the help of a
friend, in the early 1990s, | also
organized an AIDS Awareness Safe
Sex Education Seminar, which |
thought could be used in area
schools. We even presented it to
the Science Museum of Minnesota,
because it was starting to focus on
a new health concept for youth
relating to HIV and AIDS.

I have also come to feel that surviv-
ing my depression has helped me
make a positive statement: “Hey,
look, I've battled chronic severe
depression and haven't let it de-

stroy me completely. If | can battle
something like that for more than
20 years, then | think | have the
strength to battle HIV.” The impor-
tant thing is that I'm not alone in
my fight with HIV and AIDS, as | felt
I was so many times with my de-
pression. | have so many wonder-
ful people in my life who love me
for me—not what | can give them,
but just because of who |l am: a
human being, deserving of respect,

“[ want to use
myself to make
a difference”

love, nurturing, acceptance, quality
health care and more. It has
helped. For example, | joined the
first HIV-positive softball team, last
year. | never thought in all my
dreams | would be doing that. |
have also helped raise awareness
and money for local HIV/AIDS or-
ganizations the past two years by
making a commitment to pedal my
bicycle 300 miles over four days
across southern Minnesota.

Why do | call this story “A Celebra-
tion of Two"? It is because | have
been living with HIV for at least two
years. | am not sad or depressed
that | acquired HIV and now have
full-blown AIDS. | celebrate! You

7

Paul Tucker at
ptucker@agcmcc.org or Aaron
Keith Stewart at ste-
wa327@umn.edu. Or contact
Mary Doyle of the Planning
Council staff at
mary.s.doyle@co.hennepin.mn.u
s, or (612) 348-6827 or (888)
638-3224.

may think, “This guy is nuts. He
really is crazy.” | say just the oppo-
site. For me, it took acquiring a life-
altering iliness to get me back on
track. | want to use myself to make
a difference in this world: to feel
like there really is a valid and
meaningful reason why | am alive
and a part of our world; to be com-
passionate; to give back; to help
teach and educate; to be a role
model to others; to help them un-
derstand and appreciate what it
looks and feels like to belong to
something; to care; to love and be
loved. | would not trade the past

two years for anything,.

My rewards came because the dis-
ease forced me to decide how |
was going to live my life, knowing |
had HIV. | did not go out and make
myself HIV-positive because |
thought all these wonderful things
would happen to me. | didn’t care
about myself the way truly healthy,
mentally sound people would care
about themselves. But now, | am
able to see all the beautiful faces
of the wonderful people who have
come across my path and touched
me. | have also taken this time in
my life to try to give back to my
community, while | am able. As a
member of the Minnesota HIV Ser-
vices Planning Council, | can do

justthat. =




alendar of

April

8 9:00 - | 1:30am Community Participation, Hennepin Powderhorn Partners LL
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12 9:00 - 12 Noon Planning Council, Redeemer Missionary Baptist Church
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12 1:00 - 3:00pm HIV Positive, Aliveness Project
13 9:00 - 1 1:00am Planning & Priorities, Minnesota AIDS Project
21 9:00 - 11:00am Operations, Hennepin Powderhorn Partners LL

26 8:45 - 11:15am Needs Assessment, Minnesota AIDS Project
- 27 9:00 - 11:00am Planning & Priorities, Minnesota AIDS Project
28 1:30 - 3:30pm Executive, Hennepin Powderhorn Partners LL
May .
10 6:00 - ?:OOpm Planning Council, TBD

10 1:00 - 3:00pm HIV Positive, Aliveness Project
i1 9:00 - 11:00am Planning & Priorities, Minnesota AIDS Project B K
13 10:00 - I1:30amCommunity Participation, Hennepin Powderhorn Partners LL

19 9:00 - |1:00am Operations, Hennepin Powderhorn Partners LL
24 8:45 - 11:15am Needs Assessment, Minnesota AIDS Project
25 9:00 - 11:00am Planning & Priorities, Minnesota AIDS Project

26 1:30 - 3:30pm Executive, Hennepin Powderhorn Partners LL

Meeting dates and times may change,

please call 612.596.7894 for last minute up-to-date information.
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S.F. No. 1025 - Authorizing Programs for All-Inclusive
Care for the Elderly (PACE)

Author:
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Prepared by: David Giel, Senate Research (296-7178)

Date:

March 30, 2005

S. F. No. 1025 authorizes the Commissioner of Human Services to approve and implement
Programs for All-Inclusive Care for the Elderly (PACE) under the statute that permits Medical
Assistance (MA) demonstration projects to create alternative integrated delivery systems for acute
and long-term care services. The following conditions would apply to PACE programs:

DG:rdr

PACE providers would not be required to be licensed or certified as health plan
companies.

Persons aged 55 or older who have been found eligible for the Elderly Waiver or
Community Alternatives for Disabled Individuals Waiver or who are eligible for MA but
meet the criteria for receipt of waiver services may choose to enroll in PACE.

Medicare and MA services will be provided according to state and federal requirements.

PACE enrollees will receive MA home and community-based services through the PACE
provider as an alternative to receiving regular waiver services.

MA rates for PACE providers must not exceed the costs that would be incurred under
fee-for-service or relevant managed care programs.
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Senators Kierlin, Kiscaden and LeClair introduced--
S.F. No. 1025: Referred to the Committee on Health and Family Security.

A bill for an act

relating to human services; allowing PACE programs to

be covered under alternative integrated long-term care

services; amending Minnesota Statutes 2004, section

256B.69, subdivision 23.

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MINNESOTA:

Section 1. Minnesota Statutes 2004, section 256B.69,
subdivision 23, is amended to read:

Subd. 23. [ALTERNATIVE INTEGRATED LONG-TERM CARE SERVICES;
ELDERLY AND DISABLED PERSONS.] (a) The commissioner may
implement demonstration projects to create alternative
integrated delivery systems for acute and long-term care
services to elderly persons and persons with disabilities as
defined in section 256B.77, subdivision 7a, that provide
increased coordination, improve access to quality services, and
mitigate future cost increases. The commissioner may seek
federal authority to combine Medicafe and Medicaid capitation
payments for the purpose of such demonstrations. Medicare funds
and services shall be administered acgording to the terms and
conditions of the federal waiver and demonstration provisions.
For the purpose of administering medical assistance funds,
demonstrations under this subdivision are subject to
subdivisions 1 to 22. The provisions of Minnesota Rules, parts

9500.1450 to 9500.1464, apply to these demonstrations, with the

exceptions of parts 9500.1452, subpart 2, item B; and 9500.1457,

Section 1 1
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subpart 1, items B and C, which do not apply to persons
enrolling in demonstrations under this section. An initial open
enrollment period may be provided. Persons who disenroll from
demonstrations under this subdivision remain subject to
Minnesota Rules, parts 9500.1450 to 9500.1464. When a person is
enrolled in a health plan under these demonstrations and the
health plan's participation is subsequently terminated for any
reason, the person shall be provided an opportunity to select a
new health plan and shall have the right to change health plans
within the first 60 days of enrollment in the second health
plan. Persons required to participate in health plans under
this section who fail to make a choice of health plan shall not
be randomly assigned to health plans under these demonstrations.
Notwithstanding section 256L.12, subdivision 5, and Minnesota
Rules, part 9505.5220, subpart 1, item A, if adopted, for the
purpose of demonstrations under this subdivision, the
commissioner may contract with managed care organizations,
including counties, to serve only elderly persons eligible for
medical assistance, elderly and disabled persons, or disabled
persons only. For persons with primary diagnoses of mental
retardation or a related condition, serious and persistent
mental illness, or serious emotional disturbance, the
commissioner must ensure that the county authority has approved
the demonstration and contracting design. Enrollment in these
projects for persons with disabilities shall be voluntary. The
commissioner shall not implement any demonstration project under
this subdivision for persons with primary diagnoses of mental
retardation or a related condition, serious and persistent
mental illness, or serious emotional disturbance, without
approval of the county board of the county in _which the
demonstration is being implemented.

(b) Notwithstanding chapter 245B, sections 252.40 to
252.46, 256B.092, 256B.501 to 256B.5015, and Minnesota Rules,
parts 9525.0004 to 9525.0036, 9525.1200 to 9525.1330, 9525.1580,
and 9525.1800 to 9525.1930, the commissioner may implement under

this section projects for persons with developmental

Section 1 2
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disabilities. The commissioner may capitate payments for ICF/MR
services, waivered services for mental retardation or related
conditions, including case management services, day training and
habilitation and alternative active treatment services, and
other services as approved by the state and by the federal
government. Case management and active treatment must be
individualized and developed in accordance with a |
person-centered plan. Costs under these projects may not exceed
costs that would have been incurred under fee-for-service.
Beginning July 1, 2003, and until two years after the pilot
project implementation date, subcontractor participation in the
long-term care developmental disability pilot is limited to a
nonprofit long-term care system providing ICF/MR services, home
and community-based waiver services, and in-home services to no
more than 120 consumers with developmental disabilities in
Carver, Hennepin, and Scott Counties. The commissioner shall
report to the legislature prior tb expansion of the
developmental disability pilot project. This paragraph expires
two years after the implementation date of the pilot project.

(c) Before implementation of a demonstration project for
disabled persons, the commissioner must provide information to
appropriate committees of the house of representatives and
senate and must involve representatives of affected disability
groups in the design of the demonstration projects.

(d) A nursing facility reimbursed under the alternative
reimbursement methodology in section 256B.434 may, in
collaboration with a hospital, clinic, or other health care
entity provide services under paragraph (a). The commissioner
shall amend the state plan and seek any federal waivers
necessary to implement this paragraph.

(e) The commissioner, in consultation with the

commissioners of commerce and health, may approve and implement

programs for all-inclusive care for the elderly (PACE) according

to federal laws and regulations governing that program and state

laws or rules applicable to participating providers. A PACE

provider is not required to be licensed or certified as a health

Section 1 3
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plan company as defined in section 62Q.01, subdivision 4.

Persons age 55 and older who have been screened by the county

and found to be eligible for services under the elderly waiver

or community alternatives for disabled individuals or who are

already eligible for Medicaid but meet level of care criteria

for receipt of waiver services may choose to enroll in the PACE

program. Medicare and Medicaid services will be provided

according to this subdivision and federal Medicare and Medicaid

requirements governing PACE providers and programs. PACE

enrollees will receive Medicaid home and community-based

services through the PACE provider as an alternative to services

for which they would otherwise be eligible through home and

community-based waiver programs. The commissioner shall

establish Medicaid rates for PACE providers that do not exceed

costs that would have been incurred under fee-for-service or

other relevant managed care programs operated by the state.
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Senator ..... moves to amend S.F. No. 1025 as follows:

Page 3, line 35, after the period, insert "The process for

solicitation and approval of these programs shall only begin

after the commissioner receives grant money in an amount

sufficient to cover the state share of the administrative and

actuarial costs to implement the programs during state fiscal

years 2006 and 2007. Grants for this purpose shall be deposited

in a special revenue account and used solely for the purpose of

PACE administrative and actuarial costs.®




Senate File 1025
(Companion HF 1059)

Program for the All-inclusive Care of the Elderly (PACE)

Winona Rural PACE Initiative

Introduction of Members

Timothy Gaspar: Dean of College of Nursing and Health Sciences, Winona State University

Constance Schein: CEQ, Saint Anne of Winona a member organization of the Benedictine Health System

. Mary Miller-Hyland: Administrator, Lake Winona Manor an affiliate of Winona Health

Grant Brandon: Administrator, Sauer Memorial Home
The purpose of our testimony is to seek legislative support in order to secure approval for the implementation of
Program for All-inclusive Care of the Elderly also known as PACE in Minnesota. This is an alternative program
for integrated long term care services for the very frail elderly.

Current Minnesota Models for Integrating Services for Seniors

Current models of senior care in Minnesota focus on the coordination of services for elders needing health care.
This coordination is essential for effective senior services. Care coordination involves supporting seniors in
accessing needed services in a timely and efficient manner. Sometimes care coordination is not enough to
address the needs of a specific high risk group of seniors. These seniors represent a segment of elders who are
the most complex, highest risk for nursing home placement or extended hospital stays and are the most costly to
care for. In order for services to be efficient for this special population, care coordination must be augmented with
a focused care delivery approach. PACE can provide this focused approach to care and complete the senior
service model in Minnesota.

The PACE Model

PACE features four innovative aspects that enable the program to adapt itself to the needs of each individual
participant, instead of attempting to adapt each participant to the needs of the program.

Flexibility. PACE creatively plans for and coordinates the care of each participant enrolled in the program based
on his or her individual needs with the goal of enabling older individuals to remain living in the community.
All-inclusive Care. PACE programs provide, coordinate and oversee all needed preventive, primary, acute and
long term care. PACE programs provide transportation that enables participants to live as independently as
possible in the community while having access to the supportive services, medical specialists, therapies and other
medical care they need. If a participant needs hospital or nursing home care, it is coordinated and paid for by the
PACE program.

Interdisciplinary Teams. Care planning teams comprised of physicians, nurse practitioners, nurses, social
workers, therapists, van drivers, aides and others meet to exchange information and solve problems as the
conditions and needs of PACE participants change. The interdisciplinary teams allow information gained through
interaction with the PACE participant over time, and in different settings, to be shared and the viewpoints of
various disciplines to be brought together. Because PACE participants have regular contact with primary care
professionals who know them well, changes in health status can be proactively and comprehensively addressed
by a wide range of health care professionals. The team approach allows for more information to be available at
the critical points when important and immediate health care decisions need to be made than would be possible
among a fragmented array of fee-for-service providers.



Capitated Payment Arrangements. The PACE program's capitated payment arrangement allows participants
to avoid costly and often preventable nursing home and hospital stays by expanding the range and intensity of
services provided where they prefer to live - in the community. PACE provides a comprehensive set of health care
and supportive services that are specifically tailored to the needs of each PACE participant regardless of whether
such services would be reimbursed under traditional fee-for-service Medicare and Medicaid. This system of
payment provides for a more common sense, and less restrictive, approach to organizing and delivering services
than what is currently available in the traditional fee-for-service health care system.

Cost of PACE

The primary cost benefits of PACE are realized by meeting the needs of frail seniors before they require more
complicated and costly services such as hospitalization or nursing home placement. It has been demonstrated by
numerous PACE programs that PACE participants have significantly fewer nursing home and hospital admissions
and when hospitalized their stays are dramatically shorter.

Consumer Satisfaction with PACE

The PACE model is consistent with changing consumer demands. Studies of PACE participants indicate they are
more satisfied with the care and attention they and their family members receive in PACE, compared to more
traditional care options (i.e., nursing homes and other institutional providers). PACE participants and their families
speak forcefully about what their key expectations are as they arrange care for their parents, their spouses and
themselves. Participants consistently stated that they expect:

o To have care options to choose from;

o To be listened to and respected;

o To be supported, without being replaced, in their care giving role;

e Tohave choices even as loved one’s needs change; and

e To have access to professional caregivers that knew them individually.
These five care expectations clearly illuminate the preferences of consumers across the country, including
Minnesota. They are saying, “Give me what | want to buy not what you want to sell.”

Looking Forward. One of the most difficult challenges in meeting the needs of older adults will be effectively
recognizing and successfully responding to their service preferences as consumers. While the fragmented and
institutionally biased financing and delivery systems for care for older adults are significant obstacles to
overcoming these challenges, the most promising place to start is to align the goals of the customer with the
services available. Focusing efforts on allowing more flexibility in care environments would be a significant step in
the right direction. Through the provision of a comprehensive and highly coordinated array of cost effective
services, PACE teams will help to meet the needs of older adults by honoring their wishes to remain living in their
homes as independently as possible.

Fiscal Note Considerations for PACE

Currently, a fiscal note attached to SF 1025 of approximately $120,000. It is estimated that $50,000 of this note is
allocated for actuarial expenses and the remaining $70,000 will provide for personnel to oversee PACE programs.
It is proposed that a special revenue management account be established that will accept grants and other forms
of income for actuarial and oversight costs of PACE in Minnesota. In addition, there will be an opportunity for
these fees to be revisited in two years for adequacy and appropriateness. With this approach to management of
the fiscal note we believe this bill is budget neutral.
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S.F. No. 1445 - Postpartum Depression Information
Author: Senator Steve Dille

Prepared by: Joan White, Senate Counsel (651/296-381

Date: March 30, 2005 |

S.F. No. 1445 amends the chapter of law relating to public health provisions by adding a new
section of law, which requires the Commissioner of Health to work with health care facilities and
licensed health care professionals to develop policies and procedures to comply with this section.

Paragraph (b) requires physicians, traditional midwives, and other licensed health care
professionals providing prenatal care to provide education to women and their families about
postpartum depressions.

Paragraph (c) requires hospitals and other health care facilities to provide departing new
mothers and fathers and other family members, as appropriate, with written information
about postpartum depression, including a hotline to be determined by the commissioner.

JW:rdr




[

U WN

0 N o

10
11

12

.4

15

16

17
18
19
20

21

02/17,05 [REVISOR ] CKM/HS 03-2745

Senators Dille, Berglin, Foley, Lourey and Nienow introduced--
S.F. No. 1445: Referred to the Committee on Health and Family Security.

A bill for an act
relating to health; requiring information about
postpartum depression to be given to mothers and their
families; proposing coding for new law in Minnesota
Statutes 2004, chapter 145.
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MINNESOTA:
Section 1. [145.906] [POSTPARTUM DEPRESSION EDUCATION AND
INFORMATION. ]

(a) The commissioner of health shall work with health care

facilities and licensed health care professionals in the state

to develop policies and procedures to comply with this section.

(b) Physicians, traditional midwives, and other licensed

health care professionals providing prenatal care to women must

provide education to women and their families about postpartum

depression.

(c) Hospitals and other health care facilities in the state

must provide departing new mothers and fathers and other family

members, as appropriate, with written information about

postpartum depression, including its symptoms, methods of coping

with the illness, and treatment resources, including a hotline

to be determined by the commissioner.




: Please remember Mine’s story

What she was like before her depression and psychosis

Something must be done




Postpartum Depression & Psychosis

What is Postpartum Depression?

Postpartum depression (PPD) is an illness/condition that some women have following
the birth of a child. It may occur shortly after childbirth, but may not appear for some
months. Itis manifested through a range of physical and emotional symptoms that can
vary in severity and intensity. The exact causes of PPD are not clear, but it is likely that
hormonal changes due to pregnancy and childbirth, as well as the stresses of having a
new baby, contribute to this iliness.

At least 10% of all new mothers develop symptoms severe enough to be
diagnosed with PPD. Some estimates are as high as 25%. Signs and symptoms
include: increased crying, irritability, and impatience; hopelessness and sadness;
uncontrollable mood swings; feeling overwhelmed or unable to cope; fear of harming the
baby or herself; fatigue and inability to sleep or sleeping more than usual; loss of
appetite; lack of interest in the baby or over concern about the baby; withdrawal; inability
to think clearly or make decisions; unexplained weight loss or gain.

At a time that most women expect to be one of the happiest of their lives, these signs
and symptoms are confusing and frightening. The vast majority of women and their
partners/families have not been prepared, through information and education, to watch
for the signs of this serious mental health problem. As with all mental ilinesses, the
stigma involved makes it more difficult to ask for help. In addition, many women report
that when they did seek help, it was not readily or easily available. Treatment for PPD,
like most depressions, can be very successful. Treatment may include antidepressant
medication, hormone therapy, psychotherapy and support. If untreated, PPD leads to
maternal disability, poor mother-infant attachment, and affects infant development.

Postpartum depression is different from the “baby blues”. Between 70-80% of
women experience some of the symptoms of PPD, but in a much milder form. While
disturbing and frightening to women who are not informed about the “baby blues”, these
symptoms usually disappear in a week or two.

What is Postpartum Psychosis?

Approximately 1 in 1000 women suffers from this extremely serious disorder that
requires immediate medical attention. Women suffering from this experience delusions,
hallucinations, exhibit bizarre behaviors and feelings, and can become extremely
agitated. Although rare, postpartum psychosis can be devastating to women and their
families, and some cases have resulted in child abuse, infanticide, and suicide.

What can be done?

As a first step, women and their families must be made aware of these potential
conditions, their signs and symptoms, the likelihood that they might experience them,
and where to go for help. All forms of PPD are highly treatable when the condition is
recognized and proper help is found. Several states have passed legislation to insure
that this basic education and information is made available to expectant and new
mothers and their families.

Beyond this basic information and education, health care providers must routinely
screen for this form of depression before and after delivery.




HENNEPIN WOMEN’S MENTAL HEALTH PROGRAM
HENNEPIN FACULTY ASSOCIATES
HENNEPIN COUNTY MEDICAL CENTER
PHONE (612) 347-2218/FAX (612) 373-1859

March 30, 2005-03-30

Honorable Senators:

My name is Dr. Helen Kim. Iam a psychiatrist at Hennepin County Medical Center and
Director of the Hennepin Women’s Mental Health Program which is a clinic that serves
pregnant and postpartum women with depression, anxiety and other forms of mental illness.
Since our inception in 2000, we have seen hundreds of pregnant and postpartum women and
serve as a resource to patients and clinicians around Minnesota who want more information
about depression during and after pregnancy. I am writing now to give my whole-hearted
support for the postpartum depression bill before you.

First a few facts:

1) Postpartum depression occurs in 10 to 25% of all women during the first year after
delivery and is particularly common in low income and minority populations. In a
study in the Obstetric Clinic at Hennepin County Medical Center, 25% of pregnant
women presenting for routine prenatal care screened positive for depression and 10%
screened positive for significant anxiety symptoms.

2) Postpartum depression leads to maternal disability, poor mother-infant attachment and
impaired infant development. In short, untreated postpartum depression affects
mothers, children, and entire families.

3) Although it is very common and has significant negative consequences, postpartum

" depression frequently goes undetected and untreated by health care providers. In one
large-scale study of pregnant and postpartum women, only 23% of women who met
criteria for a psychiatric disorder were diagnosed by their health care provider.

In our clinic, many postpartum women tell similar stories of suffering for months with
depression, anxiety, and feelings of guilt for being emotionally detached from their newborns.
Unfortunately, many of the women we see go without treatment until their symptoms have
escalated to the point where they have started to have disturbing thoughts of suicide or hurting
their beloved newborns. All too commonly, mothers come to us saying that no one ever asked
them about depressive symptoms or educated them about ways to get help.

The Senate bill you are considering would require health care providers and hospitals to
provide mothers and families with information about postpartum depression. This
mformation is essential for women who feel too guilty or ashamed to mention how bad they
feel following delivery. In addition, the referral information and hotline that are proposed in
this bill would help depressed mothers access help quickly rather than leave them alone with
worsening symptoms as they adjust to caring for their vulnerable newborns.




-2- March 30, 2005
I think this bill is a step in the right direction and could potentially help scores of women,
children and families. Please contact me if you have additional questions.

Sincerely,

Helen Kim, MD

Clinical Asst Professor of Psychiatry, University of Minnesota
Director, Hennepin Women’s Mental Health Program™*
Hennepin County Medical Center

Minneapolis, MN

VM (612) 347-6851 pager (612) 530-1152

**hitp:/ /www.hcmc.org/depts/psych/mentalhealth.htm



March 31, 2005
Senators on the Health and Family Security Committee:

I am Lisa Mountain a 35 year old mom of 2 wonderful children. 1 wish
| could be there in person, but spring break travel plans have made
impossible for me to be there.

My son Alex was born in May of 2000 and | had no idea | was suffering
from Post Partum Depression. | remember thinking | just had the "baby
blues”. | am a very lucky woman in the fact that my husband is 100%
supportive and my parents live two blocks away from us in Burnsville.

| remember calling my mom two weeks after Alex's birth and sobbing
saying | was so depressed. She of course not knowing any better said
it was just "Baby Blues". Well the "Baby Blues" went on at least a

year. | was irritable, extremely exhausted, not able to sleep at
night...and the simple tasks of doing the laundry seemed like climbing

a Mountain.

My husband was wondering who | was and where his wife went. Luckily
as | said, | have an extremely supportive husband and extended family.

When | was pregnant with my daughter in 2003, my best friend delivered
twins. [ went to visit and help. What | found was a woman out of her
mind. She was depressed and out of control. She needed medication and
HELP! What it made me realize was how much | missed with my son
because | was so depressed!

| talked to my husband and my doctor. My Doctor prescribed an anti-
depressant and told me to fill the prescription if | needed it. My

doctor also told my husband what to look for efc. It was two weeks
after my daughter was born that my husband suggested that | "TRY" the
medication. | did and my life has never been better! The world truly
opened up for me and | am a much better mother, wife and person
because of it.

I encourage you to pass legislation to help other women in my same
situation, and those women who are not so lucky to have the support
that | have had.

The future of our children can only benefit from this legislation.

Sincerely,

Lisa Mountain

608 E. 131st Street
Burnsville, MN 55337




MINNESOTA

National Alliance for the Mentally Hi

March 30, 2005
Dear Members of the Senate Health and Family Security Committee:

The National Alliance for the Mentally Il of Minnesota strongly supports SF 1445 which would
ensure that women receive information about postpartum depression. This is a serious disorder
that requires serious attention.

In any given year, 10 to 14 million people experience a clinical depression; women 18 to 45
years of age account for the largest proportion of this group. Clinical depression is a serious
medical illness that is much more than temporarily feeling sad or blue. It involves disturbances in
mood, concentration, sleep, activity level, interests, appetite, and social behavior. Clinical
depression can develop in anyone, regardless of race, culture, social class, age, or gender.
However, across virtually all cultures and socioeconomic classes, women are more likely than
men are to experience depression.

The explanation for the gender gap in susceptibility to depression most probably lies in a
combination of biological, genetic, psychological, and social factors. There appear to be
important links between mood changes and reproductive health events. Gender differences in
rates of depression emerge when females enter puberty and remain high throughout the
childbearing years and into late middle age. Hormonal factors seem to play a role in some of the
mood disturbance experienced by women. Twenty to 40 percent of menstruating women
experience premenstrual mood and behavioral changes. Approximately 2 to 10 percent of
women experience Premenstrual Dysphoric Disorder, a severe form of premenstrual syndrome
that is characterized by severely impairing behavior and mood changes. As many as 10 percent
to 15 percent of women experience a clinical depression during pregnancy or after the birth of a
baby. There also appears to be an increase in depression during the perimenopausal period, but
after menopause, this does not appear to be the case.

Although it once was thought that women experienced low rates of mental illness during
pregnancy, recent research reveals that over 10% of pregnant women and approximately 15% of
postpartum women experience depression. As many as 80 percent of women experience the
"postpartum blues," a brief period of mood symptoms that is considered normal following
childbirth. However, the related hormonal and biological changes associated with pregnancy or
giving birth may initiate a clinical depression. Or, the changes in lifestyle associated with caring
for a young infant may constitute a set of stressors that have mental health consequences for the
mother. There is a three-fold increase in risk for depression during or following a pregnancy
among women with a history of mood disorders. Once a woman has experienced a postpartum
depression, her risk of having another reaches 70 percent. One woman in a thousand experiences

Member

i
gg % ==J. NAMI-MN National Alliance for the Mentally 11l of Minnesota

Community
Solutions Fund 800 Transfer Road, Suite 7A, St. Paul, MN 55114 Tel: 651-645-2948 or 1-888-473-0237 Fax 851-645-7379




a postpartum psychosis-a medical emergency in which the woman may inflict harm upon herself
and/or her baby.

Postpartum depression can occur within a few days or months after childbirth. Because it is
more intense than the “baby blues” it will interfere with the mother’s ability to function.
Postpartum psychosis often occurs within the first three months after childbirth. Mothers can
experience hallucinations, delusions, and insomnia along with exhibiting anger or odd behaviors.
When you are pregnant and excited about the upcoming birth of your child, learning about
postpartum depression is just not on your radar screen. However, if your health care provider
gives you information during your pregnancy and if a packet of information is given to you when
you leave the hospital it will be on your — and your family’s — radar screen. What we want is for
mothers and fathers to know that postpartum depression exists, that it is important to intervene
early and that it is treatable.

Marie Osmond, the entertainer, wrote a book about her experience with postpartum depression
called Behind the Smile. In an interview she stated that “I became immobilized. I literally shut
down. I could not get through a day. The idea of making a phone call or keeping an appointment
seemed impossible. I was previously ‘Miss Workhorse.’ I will admit I used to be somebody who
thought depression was just self-pity. I am ashamed of that. Because I now know different. No
one wants to be depressed or go through it. You cannot just snap out of it. Trust me, I tried.”

SF 1445 will help countless women by educating them about this illness and directing them
towards appropriate resources. NAMI urges your support for this bill.

Sincerely,
Soe A58 Lo~ ~—

Sue Abderholden
Executive Director
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S.F. No. 1818 - Children’s Therapeutic Services (The
Delete-Everything Amendment)

Author: Senator Linda Berglin

Prepared by: Joan White, Senate Counsel (651/296-381 \)"
<

Date: March 31, 2005

S.F.No. 1818 amends the section oflaw related to children’s therapeutic services by defining
the terms ‘“‘care coordination” and “family psychoeducation services.” The bill includes these
services as a covered service component under the children’s therapeutic services program.

The bill become effective upon federal approval, if necessary, or on July 1, 2006, if federal approval
is not necessary.
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Senator Berglin introduced--
S.F. No. 1818: Referred to the Committee on Health and Family Security.

A bill for an act
relating to human services; expanding children's
therapeutic services and support; amending Minnesota
Statutes 2004, section 256B.0943, subdivisions 1, 2.
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MINNESOTA:
Section 1. Minnesota Statutes 2004, section 256B.0943,
subdivision 1, is amended to read:
Subdivision 1. [DEFINITIONS.] For purposes of this

section, the following terms have the meanings given them.

(a) "Case management services" has the meaning given in

section 245.4871, subdivision 3.

(b) "Case management service provider" is a provider of

case management services chosen by the client or the client's

parent or guardian, who is a certified provider of children's

therapeutic services and support under subdivision 4, or a

provider who meets the requirements under section 245.4871,

subdivision 4.

(c) "Children's therapeutic services and supports" means
the flexible package of mental health services for children who
require varying therapeutic and rehabilitative levels of
intervention. The services are time-limited interventioné that
are delivered using various treatment modalities and
combinations of services designed to reach treatment outcomes
identified in the individual treatment plan.

tby (d) "Clinical supervision" means the overall

Section 1 1
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responsibility of the mental health professional for the control
and direction of individualized treatment planning, service
delivery, and treatment review for each client. A mental health
professional who is an enrolled Minnesota health care program
provider accepts full professional responsibility for a
supervisee's actions and decisions, instructs the supervisee in
the supervisee's work, and oversees or directs the supervisee's
work.

tey (e) "County board" means the county board of
commissioners- or board established under sections 402.01 to
402.10 or 471.59.

téy (f) "Crisis assistance" has the meaning given in
section 245.4871, subdivision 9a.

tey Lgl "Culturélly comﬁetent provider" means a provider
who understands and can utilize to a client's benefit the
client's culture when providing services to the client. A
provider may be culturally competent because the provider is of
the same cultural or ethnic group as the client or the provider
has developed the knowledge and skills through training and
experience to provide services to culturally diverse clients.

t£¥ (h) "Day treatment program" for children means a
site-based structured program consisting of group psychotherapy
for more than three individuals and other intensive therapeutic
services provided by a multidisciplinary team, under the
clinical supervision of a mental health professional.

tgy (i) "Diagnostic assessment" has the meaning given in
section 245.4871, subdivision 11.

thy (j) "Direct service time" means the time that a mental
health professional, mental health practitioner, or mental
health behavioral aide spends face-to-face with a client and the
client's family. Direct service time includes time in which the
provider obtains a client's history or provides service
components of children's therapeutic services and supports.
Direct service time does not include time doing work before and
after providing direct services, including scheduling,

maintaining clinical records, consulting with others about the

Section 1 2
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client's mental health status, preparing reports, receiving
clinical supervision directly related to the client's
psychotherapy session, and revising the client's individual
treatment plan. |

t%¥ (k) "Direction of mental health behavioral aide" means
the activities of a mental health professional or mental health
practitioner in guiding the mental health behavioral aide in
providing services to a client. The direction of a mental
health behavioral aide must be based on the client's
individualized treatment plan and meet the requirements in
subdivision 6, paragraph (b), clause (5).

£3% (1) "Emotional disturbance" has the meaning given in

section 245.4871, subdivision 15. For persons at least age 18

but under age 21, mental illness has the meaning given in

section 245.462, subdivision 20, paragraph (a).

tk¥ (m) "Individual behavioral plan" means a plan of
intervention, treatment, and services for a child written by a
mental health professional or mental health practitioner, under
the clinical supervision of a mental health professional, to
guide the work of the mental health behavioral aide.

£y (n) "Individual treatment plan" has the meaning given
in section 245.4871, subdivision 21. ‘

tm¥ (o) "Mental health professional" means an individual as
defined in section 245.4871, subdivision 27, clauses (1) to (5),
or tribal vendor as defined in section 256B.02, subdivision 7,
paragraph (b).

tnr¥y (p) "Preschool program" means a day program licensed
under Minnesota Rules, parts 9503.0005 to 9503.0175, and
enrolled as a children's therapeutic services and supports
provider to provide a structured treatment program»to a child
who is at least 33 months old but who has not yet attended the
first day of kindergarten.

te¥ (g) "Skills training" means individual, family, or
group training designed to improve the basic functioning of the
child with emotional disturbance and the child's family in the

activities of daily living and community living, and to improve

Section 1 3
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the social functioning of the child and the child's family in
areas important to the child's maintaining or reestablishing
residency in the community. Individual, family, and group
skills training must:

(1) consist of activities designed to promote skill
development of the child and the child's family in the use of
age-appropriate daily living skills, interpersonal and family
relationships, and leisure and recreational serﬁices;

(2) consist of activities that will assist the family's
understanding of normal child development and to use parenting
skills that will help the child with emotional disturbance
achieve the goals outlined in the child's individual treatment
plan; and

(3) promote family preservation and unification, promote
the family's integration with the community, and reduce the use
of unnecessary out-of-home placement or institutionalization of
children with emotional disturbance.

Sec. 2. Minnesota Statutes 2004, section 256B.0943,
subdivision 2, is amended to read:

Subd. 2. [COVERED SERVICE COMPONENTS OF CHILDREN'S
THERAPEUTIC SERVICES AND SUPPORTS.] (a) Subject to federal
approval, medical assistance covers medically necessary
children's therapeutic services and supports as defined in this
section that an eligible provider entity under subdivisions 4
and 5 provides to a client eligible under subdivision 3.

(b) The service components of children's therapeutic
services and supports are:

(1) individual, family, and group psychotherapy;

(2) individual, family, or group skills training provided
by a mental health professional or mental health practitioner;

(3) crisis assistance;

(4) mental health behavioral aide services: and

(5) direction of a mental health behavioral aide; and

(6) case management services.

(c) Service components may be combined to constitute

therapeutic programs, including day treatment programs and

Section 2 4
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preschool programs. Although day treatment and preschool
programs have specific client and provider eligibility
requirements, medical assistance only pays for the service
components listed in paragraph (b).

Sec. 3. [FEDERAL APPROVAL; EFFECTIVE DATE.]

If federal approval is required, the commissionet shall

apply for federal approval, and sections 1 and 2 are effective

upon federal approval. If federal approval is not necessary,

sections 1 and 2 are effective July 1, 2005.
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Senator ..... moves to amend S.F. No. 1818 as follows:

Delete everything after the enacting clause and insert:

"Section 1. Minnesota Statutes 2004, section 256B.0943,
subdivision 1, is amended to read:

subdivision 1. [DEFINITIONS.] For purposes of this
section, the following terms have the meanings given them.

(a) "Care coordination" means activities that ensure:

(1) services are provided in the most appropriate manner

to achieve maximum benefit to the client;

(2) nonduplication of services with county case managers;

(3) coordination of care with county social services,

community corrections, and schools; and

(4) services are culturally competent, child-centered, and

family-driven.

Care coordination may include activities that coordinate,

for a particular client, any of the following:

(1) children’s therapeutic services and supports covered

service components, as provided in subdivision 2, paragraph (b),

including psychotherapy, skills training, crisis assistance,

mental health behavioral aide services, direction to a mental

health behavioral aide, and family psychoeducation;

(2) other medical assistance reimbursable services that are

not covered components of children’s therapeutic services and

supports, including, but not limited to, outpatient treatment

and home and community-based waivered services;

(3) other components of a therapeutic program not covered

by medical assistance as part of children’s therapeutic services

and supports, including, but not limited to, a day treatment

program, a preschool program, and other therapeutic activities

included in the child’s individual treatment plan;

(4) obtaining the client’s history;

(5) diagnostic assessment, including functional assessment;

(6) development, review, and updating of the client’s

individual treatment plan;

(7) development, review, and updating of the client’s

individual behavioral plan;

Section 1 1
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(8) entry of a client’s data into the performance

measurement system;

(9) maintenance of clinical records;

(10) scheduling for the client;

(11) documentation required for billing;

(12) consultation with other providers;

(13) services that are the responsibility of a residential

treatment provider, foster care provider, hospital, group home,

regional treatment center, or other institutional group setting

and the discharge planning from such settings; and

(14) adjunctive activities offered by a provider who does

not provide children’s therapeutic services and supports that

are not covered by medical assistance, including, but not

limited to, recreational services; social or educational

services not expected to have a therapeutic outcome related to

the client’s emotional disturbance; consultation with other

providers; and chemical dependency treatment.

(b) "Children’s therapeﬁtic services and supports" means
the flexible package of mental health services for children who
require varying therapeutic and rehabilitative levels of
intervention. The services are time-limited interventions that
are delivered using various treatment modalities and
combinations of services designed to reach treatment outcomes
identified in the individual treatment plan.

tby (c) "Clinical supervision" means the overall
responsibility of the mental health professional for the control
and direction.of individualized treatment planning, service
delivery, and treatment review for each client. A mental health
professional who is an enrolled Minnesota health care program
provider accepts full professional responsibility for a
supervisee’s actions and decisions, instructs the supervisee in
the supervisee’s work, and oversees or directs the supervisee’s
work.

tey (d) "County board" means the county board of
commissioners or board established under sections 402.01 to

402.10 or 471.59.

Section 1 2
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t4¥ (e) "Crisis assistance" has the meaning given in
section 245.4871, subdivision 9a.

tey (f) "Cultﬁrally competent provider" means a provider
who understands and can utilize to a client’s benefit the
client’s culture when providing services to the client. A
provider may be culturally competent because>the provider is of
the same cultural or ethnic group as the client or the provider
has developed the knowledge and skills through training and
experience to provide services to culturally diverse clients.

{£¥ (g) "Day treatment program" for children means a
site-based structured program consisting of group psychotherapy
for more than three individuals and other intensive therapeutic
services provided by a multidisciplinary team, under the
clinical supervision of a mental health professional.

tg¥ (h) "Diagnostic assessment" has the ﬁeaning given in
section 245.4871, subdivision 11.

th¥ (i) "Direct service time" means the time that a mental
health professional, mental health practitioner, or mental
health behavioral aide spends face-to-face with a client and the
client’s family. Direct service time includes time in which the
provider obtains a slient's history or provides service
components of children’s therapeutic services and supports.
Direct service time does not include time doing work before and
after providing direct services, including scheduling,
maintaining clinical records, consulting with others about the
client’s mental health status, preparing reports, receiving
clinical supervision directly related to the client’s
psychotherapy session, and revising the client’s individual
treatment plan.

3y iilA"Difection of mental health behavioral aide" means
the activities of a mental health professional or mental health
practitioner in guiding the mental health behavioral aide in
providing services to a client. The direction of a mental
health behavioral aide must be based on the client’s
individualized treatment plan and meet the requirements in

subdivision'G, paragraph (b), clause (5).

Section 1 3
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£3¥ (k) "Emotional disturbance" has the meaning given in
section 245.4871, subdivision 15. For persons at least age 18
but under age 21, mental illness has the meaning given in
section 245.462, subdivision 20, paragraph (a).

tiey

(1) "Family psychoeducation services" means education

provided under the supervision of a mental health professional

to a parent, family member, foster parent, or guardian about the

child’s mental health condition.

(m) "Individual behavioral plan" means a plan of
intervention, treatment, and services for a child written by a
mental health professional or mental health practitioner, under
the clinical supervision of a mental health professional, to
guide the work of the mental health behavioral aide.

3y (n) "Individual treatment plan" has the meaning given
in section 245.4871; subdivision 21.

tm)y (o) "Mental health profeésional" means an individual as
defined in section 245.4871, subdivision 27, clauses (1) to (5),
or tribal vendor as defined in section 256B.02, subdivision 7,
pafagraph (b) .

{ay (p) "Preschool program" means a day program licensed
under Minnesota Rules, parts 9503.0005 to 9503.0175, and
enrolled as a children’s therapeutic services and supports
providér to provide a structured treatment program to a child
who is at least 33 months old but who has not yet attended the
first day of kindergarten.

te¥y (qg) "skills training" means individual, family, or
group training designed to improve the basic functioning of the
child with emotional disturbance and the child’s family in the
activities of daily living and community living, and to improve
the social functioning of the child and the child’s family in
areas important to the child’s maintaining or reestablishing
residency in the community. Individual, family, and group
skills training must:

(1) consist of activities designed to promote skill

development of the child and the child’s family in the use of

Section 1 4
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age-appropriate daily living skills, interpersonal and family
relationships, and leisure and recreational services;

(2) consist of activities that will assist the family’s
understanding of normal child development and to usebparenting
skills that will help the child with emotional disturbance
achieve the goals outlined in the child’s individual treatment
plan; and

(3) promote family preservation and unification, promote
the family’s integration with the community, and reduce the use
of unnecessary out-of-home placement or institutionalization of
children with emotional disturbance.

Sec. 2. Minnesota Statutes 2004, section 256B.0943,
subdivision 2, is amended to read:

Subd. 2. [COVERED SERVICE COMPONENTS OF CHILDREN'’S
THERAPEUTICrsERVICES AND SUPPORTS.] (a) Subject to federal
approval, medical assistance covers medically necessary
children’s therapeutic services and supports as defined in this
section that an eligible provider entity under subdivisions 4
and 5 provides to a client eligible under subdivision 3.

(b) The service components of children’s therapeutic
services and supports are:

(1) individual, family, and group psychotherapy;

(2) individual, family, or group skills training provided
by a mental health professional or mental health practitioner;

(3) crisis assistance;

(4) mental health behavioral aide services; and

(5) direction of a mental health behavioral aide;

(6) care coordination services; and

(7) family psychoeducation services.

(c) Service components may be combined to constitute
therapeutic programs, including day treatment programs and
preschool programs. Although day treatment and preschool
programs have specific client and provider eligibility
requirements, medical assistance only pays for the service
components listed in paragraph (b).

Sec. 3. [FEDERAL APPROVAL; EFFECTIVE DATE. ]

Section 3 5
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If federal approval is required, the commissioner shall

apply for federal approval, and sections 1 and 2 are effective

upon federal approval. If federal approval is not necessary,

sections 1 and 2 are effective July 1, 2006."
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S.F. No. 1822 - Medical Assistance Coverage of Special
Transportation

Author: Senator Linda Higgins
Prepared by: David Giel, Senate Research (296-7178)
Date: March 30, 2005

S.F. No. 1822 clarifies Medical Assistance (MA) coverage of special transportation for
persons with physical or mental impairments. It increases special transportation reimbursement
rates. It extends for an additional year, until July 1, 2006, the prohibition on using a broker or
coordinator to manage all aspects of special transportation services. It requires an evaluation of
special transportation service providers.

Section 1 (256B.0625, subdivision 17) clarifies MA coverage of special transportation for persons
with physical or mental impairments. It states that a recipient qualifies for special transportation due
to an impairment that would prohibit the person from safely using commercial transportation or a
private car if the recipient:

* lacks the strength or coordination to safely transfer from a wheelchair to a vehicle;

* isunable to safely walk or propel a wheelchair from a residence to a vehicle and from the
vehicle into a medical facility; or

* is a vulnerable adult as defined by law. (Section 626.5572, subdivision 21, defines a
vulnerable adult as a person aged 18 or older who (1) is a resident or inpatient of a
facility; (2) receives services at or from a facility licensed by the Department of Human
Services (with exceptions); (3) receives home care or personal care assistant services; or
(4) possesses an infirmity or dysfunction that impairs the individual’s ability to provide

self care without assistance and impairs the ability to protect the individual from
maltreatment.)




This section also increases the maximum MA rates for special transportation as follows:

 for persons who need a wheelchair-accessible van, the base rate‘is increased to $18.75
from $18 and the per mile rate is increased to $1.60 from $1.40; and

 for persons who need a stretcher-accessible vehicle, the base rate is increased to $60 from
$36 and the per mile rate is increase to $2.40 from $1.40.

Section 2 delays until July 1, 2006, the authority of the Department of Human Services (DHS) to
use a broker or coordinator to completely manage special transportation services. Under current law,
until July 1, 2005, a coordinator may only be utilized to check recipient eligibility; authorize
recipients for appropriate level of service; and monitor provider compliance with the statute
authorizing MA coverage of special transportation and establishing provider requirements regarding
documentation, billing, and trip routing.

Section 3 requires DHS, in consultation with interested parties, to evaluate methods for assuring
special transportation quality and safety and reducing its cost, with a report due by February 1, 2006.
A partial list of methods to be evaluated is included.
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Senators Higgins, Solon and Koering introduced--

S.F. No. 1822: Referred to the Committee on Health and Family Security.

A bill for an act

relating to human services; specifying criteria for

coverage of medical assistance special transportation

services; increasing special transportation

reimbursement rates; extending the prohibition on the

use of brokers or coordinators to manage special

transportation services; requiring a review of special

transportation services; amending Minnesota Statutes

2004, section 256B.0625, subdivision 17; Laws 2003,

First Special Session chapter 14, article 12, section

93.

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MINNESOTA:

Section 1. Minnesota Statutes 2004, section 256B.0625,
subdivision 17, is amended to read:

Subd. 17. [TRANSPORTATION COSTS.] (a) Medical assistance
covers transportation costs incurred solely for obtaining
emergency medical care or transportation costs incurred by
eligible persons in obtaining emergency or nonemergency medical
care when paid directly to an ambulance company, common carrier,
or other recognized providers of transportation services.

(b) Medical assistance covers special transportation, as
defined in Minnesota Rules, part 9505.0315, subpart 1, item F,
if the recipient has a physical or mental impairment that would
prohibit the recipient from safely accessing and using a bus,

taxi, other commercial transportation, or private automobile.

For purposes of this requirement, a recipient has a physical or

mental impairment that would prohibit the recipient from safely

accessing. and using a bus, a taxi, other commercial

Section 1 1
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transportation, or a private automobile if the recipient:

(1) lacks the upper body strength, lower body strength, or

coordination to safely transfer from a wheelchair and position

and secure the recipient's body in a prone or seated position in

a vehicle:

(2) is unable to safely walk or self-propel a wheelchair

from the recipient's residence to a vehicle and from the vehicle

through the outside door of the medical facility to the medical

appointment; or

(3) is a vulnerable adult as defined in section 626.5572,

subdivision 21.

The commissioner may use an order by the recipient's attending
physician to certify that the recipient requires special
transportation serviées. Special transportation ‘includes
driver-assisted service to eligible individuals.
Driver-assisted service includes passenger pickup at and return
to the individual's residence or place of business, assistance
withAadmittance of the individual to the medical facility, and
assistance in passenger securement or in securing of wheelchairs
or stretchers in the vehicle. Special transpértation providers
must obtain written documentation from the health care service
provider who is serving the recipient being transported,
identifying the time that the recipient arrived. Spécial
transportation prbviders may not bill for separate base rates
for the continuation of a trip beybnd the original destination.
Special transportation providers musf take recipients to the
nearest appropriate health care provider, using the most direct
route available. The maximum medical assistance reimbursement
rates for special transportation services are:

(1) $%8 $18.75 for the base rate and $%v48 $1.60 per mile
for services to eligible pérsons who need a
wheelchair-accessible van;

(2) $12 for the base rate and $1.35 per mile for services
to eligible persons who do not need a wheelchair-accessible van;

and

(3) $36 $60 for the base rate and $+46 $2.40 per mile, and

Section 1 2
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an attendant rate of $9 per trip, for services to eligible
persons who need a stretcher-accessible vehicle.

Sec. 2. Laws 2003, First Special Session chapter 14,
article 12, section 93, is amended to read:

Sec. 93. [REVIEW OF SPECIAL TRANSPORTATION ELIGIBILITY
CRITERIA AND POTENTIAL COST SAVINGS.] v

The commissioner of human services, in consultation with
the commissioner of transportation and special transportation
service providers, shall review eligibility criteria for medical
assistance special transportation services and shall evaluate
whether the level of special transportation services provided
should be based on the degree of impairment of the client, as
well as the medical diagnosis. The commissioner shall also
evaluate methods for reducing the cost of special transportation
services, including, but not limited to:

(1) requiring providers to maintain a daily log book
confirming delivery of clients to medical facilities;

(2) requiring providers to implement commercially available
computer mapping programs to calculate mileage for purposes of
reimbursement;

(3) restricting special transportation service from being
provided solely for trips to pharmacies;

(4) modifying eligibility for special transportation;

(5) expanding alternatives to the use of special
transportation services;

(6) improving the process of certifying persons as eligible
for special transportation services; and

(7) examining the feasibility and benefits of licensing
special transportation providers.

The commissioner shall present recommendations for changes
in the eligibility criteria and potential cost-savings for
special transportation services to the chairs and ranking
minority members of the house and senate committees having
jurisdiction over health and human services spending by January
15, 2004. The commissioner is prohibited from using a broker or

coordinator to manage special transportation services until July

Section 2 .3
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1, 2065 2006, except for the purposes of checking for gecipient
eligibility, authorizing recipients for appropriate level of
transportation, and monitoring provider compliance with
Minnesota Statutes, section 256B.0625, subdivisién 17. This
prohibition does not apply to the purchase or management of
common carrier transportation.

Sec. 3. [EVALUATION OF SPECIAL TRANSPORTATION SERVICE
PROVIDERS. ]

The commissioner of human services, in consultation with

the commissioner of transportation, special transportation

service providers, and the broker or coordinator for access

transportation service, shall evaluate methods for assuring

quality and safety and reducing the cost of special

transportation services, including, but not limited to:

(1) restricting special transportation service from being

provided for trips to day treatment and habilitation services;

(2) establishing an independent complaint and dispute

‘resolution process for clients and providers;

(3) establishing additional levels of service with

corresponding levels of reimbursement; and

(4) establishing appropriate safety standards for vehicles

and drivers, including standards for vehicle inspections and

driver background checks.

The commissioner of human services shall present

recommendations for changes in eligibility criteria and quality

and safety standards, and provide estimates of potential

cost-savings, to the chairs and ranking minority members of the

house and senate committees having jurisdiction over health and

human services spending by February 1, 2006.
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innesota Department of Human Services

MNET: Early signs of success
Background

Minnesota Health Care Programs pay for transportation to health care services for certain enrollees who do
not have a means of transportation and for enrollees who need special transportation due to a health condition.
Traditionally, counties administered this benefit for enrollees who could not afford their own transportation;
this is known as Access Transportation Services or ATS. The state administered this benefit for enrollees
needing special transportation due to a health condition; this is known as Special Transportation Services or
STS. Enrollees made their own arrangements for transportation after the county or state approved the request.

In July 2004, Minnesota changed the way transportation assistance and services are provided in the Twin
Cities metro area. Based on 2003 legislation, the state introduced the Minnesota Non-emergency
Transportation (MNET) program. Under MNET, a central clearinghouse evaluates enrollees’ transportation
needs. MNET makes arrangements for ATS, and enrollees arrange their own STS. The MNET program is
slowly expanding to Greater Minnesota. In February 2005, MNET began conducting STS needs assessments
for MHCP enrollees statewide.

Making this sort of operational change can be challenging, but the MNET program already shows signs of
success.

Better enrollee benefits

Enrollee Survey: Percent Satisfied with MNET

Jul Aug Sep Oct Nov Dec-04

= Enrollees have easier access to transportation through MNET’s one-stop shopping approach. Enrollees
call a single number to a single office, which has their needs assessment on file. This stays the same
even if enrollees move to another metro-area county.

s  MNET’s customer service staff includes people who speak English, Hmong, Spanish and Somali.
(MNET uses AT&T Language Line for other languages.)

®  Service is available 24/7. MNETs after hours service assists enrollees who need transportation to
urgent care, which prevents unnecessary use of ambulances and emergency rooms.
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®  An increase in use of ATS suggests that enrollees are better able to keep appointments and comply
with follow-up visits. Increased use of preventive care and compliance with recommended medical
appointments leads to improved health status overall.

m  Some enrollees have a greater variety of transportation options available to them due to standardizing
how services are provided.

v

Improved quality of transportation services

= All non-emergency transportation now has standardized performance requirements for drivers and
vehicles. MNET subcontracts with more than 60 transportation providers in the Twin Cities metro
area. For example, the contracts require that providers inspect vehicles, conduct background checks on
drivers, and provide first aid and other training to drivers.

m  With one transportation coordinator, the state now has enough information and leverage to identify
and deal with unsafe or incompetent transporters.

Improved program integrity

s Enrollees requesting transportation assistance are assessed to determine the appropriate level of service
needed. This helps prevent inappropriate use of special transportation, which is the most expensive
form of transportation. For example, if an enrollee is capable of riding a bus, they will be given bus
fare. If an enrollee has difficulty walking a distance but is otherwise mobile, they may receive cab fare.

s The use of transportation services for health care related purposes is verified.
s Payment for mileage is standardized.
s The state is now able to analyze detailed information on use and cost of transportation services due to

the centralized approach.

Reduced cost to state health care budget

m  Overall transportation costs for the metro area decreased 30 percent in MNETs first six months of
service.

Total Expenditures (STS and ATS)

$1,500,000¢ T _—

$1,000,000¢7
$500,000+

$0+

Jul Aug Sep Oct Nov Dec-04
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Special Transportation Service Access Transportation Service
Expenditures Expenditures’
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" This graph shows ATS expenditures per month for 2004. From January through the middle of June, counties were
billing DHS for ATS. MNET began operations mid-month in July, 2004. The “bump” in July reflects counties
closing out operations and MNET beginning operations.

®  The cost per trip of non-emergency transportation in the metro area decreased between September and
December 2004.

Aug Sep Oct Nov Dec-04

m  Expensive health care costs may be avoided because:

o The availability of after hours approval of transportation assistance or services gives enrollees
better access to after hours urgent care, thereby preventing unnecessary use of emergency
transportation to hospital emergency rooms.

o Improved access to preventive care and compliance with recommended medical appointments
leads to improved health status overall.

Customer service

The Department of Human Services (DHS), which oversees the MNET program, was surprised by and
unprepared for the level of unmet need for ATS that existed when MNET was implemented in July 2004.
Since then DHS and the contracted MNET vendor have worked hard to keep up with the increased number of
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enrollees calling MNET seeking services. The following graph shows the increase in demand during the first
six months of operation:

2004 July* Aug Sept Oct Nov Dec
Completed ATS trips 4,839 19,138 19,316 22,348 26,260 30,452
Calls answered 6,456 10,711 10,375 11,742 12,775 14,200
Minutes to answer calls 4.3 1.2 2.4 1.5 2 2

* Reflects trips scheduled for July 15 through July 31.

Since July 2004, the following changes have been made to keep up with this increased utilization of lower
cost ATS services: '

m  Customer service reps have been increased from 5 to 18.

w  Three customer reps have been dedicated to handling phone requests from facilities such as nursing
homes, group homes and hospitals.

= Nurses doing level-of-need assessments have increased from 1 to 3.

= A new phone system with over 100 lines was installed in February 2005.

These changes are reflected in these graphs:

2004 July* Aug Sept Oct Nov Dec
% satisfied with
customer service reps 87.5 85.71 91.96 86.57 91.32 95.72
% of complaints 0.41 0.31 0.23 0.10 0.14 0.17

The phone system installed in late February and the additional customer service reps are making a big
difference. This graph shows the third week of March:

Week of Attempted Answered Abandoned Abandoned Minutes to
March 14, 2005 calls calls calls percentage Answer
Monday* 1,026 910 115 11.21 1.5
Tuesday* 891 814 77 8.64 1.5

Wednesday 836 712 124 14.83 5
Thursday 784 752 32 4.08 1
Friday 701 683 18 2.57 .28 sec.
* Phone volume is typically higher on Mondays and Tuesdays.
Notes about the graphs

m For all graphs, seven-county area includes Anoka, Carver, Dakota, Hennepin, Ramsey, Scott and
Washington counties.
For all graphs, providers have up to one year to bill.

s Figures are not yet available for program costs during the first quarter of 2005, but preliminary numbers
indicate that the trends that began during the first six months of MNET operation have continued.
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Article 1 amends the Maltreatment of Minors Act, by incorporating the alternative response
approach to child maltreatment into the act. The alternative response is currently an option to
counties, but the bill will make it mandatory. The alternative response approach deals with the
front end of child welfare, evaluating the family by completing a family assessment and an
investigation if appropriate, and providing supports and services to the family in an effort to avoid
placement of the child in foster care.

Section 1 (626.556, subdivision 1) incorporates the alternative response approach into public policy
statement at the beginning of the maltreatment of minors statute.

Section 2 (626.556, subdivision 2) defines the term “family assessment,” “investigation,”
“substantial child endangerment,” and modifies the definition of “neglect” to include growth delay,
which may be referred to as a failure to thrive, that has been diagnosed by a physician and is due to
parental neglect. This section also strikes the existing definition of “assessment.”

Section 3 (626.556, subdivision 3) adds probation or correctional services to persons who are
mandated to report maltreatment. Also makes conforming changes with regard to the new family
assessment approach to child maltreatment.

Section 4 (626.556, subdivision 3d) adds a new subdivision giving the agency that is responsible
for assessing and investigating reports of child maltreatment the authority to interview the child, the
person or persons responsible for the child’s care, the alleged perpetrator, and any other person with




knowledge of the abuse or neglect for the purpose of gathering facts, assessing safety and risk to the
child, and formulating a plan.

Section S (626.556, subdivision 10) lists the duties of the local welfare agency and local law
enforcement agency upon receipt of a maltreatment report, using the alternative response approach.

This section also clarifies that upon receipt of a report the local welfare agency shall conduct a
face-to-face contact with the child who is the subject of the report, and with the child’s primary
caregiver. The contact must be sufficient to complete a safety assessment and ensure the immediate
safety of the child. The face-to-face contact must occur immediately if substantial child
endangerment is alleged and within five calendar days for all other reports.

Section 6 (262.556, subdivision 10b) makes a conforming change by updating a cross-reference.

Section 7 (626.556, subdivision 10e) shortens from 90 to 45 days the time-frame for the local
welfare agency to conclude the family assessment or investigation. The local welfare agency must
determine if services are needed to address the safety of the child and other family members and
must also determine the risk of subsequent maltreatment.

Section 8 (626.556, subdivision 10f) requires the local welfare agency to notify the parent or
guardian of the child of the need for services to address child safety concerns or the significant risk
of subsequent child maltreatment within ten working days of the conclusion of the family
assessment.

Section 9 (626.556, subdivision 10i) specifies that administrative reconsideration is not applicable
for family assessments because no determination concerning maltreatment is made.

Section 10 (626.556, subdivision 10I) requires the local welfare agency to document the outcome
of the family assessment or investigation when a case is closed, if the family received services. The
documentation must include a description of services provided and the removal or reduction of risk
to the child, if a risk existed.

Section 11 (626.556, subdivision 10m) adds a new subdivision requiring the local welfare agency
to create a written plan, in collaboration with the family whenever possible, within 30 days of the
determination that protective services are needed or upon joint agreement that family support and
preservation services are needed.

Section 12 (626.556, subdivision 11) makes a conforming change by updating a cross-reference.

Section 13 (626.556, subdivision 11¢) makes conforming changes with regard to family
assessments.

Section 14 repeals the permissive alternative response language and time-frames in rule, which were
clarified in this article.



Article 2
Child Welfare; Permanency

The article amends the child custody, adoption, and child protection chapters of law .

Sections 1 and 2 amend the relative custody assistance program, a program in which a relative is
given permanent legal and physical custody of a child, and the relative receives assistance for the
care of the child.

Section 1 (257.85, subdivision 2) modifies the scope of the relative custody assistance program, by
expanding this program to a tribal court order on or after July 1, 2005.

Section 2 (257.85, subdivision 3) amends the relative custody assistance program to include “tribal
social services” in the definition of “local agency,” and updates a cross-reference.

Sections 3 to 8§ amend the adoption chapter of law

Section 3 (259.23, subdivision 1) amends the adoption chapter of law, by clarifying venue for an
adoption proceeding when the child is committed to the guardianship of the Commissioner of
Human Services.

Section 4 (259.23, subdivision 2) is technical.

Section 5 (259.41, subdivision 3) modifies the background check statute, by requiring the addresses
of prospective adoptive parent’s residences for the previous five years instead of the previous ten
years, and strikes language related to fingerprints, which is moved to a new paragraph (d).

Section 6 (259.75, subdivision 1) amends the adoption exchange by striking the requirement that
the exchange include a book that is updated monthly of each child who has been legally freed for
adoption. The exchange still requires a photograph and description of the child, which is made
available to local social service agencies and other child placing agencies to assist in the adoptive
placement of the child.

Section 7 (259.79, subdivision 1) requires the Commissioner of Human Services to maintain a
permanent record of all adoptions granted in district court for children who fall under any of the
categories in this section. This section also specifies what must be contained in the record.

Section 8 (259.85, subdivision 1) modifies the postadoption service grants program, by clarifying
that this program is available to individuals who are not receiving adoption assistance.

Section 9 (260.012) amends the chapter of law related to juveniles, specifically the duty of the court
to ensure that reasonable efforts have been made to prevent placement and reunite the family. Many
of the changes made in this section are to achieve compliance with federal Title IV-E requirements




related to judicial determinations for reasonable efforts, agency responsibilities, permanency
planning, and permanency hearings.

This section also clearly states that a permanency hearing must be held within 30 days of the court
making a prima facie determination of any of the following: egregious harm, the parent’s parental
rights have been involuntary terminated with regard to another child or the parent’s custodial rights
to another child have been involuntarily transferred to another person, and abandonment of a child.

This section also modifies the definition of “reasonable efforts to prevent placement.”
Sections 10 to 18 amend the child protection chapter of law.

Section 10 (260C.001, subdivision 3) amends the permanency and termination of parental rights
statute, to clarify when reasonable efforts to reunify the child with the parent are not required.

Section 11 (260C.007, subdivision 8) modifies the definition of “compelling reasons” by making
clarifying changes.

Section 12 (260C.151, subdivision 6) clarifies that if the court finds that the child is in surroundings
that endanger the child’s health, safety, or welfare, the responsible social services agency, instead
of the court, assumes custody for placement of the child in foster care, and clarifies that this action
is consistent with the court ordering emergency protective care as defined in the juvenile court rules.

Section 13 (260C.178) changes the heading of the statute from “detention hearing” to “emergency
removal hearing,” and modifies and clarifies court duties and agency duties with regard to the
emergency removal hearing. This section clarifies when a court can order the child into foster care,
and specifies the findings the court must make regarding reasonable efforts made by the responsible
social services agency. This section specifies what the agency must do if a parent refuses to
cooperate with the case planning. Makes other conforming changes.

Section 14 (260C.201, subdivision 1) modifies the disposition of a case when a child is in need of
protection or services or neglected and in foster care by allowing a court to order a trial home visit,
in which the child is returned to the home of a period not to exceed six months. This section
specifies the duties of the responsible social services agency if a trial home visit is ordered by the
court.

Section 15 (260C.201, subdivision 10) specifies that the court shall review the out-of-home
placement of a child at least every 90 days. This section also specifies when the court review is not
required.

Section 16 (260C.201, subdivision 11) makes several changes in the statute that requires a review
of court-ordered placements and a possible permanent placement determination. This section
specifies that the court, at the “admit-deny” hearing, must determine whether there is a prima facie
basis for finding that the agency made reasonable efforts, or in the case of an Indian child, active



efforts. This section also clarifies the agency’s role and responsibilities when a child is ordered into
long-term foster care, allows the commissioner to identify and make an alternative adoptive
placement without having to wait 12 months, when the prospective adoptive home is not viable, and
makes a consent to adoption irrevocable, except under the Indian Child Welfare Act.

Section 17 (260C.312) allows the court to order a trial home visit when a child has been in
placement for 15 out of the last 22 months.

Section 18 (260C.317, subdivision 3) prohibits an agency from requesting the court to order
. long-term foster care for a child under the guardianship of the agency unless there have been
exhaustive efforts to recruit, identify, and place the child in an adoptive home.

Article 3
Child Care

Section 1 119B.025, subdivision 1) amends the factors that must be verified when applying for child
care assistance, by streamlining the process to allow, the applicant to use a child care addendum
under certain circumstances, and by requiring that eligibility be redetermined every six months.

Section 2 (119B.03, subdivision 6) modifies the child care assistance allocation formula to expand
the families who are included in the formula used to redistribute basic sliding fee funds among
. counties, to include families whose cases were closed due to a reduction in the county allocation.

Section 3 (119B.09, subdivision 4) requires that the participant’s income be “recalculated” instead
of “redetermined” for purposes of determining eligibility for the child care assistance program.

Section 4 (119B.09, subdivision 9) allows child care providers to be eligible for child care
assistance for their own children during the time they are participating in authorized activities.

Article 4
Child Support

Secticn 1 (256.978, subdivision 2) allows the public authority to request and obtain information
from any third party who contracts with an obligor for purposes of gathering information to
determine child support.

Section 2 (518.551, subdivision 5) amends the child support guidelines. Current law allows the
child support obligor’s income to be reduced in an amount equal to the amount of a child support
order “being paid.” The bill strikes that language, and allows the obligor’s income to be reduced
by a child support order amount, whether the child support is being paid, and clarifies that payments
for child support arrears or maintenance debts do not reduce the obligor’s income for purposes of
determining child support. This section also allows the suspension of child care payments when
either party informs the public authority that there are no child care costs being incurred and the




public authority verifies the accuracy of the information, and allows the public authority to
administratively resume the collection for child care expenses when the costs have resumed.

Section 3 (518.68, subdivision 2) modifies the notice that is provided in a court order apprising the
parties of the authority of the public authority to suspend and resume payments made for child care
expenses.

Section 4 (548.091, subdivision 1a) amends the statute related to a child support judgment by
operation of law, to allow the obligor to make a motion to the court to stop the accrual of interest on
a child support debt if there have been 12 months of consecutive payments, instead of 36 months of
consecutive payments. '

Article 5
Family Supports

Section 1 (119A.43, subdivision 2) modifies the Department of Education transitional housing
program by allowing the commissioner to use up to ten percent of the appropriation available for this
program for persons needing housing assistance longer than 24 months.

Section 2 (144D.025) modifies the housing with services chapter of law to allow a supportive
housing establishment developed and funded in whole or in part with funds provided specifically as
part of the plan to end long-term homelessness to register as a housing with services establishment.
The session law referenced in this section is the “working group on supportive housing for long-term
homelessness,” which was required to report to the legislature on February 15, 2004.

Section 3 (256D.02, subdivision 17) makes the definition of “professional certification” under
GAMC the same as the definition of “qualified professional” under MFIP.

Section 4 (256D.051, subdivision 6¢) amends the food stamp employment and training program.
Last session, the statute was changed, which resulted in the county’s cost of services for FSET not
to exceed “the annual allocated amount” instead of “an average of $400 per participant.” A sunset
of June 30, 2005, was also added. The bill strikes the sunset.

Sections 5 and 6 amend the group residential housing (GRH) program.

Section S (2561.04, subdivision 2a) expands the GRH program to allow housing with services
establishments to contract with the county to provide GRH services. Current law specifically
excludes housing with services establishment from GRH funding.

Section 6 (2561.05, subdivision 1g) allows a county to negotiate a supplemental service rate for
recipients of GRH, not to exceed $456.75, who relocate from a homeless shelter licensed and
registered by the Commissioner of Health to a supportive housing establishment developed and
funded in whole or in part with the plan in the Governor’s budget to end long-term homelessness.



Sections 7 to 11 amend Minnesota Family Investment Program Statutes.

Section 7 (256J.626, subdivision 6) modifies the base allocation to counties and tribes for the
Minnesota Family Investment Program, by defining “adjusted caseload factor,” and by changing the
allocation formula for 2006 to 2008.

Section 8 (256J.626, subdivision 7) modifies the MFIP performance base funds, by providing an
allocation formula for performance-based funds for federally approved tribal TANF programs.

Section 9 (256J.626, subdivision 8) allows the commissioner to reallocate unencumbered or
unexpended money appropriated according to the new formula in the bill.

Section 10 (256.751, subdivision 2) requires the commissioner to report quarterly, instead of twice
annually, an expected range of performance for each county, county grouping, and tribe on the

self-support index.

Section 11 (256J.751, subdivision 5) amends the statute related to the county’s failure to meet
federal performance standards, by changing the definition of low-performing county.

Section 12 repeals the definitions of “medical certification,” qualified professional,” and “qualified
provider” in rule.
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Senator Lourey introduced--
S.F. No. 1710: Referred to the Committee on Health and Family Security.

A bill for an act

relating to human services; implementing child
protection, child care, and child and family support
provisions; amending Minnesota Statutes 2004, sections
119A.43, subdivision 2; 119B.025, subdivision 1; -
119B.03, subdivision 6; 119B.09, subdivisions 4, 9;
144D.025; 256.978, subdivision 2; 256D.02, subdivision
17; 256D.051, subdivision 6¢; 256I.04, subdivision 2a;
2561.05, by adding a subdivision; 256J.626,
subdivisions 6, 7, 8; 256J.751, subdivisions 2, 5;
257.85, subdivisions 2, 3; 259.23, subdivisions 1, 2;
259.41, subdivision 3; 259.75, subdivision 1; 259.79,
subdivision 1; 259.85, subdivision 1; 260.012;
260C.001, subdivision 3; 260C.007, subdivision 8;
260C.151, subdivision 6; 260C.178; 260C.201,
subdivisions 1, 10, 11: 260C.312; 260C.317,
subdivision 3; 518.551, subdivision 5; 518.68,
subdivision 2; 548.091, subdivision la; 626.556,
subdivisions 1, 2, 3, 10, 10b, 10e, 10£f, 10i, 11, llc,
by adding subdivisions; repealing Minnesota Statutes
2004, sections 626.5551, subdivisions 1, 2, 3, 4, 5;
Minnesota Rules, parts 9500.1206, subparts 20, 264,
27; 9560.0220, subpart 6, item B; 9560.0230, subpart 2.

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF MINNESOTA:
| ARTICLE.l
‘CHILD'WELFARE:_ ALTERNATIVE RESPONSE
Section 1. Minnespta Statutes 2004, section 626.556,
subdivision 1, is amended to read:
Subdivision 1. [PUBLIC POLICY.] The legislature hereby
declares that the public policy of this state is to protect

children whose health or welfare may be jeopardized through

physical abuse, neglect, or sexual abuse. While it is

recognized that most parents want to keep their children safe,

sometimes circumstances or conditions interfere with their

Article 1 Section 1 1
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ability to do so. When this occurs, families are best served by

interventions that engage their protective capacities and

address immediate safety concerns and ongoing risks of child

maltreatment. In furtherance of this public policy, it is the

intent of the legislature under this section to strengthen the
family and make the home, school, and community safe for
children by promoting responsible child care in all settings;
and to provide, when necessary, a safe temporary or permanent
home environment for physically or sexually abused or neglected
children. |

In addition, it is the policy of this state to require the
reporting of neglect, physical or sexual abuse of children in
the home, school, and community settings; to provide for the
voluntary reporting of abuse or neglect of children; to require

the a family assessment and, when appropriate, as the preferred

response to reports not alleging substantial child endangerment;

to require an investigation ef-the-reports when the report

alleges substantial child endangerment; and to provide

protective and-ecounseling, family support, and family

preservation services when needed in appropriate cases.

Sec. 2. Minnesota Statutes 2004, section 626.556,
subdivision 2, is.amended to read:

Subd. 2. [DEFINITIONS.] As used in this section, the
following terms have the meanings given them unless the specific

content indicates otherwise:

(a) "Family assessment" means a comprehensive assessment of

child safety, risk of subsequent child maltreatment, and family:

strengths and needs that is applied to a child maltreatment

report that does not allege substantial child endangerment.

Family assessment does not include a determination as to whether

child maltreatment occurred but does determine the need for

services to address the safety of family members and the risk of

subsequent maltreatment.

(b) "Investigation" means fact gathering related to the

current safety of a child and the risk of subsequent

maltreatment that determines whether child maltreatment occurred

Article 1 Section 2 2
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and whether child protective services are needed. An

investigation must be used when reports involve substantial

child endangerment, and for reports of maltreatment in

facilities required to be licensed under chapter 245A or 245B;

under sections 144.50 to 144.58 and 241.021: in a school as

defined in sections 120A.05, subdivisions 9, 11, and 13, and

124D.10; or in a nonlicensed personal care provider association

as defined in sections 256B.04, subdivision 16, and 256B.0625,

subdivision 19a.

(c) "Substantial child endangerment” means a person

responsible for a child's care, a person who has a significant

relationship to the child as defined in section 609.341, or a

person in a position of authority as defined in section 609.341,

who by act or omission commits or attempts to commit an act

against a child under their care that constitutes any of the

following:

(1) egregious harm as defined in section 260C.007,

subdivision 14;

(2) sexual abuse as defined in paragraph (d);

(3) abandonment under section 260C.301, subdivision 2;

(4) neglect as defined in paragraph (f£f), clause (2), that

substantially endangers the child's physical or mental health,

including a growth delay, which may be referred to as failure to

thrive, that has been diagnosed by a physician and is due to

parental neglect;

(5) murder in the first, second, or third degree under

section 609.185, 609.19, or 609.195;

(6) manslaughter in the first or second degree under

section 609.20 or 609.205;

(7) assault in the first, second, or third degree under

section 609.221, 609.222, or 609.223;

(8) solicitation, inducement, and promotion of prostitution

under section 609.322;

(9) criminal sexual conduct under sections 609.342 to

609.3451;

(10) solicitation of children to engage in sexual conduct

Article 1 Section 2 3
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under section 609.352;

(11) malicious punishment or neglect or endangerment of a

child under section 609.377 or 609.378;

(12) use of a minor in sexual performance under section

617.246: or

(13) parental behavior, status, or condition which mandates

that the county attorney file a termination of parental rights

petition under section 260C.301, subdivision 3, paragraph (a).

(d) "sexual abuse" means the subjection of a child by a
person responsible for the child's care, by a person who has a
significant relationship to the child, as defined in section
609.341, or by a person in a position of authority, as defined
in section 609.341, subdivision 10, to any act which constitutes
a violation of section 609.342 (criminal sexual conduct in the
first degree), 609.343 (criminal sexual conduct in the second
degree), 609.344 (criminal sexual conduct in the third degree),
609.345 (criminal sexual  conduct in the fourth degree), or
609.3451 (criminal sexual conduct in the fifth degree). Sexual
abuse also includés any act which involves a minor which
constitutes a violation of prostitution offenses under sections
609.321 to 609.324 or 617.246. Sexual abuse includes threatened
sexual abuse. )

tby (e) "Person responsible for the child's care” means (1)

an individual functioning within the family unit and having

responsibilities for the care of the child such as a parent,

guardian, or other person having similar care responsibilities,
or (2) an individual functioning outside the family unit and
having responsibilities for the care of the child such as a
teacher, school administrator, other school employees or. agents,
or other lawful custodian of a child having either full-time or
short-term care responsibilities including, but not limited to,
day care, babysitting whether paid or unpaid, counseling,-
teaching, and coaching.

tey (f) "Neglect" means:

(1) failure by a person responsible for a child's care to

supply a child with necessary food, clothing, shelter, health,

Article 1 Section 2 4
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medical, or other care required for the child's physical or
mental health when reasonably able to do so;

(2) failure to protect a child from conditions or actions
that seriously endanger the child's physical or mental health

when reasonably able to do so, including a growth delay, which

-may be referred to as a failure to thrive, that has been

diagnosed by a physician and is due to parentai neglect;

(3) failure to provide for necessary supervision or child
care arrangements appropriate for a child after considering
factors as the child's age, mental ability, physical condition,
length of absence, or environment, when the child is unable to
care for the child's own basic needs or safety, or the basic
needs or safety of another child in their care;

(4) failure to ensure that the child is educated as defined
in sections 120A.22 and 260C.163, subdivision 11, which does not
include a parent's refusal to provide the parent's child with
sympathomimetic medications, consistent with section 125A.091,
subdivision 5;

(5) nothing in this section shall be construed to mean that
a child is neglected solely because the child's parent,
guardian, or other person responsible for the child's care in
good faith selects and depends upon spiritual means or prayer
for treatment or care of disease or remedial care of the child
in lieu of medical care; except that a parent, guardian, or
caretaker, or a person mandated to report pursuant to
subdivision 3, has a duty to report if a lack of medical care
may cause serious daﬁger to the child's health. This section
does not impose upon persons, not otherwise legally résponsible
for providing a child with necessary food, clothing, shelter,
education, or medical care, a duty to provide that care;

(6) prenatal éxposure to a controlled substance, as defined
in section 253B.02, subdivision 2, used by the mother for a
nonmedical purpose, as evidenced by withdrawal symptoms in the
child at birth, results of a toxicology test performed on the
mother at delivery or the child at birth, or medical effects or

developmental delays during the child's first year of life that

Article 1 Section 2 5
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medically indicate prenatal exposure to a controlled substance;
(7) "medical neglect" as defined in section 260C.007,
subdivision 6, clause (5);
(8) chronic and severe use of alcohol or a contro<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>