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GOAL 1: 

MENTAL HEALTH DIVISION WORKPLAN 
(Goals and Objectives) 

July 1, 1989 - June 30, 1990 

To provide leadership to the state's mental helath system for 
children and adults. 

OBJECTIVES: 

1-A. To provide linkages and respond to requests for 
information, task force membership, etc., which expand 
knowledge, awareness and expertise in mental health 
issues. 

1-B. To achieve positive and innovative change in the 
planning and delivery of local mental health services. 

1-C. To enhance leadership capacity of state and local 
advisory councils. 

GOAL 2: 

To ensure statewide availability, accessibility, and provision of 
services for children and adults as required by the Comprehensive 
Mental Health Act. 

OBJECTIVES: 

2-A. To supervise counties in planning for and providing 
mental health services. 

2-B. To provide effective management for Rule 12, Rule 14, 
grants. 

2-c. To assist counties in identifying persons in need of 
services, including those identified in the nursing 
home screening process. 

2-D. To supervise -local mental health authorities in 
arranging for the safe and orderly discharge of persons 
with mental illness who are found to be inappropriately 
residing in nursing facilities. 

2-E. To assure client access to services through reasonable 
and equitable fee policies. 
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GOAL 3: 

Effectively plan for, manage and evaluate the state's mental 
health service system for children and adults, including human 
resource development. 

O&:fECTIVES: 

3-A. To maximize the use of all available or develop new 
funding resources, including human resources, in the 
provision of mental health services •. 

3-B. To implement the new community mental health reporting 
system (CMHRS). 

3-C. To maintain and manage the computer resources of the 
Division to maximize staff efficiency and 
effectiveness. 

3-D. To implement effective methods to utilize available 
mental health data from MA/GAMC, RTCS, and other 
information systems. 

3-E. To develop appropriate planning linkages with academic 
institutions, mental health service agencies, and other 
related agencies in order to encourage research into 
mental illness and effective treatment modalities, and 
promote appropriate training of the state mental health 
work force. 

3-F. To develop staff capacity to do work assignments 
effectively. 

3-G. To maximize opportunities to plan service development 
systematically, based on client needs. 

3-H. To implement statutory requirements for reporting 
children's residential treatment data. 

3-I. To implement statutory requirements for annual report 
from the local children's coordinating councils. 

3-J. Begin to develop a separate and distinct State Human 
Resource Development Plan to include into the agency's 
State Mental Health Services Plan. 

' 

3-K. Implement a minimum HRD data set which interfaces 
systematically with the organizational and client data 
sets. 
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GOAL 4: 

To assure that mental health services for children and adults 
meet standards of quality and when feasible, are based on 
relevant research findings and consistent with professional 
standards in the field of mental health. 

OBJECTIVES: 

4-A. To promote high standards of care to providers and 
counties. 

4-B. To reassess rule development and revision plans and 
develop/revise rules accordingly. 

4-C. To collaborate with Residential Program Management 
Division and Transition Team to enhance service quality 
in the regional treatment center system, and to promote 
continuity with community based services. 

4-D. To enhance Division's capacity to evaluate service 
provision. 

4-E. To determine the best methods for assuring that 
out-of-home placements of adults and children are 
appropriate and necessary. 

4-F. To develop new high quality services for children with 
emotional disturbance. (See 3-E) 

GOAL 5: 

To ensure the provision of services in the least restrictive 
environment which increases the level of functioning and safety 
of children and adults needing services. 

OBJECTIVES: 

5-A. To define an appropriate array of services for adults 
and children. 

5-B. To promote community based services in the least 
restrictive environment when clinically appropriate to 
the client's needs. 

s-c. To assess current rules to determine the degree to 
which these promote increasing individual levels of 
functioning and safety. 
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GOAL 6: 

To assure the coordinated development of the mental health system 
for children and adults. 

OBJECTIVES: 

6-A. To develop state level inter- and intra- agency 
coordination for the development, implementation, and 
funding of mental health services. 

6-B. To assure that mental health service development and 
implementation is coordinated at the local level. 

6-C. To assure individual case level coordination among 
service providers and clients. 

GOAL 7: 

To promote the development of a unified service delivery system 
for children and adults which incorporates the culturally, 
chronologically, and geographically diverse mental health needs of 
Minnesotans through integration into the mental health system and 
development of appropriate special programs. 

OBJECTIVES: 

7-A. To develop systems to identify underserved persons and 
populations or groups of persons in need of services. 

7-B. To assure that services for persons and populations or 
groups of persons with diverse mental health needs are 
appropriately addressed by the system. 

7-C. To maximize all existing and/or develop new funding 
resources to assure that the diverse mental health 
needs of Minnesotans are incorporated. 

7-D. To target use of all available funding sources in 
providing services to diverse population groups. 

GOAL 8: 

To empower adult and child consumers of mental health services 
and their families to participate in the development of the 
mental health service system and in development of their 
individual treatment plans. 

OBJECTIVES: 

8-A. To provide active outreach in order to elicit consumer 
input. 
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8-B. To assure involvement of families and consumers in the 
treatment process. 

8-C. To promote the employment of consumers. 

GOAL 9: 

To work actively on lessening the stigma of mental illness and 
emotional disturbance. 

OBJECTIVES: 

9-A. To develop an anti-stigma campaign RFP, contract, and 
program. 

9-B. To integrate anti-stigma efforts throughout all 
activities of the Division ("persons with mental 
illness", etc., rather than "MI persons"). 

9-C. To involve state and local mental health advisory 
councils, other advisory groups, and special grant 
projects in promoting anti-stigma efforts. 
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PART A: OVERSIGHT OF ~LAN IM~LEMENTAT~ON 

1. Titles and agencies of individuals responsible for 
overseeing implementation of the Plan are shown in Appendix 
A. Responsibility for the operation of Regional Treatment 
Centers (RTCs) and Medical Assistance Program {Medicaid) is 
lodged with Assistant Commissioner Maria Gomez. Assistant 
Commissioner Barbara Kaufman is responsible for community­
based mental health services. The State Mental Health 
Advisory Council and its subcommittee relate directly to 
her. The Mental Health Division (MHD) is under the 
direction of Jerri Sudderth. Mental Health Division staff 
and their responsibilities are shown in Appendix B. 

2. Support for each of these functions is provided through 
state legislative appropriations. Funding for some MHD 
staff is providing through the federal Alcohol, Drug Abuse. 
and Mental Health Act block grant. 

3. Members of the State Mental Health Advisory Council and its 
Children's Subcommittee and their affiliations are listed in 
Appendix C. The Council and the Subcommittee each meet 
monthly, with additional meetings scheduled for task forces 
and work groups on specific issues. 

4. The Division Director of the Residential Program Management 
Division is a participant in the State Mental Health 
Advisory Council meetings. Larry Olson, M.D., Medical 
Director of the Willmar Regional Treatment Center is a 
regular member of that group. Members of the State Council 
and Children Subcommittees have provided input into the 
state Plan development process, as have representativ~s of 
the unions and the Minnesota Association of Mental Health 
Residential Facilities (community residential treatment 
providers). Representatives of affected unions (American 
Federation of State, County and Municipal Employees, 
Minnesota Association of Professional Employees, and 
Minnesota Nurses Association) are members of the task forces 
developing the two State-Operated Community Services for 
persons with mental illness (MI SOCS), as are staff from 
both the Willmar RTC and the Anoka Metro RTC. Input for 
·the OBRA-87 Alternative Disposition Planning Process has 
been solicited from providers of nursing facility services. 
Staff from Anoka Metro RTC have·cooperated in the planning 
for and implementation of the Anoka Alternatives project. 
Rule revision processes used by the Division include 
participation from both community-based service providers 
and RTCs. 
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PART B: IliPL_EMENTA'l'_IOH I>_ROGRES_S 

Federal Requirements and state ObjeQt~ves 

REQUIREMENT I. The establishment and implementation of an 
organized, comprehensive community-based system of care for 
severely mentally ill individuals 

1-A. To provide linkages and respond to requests for 
information, task force membership, etc., which expand knowledge, 
awareness and expertise in mental health issues. 

1-B. To achieve positive and innovative change in th~ planning 
and delivery of local mental health services .. 

3-A. To maximize the use of all available or develop new funding 
resources, including human resources, in the provision of mental 
health services. 

4-B. To reassess rule development and revision plans and 
develop/revise rules accordingly. 

4-F. To develop new high quality services for children with 
emotional disturbance. 

5-A. To define an appropriate array of services for adults and 
children. 

6-A. To develop state level inter- and intra-agency coordination 
for the development, implementation, and funding of mental health 
services. 

6-B. To assure that mental health service development and 
implementation is coordinated at the local level. 

7-C. To maximize all existing and/or develop new funding 
resources, including resources devoted to the RTCs, to assure 
that the diverse mental health needs of Minnesotans are 
incorporated. 

7-D. To target use of all available funding sources in providing 
services to diverse population groups. 

8-B. To assure involvement of families and consumers in the 
treatment process. 

a-c. To promote the employment of consumers. 

9-A. To develop an anti-stigma campaign RFP, contract, and 
program. 
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REQUIREMENT II. Specification of quantitative targets to be 
achieved 

2-A. To supervise counties in planning for and providing mental 
health services. 

3-B. To implement the new community mental health reporting 
system (CMHRS). 

3-C. To maintain and manage the computer resources of the 
Division to maximize staff efficiency and effectiveness. 

3-D. To implement effective methods to utilize available mental 
health data from MA/GAMC, RTCs, and other information systems. 

3-H. To implement statutory requirements for reporting 
children's residential treatment data. 

3-J. To begin to develop a separate and distinct State Human 
Resource Development Plan to include into the agency's State 
Mental Health Services Plan. 

3-K. To implement a minimum HRD data set which interfaces 
systematically with the organizational and client data sets. 

4-D. To enhance Division's capacity to evaluate service 
provision. 

6-A. To develop state level inter- and intra-agency coordination 
for the development, implementation, and funding of mental health 
services. · 

REQUIREMENT III. The description of services to be p~ovided 
to enable these individuals to have access to mental health 
services, including treatment, prevention, and rehabilitation 

2-A. To supervise counties in planning for and providing mental 
health services. 

9-A. To develop an anti-stigma campaign RFP, contract, and 
program. 

9-B •. To integrate anti-stigma efforts throughout all activities 
of the Division. 

REQUIREMENT IV. The description of services to be provided 
to enable these individuals to function outside of inpatient 
institutions 

2-C. To assist counties in identifying persons in need of 
services, including those identified in the nursing home 
screening process. 
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2-D. To supervise local mental health authorities in arranging 
for the safe and orderly discharge of persons with mental illness 
who are found to be inappropriately residing in nursing 
facilities. 
4-E. To determine the best methods for assuring that out-of-home 
placements of adults and children are appropriate and necessary. 

5-B. To promote community based services in the least 
restrictive environment that is clinically appropriate to the 
client's needs. To use information from assessments of RTC 
patients to actively plan for their community services needs. 

REQUIREMENT v. The reduction of the rate of hospitalization 
of these individuals 

2-A. To supervise counties in planning for and providing mental 
health services. 

2-B. To provide effective management for Rule 12 and Rule 14 
grants. 

4-C. To collaborate with Residential Program Management Division 
and DHS Transition Team (responsible for monitoring progress of 
RTC legislation passed in 1989) to enhance service quality in the 
Regional Treatment Center system and to promote continuity with 
community based services. , 

5-C. To assess current rules to determine the degree to which 
these promote increasing individual's levels of functioning and 
safety. 

REQUIREMENT VI. The provision of case management to each 
individual with severe, disabli~g mental illness who receives 
substantial amounts of public funds 

6-C. To assure individual case level coordination among service 
providers and clients. 

REQUIREMENT VII. The provision of a program of outreach to 
persons who are mentally ill and homeless 

7-A. To develop systems to identify underserved persons and 
populations or groups of persons in need of services. 

7-B. To assure that services for persons and populations or 
groups of persons with diverse mental health needs are 
appropriately addressed by the system. 

7-C. To maximize all existing and/or develop new funding 
resources, including resources devoted to the RTCs, to assure 
that the diverse mental health needs of Minnesotans are 
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incorporated. 

REQUIREMENT VIII. The provision of consultation with 
representatives of employees of various long-term care facilities 

3-E. To develop appropriate planning linkages with academic 
institutions, mental health service agencies, and other related 
agencies in order to encourage research into mental illness and 
effective treatment modalities, and promote appropriate training 
of the state mental health work force. 

REQUIREMENT IX. The use of state mental health planning 
councils for advice on the development of the mental health 
services plan 

1-C. To enhance leadership of state and local advisory councils. 

3-G. To maximize opportunities to plan service development 
systematically, based on client needs. 

8-A. To provide active outreach in order to elicit consumer 
input. 

9-C. To involve state and local mental health advisory councils, 
other advisory groups, and special grant projects in promoting 
anti-stigma efforts. 
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PART B:~IMPLEME_NTA'l'ION PROG_RESS -- Im121ementation __ Narratiye 

REQUIREMENT I. The establishment and implementation of an 
organized, comprehensive community-based system of care for 
severely mentally ill~individuals 

Overview: The Mental Health Division (MHD) is responsible for 
statewide implementation of the Comprehensive Adult and 
Children's Mental Health Acts (included as Appendix D), assuring 
high quality, cost-effective, and efficient services to persons 
with mental illness in Minnesota, with particular concern 
for the approximately 30,000 adults with serious and 
persistent mental illness and 58,000 children with severe 
emotional disturbance. This includes five primary statewide 
functions: standard setting, resource allocation/development, 
monitoring for compliance/evaluation, technical 
assistance/consultation, and statewide planning. 

1. Brief description of Initial Implementation Objective 
Identified in 9/89 Plan, under this Requirement. 

a. The original milestone: 1-A 

To provide linkages and respond to requests for information, task 
force membership, etc., which expand knowledge, awareness and 
expertise in mental health issues. 

b. description of whether the objective has been 
accomplished during the past year: 

Reports to the Legislature: Legislation passed in 1989 required 
the Mental Health Division (MHD) to prepare 19 different reports 
for the Minnesota Legislature regarding various statewide mental 
health issues as part of the "February 1990 Mental Health report 
to the Legislature". These included: The annual reports on the 
progress of implementation of the Comprehensive Adult and 
Children's Mental Health Acts; a study and recommendations of 
screening for residential and inpatient treatment; consolidated 
reporting recommendations; mental health information system 
status report; and a number of-reports on special initiatives. 
The MHD also assisted in preparation of the Legislative Auditor's 
major study of adult residential treatment, the Department of 
Health and Department of Human Services·' (OHS) joint study of 
board and lodging facilities, and the OHS report regarding 
Institutions for Mental Diseases. 

Task forces: Task forces were used 1) to provide general 
information (stage-setting); 2) for problem identification; and 
3) to address specific alternatives for problem resolution. 

In addition, the Division networked with other states to expand 
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the knowledge base and share information about programs, 
policies, etc. Information was shared with consumers, families, 
professionals, provider~, and others through numerous public 
speaking forums, through consultation with other states, and 
through participation in national surveys and other information 
gathering efforts around mental health issues. 

Data: Descriptive data was gathered on inpatient psychiatric 
patients and other populations indicating location, diagnosis, 
costs, services and other information. Data on compliance with 
major legislation (e.g., OBRA 1 87) was collected for multiple 
purposes: to assess compliance, as a basis for planning, and to 
provide a national picture of the progress and changes in the 
mandated area. The MHD also participated in a study of current 
patients at Regional Treatment Centers (RTCs, or state hospitals) 
which assessed mental and physical functioning. In addition, a 
parallel study is being completed on residents of community 
residential treatment facilities and participants in community 
support programs. The data obtained are being utilized in 
planning for community based service expansion. 

Collaborative Reports: The MHD coordinated its efforts with the 
Legislative Audit Commission for its December 1989 report 
"Community Residences for Adults with Mental Illness," and 
completed a mandated report with the Department of Health on 
methods of licensing and monitoring board and lodge facilities. 
These reports resulted in new legislation in 1990 and laid the 
groundwork for future community-based mental health service 
development. 

Technical Assistance: In 1989-90 the MHD's regional consultants 
provided technical assistance to counties to develop or continue 
community support programs (CSPs and other community-based. 
services) as needed. This technical assistance was ongoing, and, 
to the extent possible, tailored to the needs identified by 
counties in their mental health plans. Quarterly meetings were 
held in each of the five regions of the state for service 
providers. The content of these meetings was tailored to address 
needs identified in regions. In addition, technical assistance 
was provided to local mental health advisory councils. 

A highlight of this past year's technical assistance effort was a 
statewide, three-day conference (an annual CSP conference) 
attended by 447 participants, or 500 including staff and 
speakers. The·Division subsidized the attendance of one 
consumer, one local advisory council member, one county mental 
health contact person and one community support person from each 
of Minnesota's 87 counties. The purpose of this conference was 
to help provide essential orientation and training resou~ces. 
The conference program was designed to benefit staff, consumers 
and family members of those using CSP services, county social 
services agency personnel with mental health program 
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responsibilities, members of the local mental health advisory 
councils, and personnel from other community agencies. 

Regular availability of.training resources continues to be 
important to the development of an effective, comprehensive 
statewide system of CSP services. Training provided by means of 
a ,statewide conference increases the learning opportunities by 
bringing together both new and established CSP programs and new 
and experienced program personnel. The conference setting also 
provides a valuable opportunity to include program consumers, 
advisory council members and other community agency personnel 
also involved with CSP clients. 

The Division provided extensive technical assistance to counties 
as part of the review process following submission of their 
state-required Mental Health Plans. Technical assistance was one 
means of assisting counties in developing comprehensive plans for 
adult and children's services. The Division conducted a total of 
59 technical assistance workshops and 600 site visits to 
individual counties and providers in F.Y. 1990. In August, 1990, 
the Division reorganized to focus more on topic-based regional 
workshops and less on site visits to counties and individual 
providers. This may actually increase the total number of 
contacts and should improve the effectiveness and consistency of 
the Division's technical assistance. 

State Level Coordination of Children's Mental Health Services: 
Minnesota Statutes, section 245.4873, subdivision 1, directs 
coordination of the development and delivery of children's mental 
health services on the state and local levels. Subdivision 2 
requires the Departments of Human Services (DHS), Health, 
Education, State Planning, Corrections, and Commerce, along with 
a representative of the Minnesota District Judges Association 
Juvenile Committee, to meet at least quarterly through 1992 to: 
educate each agency about the policies, procedures, funding, and 
services in all agencies represented for children with emotional 
disturbances; develop mechanisms for interagency coordination on 
behalf of children with emotional disturbances; identify 
programmatic, policy or procedural barriers that interfere with 
delivery of mental health services for children with all agencies 
represented; recommend policy and procedural changes needed to 
facilitate the development and effective delivery of mental 
health services for children in the agencies represented; and 
identify mechanisms for better use of federal and state funding 
in the delivery of mental health services for children. 

Special Projects: Special projects frequently make extensive use 
of networking. For example, a project funded by NIMH, "CSP 
services for older adults with serious and persistent mental 
illness", coordinates health and social services on the local 
and state levels. on the local level, project staff have been 
involved with coordinating a network of service providers to 
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respond to the needs of' this target population and have held 
extensive educational programs for consumers and a wide range of 
providers in the county. At the state level, the State Project 
Director has established linkages with the Long Term Care, Aging, 
and Social Service Divisions within the Department as well as the 
gero-psychiatric sections of national associations and 
organizations. 

c. description of problems encountered: 

The original organization of the Division was based on providing 
training and technical assistance to counties and service 
providers. This proved a less than totally effective.method due 
to a lack of staff and the demands of reviewing Mental Health 
Plans, which favored using technical assistance as a means of 
resolving issues with programs having difficulties instead of as 
a proactive strategy. In addition, there was a lack of specialty 
expertise among available consultants. 

d. outcomes from the accomplishment, and whether these were 
what the State expected: 

MHD Reports to the Legislature: These reports resulted in new 
legislation in 1990 and laid the groundwork for future mental 
health service development. The new legislation included changes 
in the Mental Health Act regarding clarification of the case 
manager's responsibilities and timeline requirements for 
individual treatment plan development. 

Technical Assistance and Review of Mental County Health Plans: 
County Mental Health Plans were significantly improved through a 
process of review and technical assistance. 

Coordination/networking of providers of services to older p2eople 
in rural areas: Local mental health proposals have shown 
improvement in addressing the mental health needs of older adults 
in rural areas, but additional technical assistance is needed. 
Eight proposals for pilot projects in aging and mental illness 
were funded. 

ACTIVITY STATISTICS: F. Y. 90 F. Y. 91 F • "'i L _9_2 F ._Y ~93 

Number of technical 
assistance workshops 59 85 85 85 

No. site ·visits to 
individual counties 
and providers 600 400 400 400 

Responses to letters from 
legislators and public 130 130 130 130 
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e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 8 

2. Brief description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 1-B 

To achieve positive and innovative change in the planning and 
delivery of local mental health services. 

b. description of whether the objective was accomplished 
during the past year: 

Children's Services Legislation: Significant new legislation to 
meet the needs of children with emotional disturbance was 
introduced in the 1989 Legislature. The passage of that 
legislation has significantly increased the MHD's 
responsibilities. This legislation was designed to accomplish 
three primary goals: 1) Mandate a comprehensive set of services 
throughout the state so that all children, and their families, 
receive services based upon their individual level of need; 2) 
establish mechanisms at the state, local and individual case 
levels for coordination among agencies serving children with 
mental health needs and their families; and 3) establish advisory 
councils at the state and county levels, assuring input from 
former consumers, parents, providers, advocates, and others. 

Children's Special Projects: The OHS funded eight children's 
mental health demonstration projects, modeled after the CASSP 
(Child and Adolescent Service System Program of NIMH) framework 
of interagency coordination and service delivery. 

Adult Services Legislation: Legislation to substantially revise 
the nature and extent of adult services to persons with mental 
illness was introduced in the 1987 Legislature. The Adult Mental 
Health Act mandated a set of services based on best practice 
indicators so that service delivery to this population is 
considerably more comprehensive, flexible and community and 
consumer based than in the past. (See attachment for mandated 
services and implementation dates). Statewide implementation of 
one new service, case management services began Jan. 1, 1989 

Community Support Services:· The MHD's regional consultants 
provided technical assistance to counties to develop.or continue 
CSPs as needed.' This technical assistance and the opportunity 
for networking in a variety of settings has encouraged innovative 
planning. Local and state advisory councils met in the annual 
statewide CSP conference to discuss CSP services. By networking 
and sharing ideas with other counties and consumer 
representatives, counties have additional resources for 
problem-solving. Both new and experienced CSP staff were 
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involved, and the state funded a representative from the CSP, the 
county, the advisory council and consumers from each county (see 
program). Few states do this statewide without Federal dollars, 
underscoring Minnesota's commitment to the CSP program. 

Mental Health Plans: Broad representation is included in the 
review of county mental health plans, including the state 
Advisory Council, the Alliance for the Mentally Ill, the Mental 
Health Law project, the League of Women Voters, and the Mental 
Health Association, which increases the opportunity to use 
multiple perspectives statewide. State staff work with counties 
to improve and strengthen plans following completion of initial 
reviews. In 1990, state funds were delayed to eleven counties 
until substantial planning and service delivery issues were 
resolved with the assistance of state staff. 

Adult Special Projects: 1) Older adults. An NIMH funded 
project received by the State MHD and contracted to st. Louis 
County (Duluth, MN) which examined CSP services for older adults 
in rural areas developed, as part of this project, a service 
model aimed at statewide implementation. On the local level, the 
project has developed services geared to meet the needs of older 
adults, including older adult day treatment, respite care, adult 
day care, assisted living, and client advocacy with other health 
care providers. Eight pilot projects were funded by state monies 
to extend various aspects of the model into their (rural) 
communities. ' 

2) Compulsive gambling. The MHD has developed a program, 
following introduction of the lottery in Minnesota, for 
compulsive gambling which uses lottery monies to fund a toll-free 
hotline and training of providers of services to compulsive 
gamblers. The program draws upon existing resources, including 
those of other states with this. relatively new type of program. 

3) Underserved populations. Minnesota has many special 
projects for Native Americans with mental illness. In this, the 
refugee populations, and other underserved populations, the MHD 
has developed extensive linkages with other State agencies 
providing services to these persons. 

4) Anoka Alternatives Project. This project provides 
grants to counties using Anoka Metro RTC for the relocation of 
about 35 persons with mental illness to community settings. Uses 
of these funds include: Housing subsidies and support services 
to enable these individuals to live in their own homes; expanded 
staffing at existing programs to enable service to more difficult 
clients; and other services needed by these individuals to remain 
and function in their home communities. 

5) Homelessness. In SFY 90, eight grants serving 2,582 
persons with mental illness who were homeless were awarded. In 
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addition to assessment, meeting basic needs and attempting to 
move the person and the needed mental health services toward each 
other, the MHD asked rural counties to focus further on persons 
with mental illness at risk of homelessness as well as on 
homeless, mentally ill migrant workers, and urban areas to have 
more of their clients accept county mental health case management 
on an on-going basis. 

c. description of problems encountered: 

Promoting the major system changes mandated by. the 1987 
legislation with a minimal amount of start-up time has 
significantly increased the workload of the Division, counties 
and providers. It has also increased tensions between counties, 
providers and the state while new roles and responsibilities were 
being sorted out. 

Children's Services: The amount of funding provided by the 
Legislature covered only one new position in State Fiscal Year 
(SFY) 1990, with a second position provided through salary 
savings in the second half of SFY 1990. The lack of staff, 
combined with the review of county biennial Children's Mental 
Health Plans, severely limited efforts to develop and implement 
services and to provide much-requested technical assistance to 
counties. It is also difficult to find parents and former 
consumers to participate in local advisory councils. 

d. outcomes from the accomplishment, and whether these were 
what the State expected: 

Counties have successfully completed the biennial adult and 
children's mental health planning processes. 
Eight older adult pilot projects were funded in rural.areas. 
A compulsive gambling program was developed. 
Planning for children's services was initiated. 
Eight Children's Mental Health Service Demonstration 
Projects were continued with ADM block grant funds. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 14 

3. Brief description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 3-A 

To maximize the use of all available or develop new funding 
resources, including human resources, in the provision of mental 
health services. 

b. description of whether the objective was accomplished 
during the past year: 
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New Federal Funding Resources: The Division obtained two new 
grants from the National Institute of Mental Health totaling over 
$600,000 for a three-year period: One for mental health 
statistics improvement and another for mental health human 
resource development. A third small grant ($5,000) obtained by 
the MHD and the Chemical Dependency Division is providing for a 
statewide conference on adolescent dual diagnosis (MI/CD) issues. 
The Mental Health Statistics Improvement Project is funded by a 
three-year NIMH grant to improve the State's mental health data 
system (see Requirement II, 3-B). 

Special State Projects: The Legislature provided, for the first 
time, a one million dollar appropriation for specialized mental 
health needs and services, pilot projects and training which 
cannot be funded through other funding sources, but which 
are necessary to the implementation of the Comprehensive Mental 
Health Act. These funds have been used for: A state-wide public 
education campaign to reduce the stigma of mental illness; 
housing support services demonstration projects; technical 
assistance for counties and providers; mental health information 
system operating costs; a statewide community client assessment 
survey; State Mental Health Advisory Council expenses; rule 
development; and a legislatively mandated program to provide 
camping activities for persons with mental illness. Lottery 
funds were used for the development of a compulsive gambling 
program. Due to the State budget deficit, the 1990 Legislature 
cut $153,000 from the FY 1991 appropriation. These were funds 
that had been used for the continuing public education campaign. 

ACTIVITY STATISTic·s: F.Y. 90 F.Y 91 F.Y. 92 F~Y. 93 

Number of grants awarded 
by DHS 213 252 238. · 238 

Federal grant applications 
submitted 7 7 7 7 

Prevention: A proposal developed by the MHD, the Department's 
Community Resource. Deve.lopment Division,_ and several local 
organizations and school districts requests funding for a 
mentoring program for children. This program, if funded, will 
train and then pair adolescents with at-risk younger children in 
an attempt to prevent symptoms of emotional disturbance •.. 

Downsizing Institutions for Mental Disease (IMDs): The MHD took 
part in several efforts to determine how t~ provide more 
normalized living arrangements for persons with mental illness 
more effectively. These include continued efforts to address 
federal regulations declaring some residential facilities 
Institutions for Mental Diseases (IMDs). (Persons living in 
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facilities with more than 16 beds that provide mental health care 
are not eligible for Medical Assistance). All Rule 36 
(community residential) facilities with more than 16 beds have 
been classified as IMDs. All residents of IMDs under age 65 are 
ineligible for all Medical Assistance services, including 
doctor's visits, dental care, and drugs. Although the 1989 
Legislature approved expanded General Assistance Medical Care 
(GAMC) coverage for such persons, the Mental Health Division is 
working with individual facilities to reduce their size to 16 
beds or less. This change not only restores Medical Assistance 
benefits, but also has a positive impact on the facilities' 
program. Since January 1989, the Division has successfully 
assisted 6 counties in downsizing 9 facilities from a total of 
187 beds down to 144 beds for the 9 facilities. The Division has 
also developed a long-term IMO downsizing plan which is expected 
to significantly decrease the number of nursing facility and 
residential treatment facilities classified as IMDs over the next 
two years. 

Nursing Home Alternatives: The 1989 Legislature provided special 
funding for community alternatives for _persons with mental 
illness who do not need nursing facility level of care and who 
are required to move from (or cannot be admitted to) nursing 
homes due to new federal requirements. These funds are intended 
to implement the mental health portion of the Nursing Home Reform 
Act in the federal Omnibus Budget and Reconciliation Act of 1987 
(P.L. 100-203) by supplementing other available funding for 
community services. These changes were to be effective January 
1, 1989 and were to have been completed by April 1, 1990. 
Minnesota submitted an Alternative Disposition Plan (ADP) which 
was approved, allowing phased relocation over a two and a half 
year period, ending June 30, 1992. A state appropriation is 
currently being utilized to assist counties in developing 
appropriate alternative services for individuals relocated from 
nursing facilities under OBRA regulations. 

Anoka Alternatives: The 1990 Legislature provided a one-time 
appropriation of $500,000 for community alternatives for about 35 
persons with mental illness who are ready for discharge from the 
Anoka Metro Regional Treatment Center, but for whom there are 
insufficient services in the community. Grants to counties 
utilizing the Anoka facility have been awarded and the first 
patients have been relocated to appropriate community 
alternatives. 

A 

Children's Services: The 1989 Legislature's appropriations for 
the 1990-91 biennium included $2.3 million in new state funds for 
children's mental health services. (These funds were 
subsequently cut to $900,000.) A study of mental health services 
provided to children under MA was undertaken to assist in 
implementing services through the Children's Health Plan. The 
outcome of this project and a mandated study of current mental 
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health funding to be completed over the next year will direct 
future funding requests. Additional funding will be necessary 
before the Comprehensive Children's Mental Health Act is 
implemented. 

Current OHS estimates are that the Legislature will need to 
appropriate $27 million in the next biennium to fund newly 
mandated children's mental health services. The Department has 
developed mechanisms to serve children with severe emotional 
disturbance who are not currently MA eligible through the TEFRA 
(Children's Health Care Option) MA option. Availability of that 
payment option was made known to counties in August, 1990. 

Family Community Support Grants: The 1989 Legislature provided a 
new appropriation of $500,000 to begin family community support 
services, as mandated in the Comprehensive Children's Mental 
Health Act of 1989. The appropriation was intended to fund three 
months of service, from April 1991 through June 1991. Faced with 
a budget deficit in 1990, the 1990 Legislature reduced that 
appropriation to $300,000. The 1990 appropriation bill requires 
that the 1992-1993 biennial budget base funding level for this 
grant be a straight line annualization of the fiscal year 1991 
appropriation. 

Since the FY 1991 appropriation is for three months, $1,200,000 
per year has been included in the budget base for FY 1992-1993. 
The Department has developed specific guidelines for these new 
funds in the form of a request for proposal sent to all counties 
in the fall of 1990. Applications from counties will be reviewed 
during February 1991, with grants awarded during March 1991. 
Counties are required to coordinate these funds with other 
available services and funding sources. 

Community Support Program Reallocation: The Governor submitted 
to the 1989 Legislature a request to expand funding for CSPs so 
that each county would receive a minimum of $50,000 or $1.80 per 
capita in state funding, compared to last year's minimum of 
$25,000 per county or $1.00 per capita. Funding was approved for 
a minimum of $40,000 per county or $1.65 per capita. 
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state Grants Administered Directly by 
the State Mental Health Department 

Grant Type: F.Y. 90 
(Dollars in thousands) 

Adult Residential $11,144 
Community Support 8,492 
Nursing Home Alternatives 11 

Special Projects 500 
Anoka Alternatives 0 
Family Community Support 0 

Compulsive Gambling 300 

TOTAL: $20,447 

F.Y. 91 

$11,445 
9,452 
2,188 

347 
500 
300 

300 

$24,532 

A total of $1,993,000 in new state funds for mental health 
services was approved for FY 90, and $6,552,000 in FY 91 (this 
includes some funds administered by other Divisions, e.g., as 
part of Medical Assistance). Increases over the two years are 
primarily due to increases in children's mental health funding, 
nursing home alternatives funding, and Rule 12/14 increases 
(including Rule 14 housing support projects, changes in the Rule 
14 formula and others). (See Appendix D, Final Budget: New 
Funds for Mental Health Services) 

Future Directions: The Division has awarded a contract for a 
wage equity study of community care providers. A problematic 
issue in this regard is the need to increase Rule 12 grants if 
pay increases are recommended. This issue was addressed in the 
Legislative Auditor's study of community residential faciiities. 

New services under discussion in the Division as of July 31, 
1990, include: an MA option for state operated community 
services (SOCS) for children with severe emotional disturbance; 
case management services for children with severe emotional 
disturbance as a covered MA service; and mental health 
rehabilitation services as a covered MA service for both children 
and adults. This would provide ongoing federal participation in 
funding for components of certain services mandated by the 
Comprehensive Children's and Adult Mental Health Acts. 

Human_Resources 

Public-Academic Liaison Initiative: A public/academic liaison is 
essential in improving the quality of services to persons with 
mental illness; therefore, the Comprehensive Mental Health Act 
was amended to include a Public Academic Liaison Initiative 
(PALI). The Department is charged with establishing "a 
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public/academic liaison initiative to coordinate and develop 
brain research and education and training opportunities for 
mental health professionals in order to improve the quality of 
staffing and provide state-of-the-art service to residents in 
Regional Treatment Centers and other state facilities (M.S. 
245.4861 subd. 1)." 

PALI is to include programs which: 

--encourage and coordinate joint research efforts between 
academic research institutions and RTCs, community mental health 
centers, and other organizations conducting research on mental 
illness or working with individuals who are mentally ill; 
--sponsor and conduct basic research on mental illness and 
applied research on existing treatment models and community 
support programs; 
--seek to obtain grants for research on mental illness; 
--develop and provide grants for training, internship, 
scholarship, and fellowship programs for mental health 
professionals in an effort to combine academic education with 
practical experience, and to increase the number of professionals 
working within the state. 

No appropriation was made for the Public Academic Liaison 
Initiative in 1989. Therefore, no new activities could be 
started. However, many ongoing MHD activities, as well as new 
activities funded by the NIMH Human Resource Development (HRD) 
capacity building grant facilitate this public/academic liaison. 

Many linkages already exist between the Department and higher 
education; these linkages can provide a model or basis ·for a more 
comprehensive approach to a public/academic liaison initiative. 
Examples of existing linkages that relate to the outcomes 
specified in the PALI legislation are: 

- DHS's Institutional Review Board (IRB), with 
representatives from Minnesota's medical schools, DHS, and such 
organizations as the Institute for Disability studies and the 
Minnesota Hospital Association, advocates for research within the 
RTCs. Its membership affords some liaison capacity between DHS 
and academic institutions interested in researching the 
biological origins of and treatment for mental illness. 

- The ·DHS's Affirmative Action Office has developed 
recruiting-relationships with colleges and universities with 
traditionally minority enrollees throughout the country. The 
Minority Recruitment Shortage Occupation Project has focused on 
the occupational roles in the areas of occupational therapy, 
physical therapy, and speech pathology. ,The Project has placed 
student interns in both Brainerd Regional Human Services Center 
and Fergus Falls Regional Treatment Center. 
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- University representatives are on a variety of advisory 
groups including the HRD Project; Compulsive Gambling; Case 
Management; and Rule 36 revision. 

- During the past year there have been several efforts to 
link with the University of Minnesota in the area of research and 
research grants. A number of grant applications were submitted 
to NIMH which were joint efforts on the part of the University 
and the MHD; the OHS contracted with the University for a follow­
up survey of gambling behaviors for the Division's compulsive 
gambling project and for assistance with gathering baseline and 
prevalence data on adolescents and adults at highest risk; and 
OHS has lent its support to other efforts on the part of the 
University or other academic institutions. 

HRD Project: OHS received a grant from the National Institute of 
Mental Health (NIMH) for Capacity Building in Human Resource 
Development in October, 1989 •. This project has four main goals, 
one of which is to develop appropriate planning linkages with 
academic institutions, mental health service agencies and other 
related agencies. The expected outcomes of the Human Resource 
Development (HRD) Project are consistent with the goals of PALI. 

Approximately one third of the project's advisory group is from 
the academic sector, with representatives from the University of 
Minnesota School of Nursing and Dept. of Social Work, and the 
Higher Education Coordinating Board. Although line items related 
to the public/academic collaboration aspects of the project at 
only 35% of requested levels, the funding is a start. These 
funds are to be used to engage faculty in planning, implementing, 
and evaluating the collaboration in education, services, and 
research. 

OHS has received approval for assistance from the 
State/University Collaboration ~roject (SUCP), a joint effort of 
the Pew Memorial Trust and the American Psychiatric Association. 
The SUCP offers in-depth consultative services to states wishing 
to develop or enhance existing state/university collaborations. 
The SUCP also conducts regional workshops designed to assist in 
creating or expanding collaborative efforts between state mental 
health departments and departments of psychiatry. The Screening 
Committee held a regional workshop June, 21-22, 1990 in 
Minneapolis. While the SUCP focus on psychiatry is far narrower 
in scope than the collaboration envisioned by either PALI or HRD, 
it may form the basis for more extensive collaboration with the 
academic system. 

1) A human resource development (HRD) capacity building project 
has been initiated. The project is designed to develop the 
following resources: 

- Administrative functions to oversee the process 
- Data capacity to monitor the mental health service force 
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- Development of planning linkages with relevant academic 
institutions 

- Development of an HRD plan, including a focal point for 
HRD administration 

The following has been accomplished to date: 

Administrative functions: A project director has been 
hired; this position will terminate at the end of the HRD grant 
funds. Preliminary discussions have been initiated by the 
project director with the relevant divisions involved in HRD 
(Personnel, Resident Program Management and Mental Health) in 
order to prepare for a mechanism which will establish 
administrative functions by spring, 1992. 

Data capacity: An explicit data set which is part of the 
federal Mental Health Statistics Improvement Project (MHSIP, a 
subset of 23 basic data elements recommended by NIMH) exists to 
provide very basic HRD data. The research data capacity in the 
OHS is currently being assessed in order to determine the data 
which is usable and accessible in the system and that which is 
needed beyond the current information. For example, Rule 12 and 
Rule 14 data is collected by the Mental Health Division, 
Licensing collects Rule 29 outpatient clinic compliance data 
(which is not computerized in a manner usable to the MHD), 
Personnel collects county data on mental health workers, Medical 
Assistance has another system, and so forth. 

Planning linkages: Planning linkages with relevant academic 
institutions in order to address common problems (e.g., rural 
staff shortages, graduates with little training in specific areas 
of mental health) have been developed with the Department of 
Health, Health Occupations area of the Health Systems Division. 
The Minnesota legislature mandated a study of rural health 
professionals in order to identify ways to encourage more rural 
health professionals and to identify areas of shortage by number 
and type of professional. The proposal was written with a 
primary medicine influence. The MHD has been encouraging 
inclusion of mental health areas as well. The results are to be 
available for the next legislative session. 

HRD plan: The project Advisory Group, with representative 
from academic institutions, is currently doing the preliminary 
work required to develop an HRD plan. They have formed two 
sub-work groups, 1) education and training, and 2) standards and 
regulations (and how these affect the work force capability). A 
third subgroup on how to develop a focal point for HRD 
administration is being considered. 

Currently, they are working on a survey of academic institutions 
on their capacity to prepare graduates in mental health-related 
service areas, the content of their curriculum, the kind of 
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practical experience included in the curriculum (internships, 
etc.), their openness to increased collaboration with the MHD, 
etc. These data and the linkages formed in obtaining these data 
will form the basis for inter-organizational linkages. 

2) A PEW Memorial Trust Fund - American Psychiatric Association 
application for increased collaboration between the University 
of Minnesota, Department of Psychiatry and the State MHD was 
recently approved. This project is centrally concerned with 
increasing linkages between the MHD and academic training 
institutions. This application provides for in-depth 
consultation from experts from a state with greater experience 
with such collaborative efforts. The consultation will be used 
by project staff to develop a proposal for residency training in 
public psychiatry (e.g., Regional Treatment Centers, Community 
Mental Health Centers, or other CSPs). Approximately 20 persons 
will be involved in the all-day consultation, projected to be in 
Oct9ber, 1990. The model adopted for increased collaboration 
with the Department of Psychiatry is similar to that which might 
be attempted on a broader scale with other departments' training 
staff in mental health areas, such as psychology, social work, 
nursing, occupational therapy and others. 

c. description of problems encountered: 

Budget: The Governor requested a total of $11,028,000 in new 
funding for mental health services for FY 90 and FY 91 combined. 
The Legislature approved only $8,545,000 due to the State budget 
deficit, with the cuts being primarily in children's services, 
Mental Health Division staff and expansion of the CSP program 
(Rule 14 formula change). Growth of CSPs in all 87 counties is 
proceeding at a slightly lower rate than expected because of the 
reduced funding levels in the appropriation. Development of an 
appropriate array of children's mental health services is also 
delayed due to concern over availability of state service 
funding~ 

HRD: Project funds were available in September, 1989. Delays in 
hiring staff have slowed the HRD project, but funds are available 
from the late start. The Project Director was not hired until 
December, 1989 and the second position, the Project Analyst, who 
is involved in developing a needs assessment to supplement 
planning, was not hired until August, 1990. 

Establishing administrative oversight requires coordination 
between the Personnel Division, the Research Program Management 
Division and the Mental Health Division. An assigned focal point 
for responsibility within DHS is needed, but this probably will 
not be located within any of the individual Divisions involved, 
which complicates the establishment of this position. 
Development of a focal point is not due to be completed until 
spring, 1992. 
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Survey development is slightly behind schedule due to hiring 
delays. Development of an HRD plan is difficult prior to 
development of the data capability (this is not due until 1992). 

d. Outcomes from the accomplishment, and whether these were 
what the State expected: 

Both the HRD and the PEW/APA projects are in the initial 
stages, and hence there are no outcomes at this time. 
Implementation of CSPs statewide is proceeding. New funds have 
been procured for the new Children's Mental Health Act, but at 
far below the level requested. Funding across a variety of 
programs, both Federal and state, has been reduced, thus 
hampering program development, state funding of grants and 
technical assistance efforts. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 4 

4. Brief description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 4-B 

To reassess rule development and revision plans and 
develop/revise rules accordingly. 

b. description of whether the objective was accomplished 
during the past year: 

A significant amount of rule revision is in process at this time 
which is expected to have a major effect upon the way in which 
mental health services are delivered in the State. Current 
priorities and activities include: 

Rule 14 (community services) revisions have been drafted as two 
rules, one encompassing funding and the other standards. These 
are expected to be promulgated in late spring, 1991. 

Rule 36 (residential treatment) is currently under revision. It 
will be changed so that it will be a rule to look at 
rehabilitation services in residential settings which does not 
tie the service to a particular setting (services can be 
delivered in any residence with 24 hour supervision). 
Promulgation is ·expected by fall, 1991. 

Rule 5 (licensing for children's residential treatment) was 
written in 1971, and does not reflect current standards. 
Revision of this rule is considered critical. The MHD is looking 
at incorporating JCAHO standards into the Rule, to the extent 
that this is feasible. Discussion at this point is preliminary, 
but revision is expected to take about two years from this date. 
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Rule 74 (adult case management) has not been opened for revision 
yet, but the Division has established a Rule 74 Implementation 
Committee, including county and provider staff. Some of the 
assumptions made in the original Rule with respect to billing and 
hours of services are being examined through surveys of county 
staff and providers of case management services to determine the 
ex~ent and nature of the disparities between the Rule 
requirements and present realities. The focus is on the 
payment/billing system and the assumptions underlying them. For 
example, case managers spend more time in travel to reach the 
client than was anticipated, and, in urban counties, case 
managers are senior social workers, and hence the county is not 
reimbursed enough to hire new case managers, caseloads are very 
high, paperwork increases and client contact time decreases per 
worker. Issues regarding the case management model will be 
addressed later. 

Rule 29 (approval for third party reimbursement of services 
provided by community mental health centers and clinics) revision 
is underway, with the assistance of an advisory group. Standards 
for approval are being revised to reflect contemporary 
professional standards. Promulgation is expected by April, 1991. 

Mental Health Funding Integration: OHS recognizes that the 
current system of categorical funding may "push" clients towards 
certain services or certain living arrangements, sometimes 
contrary to clients' needs, and sometimes contrary to cost 
effective treatment. Minnesota Statutes, section 245.463, 
subdivision 3, requires OHS to review funding for mental health 
services and make recommendations to the Legislature for any 
changes needed by January 31, 1991. During the coming year, MHD 
plans to develop separate proposals for adult and children's 
funds, in recognition of the very different needs of adult$ and 
children, and the very different service systems involved. Pilot 
projects will probably be proposed for 1992, with potential 
statewide implementation in 1993. 

c. description of problems encountered: 

Under the Administrative Procedures Act (Minnesota legislation), 
Rule revision takes a minimum of 18 months. If the Rule is 
complex or if the Division is overloaded with other 
responsibilities, this period is longer. Work on a case 
management rule for children with serious emotional disturbance 
is delayed due to lack of staff within the MHD. 

The integrated funding workplan is contingent on the Department's 
commitment of sufficient staff resources and on Departmental 
approval of the concept. 

d. Outcomes from the accomplishment, and whether these were 
what the State expected: 
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Two major rules have undergone revision and will be promulgated 
in the spring. Input has been extensive and the revised rules 
reflect current standards. Work on other rules is continuing. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 3 

5. Brief description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 4-F 

To develop new high quality services for children with emotional 
disturbance. 

b. description of whether the objective was accomplished 
during the past year: 

State Level Funding: The 1989 Legislature appropriated two staff 
positions for children's mental health planning within DHS. 
(This included replacement funding for an existing position 
originally financed by temporary federal funds.) Because the 
amount of funding provided covered only one position, the second 
position could only be filled through salary savings in the 
second half of SFY 1990. 

Planning for Early Identification and Intervention: Minnesota 
Statutes require inclusion of recommendations to provide 
coordinated, interdepartmental efforts to ensure early 
identification and intervention (EI/I) for children with, or at 
risk of developing, emotional disturbance. 

As a preliminary step in the development of an EI/I system, the 
MHD, in cooperation with the Minnesota Department of Education, 
sponsored a multi-agency collaborative planning effort to design 
a system of EI/I services which would identify children who are 
at risk of needing or who need mental health services; and offer 
prevention and treatment to each child who is identified as 
needing mental health services. 

The objectives of this planning activity were to: 

identify the agencies, systems, and programs currently 
conducting EI/I activities; 
reach a consensus on a working definition of EI/I; 
define the critical components of a system of EI/I; and 
strategize the processes and methods to effectively reach and 
identify children at risk of emotional disturbance. 

The group identified key principles underlying a comprehensive, 
quality system of EI/I. These included: Child and family 
centered; multidisciplinary in nature; varied in service setting; 
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community-based; flexible in design to meet the unique needs of 
individual children and families; accessible, affordable, and 
accountable; valid and reliable; and provided by competent 
individuals. 

Twelve key issues or components were identified by the group as 
integral to the development of an EI/I system: Professional 
training/continuing education; resource information 
dissemination; service coordination; data privacy and data 
management; identification and screening; systems evaluation; 
funding; public education; geographical accessibility; 
administrative functions; intake functions and processes; and 
technical assistance. 

Preliminary recommendations of the group included: 

- The need to identify currently existing resources for early 
identification and intervention within the state and 
nationally, including existing agencies and programs which 
conduct screening activities as well as screening tools 
currently in use; 

- The need to build capacity and child mental health 
professional expertise within and across systems; 

- The need for continued collaborative planning to pursue 
resource identification, methods of service development, and 
a targeted schedule of service implementation; and 

- The need for all communities to promote sound mental health 
as a top priority for its children. 

Several members of the initial planning group are willing and 
interested in participating in an ongoing work group to carry out 
the next steps in system development. 

In addition, MHD staff, with assistance from mental health 
professionals, published a handbook for use within children's 
systems of care for identification of children at risk of or 
exhibiting early symptoms of emotional disturbance. 

State Level Coordination: Minnesota Statutes, section 245.4873, 
subdivision 1, directs the coordination of the development and 
delivery of children's mental health services on the state and 
local levels " ••• to assure the availability of services to meet 
the mental health needs of children in a cost-effective manner." 
Subdivision 2 requires the Departments of Human Services, Health, 
Education, State Planning, Corrections, and Commerce, along with 
a representative of the Minnesota District Judges Association 
Juvenile Committee, to meet at least quarterly through 1992 to: 

• Educate each agency about the policies, procedures, funding, 
and services in all agencies represented for children with 
emotional disturbances; 

• Develop mechanisms for interagency coordination on behalf of 
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children with emotional disturbances; 
• Identify programmatic, policy or procedural barriers that 

interfere with delivery of mental health services for children 
with all agencies represented; 

. Recommend policy and procedural changes needed to facilitate 
the development and effective delivery of mental health 
services for children in the agencies represented; and 

• Identify mechanisms for better use of federal and state funding 
in the delivery of mental health services for children. 

This interagency group met quarterly as planned to address these 
issues and make interdepartmental recommendations during state 
fiscal year 1990; during SFY 1991, meetings are scheduled 
monthly. 

Local Coordinating Councils: (See Requirement I, Objective 6-B) 
These local councils have met- to assess local needs and are 
working to assure that local services address the identified 
needs. 

Assistance to Families: A new grant program for family community 
support services is being implemented in F.Y. 1991, as directed 
by the Legislature. 

c. description of problems encountered: 

In 1989, $2.3 million was allocated in new state funding for 
children's services. This was cut back to $900,000 in 1990. 
These budgetary cuts have had major implications for progress on 
this item. Four state level positions were recommended by the 
Governor, but only two positions were approved by the 
legislature. The family community support pilot project 
originally was funded for $500,000, but funds were reduced. to 
$300,000; professional home-bas~d family services was funded at 
$750,000, but is now $367,000; therapeutic support of foster care 
was $460,000 was eliminated; outpatient mental health coverage·· 
under the Children's Health Plan was cut from $500,000 to 
$200,000. The implications of budgetary and staffing constraints 
include postponement of case management services for children as 
well as delays in the development of therapeutic support of 
foster care programs. Overall, development of children's 
services has been seriously delayed due to minimal funding for 
both staff and services in this area. 

Mental health professionals with training to address the , 
treatment needs of children with emotional disturbance are 
lacking in many parts of the states. 

d. outcomes from the accomplishment, and whether these were 
what the State expected: 
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Recommendations from the State Interagency Coordination group are 
being included in legislative proposals of the DHS and the 
Department of Education. These include strengthening EI/I 
functions of local coordinating councils and demonstration 
funding for service projects which have co-location as a goal. 
In addition, training recommendations have been included in the 
Division workplan for SFY 91. The first phase of a study of 
multi-system funding, to be conducted by the Department of 
Education, is currently underway. 

The publication on symptoms and risk predictors of emotional 
disturbance has been widely distributed within the social 
services, mental health, health, corrections, and educational 
service systems. Due to acceptance of and demand for this 
publication, it has been reprinted twice since being made 
available in January, 1990. The volume will be extracted in a 
brochure to be published in spring, 1991. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 14 

6. Brief description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 5-A 

To define an appropriate array of services for adults and 
children. 

b. description of whether the objective was accomplished 
during the past year: 

The array of services mandated for adults and children and.how 
they are to be provided are described in the Comprehensive Adult 
and Children's Mental Health Acts (see Appendix E). 

Children's Services: New legislation to meet the needs of 
children with emotional disturbance was introduced in the 1989 
Legislature. The passage of that legislation has significantly 
increased the MHD's responsibilities for planning, standard 
setting, and technical assistance. Since January, 1988, four 
major efforts have taken place to build a children's mental 
health system. The 1988 Legislature established a mission for 
children's mental health services which set the stage for 1989 
legislative action. In 1989, the Comprehensive Children's Mental 
Health Act was passed, mandating a comprehensive and coordinated 
delivery system to be in place by 1992. 

The Act required counties to submit their first biennial 
children's mental health plans in November, 1989, and mandated a 
comprehensive set of services throughout the state, to be phased 
in over 2 1/2 years, so that all children and their families 
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receive services based upon their individual level of need. 
Finally, the OHS funded eight demonstration projects which are 
modeled after the CASSP (Child and Adolescent Service System 
Program of NIMH) framework of interagency coordination and 
service delivery. These four efforts form the foundation for 
future Department work on children's mental health. 

c. description- of problems encountered: 

The reduction in funding for children's mental health services 
due to the state deficit has seriously hampered development 
efforts in this area (see Requirement I, Objective 4-B). 

d. Outcomes from the accomplishment, and whether these were 
what the State expected: 

Services for adults are well-defined and new models of 
implementation are underway, as exemplified by the Anoka 
Alternatives and State OBRA-87 services project (the latter 
funding is available statewide). 

The Division worked with Children's Health Plan staff to set 
parameters and funding mechanisms for outpatient services which 
started 7-1-90. A task force finished preliminary definitions of 
early identification and intervention. MHD staff worked with 
staff from the Children's Services Division to include mental 
health services in a demonstration of family-based in-home crisis 
services. Funding for these one year projects has been awarded. 
Work continues on defining both professional Home-based Services 
and Family Community Support Services. The RFP for the latter 
will be available.in the fall of 1990. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 1 

7. Brief description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 6-A 

6-A. To develop state level inter- and intra-agency coordination 
for the development, implementation, and funding of mental health 
services. 

b. description of whether the objective was accomplished 
during the past year: 

Comprehensive Children's Mental Health Act: The 1989 legislation 
was designed to accomplish, among other goals, the establishment 
of mechanisms at the state, local and individual case levels for 
coordination among agencies serving children with mental health 
needs and their families; and the establishment of advisory 
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councils at the state and county levels, assuring input from 
former consumers, parents, providers, advocates, and others. 
State level coordination is provided by the required interagency 
group defined in Minnesota Statutes 245.4873. 

Commissioners' representatives of the State Departments of Human 
Services, Education, Health, Corrections, State Planning, 
Commerce and others, along with a representative of the Minnesota 
District Judges Association, have met quarterly since the end of 
the 1989 legislative session in order to design a system which 
would identify children at risk or who need mental health 
services and offer prevention and treatment. Highlights of their 
recommendations include: Provision of training for multi-system 
service providers; establishment across Departments of commonly 
defined eligibility criteria for programs; studying of pooled 
funding to enhance access to resources and eliminate duplicative 
requirements; and state development of model interagency 
agreements to promote the provision of early identification and 
intervention services on the local level. 

Other Coordination: The MHD has participated in numerous other 
efforts to ensure state-level coordination with affected parties. 
The employability component of community support services is 
closely coordinated with services available through the 
Department of Jobs and Training, Division of Rehabilitation 
Services (DRS). The MHD coordinated its efforts with the 
Department of Health on a study and report of methods of 
licensing and monitoring board and lodge facilities. The MHD 
expects to be able to link with the Health Department in 
licensing facilities requiring clinical oversight with respect to 
appropriate expectations regarding staff training, coordination 
of training and similar issues. The MHD has recently begun 
participating with representatives of other agencies and interest 
groups in the formal state Transition Interagency Council. This 
group addresses issues related to the transition of children with 
disabilities to adult service systems. 

At the present time, there are a minimum of 21 task forces, 
advisory groups and/or committees in which the MHD is centrally 
involved. These involve a variety of state level inter- and 
intra-departmental coordination efforts for the development, 
implementation and funding of mental health services. In most 
cases, other agencies and organizations are also involved. These 
groups include the following: 

The State Mental Health Advisory Council; 
Children's Mental Health Subcommittee; 
Case Management Implementation Group; 
Rule 14 Advisory Committee; 
Rule 36 Advisory Committee; 
Rule 74 Implementation Committee; 
Rule 29 Advisory Committee; 

33 



MHSIP Management Committee; 
MHSIP Technical Committee; 
Indian Mental Health Advisory Committee; 
Refugee Mental Health Advisory Committee; 
HRD Advisory Committee; 
Compulsive Gambling Advisory Committee; 
Home-Based Services Work Group; 

' Early Identification/Intervention Work Group; 
Children's Case Management Work Group; 
Adult Screening Task Force for Residential and Inpatient 

Treatment Services; 
Children's Screening Task Force for Residential and 

Inpatient Treatment Services; 
Training Subgroup on Children's Mental Health; 
State Interagency Coordinating Group; and 
State Transition Interagency council 

A new Children's Case Management Work Group is to be established 
in September of 1990. 

Public/Academic Liaison Initiative: Although no appropriation 
was made for the Public/Academic Liaison Initiative (PALI), the 
MHD did receive in November 1989 a limited grant from the 
National Institute of Mental Health for Human Resource 
Development (HRD) capacity building. The HRD grant allows for 
some activities called for in the Minnesota PALI legislation. 
Because the HRD grant was received late in the year, initial 
efforts have focused upon the development of an advisory 
committee to the project and the initiation of ties to the state 
university system, Higher Education Coordinating Board, and 
professional societies and organizations. While the HRD project 
will, over three years, focus on issues related to the supply, 
education, and training of mental health professionals, these 
efforts will create opportunities to coordinate specific research 
efforts with the University of Minnesota. 

Special' Projects: Special projects in the area of aging and 
mental health have used collaborative mechanisms to extend 
demonstration projects to other counties. At the State level, 
the State Project Director, in collaboration with the Long Term 
Care Division and the Quality Assurance and Review Section of the 
Minnesota Health Departments, developed mental health screening 
components for incorporation to pre-existing instruments that 
were in compliance with the federal OBRA legislation. The State 
Project Director has also established linkages with the Long Term 
Care, Aging, and Social Service Divisions within the Department 
as well as the gero-psychiatric sections of national associations 
and organizations. 

The MHD and the Refugee and Immigrant Assistance Division signed 
an agreement to share supervision and coordination of the state 
funds available for social adjustment/mental health programs 

34 



($150,000) in SFY 1991~ The OHS funded eight demonstration 
projects which are modeled after the CASSP (Child and Adolescent 
Service System Program of NIMH) framework of interagency 
coordination and service delivery. The MHD funds a newsletter 
produced by the demonstration counties which assists in the 
coordination of efforts to develop children's mental health 
services. 

c. description of problems encountered: 

Coordination with other entities is generally time-consuming due 
to different terminology, expectations, levels of development, 
and agency rules. 

d. outcomes from the accomplishment, and whether these were 
what the State expected: 

Service development, including legislation, Rule revision, and 
specification of lines of responsibility, areas of service, 
target populations, service delivery methodologies, etc. has been 
a process which uses multidisciplinary perspectives, so that 
shared areas of responsibility, information and opportunity have 
been identified in the planning process. Funding opportunities 
have developed across systems for the provision of children's 
mental health services. 

The collaborative work to develop the mental health portion of 
the nursing home screening instrument, as required by OBRA, was 
completed and implemented. 

Proposals for mutually beneficial efforts were developed between 
the MHD and the University of Minnesota and submitted to NIMH. 
Unfortunately, these proposals were not funded. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 2 

8. Brief description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 6-B 

To assure that mental health service development and 
implementation is coordinated at the local level. 

b. description of whether the objective was accomplished 
during the past year: 

case management: Rule 74 clearly defines the role and 
responsibilities of case managers and further requires that they 
not provide mental health and other services to clients for whom 
they are providing case management services. This regulation 
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ensures that the case manager continues to work with the client 
beyond a time-limited treatment period. Statewide implementation 
of case management services began January 1, 1989. The 
development of case management as an independent mental health 
service and not as a traditional social service offered by the 
county has necessitated restructuring and reorganizing internal 
administrative processes to accommodate to this change. In many 
cases, these adjustments have permitted the county to become a 
vendor of services in much the same way as other mental health 
providers in the overall system. 

Children's Services: One of the goals of the Comprehensive 
Children's Mental Health Act was to establish mechanisms at the 
local level for coordination among agencies serving children with 
mental health needs and their families and to establish advisory 
councils at the county level, assuring input from parents, 
providers, advocates, and others. 

By August 1, 1989, counties were required to notify providers of 
services to children eligible for case management, day treatment, 
and community support services under the Comprehensive Mental 
Health Act of their obligation to refer eligible children for 
services. Review of county biennial children's mental health 
plans (due in November, 1989) indicated variable compliance with 
this provision. 

By January 1, 1990, counties were required to establish local 
coordinating councils (LCCs) at the county level, including 
representatives of mental health, social services, education, 
health, corrections, and vocational services (and an Indian 
reservation authority where a reservation exists within the 
county.) When possible, councils must also include 
representatives of juvenile court or the court responsible. for 
juvenile issues and law enforcement. Members of councils must 
meet at least quarterly to develop recommendations to improve 
coordination and funding of services to children with severe 
emotional disturbances. Councils must provide written 
interagency agreements and report annually to the Commissioner 
about unmet children's needs, service priorities and the local 
system of care. These are present in all counties. Counties 
which have received Children's Demonstration grants appear to be 
the most advanced in the development of LCCs. 

Special projects: Special projects have shown considerable 
coordination at the local level. For example, project staff from 
the Range Mental Health Center and St. Louis County Social 
Services collaborated with federal Alcohol, Drug Abuse and Mental 
Health (ADM) projects to incorporate mental health needs into the 
basic assessment instruments used for screening applicants for 
social and mental health services. The project staff have also 
been involved with coordinating a network of local service 
providers to respond to the needs of this target population. 
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c. description of problems encountered: 

Problems in implementation of case management statewide are 
currently being assessed through surveys of case managers. 
Analysis of data from these surveys will test assumptions upon 
which the reimbursement system is based. 

Insufficient numbers of mental health professionals to complete 
diagnostic assessments are available in some areas of the state, 
especially those trained to assess treatment needs of children. 

d. Outcomes from the accomplishment, and whether these were 
what the State expected: 

Adult case management services have been implemented statewide. 

Reviews of county biennial children's mental health plans 
indicated that local coordinating councils were being established 
as required, although a few counties were slow in appointing 
representatives. 

Local mental health proposals from rural counties have shown 
improvement in addressing the mental health needs of older 
adults, but additional technical assistance is needed. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 21 

9. Brief description of Another Implementation Objective 
Identified in 9/89. Plan, under this Objective. 

a. The original milestone: 7-C, 7-D 

To maximize all existing and/or develop new funding resources, 
including resources devoted to the RTCs, to assure that the 
diverse mental health needs of Minnesotans are incorporated; and 

To target use of all available funding sources in providing 
services to diverse population groups. 

b. description of whether the objective was accomplished 
during the past year: 

The MHD focused its efforts on a variety of special projects this 
year. Federal Alcohol, Drug Abuse, and Mental Health (ADM) Block 
Grant funds were used for services to Indians and underserved 
populations. Federal McKinney Act funds and state appropriations 
enabled ten projects serving homeless persons with mental illness 
to continue and focus their efforts. The MHD established mental 
health pilot projects around the state serving the unique needs 
of older adults. Projects focussing upon refugees and persons in 
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rural areas were terminated in 1989 as per the federal grants 
supporting the projects. 

ADM Block Grant Provisions: The 13.75% of the Federal Alcohol, 
Drug Abuse and Mental Health Services Block Grant which supports 
mental health services in Minnesota are used to make grants to 
Indian tribal organizations for special Indian mental health 
services, to fund support costs of the State Indian Mental Health 
Advisory Committee, to award special statewide demonstration 
project grants for underserved populations and other special 
projects, and to provide statewide planning and evaluation 
activities. 

Federal and state restrictions include: At least 10% must be 
used to initiate and provide new mental health services for 
children and adolescents with severe emotional disturbance and 
for unserved areas or underserved populations; not more than 25% 
for mental health services and advisory committees for Indian 
organizations; not more than 15% for statewide planning and 
evaluation and 5% on administration. Local grant recipients must 
provide 1) outpatient counseling; 2) 24-hour emergency services; 
3) screening of individuals being considered for placement in 
state regional treatment centers; 4) day treatment; and 5) 
consultation and education services. In F.Y. 1990, 10 Indian 
tribal organizations and 17 demonstration projects for services 
to underserved populations were awarded ~rants. 

ACT_IVITY STATISTICS: F.Y. 90 F.Y. 91 .f:. Y. _92 _F_. y_. 9_3 

Number of Indian 
tribal organizations 
receiving grants 10 10 10 10 

Number of grants 
for demonstration 
projects for 
services to under-
served populations 17 16 9 9 
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ACTIVITY STATISTICS: F. Y·. 90 F. Y. 91 F. Y. 92 F. Y. 93 
(Dollars in Thousands) 

Financial assistance to 
political subdivisions 
and nonprofit agencies: 

Indian tribal organizations $ 324.0 $ 308.7 $ 308.7 $ 308.7 
Children, underserved and 
demonstration grants 1,186.4 679.2 679.2 679.2 

SUBTOTAL: 1,510.4 987.9 987.9 987.9 

State Agency Operations: 

Administration 72.3 61.7 61.7 61.7 
Planning and Evaluation 164.0 185.2 185.2 185.2 

SUBTOTAL: $ 236.3 246.9 246.9 246.9 

TOTAL: $1,746.7 $1,235.0 $1,235.0 $1,235.0 

Indian Mental Health Advisory Council: The Indian Mental Health 
Advisory Council has met quarterly. Membership includes 
representatives from all eleven reservations as well as from the 
urban communities. The Council advises the Multicultural Program 
Consultant on the use of federal grant set aside funds in the 
delivery of mental health services for Indian populations. 

Refugee Mental Health: The NIMH funded Refugee Mental Health 
Program provided a state level focal point for addressing. 
refugee mental health issues. The program was designed to 
improve/increase culturally sensitive services to an estimated 
34,000 refugees in the state of Minnesota. It ended in August, 
1989. The duties of three staff funded by this grant were taken 
on by existing MHD staff. 

Legislation was enacted during the 1989 session which made 
$150,000 available for Social Adjustment/Mental Health Programs 
for SFY 1991. As a result of a signed agreement between the 
Refugee and Immigrant Assistance and Mental Health Divisions, 
supervision of the refugee mental health funds will be shared and 
coordinated between RIAD and MHD, including development of 
requests for proposals, proposal review and grant awards. 

Mental Health Services for Homeless Persons: Federal McKinney 
Act homeless grant funds are used to help counties assess the 
need and develop appropriate specialized community based services 
for homeless persons with mental illness. Grants to counties are 
made in combination with state Rule 14 Community Support Program 
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funds to assure linkage and ongoing provision of local services 
to homeless persons with serious and persistent mental illness. 
The 1987 Legislature appropriated $350,000 for the biennium for 
delivery of mental health services to homeless individuals in 
Hennepin, Ramsey and st. Louis Counties. This money was used 
towards the required 3 to 1 match of the McKinney Block Grant. 
The 1989 Legislature appropriated an additional $400,000 for the 
next biennium. 

The Mental Health Division used the Department of Jobs and 
Training quarterly shelter data to determine which counties would 
receive would receive funds and in what percentage. Minnesota's 
McKinney Mental Health Services for the Homeless (MHSH) 
allocation for FY 90 was $334,000. For SFY 90, the total 
Mentally Ill Homeless Grant program budget (state and federal 
dollars) was $724,000. In F.Y. 1990, 8 grants serving 2,582 
homeless persons with mental illness were funded. 

Special Projects for Older Adults: The three year NIMH 
demonstration project on community support program services for 
older adults ended in August, 1989, which was the first full year 
of ADM block grant funding for eight projects demonstrating 
different models of community-based mental health services for· 
older adults. These projects extend the methodologies and 
instruments of the NIMH demonstration project. The project 
director developed the evaluation for the ADM projects. 

Compulsive Gambling: The 1989 State Lottery Bill included a new 
appropriation of $300,000 per year to develop and implement 
prevention, public education and treatment services for 
compulsive gamblers and their families, and to conduct relevant 
research. The Lottery Bill directed the State Lottery Division to 
each year transfer $100,000 from state lottery proceeds to. the 
General Fund for support of the Compulsive Gambling treatment 
program. This appropriation includes 1.75 positions to 
administer the program; it is the only part of the State MH 
Grants activity which includes the administrative costs related 
to the grant. 
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Federal Grants Administered by the 
Mental Health Division 

Grants by Category: F.Y. 90 F.Y. 91 F.Y. 92 F.Y. 93 
(Dollars in Thousands) 

MH
0

Block Grant $1,747 $1,235 $1,235 $1,747 
Refugee MH Program 15 0 0 0 
MH for Homeless 454 391 350 350 
Community Support Services 
for Older Adults 88 0 0 0 

Planning Grant 75 0 0 0 
Rural Mental Health 26 0 0 0 
Statistics Improvement 41 195 142 142 
Human Resource Dev. 27 150 104 104 

TOTAL: $2,473 $1,971 $1,831 $1,831 

c. description of problems encountered: 

Indian Mental Health and Underserved Populations and Areas: The 
amount of the Federal Mental Health block grant for Federal F.Y. 
1989 was $200,000 less than Federal F.Y. 1988. The two-year 
spending provision delayed the immediate 'impact of the Federal 
reduction, but it is gradually requiring a significant cutback in 
both the demonstration projects and the state staffing during 
F.Y. 1990 and 1991. No significant increases are expected in 
this grant for F.Y. 1992 and 1993. State funding has been 
requested for one position now funded by the above funds. 

Mental Health Services for the Homeless: The reduction in 
Federal funds will result in curtailment of the number of grants 
and persons served if funding is not restored to the initial 
level. 

d. outcomes from the accomplishment, and whether these were 
what the State expected: 

Special project grants have made possible numerous innovative 
projects for diverse populations. These projects have been well 
received locally. In some cases, they have provided the only 
funding option available. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 12 

10. Brief description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 
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a. The original milestone: 8-B 

To assure involvement of families and consumers in the treatment 
process. 

b. description of whether the objective was accomplished 
during the past year: 

The Comprehensive Adult and Children's Mental Health Acts 
require input at both the state and local levels from consumers 
and their families, if appropriate, in the provision of mental 
health treatment services. For example, consumers and families 
are involved in treatment service development. The ho,using 
mission statement in the Adult Mental Health Act, the recently 
enacted appropriation for family community support services, task 
force recommendations on treatment services, program content of 
the annual CSP conference and projects promoting alternative, 
community based treatment are consistent with the emphasis 
throughout the system on consumer involvement and 
self-determination. In addition, consumer and family members are 
required as participants on Local Advisory Councils. 

Service Development/Rule Revision: Consumers and families are 
involved in planning for service development. This includes 
involvement in Rule revision_ (e.g., consumers are involved in the 
revision of Rule 36 (Community Residential Treatment) and the 
revision of Rule 15 (CSP Program Rule), using their experiences 
with these systems to guide the revisions. Under the proposed 
revision of Rule 15, for example, counties and providers are 
expected to provide general information to families about mental 
illness, psychotropic medications, etc. and to provide specific 
information to families if the consumer has signed a release of 
information to enhance consumer and family involvement in the 
treatment process. This service expectation was added as a 
direct result of family and advocacy groups' recommendations. 
Consumers are also involved with a variety of other activities 
which can influence service development. Consumers are on every 
county's mental health advisory board. Consumers were involved 
from the beginning stages in the development of an NIMH proposal 
for a consumer-run supported.housing program (not funded). 

Task Force Recommendations: The children's and adult task forces 
on inpatient and residential treatment services recommended that, 
at a minimum, the person and the person's family (when 
appropriate) should be involved in screening decisions, -and 
appeal mechanisms should be clear to them. Service consumers 
participated in task force activities. 

Comprehensive Mental Health Acts: Both the child and adult 
Mental Health Acts require involvement of the consumer and 
families of child consumers in planning their program of mental 
health services. This is stated in the mission statement and 
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individual treatment planning sections of the Acts. 

Anoka Alternative Treatment Plans: In July, the Anoka 
Alternatives Project, a'one year pilot project aimed at 
developing alternatives for clients who would otherwise continue 
to reside in the Regional Treatment Center (RTC), started. A 
t~tal of $500,000 was allocated for service development and 
implementation for SFY 1991 (7/1/90-6/30/91). In this project, 
consumers must be involved with developing and agree to their 
alternative treatment plan. Among other provisions, counties are 
expected to develop flexible, individually tailored treatment 
plans which provide the services needed for each person, 
including mechanisms for support, to the maximum extent feasible, 
for individual preference as to where services should be 
delivered, assertive intervention and support plans on behalf of 
the individual, and working with and supporting community members 
such as landlords, employers and family or friends as well as the 
individual who has mental illness. 

Housing Support: Ten counties are in their second year of 
housing support pilot projects. The purpose of these projects is 
to assist individuals with mental illness in living in housing of 
their choice, with self-determination being considered part of· 
the treatment. Services developed and provided with these funds 
must be based on the principle of an individual's right to 
self-determination and normalized housing. 

Family Community Support Services: The 1989 Legislature provided 
a new appropriation of $500,000 to begin family community support 
services, as mandated in the Comprehensive Children's Mental 
Health Act of 1989. These services include outreach, medication 
monitoring, independent living skills development, parenting 
skills development, assistance with leisure and recreational 
activities, crisis assistance, foster care with therapeutic 
support, day treatment, assistance in locating respite care and 
special needs day care, and assistance in obtaining financial 
resources and benefits. These services are designed to assist 
children with severe emotional disturbance to function and remain 
within their family in the community. Consumers and, if 
appropriate, their families, are expected to be involved in 
developing Individual Family Community Support Plans. 

Conferences and other participation: One consumer per county was 
given a stipend by the MHD to attend the annual statewide CSP 
conference·, a major training/technical assistance event. 
Consumers were also the focus of many program offerings at the 
conference. For example, the program included 
sessions/roundtables on: gaining consumer participation; housing 
development based on values; consumer-run alternatives; employing 
consumers in mental health settings; consumer advocacy, consumer 
perspectives in CSP, and consumer empowerment. Special program 
sessions were oriented to consumers, including: telling your own 
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story; data privacy; consumer issues; and how to gain consumer 
participation in LACs. Consumers were among the many conference 
presenters and planners. The MHD funded five consumers, 
recommended by their Local Advisory Councils, as well as one 
staff member, to attend the Alternatives 90 Conference. The 
purpose of this national conference is to emphasize consumers' 
self-determination, choice and individual rights in treatment of 
and recovery from mental illness. Themes included consumer-run 
treatment programs, consumer self-advocacy organizations, 
employment alternatives, consideration of holistic perspectives 
as an alternative to medical models of treatment, and consumers 
as mental health professionals. 

Consumers and their families were also involved in the 
development of materials for a major statewide anti-stigma 
campaign. (See Appendix F.) 

c. description of problems encountered: 

Many counties experienced difficulty in finding and maintaining 
consumer representation on their local advisory boards. 
Nevertheless, consumers have been increasingly involved in 
service planning, despite years in which their participation was 
neither sought nor valued. 

Providers often plan services without the involvement of the 
consumer. 

d. Outcomes from the accomplishment, and whether these were 
what the State expected: 

Consumers are increasingly involved on the local level in 
planning service development and are encouraged by local staff to 
participate fully in development of treatment plans. Input from 
consumers and families has challenged the service delivery system 
at the state, county and provider levels. The resulting system 
changes have made service provision more effective. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 11 

12. Brief description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 8-C 

To promote the employment of consumers. 

b. description of whether the objective was accomplished 
during the past year: 
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Priority: Employability services are increasingly viewed as top 
priorities in the development of a community based system for 
persons with mental illness. With housing, employability was 
considered most important in a 1989 survey of consumer members of 
local mental health advisory councils. The 1989 Three Year Plan 
for Services for Persons with Mental Illness includes the 
objective of promoting the employment of consumers. 

Background: Employability services have for some time been 
inadequate to meet the needs of persons with mental illness in 
Minnesota. Only recently has there been a recognition of the 
special job-related needs of persons with mental illness. 

CSP Interagency Agreements: While DRS provides services such as 
job training, job placement and work evaluations, the CSPs assist 
persons with mental illness to improve their employability 
through activities such as medication management or assistance in 
developing social interaction skills in the context of employment 
or volunteer work. Although funding for employability services 
historically has been inadequate, many counties have created 
their own programs by using money allocated for community support 
services and other funds. With the passage of the Comprehensive 
Mental Health Act, all counties were required to provide 
employability services as part of a full array of CSP services. 

Through an interagency agreement signed in 1987, the MHD and DRS 
have coordinated efforts to establish employability and 
work-related opportunities in all areas of the state. These 
services, designed to be a part of CSP services in all 87 
counties, include: 

--functional and situational employability assessments to 
determine the person's employability needs, strengths, and_goals; 

--habilitative services designed to prepare the person for 
employment in the community; and 

--ongoing supportive services (not time limited) to enable 
the person to manage his or her mental health in the work setting 
and to stabilize and maintain employment. 

In 1989, the MHD, DRS, and the Division for Persons with 
Developmental Disabilities conducted employability training 
programs in 10 sites around the state. Over 600 persons attended 
the sessions, which provided technical assistance on 
employability services as well as information on funding sources. 
A training manual was compiled from the sessions. 

DRS and the MHD renewed their interagency agreement through 
December 31, 1991. The workplan of the two agencies includes: 

--joint planning and participation on state and local 
advisory committees; 

--joint development, review, and support for biennial budget 
requests; 
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--joint legislative initiatives and demonstration projects; 
--joint site visits and technical assistance efforts; 
--joint policy, fiscal and data analysis; and 
--exchanges of Request for Proposals and reciprocal grant 

and program reviews. 

The employability component of community support services is 
closely coordinated with services available through the DRS. As 
part of the budget process, the MHD is meeting with DRS to 
support DRS efforts to expand vocational services for persons 
with mental illness and to ensure there is not duplication 
between the two departments. 

Mental Health Division Announcements: Consumers are actively 
sought in Division hiring efforts, and all Division grant 
announcements now indicate that applicants are encouraged to hire 
consumers. Grant announcements indicate the following: 

The Department recognizes the value of experiences gained by 
clients, former clients and family members of clients of 
mental health services. The Department believes that the 
experiences of such individuals make them a resource which 
can significantly contribute to the work and goals of the 
mental health service system. The Department recognizes 
that clients and former clients often have unique 
capabilities to work with, empathize and assist current 
clients, as well as insuring credibility and integrity in 
meeting the goals and objectives of the Comprehensive Mental 
Health Act. Therefore, the Department encourages the 
recruitment and consideration of qualified consumers and 
family members for positions funded under this grant. 
Applicants should include in the narrative portion of the 
grant methods of recruitment and means of identifying 
qualified consumers and/or family members. 

Anti-stigma materials: The anti-stigma package distributed in 
June, 1990 includes employment themes (see Appendix F). These 
include: information about the effects of mental illness on 
business and the available programs for workers with mental 
illness (facts); common questions raised by employers about 
workers with -mental illness; a literature review examining 
employer attitudes about mental illness; mutual strategies for 
successful job placement; examples of realistic working 
relationships benefiting Minnesota employers; t~ps .for employers 
about successful employee transitions back .to work after a mental 
health-related absence; proactive approaches to mental health in 
the workplace; steps to take if employment discrimination due to 
a disability occurs; educational materials on employment; and 
information about the services available from DRS. 

Other employment efforts: The Division hires consumers and has 
contracted for services from consumer employment groups. The MHD 
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is exploring coordination with academic institutions and 
technical institutes to train additional vocational 
rehabilitation specialists, in coordination with the HRD effort. 
Employment themes were also part of the annual statewide CSP 
conference. 

c. description of problems encountered: 

Counties using their entire Rule 14 allocation to finance 
employability services were faced with the need to provide all 
CSP services, rather than just one component. ·At the same time, 
other counties which had not previously used Rule 14 funds for 
employability services were required to do so. As a result, the 
availability and quality of such services have been uneven. 

d. Outcomes from the accomplishment, and whether these were 
what the State expected: 

Locally, employability services for persons with mental illness 
have increased. All counties are providing minimal employability 
and work related services through their CSPs. As these services 
become more stable, enhanced opportunities for consumer 
employment are expected to result. Counties and providers are 
beginning to hire consumers. DRS and MHD programs are becoming 
more distinct from each other as roles and responsibilities have 
been sorted out. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 13 

13. Brief description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 9-A 

To develop an anti-stigma campaign RFP, contract, and program. 

b. description of whether the objective was accomplished 
during the past year: 

An anti-stigma campaign program has been successfully completed. 
Approximately 300 kits were distributed to community 
organizations, consumers, and family members in June, 1990 (see 
Appendix F). The LAC liaison and another MHD staff member have 
provided technical assistance on the use of these kits. 

The MHD contracted with the MN Department of Health, Division of 
Health Promotion to address the issue of stigma of mental 
illness, to research, plan, develop, create, promote and 
implement a project about stigma and mental illness, and to 
develop related media and materials. The advisory committee 
which assisted with the development of program recommendations 
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included the Alliance for the Mentally Ill, the state Advisory 
Council, the Mental Health Association, consumers and their 
families, and state, provider, county and University of Minnesota 
representatives. Literature in this area was reviewed, the 
experiences of other states and national organizations were 
solicited, and consumer and family opinions about how stigma 
af~ects their lives were gathered. 

Additional input was gathered from potential users of the 
proposed kit, including local mental health advisory council 
members, county staff and other experts across the state about 
the target audiences for kit distribution, the overall message, 
whom the materials within the kit should address, and 
identification of stigma-related concerns. Materials included 
sections on organizing communities; mental illness and housing; 
mental illness and community-based treatment; mental illness and 
employment; mental illness and community responsiveness; mental 
illness in the public eye; and resources. 

c. description of problems encountered: 

Funding has been cut from the MHD budget by the state 
Legislature, forcing the curtailment of this program during the 
current State fiscal year. 

d. Outcomes from the accomplishment, and whether these were 
what the State expected: 

Following development of the anti-stigma campaign materials, kits 
were distributed to a wide range of organizations. Local 
advisory councils are very optimistic about the impact of the 
campaign. Many are planning uses for the material. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 11 

REQUIREMENT II. specification of quantitative targets to be 
achieved 

1. Brief Description of Initial Implementation Objective 
Identified in 9/89 Plan, under this Requirement. 

a. The original milestone: 2-A 

To supervise counties in planning for and providing mental health 
services. 

b. Description of whether the objective was accomplished 
during the past year: 

overview: Objective 2-A is one component of the broader goal of 
ensuring "statewide availability, accessibility, and provision of 
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services for children and adults as required by the Comprehensive 
Mental Health Act." The September 1989 State Mental Health Plan 
incorporated the service development mandates which were passed 
by the Minnesota Legislature. These mandates required the 
development of a broad array of children's and adult mental 
health services, based on a phase-in schedule. The dates 
indicate the deadlines by which each service was to be available 
in all 87 counties. A partial listing of services and the dates 
by which the services were to be available follows: 

Education and prevention 
Emergency (hot-line) services for 

children and adults 
outpatient services for children 

and adults 
Community Support Programs for adults 

and children with serious and 
persistent mental illness 

Case management for adults and children 
with serious and persistent 
mental illness 

Community support services and case 
management for children who do not 
quality as having serious and 
persistent mental illness~ but meet 
the definition of severe emotional 
disturbance 

Professional Home-Based Family Treatment 
for children with severe emotional 
disturbance 

Community Residential Treatment for 
adults with serious and persistent 
mental illness and children with 
severe emotional disturbance . 

Accomnlisbments: 

Immediate 

Immediate 

Immediate 

July, 1989 

January, 1989 

July, 1991 

January, 1991 

Immediate 

Appendix G includes data from county mental health plans 
regarding the numbers of clients served and expenditures per 
service per county for 1988 (actual), 1990 (projected) and 1991 
(projected). For this plan update, only those services are 
included which appear to be of primary concern in P.L. 99-660: 
case management, community support services, and state hospital 
inpatient (RTC) services. Data are available upon request 
regarding all of the other services mandated by the Minnesota 
Legislature. 

The data in Appendix G indicates that, for the most part, 
services are being developed according to the original targets. 
The availability of case management and community support 
services is increasing significantly, while utilization of state 
institutions is remaining relatively stable. This may be 
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primarily an indication of the high level of unmet needs that 
previously existed. 

The State's role in rev'.iewing county Mental Health Plans and 
providing technical assistance to counties is described under 
Requirements III and V, 2-A. 

c. Description of problems encountered: 

Part of the state's review process for county Mental Health Plans 
included an evaluation of the adequacy of each county's proposed 
levels of service, especially for case management and community 
support services. The state withheld funding from eleven 
counties, primarily due to inadequate plans for case management. 
As a result, counties revised their plans to ensure at least a 
minimum level of service for adults and children with serious and 
persistent mental illness. 

However, development of specialized services for children with 
severe emotional disturbance is behind schedule ("severe 
emotional disturbance" includes about twice as many children as 
"serious and persistent mental illness"). Most of these services 
were not planned to be developed until 1991. Due to funding 
constraints, it now appears that an expansion of pilot projects 
will be possible in 1991, but statewide availability of family 
community support and case management for children with severe 
emotional disturbance may not be feasible until 1993. 

d. Outcomes from the accomplishment, and whether these were 
what the State expected: 

The new community services have reduced hospitalization of their 
clients by over 50% (see full discussion under Requirement. V, 
Objective 2-B). However, the RTCs (state hospitals) continue to 
serve the same number of clients. This may be primarily an 
indication of the high degree of unmet need that previously 
existed. It may also indicate an increasing need for mental 
health services, and an increasing willingness on the part of the 
general public to recognize mental illness and to seek treatment. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 14 

2. Brief Description of Another ,Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 3-B 

To implement the new Community Mental Health Reporting System 
(CMHRS). 
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b. Description of whether the objective was accomplished 
during the past year: 

Community Mental Health Reporting System: The Community Mental 
Health Reporting System (CMHRS) was implemented on a test basis 
on January, 1989, and on a fully operational basis in January, 
1990. It provides the MHD with the capability of producing both 
routine semi-annual and annual reports, and ad hoc reports. 

The CMHRS incorporates all publicly funded mental health services 
provided by counties and their contracted providers, a scope of 
service activity much broader than that covered by previous 
reporting systems. The data it contains include individual 
client characteristics and the type and amount of each service 
received by each client. 

The CMHRS operates as a semiannual transfer of client-specific 
data from the recordkeeping systems of counties and their 
contracted providers directly to the State. This direct transfer 
process eliminates the burden on reporting agencies of producing 
statistical information at the local level. For most agencies, 
the transfers are automated, with the state receiving the data on 
electronic media. 

This data transfer process provides the foundation for a 
statewide database from which most state mental health reports 
are being produced. This database will soon be made directly 
available to DHS management for rapid response to ad hoc 
inquiries. 

As critical parts of the CMHRS, procedures for monitoring data 
quality and for providing technical support to counties and 
provider organizations were added during the past year. 

A Summary of accomplishments in. the development of the CMHRS is 
presented in the following table. 

STATUS OF MENTAL HEALTH INFORMATION SYSTEM 
as of August 31, 1990 

DEVELOPMENT AND OPERATIONAL TASKS 

1. Develop and test' procedures for collecting, 
storing, and processing data in the CMHRS 

2. Develop and test procedures for correcting 
and updating data in the CMHRS 

3. Develop and test procedures for producing 
reports for local agencies form the CMHRS 
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4. Develop and test procedures for producing 
statewide and regional reports from the 
CMHRS database 

5. Develop and test procedures for extracting 
storing, and processing data from the MA/GAMC 
claims system 

6. Develop and test procedures for producing 
local and statewide reports from the MA/GAMC 
claims system 

7. Obtain CMHRS-c<>f11)8tible data from the RTC 
information system 

8. Redesign amual grant reports to integrate 
CMHRS data and continue monitoring program 
performance and accountability 

9. Study feasibility of coordinating mental 
health information systems with social 
services systems 

10. Study the data systems and information 
requirements of cormunity support programs 
to determine the type of data to be collected 
and reported by these programs 

11. Conduct onsite quality assurance studies 
for CHHRS data 

[X) 

[XJ 

CXJ 

[Xl 

CX] 

[ ] 

CX] 

[ ] 

[ ] [ ] 

[ ] C l 

[ ] C l 

[ ] [ ] 

C l [ ] 

CXJ [ ] 

[ ] [ ] 

C l [Xl 

The MHD will continually evaluate the CMHRS on the basis of three 
criteria: 

Performance: The ability of the system to meet the defined 
information requirements of the MHD, to provide information that 
is credible (based on complete and quality-assured data), and to 
replace more costly methods of reporting; 

Capability: A measure of the system's content and data 
processing technology, which determine how well information 
requirements can be met and the "flexibility" of the overall 
system to meet unanticipated requirements; and 

Decision-support: The extent to which information produced 
by the system is actually used in decision making, planning, and 
other functions of the Division. 

E_valuation of_th_ELinformation_ Sys±em 

1. Performance: The CMHRS now meets 30% of the Division's 
information requir~ments (other information and data collection 
processes meet another 30%; about 40% will be met in the future 
with expansion of the CMHRS). Automated data error detection 
procedures in the CMHRS found that all data elements had error 
rates below 2%. However, data on client's race and type of 
mental illness (acute, serious and persistent, etc.) were found 
to be missing in a much higher percentage of cases. Data 
extracted fxom the MA/GAMC Claims system were found to deviate 
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from other sources of this information. The reasons for 
discrepancies are currently being studied. 

The size and scope of grant reports have been reduced, allowing 
the CMHRS to produce some of the information previously reported 
in statistical form by counties and contracted providers. 

The CMHRS has provided a means of reporting (automated data 
transfer) that greatly reduces the amount of effort required at 
service provider agencies. The Division has worked with 
Community Services Information System, operated by 74 counties, 
to incorporate this style of reporting, and has produced two 
microcomputer programs to assist small provider agencies in 
meeting CMHRS requirements. Efficiency of the system overall can 
still be improved through expansion of the CMHRS. 

2. Capabilities: system capabilities are still limited to 
producing about 50% of information requirements that a reporting 
system could be expected to meet. Expansion of the CMHRS is seen 
as one means of improving capability. Additional staff are 
needed in the Division to operate the information system at its 
current level of technical capability. 

Also important are incentives to county and provider agencies to 
increase automation and content of their data systems. A grant 
received from the National Institute of Mental Health allows the 
Division to work with providers to incorporate national data 
standards. 

3. Decision-support: MIS staff have met with state staff to 
explain the types of information now being produced by the CMHRS, 
and to discuss how they can access and use this information. 

A special report to counties on utilization of MA/GAMC services 
by their clients was distributed in February, 1990. Similar 
reports are now incorporated into routine semiannual reports to 
counties from the CMHRS. 

Program staff and state staff have reviewed county plan 
statistical information and used this information to evaluate 
local service delivery systems. 

c. Description of problems encountered: 

A shortage of seaff in the Division to maximize the capabilities 
of the information system has been the key problem. This has 
affected the MHD's ability to provide technical assistance and to 
reverse use of system-generated information. 

d. Outcomes from the accomplishment, and whether these were 
what the State expected: 
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The CMHRS and data extract system are implemented and operating 
as expected. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 6 

3. Brief Description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 3-C 

To maintain and manage the computer resources of the Division to 
maximize staff efficiency and effectiveness. 

b. Description of whether the objective was accomplished 
during the past year: 

A network of 30 personal computers and a minicomputer file server 
has been implemented in the MHD. This system provides E-mail, 
file transfer, and stored device functions to the MHD as well as 
providing access to budgetary and legislative processes. A 
student worker assists in the maintenance of this system. 

c. Description of problems encountered: Systems 
continually have needed adaptation as new equipment became 
available and new users were added. The result is that stability 
was not possible. 

d. outcomes from the accomplishment, and whether these were 
what the State expected: Software use is standardized. Twenty 
people are accessing electronic mail functions. Clerical staff 
functioning has been improved as professional staff utilize word 
processing capabilities. Data is being made available for. use by 
staff. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 6 

4. Brief Description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 3-D 

To implement effective methods to utilize available mental health 
data from MA/GAMC., RTCs, and other information sys.tams.·· 

b. Description of whether the objective was accomplished 
during the past year: 

Progress on the Mental Health Information System, scheduled for 
implementation during the period from November, 1990 to March, 
1991, has provided additional insights into the array of 
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reporting requirements to which providers and counties are now 
subject. Because programs have been established and funded at 
different points in time, the MHD now administers Rule 12 (for 
Rule 36 programs), Rule 14 (community support programs), federal 
block grant, and special projects grants separately. 

Data Extracts: Starting in July 1989, the MHD became a direct 
user of the Minnesota Medicaid Information System (MMIS). As a 
direct user, the MHD extracts mental health client, services, and 
cost data from the MA/GAMC Claims database and stores it for 
processing. This has many advantages over the previous method of 
obtaining this information by requesting reports from the 
division that manages the MMIS. The detailed dataset now 
available specific to the individual MA/GAMC claim provides a 
very powerful and flexible source of information on the MA/GAMC 
client population. 

The MHD is now able to extract mental health data directly from 
the regional treatment centers (RTC) state accounting system 
database. This system will provide data on services and clients 
receiving treatment in the RTCs. 

Financial Reports: There are a large number of funding sources 
which can, under certain circumstances, be used to pay for mental 
health services. Most of these sources are not specific to 
mental health. The reporting for these programs, such as Medical 
Assistance, is determined by the overall 'program and mental 
health services information must be extracted from the larger 
system. 

Family support and medical programs at OHS are in the midst of 
major systems developments. These new automated systems will 
provide the reporting functions needed, eliminating the need for 
county or provider based reporting for these programs. 

There are also funding sources specific to mental health which 
are administered directly by the MHD. In these cases reporting 
is independent of larger systems, specific to the county and/or 
provider, and under direction of the MHD. RTC mental health 
units are administered by OHS, independent of the MHD. Reporting 
on these services is primarily a function of the state accounting 
system. Reporting does not include counties or providers as a 
source of information. The possibilities for simplification and 
integration of fiscal reports are constrained by the requirements 
of the various funding· sources. 

t 

Mental Health Statistics Improvement Project (MHSIP): This 
project is funded by a three year NIMH grant to help 
organizations that provide mental health services make 
improvements in their data systems. Improvements include 
installation of national data standards, and use of these 
standards to serve local management decision making. Involved 
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organizations include county operated and county contracted 
community mental health centers and freestanding community 
support programs. 

The grant covers the period from October 1989 through September 
1992. These.funds support one professional, one clerical and a 
half-time student position. Some grant funds are subcontracted 
to provider organizations to support changes to local data 
systems. The management analyst and clerk typist were hired in 
January, 1990, and the student technician in May, 1990. Project 
progress to date includes the following: 

Describe information uses in local organizations. Twelve 
community mental health centers (CMHCs) were recruited to 
participate in the project. Intensive site visits were conducted 
with eight of these centers, collecting system documentation and 
management information requirements. Three meetings were held 
with management and technical committees composed of 
representatives of these centers, and techniques were developed 
for identifying management information requirements and key 
decisions in these organizations. A report to summarize findings 
is in process. 

Implement MHSIP prototype in local systems. System documentation 
was collected from 8 CMHCs and from a software vendor who 
supplies a comprehensive data system to 10 CSP operators in 
Minnesota. The documentation was analyzed to identify the 
technical changes needed at each site for MHSIP implementation. 
Using this.information, two contracts were prepared to support 
implementation work at two CMHCs and a third contract for the CSP 
system vendor. A report summarizing findings of the systems 
analyses of prototype sites has begun. 

Design MIS and research program for the SMHA. Information and 
data requirements of the SMHA were defined to perform its role of 
supervising delivery of mental health services, and a set of key 
management indicators for evaluating service delivery in counties 
and other organizations providing community mental health 
services were identified. 

c. Description of problems encountered: 

Existing Databases: The RTC database was undergoing major 
revisions; the MHD worked with the Residential Programs 
Management Division to ensure that needs for data would be met 
with these revisions. 

MHSIP: Staff recruiting for the MHSIP project was delayed due to 
the combination of skills needed for the key staff role, as well 
as by lengthy bureaucratic procedures. The result was a slow 
start for the project. The problem has been overcome through 

56 



hiring an individual with excellent technical skills, and the 
project has had more immediate implementation with less 
concept-selling than originally planned. Some counties have 
expressed concern that this project does not fit in with overall 
systems development plans. Counties have been reassured that 
this is part of the long-range plan to increase uniformity. 

d. Outcomes from the accomplishment, and whether these were 
what the State expected: 

Existing Databases: The MHD became a direct user of the 
Minnesota Medicaid Information System. The MHD is now able to 
extract data on services and clients receiving treatment in the 
RTCs directly from the state accounting system database. 

MHSIP: 12 CMHCs were recruited to participate in the Mental 
Health Statistics Improvement Project (MHSIP): requirements for 
system documentation and management information were collected:. 
system documentation from 8 CMHCs was analyzed to identify 
technical changes needed: and information and data requirements, 
as well as a set of key management indicators have been defined. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 6 

5. Brief Description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 3-H 

To implement statutory requirements for reporting children•s 
residential treatment data. 

b. Description of whether the objective was accomplished 
during the past year: 

Children's residential and inpatient facilities are required by 
state statute to submit annual reports about the number and types 
of persons admitted. This information provides the data base for 
planning, but is not summarized in one report. Statutory 
amendments are being proposed by the MHD .to simplify this 
reporting process. 

c. Description of problems encountered: Statutory data 
requirements do not necessarily match current planning needs. 

d. Outcomes from the accomplishment, and whether these were 
what the State expected: 

The MHD is proposing statutory modifications to make this data 
more useful for planning purposes. Children's services data are 
incorporated in the CMHRS. 
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e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 6 

6. Brief Description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 3-J 

To begin to develop a separate and distinct state Buman Resource 
Development Plan to include into the agency•s state Mental Health 
services Plan. 

b. Description of whether the objective was accomplished 
during the past year: 

Overview: The process to identify the issues which need to be 
addressed has begun. The completed Plan is not due until near 
the end of the grant period (early 1992). 

The Human Resource Development (HRD) Capacity Building Project 
aims to increase the Department's ability to address the human 
resource issues involved in implementing the Comprehensive Mental 
Health Act. Upon completion of the three year project (September 
1989 to July 1992), OHS should have the capability to plan, 
monitor, and influence the size, quality, utilization, and 
distribution of the mental health services work force. One of 
the goals of the HRD Project is to develop a State Human Resource 
Development Plan, which is integrated with the State Mental 
Health Services Plan. 

c. Description of problems encountered: 

The HRD project is progressing behind schedule due to delays in 
hiring project staff. The Proj~ct is now fully staffed. 

d. Outcomes from the accomplishment, and whether these were 
what the State expected: 

Funding for the HRD Project has been secured. It is too soon to 
evaluate the outcomes of the project itself. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 22 

7. Brief Description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 3-K 

~o implement a minimum BRD data set which interfaces 
systematically with the organizational and client data sets. 
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b. Description of whether the objective was accomplished 
during the past year: 

One of the goals of the' HRD Project is to create capacity and 
commitment to collect and analyze data on the mental health 
workforce. This goal will be accomplished primarily in the 
project's third year (1991-92). The HRD Project currently funds 
1.6 FTE professional and .4 FTE clerical positions. 

The Project has assessed current data collection efforts in 
mental health HRD by relevant state agencies •. To date, little 
information has been obtained in a usable form. 

c. Description of problems encountered: 

Lack of usable existing information will necessitate the 
development of a data collection system from the initial stages. 

d. outcomes from the accomplishment, and whether these were 
what the State expected: 

The Project is progressing on schedule. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 8 

8. Brief Description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 4-D 

To enhance Division•s capacity to evaluate service provision. 

b. Description of whether the objective was accomplished 
during the past year: 

Discussions initiated within the Division in May, 1990 have 
generated a proposal for restructuring the Division in order to 
enhance Division capacity to evaluate service provision. The. 
process entailed reviewing the primary functions identified 
earlier and the values which the MHD believes must be maintained, 
then weighing a number of structural options against both the 
list.of primary tasks and the identified values. As a result, 
four units were identified, as described.below.· 

Primary functions identified included: standard setting; 
resource allocation/development; monitoring 
(compliance)/evaluation; technical assistance/consultation; and 
statewide planning. · 

Inherent values included: improved outcomes for clients; 
professional soundness; fiscal responsibility; staff 
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strengths/maximizing capacity; achievability; simplification; 
political feasibility; and personal contact with counties. 

Three units focus primarily on the setting of standards, 
monitoring/evaluation, and technical assistance/consultation 
necessary for program development in each of the areas listed. 
Staff assigned to each of these units generally have more than 
one specialty area. Position descriptions have been rewritten to 
reflect the change from regional consultants to specialists, but 
reflect responsibility for regional and statewide training in 
specialty areas. A fourth unit remains the primary technical 
support unit for the Division. 

c. Description of problems encountered: 

Significant time has been required to develop new work plans 
based on the primary functions cited above. 

d. Outcomes from the accomplishment, and whether these were 
what the State expected: 

This reorganization was accomplished August 1, 1990. Evaluation 
of the effects of the new structure will be undertaken in the 
spring, 1991. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 2 

9. Brief Description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 6-A 

To develop state level inter- and intra-agency coordination for 
the development, implementation, and funding of mental health 
services. 

b. Description of whether the objective was accomplished 
during the past year: 

The MHD links with the Health Department in licensing facilities 
requiring clinical oversight with respect to appropriate 
expectations regarding staff training, coordination of training, 
and other common issues. The Division has participated in 
numerous inter-divisional and,inter-agency work groups .. to ensure 
coordination of its efforts with other affected parties. These 
have included the Departments of Education, Jobs and Training, 
Housing Finance, Health, Corrections, State Planning, and others. 

Children's Services: Three primary goals of the 1989 
Comprehensive Children's Mental Health Act were to establish 
mechanisms at the state, local and individual case levels for 
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coordination among agencies serving children with mental health 
needs and their families; and to establish advisory councils at 
the state and county levels, assuring input from parents, 
providers, advocates, and others. 

The OHS has lead responsibility at the state level to assure that 
the systems which serve children (i.e., Human Services, Health, 
Education, State Planning, Corrections, and District Judges' 
Juvenile Committee) identify barriers to the development and 
delivery of a coordinated, effective, and cost-efficient mental 
health system. This state interagency coordinating group is 
mandated to create interagency mechanisms which eliminate such 
barriers through the creation of policies and funding .mechanisms 
which enable and promote intersystem collaboration and service 
coordination statewide. 

By January 1, 1990, counties were required to establish local 
coordinating councils (LCCs) at the county level, including 
representatives of mental health, social services, education, 
health, corrections, and vocational services (and an Indian 
reservation authority where a reservation exists within the 
county.) When possible, councils must also include 
representatives of juvenile court or the court responsible for 
juvenile issues and law enforcement. Members of councils must 
meet at least quarterly to develop recommendations to improve 
coordination and funding of services to children with severe 
emotional disturbances. Councils must provide written 
interagency agreements and report annually to the Commissioner 
about unmet children's needs, service priorities and the local 
system of care. Initial reviews of proposed county biennial 
children's mental health plans indicate these councils are being 
established as required, although a few counties have been slow 
in appointing representatives. Case management service 
development is planned for the next year. 

Special projects: Many special projects and programs for 
underserved persons or unserved areas, including Indian mental 
health programs, refugee mental health, programs for homeless 
persons with mental illness, and programs for older persons with 
mental illness have required state level coordination. For 
example, in the NIMH funded rural aging project, the State 
Project Director, in collaboration with the Long Term Care 
Division and the Quality Assurance and Review Section of the 
Minnesota Health Department, developed mental health screening 
components for incorporation to pre-existing instruments that 
were in compliance with the federal OBRA legislation. 

Employability: With the passage of the 1987 Comprehensive Mental 
Health Act, all counties were required to provide employability 
services as part of a full array of CSP services. The Mental 
Health Division (MHD) and the Division of Rehabilitation 
Services (DRS) signed an interagency agreement in 1987 to 
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coordinate efforts to establish and maintain employability, 
including functional and situational employability assessments, 
habilitative services and ongoing supportive services. In 1989, 
the MHD, DRS and the Division for Persons with Developmental 
Disabilities conducted employability training programs in 10 
sites around the state, attended by over 600 persons, and the DRS 
an,d the MHD renewed their interagency agreement through December 
31, 1991. Legislative proposals are reviewed by the two 
divisions to assure coordinated approaches. 

Public/Academic Liaison Initiative: The NIMH funded Human 
Resource Development (HRD) capacity building grant will allow for 
some activities called for in the Minnesota Public/Academic 
Liaison Initiative (PALI) legislation. Initial efforts have 
focussed upon the development of an advisory committee. for the 
HRD project and the initiation of ties to the state university 
system, Higher Education Coordinating Board, and professional 
societies and organizations. The HRD project will, over three 
years, focus on issues related to the supply, education, and 
training of mental health professionals. Although this does not 
directly address the objective, it responds to the issue of the 
State coordinating with other bodies for the improvement of 
mental health services·-. 

c. Description of problems encountered: 

Development of Children's Case Management Services has been 
delayed due to lack of state staff. 

d. outcomes from the accomplishment, and whether these were 
what the State expected: 

Planning is underway with the Education Department on a ri_sk 
prevention initiative which will assist children at risk of 
emotional disturbance. Joint funding mechanisms for services are 
being promoted for counties and school districts. A study of 
funding mechanisms has been undertaken. 

Employability training programs were conducted in 10 sites around 
the state by the MHD, the Division of Rehabilitation Services and 
the Division for Persons with Developmental Disabilities. 

The MHD participated in the development of housing support 
activities as a result·of coordination with the Housing Finance 
Agency. 

,·', 

Coordinated rule development is underway with the Health 
Department on appropriate licensing of board and lodging 
facilities which provide special services for persons with mental 
illness. 
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e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 19 

REQUIREMENT III. The description of services to be provided 
to enable these individuals to have access to mental health 
services, including treatment, prevention, andJ."ehabili~ati~n 

1. Brief Description of Initial Implementation Objective 
Identified in 9/89 Plan, under this Requirement. 

a. The original milestone: 2-A 

To supervise counties in planning for and providing mental health 
services. · 

b. Description of whether the objective has been 
accomplished during the past year: 

Overview: The 1987 and 1989 Comprehensive Mental Health Acts for 
Adults and Children require counties to submit written plans 
biennially to indicate to DHS how they plan to comply with the 
requirements of the Acts. Initial instructions for the 1990-91 
county biennial CSSA and mental health plans were sent to 
counties in February 1989; draft adult plans were due in August 
1989 and final plans in November 1989. For the first time, the 
CSSA and the adult mental health plans followed the same 
schedule. Draft children's plans were due in November 1989 and 
final plans in the spring of 1990. Two plans (adult and child) 
were necessary because of passage of the new children's 
legislation. 

Counties were sent county-specific information including: funds 
available, historical use of various programs, and prevalence of 
serious mental illness for adults and emotional disturbance for 
children. 

Plans include both planning data and compliance data. Data 
available through the newly implemented mental health 
information system can be used for planning, monitoring, and 
evaluation. The plan format, at the request of county directors, 
was a fill-in-the-blank model. -Instructions.from OHS (including 
statutory definitions and requirements) made up about one-third 
of the plan document. 

Plan Review Process: In1 addition to review and input by LACs, 
the county plan review process at the state level included a 
number of steps and was similar for both the adult and children's 
mental health plans. Each plan was compared to a standard 
program review checklist by the respective regional program staff 
person in the Mental Health Division and by Special Project staff 
(older adults, Indian, homeless persons, rural Human Resource 
Development). A parallel review was conducted by Mental Health 
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Division grants management staff 'based on a standard fiscal and 
data checklist. 

Data from all plans were computerized and analyses prepared based 
on per capita and other measures. Counties were compared with 
one another and to measures of service adequacy established in 
national studies. Copies of these analyses are available from 
the Mental Health Division. 

Mental Health Division staff also obtained input from the 
Regional Treatment Centers and the Social Services, Children's 
Services, and other departmental divisions. A number of external 
reviewers, including the state advisory council and major mental 
health advocacy groups, also reviewed the plans. Department 
staff were impressed by the level of interest shown by these 
groups and their willingness to spend long hours reviewing plans 
in detail. All comments from all reviewers were carefully 
evaluated regarding their statutory relevance. 

Department staff prepared feedback letters summarizing the 
results of each plan review. The letters included: 

- requests for additional clarification whenever county plans 
appears to be unclear or inaccurate; 
- corrective action required for areas in which counties were 
clearly not in compliance with statute; 
- recommendations for improvement. 

In addition, Division staff provided most counties with 
individualized technical assistance to ensure development of 
plans that are in ·compliance with the Acts. 

For both adult and children's mental health, the Division qevoted 
a major portion of its staff resources during F.Y.·1990 to review 
and revision of the county mental health plans. A total of 84 
Adult and 84 Children's Plans were reviewed, representing all 87 
counties in Minnesota (some counties plan jointly with 
neighboring counties for service provision). 

Adult Services: As a result of the review process, and after 
plan revisions, the Department identified eleven counties whose 
adult mental health plans were not in substantial compliance with 
the Act. The eleven counties were notified that payment of 
general social service funds would be delayed until substantial 
compliance was achieved. The key .service areas on which the 
Department focused were the top priorities specified in the 
Mental Health Act: 

Emergency services, locally available case management, and 
community support services for persons with serious and 
persistent mental illness. 
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Revision of County Plans: Counti'es (including the eleven 
mentioned above) have revised their adult and children's plans in 
compliance with statutes. Individual technical assistance was 
provided to counties to the extent of staff time available. In 
cases where compliance issues have related to inadequate levels 
of service availability, the Department considered the individual 
situation of each county. This included recognition of 
variations in need, funding availability, availability of 
qualified personnel, and the need for a phase-in period. The 
Department and the counties are making significant progress 
toward the statewide, comprehensive mental health system required 
by the Acts. However, it is important to recognize that progress 
cannot occur in exactly the same manner and at the same rate in 
every county due to differences in need, local funding, 
availability of trained staff, and the degree to which some 
services were previously in place. 

Children's Services: The Comprehensive Children Mental Health 
Act required counties to notify providers of services to children 
eligible for case management, day treatment, and community 
support services under the Comprehensive Mental Health Act of 
their obligation to refer eligible children for services by 
August 1, 1989. Review of initial county biennial children's 
mental health plans (submitted November, 1989) indicates variable 
compliance with this provision. 

The OHS has lead responsibility at the state level to assure that 
the systems which serve children identify barriers to the 
development and delivery of a coordinated, effective, and 
cost-efficient mental health system. This state interagency 
coordinating group· is mandated to create interagency mechanisms 
which eliminate such barriers through the creation of policies 
and funding mechanisms which enable and promote intersystem 
collaboration and service coordination statewide. ·Counties, as 
the local mental health authority, must establish a local 
coordinating council with a similar mission. 

The development of early identification and intervention services 
is a key responsibility of the County Board. The local 
coordinating council is the vehicle at the local level which 
addresses unmet service needs and service gaps, system barriers 
which interfere with service coordination, and strategies for 
resolution of these issues. Such intersystem coordination will 
only occur if there is sufficient knowledge and understanding by 
the various child-serving systems regarding: The Comprehensive 
Children's Mental Health Act; available early identification/ 
intervention services within each system; points of entry within 
each system; mechanisms for referral and intervention both within 
and across systems; and strategies for collaboration in service 
development and funding. 

c. Description of problems encountered: 
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-- Most counties have made every possible effort, within 
available resources, to develop the service system envisioned in 
the Mental Health Acts. However, for most counties, additional 
technical assistance and additional state funding are still 
needed to comply with both the Adult and the Children's Mental 
Health Acts. 

-- Counties are generally frustrated in meeting the needs of the 
Mentally Ill/Chemical Dependent and, to a lesser extent, the 
Mentally Ill/ Developmentally Disabled populations, although 
several addressed these issues creatively. Service development 
for dually diagnosed populations need to be addressed on the 
state level (e.g., training or special project grants to 
encourage program development). 

--Some counties still have a great deal of difficulty in defining 
mental health services as distinct from social services (e.g., 
parenting services, services for battered women, and services for 
sexual offenders) as defined in the Mental Health Acts. 

-- Some counties used their entire Rule 14 allocation to finance 
employability services, and were then faced with the need to 
provide all CSP services, rather than just one component. 
Others, which had not previously used Rule 14 funds for 
employability services, were now required to do so. This 
resulted in unevenness in the availability and quality of CSP 
services. 

-- There are currently no resources to assist counties in 
acquiring the level of knowledge necessary to effectively 
implement a system of early identification and intervention. 

d. outcomes from the accomplishment, and whether these 
were what the state expected: 

County plans: The combination of fiscal delays and technical 
assistance resulted in significant improvements in many county 
plans. Fiscal penalties included a $3 million delay in funding 
imposed on one county by the Department of Human Services for 
submitting a substandard plan for serving adults with mental 
illness. Funding to ten other counties was also delayed. The 
delays involved a portion of all social services funding 
supported by a block grant and Title XX, not just state mental 
health funding. The main problem identified in these 11 plans 
was the lack of emphasis given to case management services for 
persons with serious and persistent mental illness. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 8 
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2. Brief Description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 9-A 

To develop an anti-stigma campaign RFP, contract, and program. 

b. Description of whether the objective was accomplished 
during the past year: 

An anti-stigma campaign program has been successfully completed. 
Approximately 300 kits were distributed to community 
organizations, consumers, and family members in June, 1990 (see 
Appendix F). The LAC liaison and another MHD staff member have 
been providing technical assistance on use of these kits. 

c. Description of problems encountered: 

Unfortunately, this highly successful project will not be 
continued in the current fiscal year due to a cut in state 
funding for the project. 

d. Outcomes from the accomplishment, and whether these 
were what the State expected: 

The anti-stigma kit was distributed to 300 agencies and 
organizations in June, 1990. An evaluation form was sent to 
these agencies. Respondents included County Social Service 
Departments (35%), Mental Health Advisory Councils (30%), 
Community Mental Health Centers (14%), Mental Health Association 
Chapters (5%), and Alliance for the Mentally Ill Chapters (20%), 
for a total of 69 respondents. Over one-quarter (28%) indicated 
that few, if any, mental illness awareness activities had 
occurred in their community in the past year. Respondents were 
quite positive about the kit, with top ratings being given for 
the kit's quality, accuracy, comprehensiveness and usefulness by 
77%, 84%, 78% and 68% respectively. A number of examples of how 
the materials, information and ideas in the kit will be used were 
provided, as well as a variety of highly positive comments, such 
as: 

"Best "I've seen as it is very comprehensive and covers all 
aspects of stigma and how to overcome it": and "Glad to see 
the Department giving grass roots·organization some help in 
our attempt to educate the general public about-persons 
with mental illness. The materials are really fine. Thank 
You!" 

Plans are in process to increase the utilization of the 
kits by designating a week during the coming year 
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(anticipated in February) as Mental Illness Awareness Week. 
The focus would be on educating the general public about 
people with mentai illness, with the method being to have 
the Local Advisory councils select a particular issue and 
use the kit to plan events and/or activities for the 
particular week. Responses to the evaluations suggests 
that this would be a logical extension (statewide) of the 
direction that many LACs and/or advocacy groups are already 
taking. An outline for coordinating a statewide campaign 
has been developed. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 9 

3. Brief Description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 9-B 

To integrate anti-stigma efforts throughout all activities of the 
Division. 

b. Description of whether the objective was accomplished 
during the past year: 

All MHD communications have been changed to "person-first 
language" ("persons with mental illness"; rather than "the 
mentally ill" or other, more stigmatizing descriptions). 
Reducing stigma and increasing sensitivity are an integral part 
of many projects announced and contracted by the Division. For 
example, projects in the area of community based mental health 
services for older adults include, as project goals, "to reduce 
the stigma and anxiety experienced by older adults in need. of 
mental health services by providing in-home assessments and brief 
therapy (and) to increase the knowledge and sensitivity of 
(providers)"; "to improve access to and reduce the stigma of 
obtaining mental health services through the development of a 
peer counseling network"; "to reduce the stigma of seeking mental 
health services through the use of outreach and home visits"; and 
other similar goals. 

The MHD also initiated numerous articles on mental health issues 
and editorials which were published in newspapers throughout the 
state. 

Other Activities: Two projects funded by NIMH which terminated 
in 1989 have nevertheless continued to build upon their earlier 
efforts. Some of their continuing activities indirectly address 
the promotion of anti-stigma efforts by efforts to increase 
access to mental health services among populations which tend to 
be particularly sensitive to the issue of stigma. The NIMH 
Rural Mental Health Demonstration Project initiated a number of 
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activities likely to reduce stigma and increase access to mental 
health services in rural areas, such as attempting to facilitate 
clergy involvement in rural community support through a "caring 
week", providing materials and sermon ideas, an adolescent peer 
counseling program in several high schools, peer helping 
networks, and regular newspaper columns emphasizing rural mental 
h~alth. This project's 26-member state advisory committee 
formulated recommendations to improve mental health services in 
rural areas following the grant period. 

The NIMH Refugee Mental Health grant expired, but the Refugee 
Mental Health Advisory Council remains active and meets quarterly 
or as often as necessary with the subcommittees currently 
addressing broader refugee issues for problem identification and 
other purposes. One of the issues addressed which increased 
refugee access to mental health services has been the decision to 
permit refugee caseworkers with less than the usual 
qualifications to continue practicing as they obtain their 
credentials. The Indian Mental Health Advisory Council has met 
quarterly to advise the state Multicultural Program Consultant on 
the use of federal funds for this population. A majority of the 
Indian mental health projects utilize the services of traditional 
healers as well as the services of the community mental health 
providers, making mental health services more acceptable and 
accessible by community members. 

c. Description of problems encountered: 

None, other than curtailed funding for the project. 

d. outcomes from the accomplishment, and whether these 
were what the State expected: 

Stigma regarding mental illness is generated from many sources 
over a long period of time. While the anti-stigma efforts 
undertaken by the DHS were immediately successful, it is too 
early to judge their overall success. However, use of language 
descriptive of mental illness is changing within the Department 
and in Departmental publications, signifying a beginning of a 
movement to counteract stigma. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 13 

REOUIREMENT IV. The description of services to be provided 
to enable these individuals to function outside of inpatient 
institutions 

1. Brief Description of Initial Implementation Objective 
Identified in 9/89 Plan, under this Objective. 
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a. The original 'milestone: 2-C 

To assist counties in identifying persons in need of services, 
including those identified in the nursing home screening process. 

b. Description of whether the objective was accomplished 
during the past year: 

OBRA-87: The Federal Nursing Home Reform Act (P.L. 100-203, also 
known as OBRA-87) requires that a Medicaid-certified nursing 
facility must not admit, on or after January 1, 1989, any new 
resident who is mentally ill, unless the state mental health 
authority has determined prior to admission that, because of the 
physical and mental condition of the individual, the person 
requires the level of services provided by a nursing facility. 
If the individual requires such level of services, it must be 
determined whether the individual requires active treatment for 
mental illness. 

Objectives for DHS' efforts to implement P.L. 100-203 include 
screening all prospective applicants to Medicaid-certified 
nursing facilities who have or may have a mental illness to 
determine 1) if the applicant's physician and mental condition 
requires nursing facility care and 2) if the applicant has a 
mental illness and, if so, is in need of active treatment. 
Initial screenings (Level I) are conducted by county preadmission 
teams who then refer those applicants in'need of further 
evaluation to the county local mental health authority. 
Applicants in need of diagnostic assessment are then referred to 
a mental health professional who is independent of the county. 
Final determination for admission rests with the local mental 
health authority. 

DHS has also established an Annual Resident Review (ARR) process 
in order to: 1) assess the mental health service needs of all 
persons with mental illness currently residing in nursing 
facilities; and 2) determine the necessity and appropriateness of 
their current services. Persons determined to be inappropriately 
residing in the facility are then relocated. If needed, mental 
health services will be enhanced for persons with mental illness 
who require nursing facility care for physical reasons. The ARR 
process begins at the time of the annual Quality Assurance and 
Review of each nursing facility resident conducted by the 
Minnesota Department of.Health •. Persons who have or may have a 
mental illness are then referred to the· state and local mental 
health authority for further evaluation (Level II assessment). 
Approximately 5,000 Level II Annual Resident Reviews have been 
conducted. 

Progress and achievements during 1989 include: 
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--The MHD has disseminated information to counties through 
written materials, individual meetings and statewide or regional 
workshops to sensitize county staff about the needs of this 
population. The MHD is'the mental health authority for OBRA, and 
provides ongoing technical assistance in the implementation of 
this process. 

--The MHD obtained approval from the Legislative Audit Commission 
for 2.25 FTE positions within the MHD to plan, organize, 
implement and evaluate the mental health PASARR activities 
mandated by P.L. 100-203, and to ensure that the activities are 
coordinated with the mandates of the Minnesota Comprehensive 
Mental Health Act. The MHD provides monitoring of compliance to 
the nursing home screening sections of the law. The PASARR 
process has been implemented. 

--MHD staff have conducted technical assistance sessions for 
Minnesota Department of Health Quality Assurance and Review (QAR) 
teams, local mental health authority staff, PASARR staff, RTC 
staff, nursing facility staff and other health and human service 
providers throughout the state. 

Special Projects for Older Adults: A state-funded pilot project 
for older adults with mental illness in a rural area of the state 
provided assessments to 66 older adults, public information to 
these adults and their families, and training sessions for 
providers. -

Screening for Inpatient and Residential Treatment Services: 
Initial recommendations by Adult and Children's Task Forces on 
Inpatient and Residential Treatment Services have been completed. 
These task forces have struggled with issues of screening adults 
and children for appropriateness of admission to such care., 
without adding yet another bureaucratic barrier to the 
availability of care. Legislative changes in requirements for 
screening are being proposed as a result of the recommendations 
by these groups. These recommendations include county assurance 
that appropriate admission, discharge, and continued stay 
criteria are included in contracts for residential services and 
that Medical Assistance Utilization Review criteria for inpatient 
hospital admission address availability and appropriateness of 1 

community services. 

Anoka Alternative Treatment Plans: This one year pilot project 
is aimed at developing alternatives for clients who would 
otherwise continue to reside in the Anoka RTC (state hospital). 
The project started in July, 1990. Counties receive state grants 
so that the individual may live in their home community. 
Counties are expected to· develop flexible, individually tailored 
treatment plans which provide the services needed for each 
person, including mechanisms for support, to the maximum extent 
feasible, for individual preference as to where services should 
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be delivered, assertive intervention and support plans on behalf 
of the individual, and working with and supporting community 
members such as landlords, employers and family or friends as 
well as the individual who has mental illness. 

c. Description of problems encountered: 

- Insufficient numbers of mental health professionals to complete 
the diagnostic assessments in a timely fashion; insufficient 
numbers of case managers who are mental health practitioners. 

- Extensive training time on the part of MHD staff needed to 
change provider skills and attitudes from an institutionally 
based model to more community based approaches (e.g., to assist 
providers in determining how to provide the types of supervision 
and coordination needed outside of an institutional setting). 
Provider reluctance and lack of skill in working with an older 
adult population that has not historically been a high priority 
population. 

- Lack of clear direction at the federal level ( OBRA regulations 
are still not final; see 3-D). 

d. Outcomes from the accomplishment, and whether these 
were what the State expected: 

OBRA-87. The PASARR process has been implemented, and the 
population of people having a mental illness and not needing 
nursing facility care or active treatment for mental illness has 
been identified. 

Older Adults Grants. Greater sensitivity to the mental health 
needs of older adults has resulted from this process. 

Anoka Alternatives. The first patients have been discharged to 
alternative community settings. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 16 

2. Brief Description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 2-D 

To supervise local mental health authorities in arranging for the 
safe and orderly discharge of persons with mental illness who are 
found to he inappropriately residing in nursing facilities. 

b. Description of whether the objective was accomplished 
during the past year: 
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OBRA-87: In an effort to reach OHS' goal of full implementation 
of federal Public Law 100-203, requiring the arrangement of 
alternative housing and services for persons in nursing 
facilities who have a mental illness but are not in need of 
nursing facility level of care by April 1992, the MHD has begun 
to provide technical assistance and funding to counties from a 
1989 legislative appropriation. As part of its technical 
assistance package, the MHD is encouraging counties to be 
creative in their delivery of alternative services. 

The Minnesota Department of Health Quality Assurance and Review 
Section refers residents who have or may have mental illness and 
who do not need nursing facility care to the Mental Health 
Division (MHD) for further review. MHD staff then notify the 
county contact to ensure that thorough mental health diagnostic 
and functional assessments are completed and individual 
alternative disposition plans are developed, implemented and 
monitored. 

Revised Schedule: The OHS submitted an Alternative Disposition 
Plan (ADP) to HCFA to request additional time to arrange for a 
safe and orderly discharge of an estimated 300 individuals 
determined to be inappropriately residing in a nursing facility. 
The approved schedule called for 50 persons to be relocated and 
provided appropriate services from January 1, 1990 to March 30, 
1990, 100 additional persons from April 1, 1990 to March 30, 1991 
and 150 additional persons from April 1, '1991 to June 30, 1992. 

Implementation: The Division successfully began implementation 
of federal OBRA regulations requiring the relocation of persons 
with mental illness from nursing homes to community alternatives. 
This has required the involvement of all 87 county social service 
and public health departments, 98 community mental health 
programs and over 4,000 physicians, nursing facilities and 
hospitals. The latest available information indicates that up 
to 300 nursing home residents with mental illness may be required 
to relocate. Fifty persons have been discharged to independent 
living. By March, 1991, 100 additional persons will be 
discharged. State ADP grant funds, approved by the 1989 
Legislature, are being used to help counties develop service 
packages for those persons and others who will be relocated in 
1991-1992, and who are expected to need community based mental 
health services. Counties have begun to identify gaps, and are 
looking at ways to fill these needs through developing 
appropriate new or expanded services·in the community. 
Thirteen counties have submitted proposals for alternative 
disposition grants (state funds) to assist with relocation of 
these residents from nursing facilities to community-based 
housing with a wide array of mental health, social, and medical 
services to transition and maintain these individuals in the 
community. The 13 counties have approximately 100 residents who 
will need to be relocated by March 31, 1991. 
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Technical assistance is being provided to enhance understanding 
of OBRA's requirements for alternative disposition plans, and to 
improve local awareness of how to increase this population's 
access to community-based housing and services. The MHD is 
reviewing and approving grant applications addressing specific 
ADPs for persons in need of relocation; providing supervision to 
county staff responsible for implementing ADP's, and tracking and 
evaluating reporting mechanisms on a quarterly basis. Plans have 
been developed for ongoing monitoring, including just prior to 
relocation, immediately following relocation, and a minimum of 
one year after relocation. 

c. Description of problems encountered: 

- Insufficient numbers of mental health professionals to complete 
the diagnostic assessments quickly, which delays the relocation 
process. Insufficient numbers of case managers who are mental 
health practitioners. 

- Extensive training time on the part of MHD staff needed to 
change provider skills and attitudes from an institutionally 
based model to more community based approaches; 

- As of July 1990, the federal government had proposed, but still 
not promulgated, over 30 pages of regulations to implement the 
mental health portion of OBRA-87. -

d. outcomes from the accomplishment, and whether these 
were what the State expected: 

PASARR assessments have been completed and persons in need of 
relocations identified. Specific deadlines in federal statute 
and in Minnesota's approved ADP for OBRA relocations into the 
community are being met. Fifty persons have been discharged into 
the community. 

Sensitivity to the needs of this population has increased, as 
well as awareness of community based service possibilities. 

e. Cross-reference to 1.of 22 topics listed in Attachment 
B: 13 

3. Brief Description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 4-E 

To determine the best methods for assuring that out-of-home 
placements of adults and children are appropriate and necessary. 

b. Description of whether the objective was accomplished 
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during the past year: 

Children: The 1989 Legislature, in Minnesota statutes, section 
245.4885, mandated a screening service for children ~eing 
considered for residential or inpatient treatment services when 
public funding will be used to provide those services: 

The county board shall ensure that all children are 
screened upon admission for treatment of emotional 
disturbance to a residential treatment facility, an acute 
care hospital, or informally admitted to. a Regional 
Treatment Center if public funds are used to pay for the 
services. If a child is admitted to a residential 
treatment facility or acute care hospital for emergency 
treatment of emotional disturbance or held for emergency 
care by a Regional Treatment Center under Section 253B.05, 
Subdivision 1, screening must occur within five working 
days of admission. Screening shall determine whether the 
proposed treatment: 

is necessary; 
is appropriate to the child's individual treatment 

needs; and 
cannot be effectively provided in the child's home. 

In addition, it must be determined that: 

the length of stay is as short as possible consistent 
with the individual child's needs; and 

the case manager, if assigned, is developing an 
individual family community support plan. 

Screening shall be in compliance with Section 256F.07 or 
257.071, whichever applies. Wherever possible, the parent 
shall be consulted in the screening process, unless 
clinically inappropriate. The screening process and 
placement decision must be documented in the child's 
record. An alternative review process may be approved by 
the Commissioner if the county board demonstrates that an 

· alternative review process has been established by the 
county board and the items.of review, persons responsible 
for the review, and review criteria are comparable to the 
standards in clauses (1) to (3). 

The Legislature:_also -established a task force to report on and 
recommend changes in screening mechanisms. The purpose of the 
task force was to: examine and evaluate existing and available 
mechanisms that have as their purpose determination of and review 
of appropriate admission and need for continued care for all 
children with emotional disturbances who are admitted to 
residential treatment facilities or acute care hospital inpatient 
treatment. 
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The task force conc1uded that screening processes should be based 
on the following Principles: 

--simplicity and consistency 
--capability to respond differentially to emergency and non-
emergency situations. 
--Effective and immediate linkage between counties and service 
providers to assure comprehensive planning and continuity of care 

--Separate and distinct from ongoing case management services 
--Primary focus on the clinical needs of the child and family; 
decisions based on clinical needs. 

Recommendations 

- The screening team should be comprised of, at minimum, the 
child, his/her family (unless clinically contraindicated), the 
referring agent, and a mental health professional. 
- A well-publicized appeal process should be available to those 
families and children who believe the screening process has not 
met their needs. Such a process should be multidisciplinary in 
nature. - Rule 5 must be revised to include common admission and 
continued stay standards for all residential treatment facilities 
serving children. These standards should be linked with the 
Permanency Planning Process. 
- Upon revision of the rule, OHS should monitor Rule 5 facilities 
randomly as part of its licensing process to assure that 
appropriate services and lengths of stay are being provided. 
Full scale reviews should be undertaken when facilities do not 
meet licensure guidelines. 
- Rule 48, which governs Medical Assistance Utilization Review, 
should address the availability of community alternatives to 
inpatient hospitalization. If a lack of community alternatives 
for children is creating a clinical situation which otherwise 
might not exist, acute care admission should be approved. 

Adults: The 1989 Legislature amended Minnesota Statutes, section 
245.476, subdivision 1, as follows: 

No later than January 1, 1992, the county board shall screen 
all adults before they may be admitted for treatment of 
mental illness to a residential treatment facility, an acute 
care hospital, -or.informally admitted to an RTC if public 
funds are used to pay·for the services. Screening prior to 
admission tnust occur within ten days. If an adult is 
admitted for treatment of mental illness on an emergency 
basis to a residential facility or acute care hospital or 
held for emergency care by a Regional Treatment Center under 
section 253B.os, subdivision 1, screening must occur within 
five days of the admission. Adults must be screened within 
ten days before or within five days after admission to 
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ensure that: 

an admission is necessary; 
the length of stay is as short as possible consistent 

with individual client need; and 
~ the case manager, if assigned, is developing an 
individual community support plan. 

The same year the Legislature also required the appointment of a 
task force to examine and evaluate existing mechanisms that have 
as their purpose review of appropriate admission and need for 
continued care for clients admitted to residential treatment, 
acute care hospital inpatient treatment, and Regional _Treatment 
Center inpatient treatment. 

The Commissioner was required to review the statutory 
preadmission screening requirements for psychiatric 
hospitalization, both in the Regional Treatment Centers and other 
hospitals, to determine if changes in preadmission screening are 
needed and to deliver a report of the review to the Legislature 
by January 31, 1990. This report was combined with the task 
force reports on adult and children's screening. 

The emphasis on screening gradually shifted between 1987 and 1989 
from concern about whether or not the admission is appropriate to 
recognition that a "quality review" mechanism is needed to ensure 
that both the treatment provided and the'length of stay are 
appropriate to the individual's needs. However, the statute 
clearly mandates that screening for adults must be accomplished 
prior to admission. The focus of screening can be on (1) the 
adequacy of preadmission screening and/or (2) a quality review 
mechanism which evaluates the adequacy of the treatment provided 
and the length of stay in the program. If emphasis is placed on 
preadmission screening, significant issues include whether a 
mental health professional should be required to conduct 
screening (as in the children's statute), whether screening in· 
addition to that required for commitment and voluntary admission 
to RTCs is necessary at all, and the costs associated with 
preadmission screening. 

Task force members made the following recommendations: 

- Each entity providing mental health services under contract 
with a county should be required to have admission, continued 
stay, and discharge criteria as part of the service contract;· 
- The current revision of Rule 36 should address general 
admission, continued stay, and discharge criteria and all 
providers of licensed services should be required to adhere to 
these standards; 
- Admission processes should have the capacity to respond 
differentially to emergency and non-emergency situations; 
- The admission function must provide an effective and immediate 
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linkage between counties and service providers, to assure 
comprehensive planning and continuity of care between needed 
services, in accordance with data privacy requirements; 
- Admission functions must be separate and distinct from ongoing 
case management services unless the case management model used 
for mental health services in Minnesota is changed; 
- Screening functions must provide a structure which has as its 
primary focus the clinical needs of the adult and which results 
in decisions soundly based on clinical needs; 
- The admission process must include an appeal mechanism which 
can be readily accessed by the individual or the individual's 
legal representative; 

Repeal of adult screening as a service should be sought. 

c. Description of problems encountered: 

Children's Screenin~chanisms: 

-- Screening mechanisms currently being used are disjointed and 
separate, even though they may accomplish their intended 
individual goal; 
-- In the absence of integration, balance is lost, and the result 
is that the focus of the screening activity becomes either the .. 
rationing of care (under-treatment) or the filling of beds 
(over-treatment); 
-- Screening mechanisms tend not to be multidisciplinary in 
nature; · 
-- Rather than being based on clinical factors, admission to or 
denial of inpatient or residential program services may be based 
on administrative considerations; these non-clinical factors are 
believed to exclude children from needed programs as often as 
they result in admission to inappropriate programs. 

Aduit_Screening Mechanisms: 

--Mechanisms for, and logistics of, screening are inconsistent 
across services, systems, and counties. Currently, each facility 
and each clinician sets individual criteria for admission. 
--Criteria for admission, especially to acute care hospital 
psychiatric programs, may focus more on administrative issues 
than on clinical factors or judgments. 
--Screening can identify gaps within systems, but specific 
information on those gaps is hard to capture, especially if an 
individual is provided community services which do not require 
screening, rather than residential. or inpatient services. 
Screening mechanisms should be broad enough to deal with whatever 
services are needed. 
--Retrospective reviews by third party payers force hospitals to 
pick up costs of services after the fact, even when prior 
authorization has occurred. The state is directed to use both 
these review mechanisms to safeguard against unnecessary or 
inappropriate use of MA services. The result is that the burden 
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for screening out in advance anyone who might later be found to 
be inappropriately placed by the payer has fallen on hospitals, 
making them unwilling to take admissions. 
--A unified screening system may be easier to implement in rural 
or small town areas; such systems may be logistically impractical 
for large metro areas in which there are multiple providers and 
numerous options for placement and community services. 
-- The lack of community-based alternatives to residential and 
inpatient services, appropriate funding for community and 
residential and inpatient programs, and beds within residential 
and inpatient programs has an impact on admissions to 
residential/inpatient programs. An adequate array of both 
community based services and residential/inpatient services is a 
key to resolving inappropriate placement problems. 
--Funding for the RTC system reduces the availability of funding 
for other service development. 
--Delays in discharge are oft.en necessary because the individual 
does not have adequate funds to pay for the costs of room and 
board outside the facility. No mechanism exists to address this 
issue. 
--Multiple screenings are costly, yet the system sometimes 
encourages them. 

d. Outcomes from the accomplishment, and whether these 
were what the State expected: 

Both Adult and Children's Task Force recommendations are 
complete. The OHS will propose legislative changes as a result 
of these recommendations which would repeal of screening for 
adults as a service. Precommitment screening will be continued 
and a mechanism for independent screening of voluntary admissions 
to RTCs will be proposed. Task Force members will work with 
Medical Assistance staff to revise Rule 48 (Medical Assist~nce 
Utilization Review) for children's inpatient hospitalizations. 
Task Force members also participated with OHS staff in developing 
admission criteria for the proposed State-operated Rule 5 
facility in Willmar (adolescent SOCS) and in developing the 
contract for independent screening of persons under the age of 21 
for inpatient psychiatric hospitalization. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 21 

4. Brief Description of Another Implementation Objective 
Identified.in. 9/89 -Plan, under·this Objective. 

a. The original milestone: 5-B 

To promote community based services in the least restrictive 
environment that is clinically appropriate to the client•s needs. 
To use information from assessments of RTC patients to actively 
plan for their community services needs. 
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b. Description of whether the objective was accomplished 
during the past year: 

The MHD is moving toward development of state Operated Community 
Services (SOCS) for persons with mental illness, as directed by 
t~e 1989 Legislature in the Regional Treatment Center Act. 
Funding was provided by the 1990 Legislature in the State Bonding 
Bill for construction of one adolescent (Rule 5) facility in 
Willmar and an adult (Rule 36) facility in the Twin Cities 
metropolitan area. Development of a larger number of socs is 
dependent on resolution of several issues, including funding 
mechanisms for supervised apartments which will not create 
undesired facility-based programs, and development of resources 
to stimulate both housing availability and appropriate levels of 
service in the local community, to support individuals previously 
served with more institutional levels of treatment. Planning 
for the two MI socs is underway, a 10 bed residence for children 
with emotional disturbance, and a 16 bed residence for adults 
with mental illness. 

The 1990 Legislature shifted $500,000 in funding to a new effort 
to provide community alternatives for 35 to 50 persons in the 
Anoka Metro Regional Treatment Center. Counties have been 
awarded these funds, and the first individuals have been 
relocated from the RTC. 

Rule 36: The MHD took part in several efforts to determine how 
to provide normalized living arrangements for persons with mental 
illness more effectively. The MHD continued to investigate the 
feasibility of separating the Rule 36 service components from its 
housing components, in an effort to allow consumers of services 
to live in more normalized surroundings. The goal is the. 
development of a rehabilitative service model which could be 
offered in multiple sites, depending on individual need. Such 
sites might include licensed adult foster care homes, board and 
lodging facilities, or even the individual's own home if such an 
option were economical. A separation of programming and housing 
also could conceivably make some services currently offered in 
Rule 36 facilities MA reimbursable, thus providing an approximate 
50% federal match for those expenditures. 

Activities to revise the rule were interrupted during the period 
of August 1989 to March 1990, as all available staff resources 
were diverted to the review of county biennial Children's and 
Adult's Mental Health Plans. This delay coincided with the 
release of a report by the Legislative Auditor ("Community 
Residences for Adults with Mental Illness"), and thus afforded an 
opportunity to incorporate some of the LAC's findings into the 
revision. 
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Three other studies also have impact on Rule 36 revision: the 
report on Inpatient and Residential Screening for Adults, a 
report on Board and Lodging Facilities with Supportive Services 
(submitted to the legislature by the DHS and the Department of 
Health), and a study of the needs of a sample of individuals of 
Rule 36 and CSP program, for which preliminary analysis has been 
c~nducted. 

OBRA-87: The Division successfully began implementation of new 
federal OBRA-87 regulations which are requiring the relocation of 
about 300 persons with mental illness from nursing homes to 
community alternatives. State funds approved for this purpose by 
the 1989 Legislature are being allocated to counties, with 
appropriate new or expanded services being developed in the 
community, and 50 persons have been discharged to independent 
living. 

c. Description of problems encountered: 

Lack of human resources at the state level to accomplish both the 
extensive review of County Mental Health Plans (168 plans were 
reviewed together with extensive technical assistance by the MHD 
to counties) and to continue the Rule revision activities. 

d. Outcomes from the accomplishment, and whether these 
were what the State expected: 

Planning for the two MI State Operated Community Services (SOCS) 
began in June, 1990, a 10 bed residence for children/adolescents 
with emotional disturbance, and a 16 bed residence for adults 
with mental illness. 

The 1990 Legislature shifted $500,000 in funding to a new effort 
to provide community alternatives for 35 to 50 persons in the 
Anoka Metro Regional Treatment Center. Counties have been 
awarded these funds, and the first individuals have been 
relocated. 

The MHD continued to investigate the feasibility of separating 
the Rule 36 service components from its housing components, in an 
effort to allow consumers of services to live in more normalized 
surroundings. A number of reports and special studies on 
community services, including a study of the needs of a sample of 
individuals of Rule 36 and CSP program, for which preliminary 
analysis has been conducted, have or will be incorporated into 
the final Rule 36 revision. 

State funds approved for OBRA mandated relocations are being 
allocated to counties, with appropriate new or expanded services 
being developed in the community; 50 persons have been discharged 
to independent living. 
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e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 14 

REQUIREMENT v. The reduction of the rate of hospitalization of 
~he~e individuals 

1. Brief Description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 2-A 

To supervise counties in planning for and providing mental health 
services. 

b. Description of whether the objective was accomplished 
during the past year: 

Minnesota is a county-based human service system, in which the 
county provides local mental health services. The 1987 and 1989 
Comprehensive Mental Health Acts for Adults and Children require 
counties to submit written plans biennially to indicate how they 
plan to comply with the requirements of the Acts. For both adult 
and children's mental health, the Division devoted a major 
portion of its staff resources during F.Y. 1990 to review and 
revision of the county mental health plans. This is one of the 
major vehicles by which the Division can promote county efforts 
to prevent and reduce rates of hospitalization by implementing 
appropriate screening programs and by developing and/or expanding 
community support programs which are adequate and appropriate to 
persons most at risk for hospitalization, or who are currently 
residing in hospitals. The development and implementation of the 
new mental health information system which permits comparisons of 
county's success in meeting this objective are also helpful in 
targeting resources for technical assistance as needed. 

Adult Mental Health Plans were reviewed and eventually approved 
in all 87 counties. Funds were delayed for a few counties that 
had major areas of non-compliance with the law. Technical 

·· assistance was provided to improve plans. Two sets of plans were 
approved (Adult and Children's Mental Health Plans), resulting in 
a total of 168 plan reviews (some counties plan jointly for 
provision of services, see Requirements II and III, Objective 
2-A). 

Plan Review Process: The county plan review process at the state 
level included a number of steps and was similar for both the 
Adult and Children's Mental Health Plans. Each plan was compared 
to a standard program review checklist by the respective regional 
program staff person in the Mental Health Division and by Special 
Project staff (older adults, Indian, homeless persons, rural 
Human Resource Development). A parallel review was conducted by 
Mental Health Division grants management staff based on a 

82 



standard fiscal and data checklist. 

Data from all plans were computerized and analyses prepared based 
on per capita and other measures. Counties were compared with 
one another and to measures of service adequacy established in 
national studies. Mental Health Division staff also obtained 
input from the Regional Treatment Centers and the Social 
Services, Children's Services, and other departmental divisions, 
the major mental health advocacy groups and others. This input 
from persons knowledgeable about both the RTCs and the community 
services, from both staff and consumer perspectives, was helpful 
in targeting means to reduce hospitalization through appropriate 
planning efforts. 

Department staff prepared feedback letters summarizing the 
results of each plan review. In addition, Division staff 
provided most counties with individualized technical assistance 
to ensure development of plans that are in compliance with the 
Acts. Penalties for noncompliance were imposed. The key service 
areas on which the Department focused were the top priorities 
specified in the Mental Health Act: Locally available emergency 
services and locally available case management and community 
support services for persons with serious and persistent mental 
illness. These key areas are critical to reduction of 
hospitalization rates, since they support early intervention and 
secondary prevention efforts as well as an adequate array of 
community services to support living outside of a hospital 
setting. Following revisions, all counties have plans in 
compliance with statutes. 

Other Activities: The Division conducted technical assistance 
workshops and site visits, many of which were aimed at improving 
community services and service coordination and developing 
preventive services, which are expected to reduce the rate of 
hospitalization. The Division conducted a total of 59 technical 
assistance workshops and 600 site visits to individual counties 
and providers in F.Y. 1990. In 1989, the MHD, DRS and the 
Division for Persons with Developmental Disabilities conducted 
employability training programs in 10 sites around the state, 
attended by over 600 persons. In August, 1990, the Division 
reorganized to focus more on regional workshops and less on site 
visits to individual providers, which may actually increase the 
total number of contacts and should improve the effectiveness of 
the Division~s technical assistance. 

The MHD also awarded funds to counties to 1) develop alternative 
disposition plans for persons in Regional Treatment Centers 
(Anoka Alternatives Program); 2) develop community service 
relocation plans for adults with mental illness inappropriately 
residing in nursing homes; and 3) continue supported housing 
pilot projects. A variety of special projects funded by state 
monies or federal Block Grant monies are intended to strengthen 
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community alternatives·to hospitalization; these services are 
developed and delivered at the county level with state MHD 
supervision. 

Some current areas of Rule revision are focused on a redefinition 
of services separate from residential settings (e.g. Rule 36 
revision), which underscore the State's philosophy of minimizing 
non-normalized living environments. Work on consolidated funding 
mechanisms is aimed in part at the separation of eligibility 
requirements for services from RTC residential status, i.e., of 
providing services based on clinical need rather than 
administrative requirements. Anti-stigma campaign materials, 
which were distributed in June, 1990, are intended to.reduce some 
of the stresses faced by clients in community settings by 
preventive educational efforts. Although these areas do not 
involve direct county supervision, they impact upon the county's 
ability to plan for and provide mental health services, and are 
aimed at strengthening community alternatives rather than 
hospitalization for adults with mental illness. 

c. Description of problems encountered: 

The congruence of two nearly simultaneous planning processes (for 
adults and children) brought into focus problems inherent in the 
processes themselves. Planning processes tended to juxtapose 
both planning and compliance data. Some of the compliance data 
was already available to DHS through other means, such as CMHRS 
reporting. In addition, the emphasis on developing (and then 
reviewing) complex workplans with objectives for each service was 
onerous for both county and state staff. 

d. outcomes from the accomplishment, and whether these 
were what the State expected: 

County plans: The combination of fiscal delays and technical 
assistance resulted in significant improvements in many county 
plans. Fiscal penalties included a $3 million delay in federal 
aid imposed on one county by the Department of Human Services for 
submitting substandard plans for serving adults with mental 
illness. Funding to ten other counties was also delayed. The 
delay involved all social services supported by a block grant and 
Title XX, not just state mental health funding. The main problem 
was the lack of emphasis given to case management services for 
persons with·serious and persistent mental illness. 

State MHD staff are now meeting with other DHS Divisions and a 
work group of county representatives to redesign the planning 
process for the next biennium. Recommendations of the work group 
are to be provided to the Legislature in its 1991 session. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 16 
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2. Brief description of Another Implementation Objective 
Identified in 9/89 Plan under this objective. 

a. The original milestone: 2-B 

To provide effective management for Rule 12 and Rule 14 grants. 

b. Description of whether the objective has been 
accomplished during the past year: 

Overview of Rule 36 and Rule 12 grants: State grants are 
provided to counties to ensure that all community residential 
facilities for adults with mental illness meet and maintain 
compliance with program licensing standards. To implement this 
legislative requirement, promulgated in 1981, the Department 
promulgated Rule 36, which established licensing program 
standards and Rule 12, which established funding criteria and 
procedures. Major objectives of Rule 36 are to reduce 
hospitalization and assist persons with serious and persistent 
mental illness in achieving a higher level of independent living. 
Through Rule 12, the state pays for up to 75% of program costs 
(direct service costs only). County boards apply for Rule 12 
funds on behalf of Rule 36 facilities by providing the 
Commissioner with a budget and program plan. 

Accomplishments, Rules 12/36: Since 1981, the joint efforts of 
the Legislature, private sector, Division and counties to bring 
Rule 36 facilities into compliance with licensure standards has 
been highly successful. As of May, 1990, each facility met fire, 
safety and health standards, 79 facilities were licensed 
(compared with 7 in 1981), and funds were distributed about 
equally in the metropolitan and non-metropolitan areas of the 
state, closely paralleling the population distribution in these 
two areas (initially, 70% were in the metropolitan areas). Some 
of the newer facilities have specialized services for persons 
with dual diagnoses (mentally ill and hearing impaired, 
chemically dependent or behaviorally aggressive), and some older, 
larger facilities have closed. In FY 1990, there were 1,679 
licensed beds in 79 licensed facilities, 76 of which received 
Rule 12 funds, and 1,447 beds were funded under Rule 12. The 
average per diem cost was $55.53, $28.71 of which was for program 
costs (Rule 12 and match). 

Reduction of hospitalization. The Legislative Auditor's 
Report (December, 1989) analyzed Medical Assistance data on 300 
persons who had been residing in Rule 36 facilities. They found 
that, on the average, clients spent about half as much time in 
the hospital in the six months following Rule 36 discharge as in 
the six months preceding admission. This was true for stays in 
both Regional Treatment Centers (state hospitals) and community 
hospitals. The total number of hospital stays were also fewer 
after residing in a Rule 36 facility than before. 
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Hospitalization Rates Before, During and After Rule 36 Stays 

TQtal Hospital Days 

Before Rule 36 Stay 
( 6 mos.) 
During Rule 36 stay 
(Ave. : 10 mos.) 
After Rule 36 stay 
(6 mos.) 

Before Rule 36 Stay 
( 6 mos.) 
During Rule 36 Stay 
(Ave. : 10 mos.) 
After Rule 36 Stay 
(6 mos.) 

In Comrunity In Regional 
Hospitals Treatment Centers 

1,354 6,320 

567 37 

680 3,066 

Total~Hospital Stays 

In Comrunity In Regional 
Hosp_Ltals Treatment Centers 

107 62 

60 1 

56 43 

Total Days in 
Hosp_i_tal 

7,674 

604 

3,746 

Total Stays in 
H.Q.§.P.ital 

169 

61 

99 

Downsizing. The MHD is working with individual facilities 
to reduce their size to 16 beds or less. This change not only 
restores Medical Assistance benefits lost under federal IMD 
requirements, but also has a positive impact on the facilities' 
program. Since January, 1989, the MHD has successfully assisted 
6 counties in downsizing 9 facilities from a total of 187 beds to 
144 beds. The Division has developed a long-term IMD downsizing 
plan. The Legislative Audit Commission conducted an extensive 
program audit of the Rule 12 grant program and Rule 36 ·· 
facilities. The audit recommended additional staff in Rule 36 
facilities serving "difficult" clients, rather than the funding 
of new Rule 36 beds, and that additional clients be served 
through expanded funding for non-facility-based case management 
and housing support services. The downsizing efforts and 
long-term plan respond in principle to the objective of reduction 
of hospitalization by reducing placements in larger, less 
"home-like" facilities. · '. 

Overview of Rule 14 Grants: Grants are awarded to counties under 
provision of Rule 14 for community support services to persons 
with serious and persistent mental illness. The purpose of the 
program is to provide services that will assist individuals to 
stay in or near their home community and function at their 
maximum ability level. To be eligible for grants, counties must 
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provide: Client outreach; medications management; assistance in 
independent living skills; employability and supportive work 
opportunities; crisis a~sistance; psychosocial rehabilitation; 
help in applying for government benefits; development, 
identification and monitoring of living arrangements; and case 
management. 

Accomplishments, Rule 14: In FY 1990, all counties in the state 
were offered grants and a total of 86 (out of 87) submitted 
applications approved for funding. This program continues to be 
effective in stabilizing the lives of persons with serious and 
persistent mental illness. The program has proven effective in 
reducing the number of persons needing to be hospitalized for 
their mental illness and in increasing the number of clients 
obtaining employment. Recent data shows that 52% of Rule 14 
clients who were in the program at least one year were 
hospitalized during the year before admission to the Rule 14 
program, while only 21% were hospitalized after their Rule 14 
admission. A total of 3,300 new admissions and 6,000 total 
during the year were served in Rule 14 programs. 

The employability component of community support services is 
closely coordinated with services available through the 
Department of Jobs and Training, Division of Rehabilitation 
Services (DRS). As part of the budget process, the MHD is 
meeting with DRS to support DRS efforts to expand vocational 
services for persons with mental illness'and to ensure there is 
no duplication between the two departments. It is notable that 
employment and housing were the top two concerns of consumers on 
a recent survey. It is expected that the increased emphasis on 
employability will result in more successful community placement 
and consequently reduced vulnerability to re-hospitalization. 

A number of recommendations from the Legislative Auditor's 
Commission Report have been added to the Division's workplan for 
the next year, including revision of Rule 36 to consider the type 
of residential setting separately from the services offered and 
seeking additional funding for Rule 14 grants to counties. 

Annual Grant Program Reports: Mental health services providers 
receiving Rule 12 or-Rule 14 grants·have traditionally submitted 
annual reports containing summary data on the amount of services 
provided, the types of clients receiving these services, and 
client outcomes. This statistical information is useful in 
assessing pro.gram performance .and demonstrating accountability. 

Grant programs funded under Rule 14 or Rule 12 have been required 
by the Department of Human Services (DHS) to submit an annual 
aggregate report.for each year that receives funding. Until SFY 
1989, these reports included the following components: 
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-counts of admissions and discharges; 
-client characteristics at admission; 
-county of financial responsibility of clients served; 
-changes to clients who were discharged from the program 

during the year, including changes in psychiatric hospital use, 
income source, employment status and living arrangement; 

· -changes to clients who were in the program for at least one 
year at the end- of the reporting period; 

-follow up information on those clients who were discharged; 
-information on waiting lists, unmet needs, etc. 

These annual reports from each county were 11 pages in length. 
With implementation of the Community Mental Health Reporting 
System (CMHRS) in 1989 and a greater emphasis on individual 
client data, the annual reports were shortened to three pages. 
These reports now focus on client admission and discharge counts 
and on identifying counties of financial responsibility. Any 
information needed about client characteristics and outcomes not 
available through the CMHRS or annual statistical reports will be 
obtained through special studies of client samples. Such 
information will be collected directly from counties or providers 
as appropriate. · 

c. Description of problems encountered: 

The shift to smaller facilities located closer to the client's 
own community has resulted in improved service but with a 
reduction in statewide beds and a higher cost per person. 
However, the shift to smaller facilities does improve the Federal 
share for the other services needed by facility residents, due to 
the recent Federal' clarification of laws and rules relating to 
Institutions for Mental Diseases (IMDs). The effect of the 
latter is to enhance incentives for smaller facilities, since all 
residents of Rule 36 facilities larger than 16 beds (IMDs) under 
age 65 are ineligible for all Medical Assistance services, 
including doctor's visits, dental care and drugs. 

d. outcomes from the accomplishment, and whether these were 
what the State expected: 

-on the average, clients spent about half as much time in the 
hospital (both RTCs and community hospitals) in the six months 
following Rule 36 discharge as in the six months preceding 
admission; •the total number of hospital stays after residing in a 
Rule 36 facility was also less in the. six months after than in 
the six months before living in Rule 36; 
-Among clients participating in Rule 14 programs for at least one 
year, 52% were hospitalized in the year prior to Rule 14 
participation, compared with 21% after; 
-All Rule 36 facilities now meet fire, safety and health 
standards, and most are licensed; 
-Rule 36 facilities are distributed proportionately in urban and 
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rural areas; 
-some newer Rule 36 facilities have specialized services for 
persons with dual diagnoses; 
-six counties have downsized 9 facilities; 
-All but one of 87 counties submitted Rule 14 grant applications 
that were funded. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 16 

3. Brief Description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 4-C. 

To collaborate with Residential Program Management Division and 
DBS Transition Team (responsible for monitoring progress of RTC 
legislation passed in 1989) to enhance service quality in the 
Regional Treatment center system and to promote continuity with 
community based services. 

b. Description of whether the objective was accomplished 
during the past year: 

The director of the MHD meets monthly with her counterpart in the 
Residential Program Management Division (the Division which hires 
and supervises the mental health work force in RTCs), and the 
director of the HRD project meets frequently with the Residential 
Program Management Division liaison. Issues addressed in the 
latter effort include: Development of an administrative focal 
point for human resource development efforts, areas of 
responsibility in training methods, salaries, data collection and 
others. 

State Operated Community Services: The Department of Human 
Services Transition Team is limited to the development of State 
Operated Community Services (SOCS) for persons with developmental 
disabilities. The MHD is exploring new mechanisms to develop 
socs for persons with mental illness, which will differ 
substantially from socs for persons with developmental 
disabilities (the latter are residential facilities, while the 
mental health SOCS are attempting to create a model which is more 
community-based and which reflects the MHD emphasis on normal 
living environments and separation of treatment from residential 
requirements). The MHD has the authority to plan, with the 
Residential Program Management Division, for two socs, one 
adolescent unit (Willmar) and one adult unit (metro area). Work 
groups have been formed, including MHD staff as well as staff 
from Licensing, Personnel, Residential Program Management, union 
representatives, State and local advisory councils, Minnesota 
Alliance for the Mentally Ill, the Mental Health Association, and 
MAMHRF, a provider organization. 
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Progress on the adolescent socs is substantial: two possible 
sites have been selected; it has been determined that it will not 
be a permanent residence, but rather a treatment facility; and it 
will be a Joint Commission accredited children's residential 
facility licensed under Rule 5. Discussions are also underway on 
the adult socs. The work group has just agreed on the program 
emphasis, but the location and and funding issues remain to be 
resolved. The work group is attempting to avoid duplication of 
existing services as well as to avoid developing a mini-RTC, and 
to develop a model which is consistent with MHD housing 
(maximizing choice) and least restrictive alternative 
philosophies. The resulting socs are expected to be steps 
forward in promoting an alternative model to state hospitals 
(RTCs) as residences for persons with serious and persistent 
mental illness. 

Out-of-State Placement for Children: Although this does not 
directly address the issue of reduction of hospitalization, given 
the directions currently being considered and developed in 
Minnesota favoring treatment in the natural environment to the 
extent feasible rather than residential placement, the issue of 
out-of-state placement for children may be indirectly germane. 
That is, the State is better able to assure reduction of 
hospitalization for children if the numbers of children placed 
outside the state are reduced. 

Following discussion of out-of-state placements of Minnesota 
children for mental health treatment, the 1989 Minnesota 
Legislature required that the Department present a plan to the 
Legislature by February 15, 1990, on methods of increasing the 
use of staff and resources at the Willmar Regional Treatment 
Center to serve children with severe emotional disturbances who 
would otherwise be placed in treatment in other states. A.work 
group comprised of OHS and Willmar RTC personnel focused on this 
issue. Two questionnaires were developed to determine the 
reasons for out-of-state placement. One was sent to directors of 
all Minnesota counties or to specific social workers within those 
counties who were most knowledgeable about the placement of 
children. Responses were received from all 87 counties. The 
second was sent to 25 out-of-state facilities that were listed by 
counties as receiving Minnesota children for placement. 

Over the course of one year, counties place between 125-160 
children in out-of-state facilities for'mental health treatment. 
These numbers do not include children who are placed by their 
parents without'county involvement or public funding. Reasons 
for using out-of-state facilities include: Proximity, 
emergencies, specific treatment needs best met in out-of-state 
facilities, cost, -reputation, or difficult to place (dual 
diagnosis, long histories of treatment failure). A 
recommendation of the work group was the establishment of a SOCS 
for adolescents. 
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c. Description of problems encountered: 

Adolescents: Limited availability of professionals with 
specialized experience working with adolescents with mental 
illness. Willmar Regional Treatment Center has recently hired a 
child psychiatrist, however. 

Adults: Retraining personnel to develop skills in service 
delivery separate from a residential facility. 

d. Outcomes from the accomplishment, and whether these were 
what the State expected: 

One adolescent SOCS is being planned with significant.input from 
the MHD. Awareness of out-of-state placement issues with respect 
to adolescents has been heightened. Several policies related to 
RTCs have been clarified with MHD input. A new five year 
planning process for the removal of adolescents from RTC campuses 
is being undertaken. Planning for an adult socs is also moving 
forward. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 16 

4. Brief Description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 5-C 

To assess current rules to determine the degree to which these 
promote increasing individual's levels of functioning and safety. 

b. Description of whether the objective was accompli$hed 
during the past year: 

Several rules are under revision or are in the preliminary stages 
of discussion. These state rules promote reduction of 
hospitalization by offering alternatives to hospitalization, by 
encouraging more community-based treatment, and/or by (proposing) 
alterations in the way in which mental health funds are 
distributed which may result in greater emphasis upon 
community-based service delivery options. 

Rule 36: The MHD took part in several efforts to determine how 
to provide normalized living arrangements for persons with mental 
illness more effectively. These included consideration of 
alternative ways of providing Rule 36 (community residential 
services to adults) services. As it currently stands, Rule 36 is 
inconsistent with current law and philosophy. A draft of a 
proposed revision to the Minnesota Rules, parts 9520.0500 to 
9520.0690 (Rule 36) governing provision of residential treatment 
services to adults with mental illness was developed, and 
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numerous advisory committee meetings were held during 1989. The 
latest draft rule has been made available to advisory committee 
members. 

Departmental decisions were made to attempt separation of 
treatment/program components and costs from those associated with 
housing, to assure as much flexibility as possible in order to 
facilitate individual consumer choice and attention to treatment 
needs. The goal is the development of a rehabilitative service 
model which could be offered in multiple sites, depending on 
individual need. Such sites might include licensed adult foster 
care homes, board and lodging facilities, or even the 
individual's own home if such an option were economical. This 
philosophical underpinning and a subsequent separation of 
programming and housing also could conceivably make some services 
currently offered in Rule 36 facilities Medical Assistance 
reimbursable under the Rehabilitation Option, thus providing an 
approximate 50% federal match for those expenditures. 

Activities to revise the rule were interrupted during the period 
of August 1989 to March 1990, as all available staff resources 
were diverted to the review of county biennial children's and 
adult's mental health plans. This delay coincided with the 
release of reports by the Legislative Auditor ("Community 
Residences for Adults with Mental Illness"), a report on 
Inpatient and Residential Screening for Adults, and a report on 
Board and Lodging Facilities with Supportive Services, and thus 
afforded an opportunity to incorporate some of their findings 
into the revision. 

An assessment of a· sample of individuals living in community 
settings (Rule 36) and/or receiving community services (Rule 14) 
has recently been completed. Data from this survey will assist 
in determining the changes which may be needed to successfully 
implement a program which will encourage community based, 
normalized living with coordinated service provision. 
Presumably, attempts to encourage treatment separate from choice 
of residence might free up scarce space in Rule 36 facilities for 
persons currently in hospital settings. 

Rule 14 (community services) revisions have been drafted as two 
rules, one encompassing funding and the other standards. These 
are expected to be promulgated in late spring, 1991. 

Rule 5 (licensing for children's residential treatment) is 
considered critical to revise. The MHD is looking at 
incorporating JCAHO standards into the Rule, to the extent that 
this is feasible. Discussion at this point is preliminary, but 
the recently enacted Comprehensive Children's Mental Health Act, 
which will affect Rule revision, emphasizes increasing family and 
community involvement, which in effect promotes alternatives to 
hospitalization. 
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Rule 74 (adult case management): The Division has established 
the Rule 74 Implementation Committee, which is examining some of 
the assumptions made in the original Rule through surveys of 
county staff and providers of case management services. This has 
clear implications for reduction of hospitalization, in that: 1) 
the current Rule assumes that case management would occur 
primarily from a central location, with only one hour/month of 
transportation built in to reach the client. (At the present 
time, case managers spend more time than this per client.) With 
increased emphasis on community-based services and separating 
funding for service provision from residential placement funding, 
services may be even more "decentralized", and case managers may 
spend more time for transportation; 2) The previously mentioned 
problem (see 4-B) of low county reimbursements which do not match 
salary levels for case managers in urban counties, resulting in 
fewer case managers hired in .these counties and higher caseloads, 
will need to be addressed in order to effectively reduce 
hospitalization rates. 

Rule 29: (Approval for third party reimbursement of services 
provided by community mental health centers and clinics). The 
revision of this rule is underway with the assistance of an 
advisory group. Standards for approval are being revised to 
reflect contemporary professional standards. Promulgation is 
expected by April 1, 1991. 

c. Description of problems encountered: 

Under the Administrative Procedures Act (Minnesota legislation), 
rule revision take·s a minimum of 18 months. If the rule is 
complex or if the Division is overloaded with other 
responsibilities, this period can be longer. 

Revision of rules was interrupted during the period of August, 
1989 to March, 1990, since all available staff resources were 
diverted to the review of county biennial children's and adult 
Mental Health Plans. 

d. Outcomes from the accomplishment, and whether these were 
what the State expected: 

Rule 14 and Rule 29: Two major rules have undergone revision and 
will be promulgated in the spring. Others are in the process of 
revision or in the early stages of discussion. Revisions and 
proposed changes reflect current standards and promote community 
based treatment, based on the individual's clinical needs. These 
should promote reduction of hospitalization. 
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Findings from several recent reports (on community residences, 
inpatient and residential screening, and board and lodging 
facilities with supportive services for adults) were incorporated 
into a draft of a proposed revision to Rule 36 (community 
residential treatment services to adults with mental illness). 
An assessment of a sample of individuals living in community 
settings (Rule 36) and/or receiving community support services 
(Rule 14) was completed, and data from this survey will assist in 
determining the changes which may be needed to successfully 
implement community based living with coordinated service 
provision. Surveys of county staff and providers of case 
management services are in process; these will be used to assist 
in revision of Rule 74 (case management). 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 3 

REQUIREMENT VI. The provision of case management to each 
individual with severe, disabling mental illness who~receives 
substantul_amount9_of RUblic funds 

1. Brief Description of Implementation Objective Identified 
in 9/89 Plan, under this Objective. 

a. The original milestone: 6-C 

To assure individual case level coordination among service 
providers and clients. 

b. Description of whether the objective was accomplished 
during the past year: 

Description and Philosophy: Case management is one of the key 
services required by the Comprehensive Adult Mental Health Act to 
ensure the provision of services in the least restrictive 
environment which increases the level of functioning and safety 
of adults needing services. OHS views case management as a 
cornerstone to the overall delivery of a comprehensive mental 
health system for persons with mental illness in Minnesota. 
According to statute, case management services are to be 
coordinated with community support programs, also mandated in 
each of the 87 counties in Minnesota. Implementation of case 
management .services statewide began January 1, 1989. 

The underlying philosophy of case management in Minnesota is 
based on the idea that adults with serious and persistent mental 
illness: 

- are often involved with more than one service provider; 
- have difficulty managing multiple systems, e.g., mental 

health, financial, social services, education; and 
- are unable to access necessary mental health services. 
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The primary goal and responsibility of the case manager is to 
develop an individual community support plan which is based on 
diagnostic and functional assessments. The case manager then 
refers the person to needed mental health and other services 
identified in this plan, providing the coordination, ongoing 
monitoring and evaluation of these services. The responsibility 
for providing the service rests with the county or local agency. 
Rule 74 clearly defines the role and responsibilities of case 
managers and further requires that they not provide mental health 
and other services to clients for whom they are providing case 
management services. This regulation ensures that the case 
manager continues to work with the client beyond a time-limited 
treatment period. 

Utilization of Case Management: Between January 1, 1989 and 
December 31, 1989, a total of 10,754 mental health clients used 
case management services, for a total of 123,456 hours. Of this 
number, 6,781 clients with serious and persistent mental illness 
saw case managers for a total of 84, 494 hours. (This report 
does not exclude clients duplicated in counts across providers, 
and many county systems were not able to exclude non-Rule 74 case 
management activities.) 

Children's Mental Health Act: The Minnesota Comprehensive 
Children's Mental Health Act of 1989 mandated that mechanisms be 
established at the state, local and individual case levels for 
coordination among agencies serving children with mental health 
needs and their families. Continued case management availability 
was mandated for children meeting the criteria of serious and 
persistent mental •illness. Children qualifying under the 
criteria of severe emotional disturbance are to have the service 
available at a later date. 

County Mental Health Plans: In the county mental health plans 
for adult and children's mental health services submitted to the 
MHD for approval, counties are required to answer questions about 
coordination of services for individuals and between programs. 
One of the top priority areas of both the adult and children's 
Mental Health Acts, and a key service area on which the 
Department focussedAand imposed penalties for noncompliance, was 
the adequacy of locally available case management services for 
persons with serious and persistent mental illness. One county's 
Plan was cited as deficient and nearly three million dollars in 
grant funds delayed in part because the Department felt that it 
had "seriously underestimated" the number of people with serious 
and persistent mental illness needing case management services 
and had not provided adequate staff for those clients identified. 

1989 Refugee Amendment: A 1989 amendment added a provision to 
permit refugees to receive case management services from other 
refugees who may not yet meet the minimum professional 
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requirements of a case manager. The amendment includes a 
"sunset" provision to allow existing refugee case managers 
additional time to meet.the minimum requirements. 

Revision of Rule 74: Currently, the MHD is conducting a survey 
of counties about case management activities in order to define 
the extent of the case management problems cited below and to 
assist in developing solutions. The results are expected in the 
next 1-2 months. Following the results, the MHD will then work 
on revision of the case management rule (Rule 74). The 
Legislative Auditor's Reports of 1987 and 1989, which the DHS 
participated in preparing, reviewed caseload sizes in Minnesota. 
In 1987, the average caseload was about 49, whereas in 1989, it 
was about 40, suggesting some improvement in this regard. 

c. Description of problems encountered: 

In the past year, some counties have experienced difficulties 
providing case management, partly due to the development of case 
management as an independent mental health service and not as a 
traditional social service offered by the county. Counties have 
needed to restructure and reorganize internal administrative 
processes to accommodate the provision of case management as 
defined in Rule 74. 

MA reimbursements are not adequate to cover the true cost of case 
management services in metro counties, which tend to use 
experienced social workers and service providers as case managers 
who often earn significantly more than the reimbursement rate 
allows (Rule 74 requires case managers only to have a bachelor's 
degree and one year of experience) or the cost of travel time, 
which is critical if services are to be delivered outside of the 
office. 

Counties having fewer than 50% of their clients MA eligible find 
it difficult to fund case management. 

Development of case management for children with severe emotional 
disturbance, as distinct from those eligible under current Rule 
74, is delayed due to lack of state staff. 

d. Outcomes from the accomplishment, and whether these were 
what-the State expected: 

The issues noted in (c) will be examined in the next year to 
determine whether any changes should be made in Minnesota's case 
management system. To the extent possible, work on developing 
and implementing a distinct children's case management model is 
continuing. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 17 
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REQUIREMENT VII. The provision of a program~of~utreach to 
persons who are mentally ill and homeless 

1. Brief Description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 7-A 

To develop systems to identify underserved persons and 
populations or groups of persons in need of services. 

b. Description of whether the objective was accomplished 
during the past year: 

Federal McKinney Act funds and state appropriations were used to 
help counties assess the need for and develop appropriate 
specialized community based services for homeless persons with 
mental illness. Grants to counties were made in combination 
with state Rule 14 Community Support Program funds to assure 
linkage and ongoing provision of local services to homeless 
persons with serious and persistent mental illness. In F.Y. 
1990, 8 grants serving· 2,582 homeless were awarded. Specialized 
technical assistance and program consultation were provided to 
the counties that received these grants. 

Each project has an assessment process to determine homelessness, 
at risk of homelessness and mental illness. The definition of 
mental illness for this federal program includes acute mental 
illness as well as serious and persistent mental illness as 
defined by M.S. 245.462, subd. 20. If staff determine that an 
individual has mental illness and is homeless, they attempt to 
link the person to needed mental health services, although_ much 
of the initial activity involves meeting basic needs of food and 
shelter. 

All of.the eight projects provided outreach as well as five other 
essential services (see 7-B). 

Combining all programs, outreach consisted of 41% of the total 
program. Urban and suburban counties, however, typically had 
considerably less outreach (20-25% in the metropolitan counties 
in or near Minneapolis-st. Paul, and 40% in Duluth), and, with 
one exception, rural areas typically considered outreach a major 
focus of the grant, ranging between 60-65%. For example, the 
staff person in' one of the rural areas in which there were no 
other services specifically for homeless persons traveled over 
16,000 miles providing outreach and provided face-to-face 
training to over 14 local law enforcement agencies. 

Overall, 50% were known to have serious and persistent mental 
illness, 12% acute, 18% were unknown, 16% "other", and 4% none. 
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Only 18% were taking prescribed psychotropic medications. 

This year, the rural counties receiving grants have been asked to 
focus further on those at risk of homelessness and mental illness 
as well as on migrant workers who are homeless and also have 
mental illness. Outreach and referrals are two of the five major 
services all local programs are required to provide. (See 7-B 
and 7-C under this Requirement for further information). 

c. Description of problems encountered: 

Current federal McKinney Act funds have not kept up with the 
initial funding for F.Y. 1989. A two-year spending provision has 
delayed the impact of the federal reduction, but the number of 
grants and persons served will be reduced if funding is not 
restored to the initial level. 

d. Outcomes from the accomplishment, and whether these were 
what the State expected: 

Federal McKinney Act funds and state appropriations awarded 8 
grants to counties serving 2,582 homeless persons in SFY 90 to 
assess the need for and develop appropriate specialized community 
based services for homeless persons with mental illness. 

Each project has an assessment process to determine homelessness, 
at risk of homelessness and mental illness. This year, the 
rural counties receiving grants have been asked to focus further 
on those at risk of homelessness and mental illness as well as on 
migrant workers who are homeless and also have mental illness. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 12 

2. Brief Description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 7-B 

To assure that services for persons and populations or groups of 
person$ with diverse mental health needs are appropriately 
addressed by the system. 

, b. Description of whether the objective was accomplished, 
during the past year: : 

Objective 7-B specifically focuses on the mandate, under federal 
McKinney Act homeless grant funds, to help counties develop 
appropriate specialized community based services for homeless 
persons with mental illness. Grants to counties are made in 
combination with state Rule 14 Community Support Program 
funds to assure linkage and ongoing provision of local 
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services to homeless persons with serious and persistent mental 
illness. (see 7-A and 7-C for further detail about the program). 

The Mental Health Division is the administrative agent for the 
Mental Health Services for the Homeless (MHSH) Block Grant. The 
State agency distributes money to local programs to provide 
meptal health services; outreach; case management; referrals; and 
substance abuse treatment to homeless persons who have mental 
illness. Money is also available for project staff. Funding to 
each state is based on the proportion of a state's urban 
population relative to the nation's urban population. 

Minnesota's FY 90 allocation was $334,000; the SFY 90 budget was 
$724,000. A total of 8 grants were funded, representing 7 
different counties. No single county is expected to meet all the 
federal requirements for the McKinney program; but the state as a 
whole must provide for each program area. Hennepin and Blue 
Earth Counties provide services directly through their own county 
staff, while the other six counties either contract with the 
community mental health center, community support program or a 
private agency. 

The Mental Health Division has hired a Program Advisor for .4 FTE 
to provide technical assistance, training and networking.for each 
project and to other MHD staff. Grants management and 
administration is conducted by the grants manager from the MHD 
Technical Support Unit. · 

McKinney Act funding has been used by grantees to hire 18 FTE 
local staff. They provide direct services to homeless 
individuals. All project staff work closely with homeless 
shelters and drop-in providers in their area and they also have 
training and networking meetings with local law enforcement 
personnel. If the assessment process indicates that an 
individual has mental illness and is homeless, an attempt is made 
to link the person and the needed mental health services, 
following satisfaction of the basic needs of food and shelter. 

This past year, Minnesota's program has continued eight projects. 
The urban area projects are focusing on encouraging more of their 
clients to accept county mental health. case.management on an 
on-going basis. 

c. Description of problems encountered: 

current federal'McKinney Act funds have not kept up with the 
initial funding for F.Y. 1989. A two-year spending provision has 
delayed the impact of the federal reduction, but the number of 
grants and persons served will be reduced if funding is not 
restored to the initial level. 
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In addition, the definition of case management as required by the 
McKinney Act is much broader than that provided by state law and 
federal requirements for targeted case management under Medical 
Assistance. 

d. Outcomes from the accomplishment, and whether these were 
what the State expected: 

A total of 8 homelessness grants were funded, representing 7 
different counties. Urban area projects are focusing on 
encouraging more of their clients to accept county mental health 
case management on an on-going basis this year. 

McKinney Act funding has been used by grantees to hire 18 FTE 
local staff who provide direct services to homeless individuals. 
All project staff work closely with homeless shelters and drop-in 
providers in their area and they also have training and 
networking meetings with local law enforcement personnel. 

The MHD hired a Program Advisor for .4 FTE to provide technical 
assistance, training and networking for each homelessness project 
and to other MHD staff. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 12 

3. Brief Description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 7-C 

To maximize all existing and/or develop new funding resources, 
including resources devoted to the RTCs, to assure that the 
diverse mental health needs of Minnesotans are incorporated. 

b. Description of whether the objective was accomplished· 
during the past year: 

Funding History: The 1987 Legislature appropriated $350,000 for 
the biennium for delivery of mental health services to homeless 
individuals in Hennepin, Ramsey and st. Louis Counties 
(Minneapolis, st. Paul and Duluth areas). This money was used 
toward the required 3 to 1 match of the McKinney Block Grant. 
The 1989 Legislature appropriated an additional $400,000 for the 
next biennium. 

Congress allocated $32,200,000 in 1987. Minnesota received 
$396,190 (1.23%). In 1988, Congress allocated an additional 
$11,489,000 and Minnesota received $176,083 (1.53%). The initial 
federal notification of available funds was received in November 
1987 (FY 88) and federal approval for the State plan was received 
in March 1988. The first state spending began in June, 1988. 
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The Mental Health Division used the Department of Jobs and 
Training quarterly shelter data to determine which counties would 
receive funds and in what percentage. Six counties were selected 
on the basis of their percentage of the total number of sheltered 
homeless persons. With the additional 1988 federal funds two 
counties received money because they were representative of 
either rural homelessness or suburban homelessness. Funding to 
each state is based on the proportion of a state's urban 
population relative to the nation's urban population. 

Minnesota's McKinney Mental Health Services for the Homeless 
(MHSH) allocation for FY 89 was $267,000 (1.89% of the 
$14,100,000 Congress allocated), and the FY 90 allocation was 
$334,000. For SFY 89, the total Mentally Ill Homeless Grant 
program budget (state and federal dollars) was $740,000. The SFY 
90 budget is $724,000. 

Other Efforts: In addition to federal programs directly 
addressing the issue of homelessness, there are other 
state-funded programs which are aimed at developing 
community-based housing for persons who are scheduled for 
discharge from institutional settings (state hospitals or nursing 
homes). The Anoka Alternatives Project, funded by a one-time 
appropriation of $500,000 by the 1990 Legislature, provides 
grants to counties utilizing the Anoka RTC for relocation of 
about 35 persons to appropriate community alternatives in their 
home communities. The 1989 Legislature appropriated special 
funding to assist counties in developing appropriate alternative 
services for individuals relocated from nursing facilities under 
OBRA-87 regulations. 

c. Description of problems encountered: 

Current federal McKinney Act funds have not kept up with the 
initial funding for F.Y. 1989. A two-year spending provision has 
delayed the impact of the federal reduction, but the number of 
grants and persons served will be reduced if funding is not 

- restored to the initial level. 

d. Outcomes from the accomplishment, and whether these were 
what the State expected: 

Minnesota's McKinney Mental Health Services for the Homeless 
(MHSH) allocation for .FY 90 was $334,000, and the total Mentally 
Ill Homeless Grant program budget (state and federal dollars) was 
$724,000. Funding has been made available to provide a range of 
services to homeless persons with mental illness. A Legislative 
appropriation has permitted the use of state funds to relocate 
inappropriately placed nursing facility residents and to provide 
a creative array of services for approximately 35 residents of 
the Anoka RTC. 
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e. Cross-reference to 1 of:22 topics listed in Attachment 
B: 12 

REQUIREMENT VIII. The provision of consultation with 
representatives of employees of various long-term care facilities 

This requirement crosses components of several objectives which 
have been previously described. In brief, planning for State 
Operated Community Services (SOCS), an alternative to the RTCs, 
has involved RTC staff at Anoka and Willmar (adult and adolescent 
treatment centers, respectively); Regional Treatment Center staff 
provided input into the county Mental Health Plan reviews, Rule 
36 revision, the Anoka Alternatives Project, and others. Union 
representatives have been involved as appropriate. Staff of Rule 
36 facilities have been involved in the Adult Screening Task 
Force and Rule 36 Revision Advisory Committee. A work group 
comprised of DHS and Willmar RTC personnel focused on the issue 
of out-of-state placement of children. OBRA-87 legislation 
implementation has involved extensive consultation with nursing 
home employees and others involved with the identification and/or 
relocation of older persons inappropriately placed in nursing 
facilities. 

The following section discusses a different type of 
collaboration, the collaborative efforts forged between the MHD 
and academic institutions, mental health service agencies and 
other agencies in Minnesota. This type of collaboration is 
multifaceted, but one of its aims is to coordinate training 
efforts so that the workforce in long-term care settings as well 
as other settings is appropriately prepared to apply current 
concepts of care in working with persons with mental illness. 
Other efforts involve research collaborations that not 
infrequently involve long-term care facilities, and/or consumers 
of such facilities. 

1. Brief Description of Initial Implementation Objective 
Identified in 9/89 Plan, under this Requirement. 

a. The original milestone: 3-E 

To develop appropriate planning linkages with academic 
institutions, mental health service agencies, and other related 
agencies in order to encourage research into mental illness and 
effective treatment modalities, and promote appropriate training 
of the state mental health work for.ca. 

b. Description of whether the objective has been 
accomplished during the past year: 

1) The HRD project has an advisory group with representatives 
from academic institutions which will form the basis for building 
linkages. Currently, they are working on a survey of academic 
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institutions on their capacity to prepare graduates in mental 
health-related service areas, the content of their curriculum, 
the kind of practical experience included in the curriculum 
(internships, etc.), their openness to increased collaboration 
with the MHD, etc. These data and the linkages formed in 
obtaining these data will form the basis for inter-organizational 
linkages. Planning linkages have been developed to address 
common problems. For example, the Legislature mandated a study 
of rural health professionals to identify ways to encourage more 
rural health professionals and to identify areas of shortage by 
number and type of professional. The MHD has met with the Health 
Occupations area of the Department of Health to encourage 
inclusion of mental health areas. [Refer to Requirement 1, 
Objective 3-A, HRD project] 

2) The PEW/APA project is centrally concerned with increasing 
linkages between the MHD and academic training institutions. The 
model adopted for increased collaboration with the Department of 
Psychiatry is similar to that which might be attempted on a 
broader scale with other departments training staff in mental 
health areas, such as psychology, social work, nursing, 
occupational therapy and others. The MHD was recently approved 
for an in-depth consultation from experts from other states which 
will be used to develop a proposal for residency training in 
public psychiatry, including Regional Treatment Centers and 
others [Refer to Requirement 1, Objective 3-A, PEW/APA project]. 

3) The MHD has lent support to the University of Minnesota 
Departments of Nursing and Social Work proposals for NIMH 
clinical training (in mental health). Research proposals have 
been developed with the collaboration of the MHD and a professor 
in the Department of Sociology to study organizational 
relationships which evolved from the implementation of the 
Children's Mental Health Act, as well as with the University's 
Institute for Community Integration and the MHD to evaluate 
consumer-run supported housing. 

4) Public-Academic Liaison Initiative: A public/academic 
liaison is essential in improving the quality of services to 
persons with mental illness; therefore, the Comprehensive Mental 
Health Act was amended to include a Public Academic Liaison 
Initiative (PALI). The Department is charged with establishing 
"a public/academic liaison initiative to coordinate and develop 
brain research and education and training opportunities for 
mental health professionals in order·to improve the quality of 
staffing and provide state-of-the-art service to residents in 
Regional Treatment Centers and other state facilities (M.S. 
245.4861 subd. l)." PALI is to include programs which: 

--encourage and coordinate joint research efforts between 
academic research institutions and RTCs, community mental health 
centers, and other organizations conducting research on mental 
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illness or working with individuals who are mentally ill; 
--sponsor and conduct basic research on mental illness and 
applied research on existing treatment models and community 
support programs; 
--seek to obtain grants for research on mental illness; 
--develop and provide grants for training, internship, 
s~holarship, and fellowship programs for mental health 
professionals in an effort to combine academic education with 
practical experience, and to increase the number of professionals 
working within the state. 

No appropriation was made for the Public Academic Liaison 
Initiative in 1989. Therefore, no new activities could be 
started. However, many ongoing MHD activities, as well as new 
activities funded by the NIMH Human Resource Development (HRD) 
capacity building grant facilitate this public/academic liaison. 

Existing linkages that relate to the outcomes specified in the 
PALI legislation are: 

- DHS's Institutional Review Board (IRB) advocates for 
research within the RTCs. It included representatives from 
Minnesota's medical schools, OHS, the Institute for Disability 
studies, the Minnesota Hospital Association, and others. Its 
membership affords some liaison capacity between OHS and academic 
institutions interested in researching the biological origins of 
and treatment for mental illness. · 

- The DHS's Affirmative Action Office has developed 
recruiting relationships with colleges and universities with 
traditionally minority enrollees throughout the country. The 
Minority Recruitment Shortage Occupation Project has focused on 
the occupational roles in the areas of occupational therapy, 
physical therapy, and speech pathology. The Project has placed 
student interns in both Brainerd Regional Human Services Center 
and Fergus Falls Regional Treatment Center. 

- OHS received a grant from the National Institute of Mental 
Health ·(NIMH) for Capacity Building in Human Resource Development 
in October, 1989. This project has four main goals, one of which 
is to develop appropriate planning linkages with academic 
institutions, mental health service agencies and other related 
agencies. The expected outcomes of the Human Resource 
Development (HRD) Project are consistent with the goals of PALI. 

c. Description ·of problems encountered: 

HRD/PALI: The project was delayed in its inception, and hence is 
in the preliminary stages of development. State PALI legislation 
had no funds attached. 
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d. outcomes from the accomplishment, and whether these were 
what the State expected: 

Planning for the adult and adolescent socs program is well 
underway. Persons with mental illness inappropriately residing 
in nursing homes have been identified, 50 have been relocated 
into the community, and counties have received grants for 
implementing community service plans for others needing 
relocation. The Anoka Alternatives Project is underway, up to 50 
people are targeted for relocation, and grants have been awarded 
to their home communities for implementation. 

The MHD was approved for an in-depth consultation from experts 
from other states which are more familiar with collaborative 
academic/state MHD liaisons. out of this day-long consultation, 
planned for fall, 1990, a proposal for residency training in 
public psychiatry, including Regional Treatment Centers and 
others, will be developed. 

The MHD has met with the Health Occupations area of the 
Department of Health to encourage inclusion of mental health 
areas in the state mandated study of rural health professionals 
to identify ways to encourage more rural health professionals and 
to identify areas of shortage by number and type of professional. 
This potentially affects RTCs, since they are predominantly 
located in rural areas. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 7 

REQUIREMENT IX. The use of state mental health planning 
councils for advice on the development of~heJnental~ealth 
services ~lan 

1. Brief Description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 1-C 

To enhance leadership of state and local advisory councils. 

b. Description of whether the objective was accomplished 
during the past year: 

The MHD has funded an additional position to staff the state 
advisory council. That position is involved in the MHD and 
Department-wide supervisory and other policy planning 
bodies/committees. The State Advisory Council has been directly 
involved in: 

- Reviewing and providing direction for the MHD's ongoing work 
plan; 
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- All MHD and State 
persons with mental 
- The review of all 
and 

agency biennial budget requests affecting 
illness; 
grant applications submitted to the State; 

'' 

- Participation in the Minnesota Health care 
an alternate member. 

Access Commission as 

The MHD has hired an individual full-time to work with the local 
advisory councils (LACs). He has attended meetings and provided 
technical assistance in 57 of Minnesota's 87 counties during the 
last nine months. The visits provide advisory council members 
with the opportunity to present concerns directly to the MHD and 
the State Mental Health Advisory Council. Technical assistance 
has been provided through presentations at these visits and in an 
ongoing way by telephone contacts and regular mailings. In 
addition, an annual CSP conference in May had a regular track of 
sessions solely for Local Advisory Council (LAC) members. The 
Division funded attendance for one LAC and one consumer member 
per county. Attendance was very high, and evaluations revealed 
positive remarks about the sessions designed for LAC members. He 
has also developed a quarterly newsletter for local advisory 
councils, containing information written by and for LAC members. 
The goal of the newsletter and other mailings is to inform LAcs· 
of developments at the State Mental Health Advisory Council and 
the MHD, to increase their knowledge, and to contribute to the 
system on the State level. The newsletter also aids in 
providing educational and background information for consumers 
and families on LACs. 

c. Description of problems encountered: 

Local advisory councils function in individual counties, and, as 
a result, are dependent on local county staff for support •. 
Counties vary in their willingness to staff councils and to 
consider recommendations of these councils. 

Termination of federal planning grant funding has jeopardized 
continuation of these vital functions. State funding has thus 
far not been available to replace lost federal dollars which have 
supported staff for the State Advisory Council. 

d. Outcomes from the accomplishment, and whether these were 
what.the State expected: 

The State Mental Health Advisory council meets monthly and 
provides regular input for MHD planning efforts. LACs 
participate in policy-making, are informed of developments in 
their early stages, and link directly to the MHD and the State 
Advisory Council. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 7 
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2. Brief Description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 3-G 

To maximize opportunities to plan service development 
systematically, based on client needs. 

b. Description of whether the objective was accomplished 
during the past year: 

Counties and Local Advisory Councils: In preparing their 
biennial plans, the MHD asks counties to indicate county program 
goals and objectives for adults with mental illness and children 
with emotional disturbance, to identify local needs, including 
needs obtained through input from the local mental health 
advisory council, to identify barriers to services and 
accessibility, to identify access and service problems for 
special populations, to address coordination of services for 
individuals and between programs: and to indicate membership and 
activities of the local mental health advisory councils (for 
children only, the membership and activities of the local 
coordinating committee, a group with representatives of agencies 
providing services). These needs are then to be addressed in the 
county's mental health plan. This provides a means of obtaining 
formal input about needs and barriers as'a basis for planning. 

State Advisory Council: The state Advisory Council has been 
involved in reviewing county and state plans for service 
development and in all county mental health plans and grants. 
State Advisory Council members and advisory groups are currently 
involved in the process of developing the program for the 
adolescent and adult State Oper~ted Community services. 
Subcommittees from the State Advisory Council are dealing with 
children's issues and others. Advisory Council members, family 
members, providers and others are involved in the development of 
the children's service system, and the former play a very active 
role. 

Consumers: Consumers are usually directly involved in either 
providing input about services and needs or in the planning 
process itself. Surveys conducted by a state provider group 
(MAMHRF) assessed consumer satisfaction with various aspects of 
Rule 36 facilities, and formed the basis for revisioni-of this 
rule. In the process of revising Rule 36 (adult residential 
treatment), there were two focus groups, one with providers and 
another with current and former consumers of Rule 36 to see what 
worked and did not work.· In planning the next CSP conference, 
consumers will be participants in the planning and delivery 
process. 
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Public Hearings: In the last Legislative session, public 
hearings were held with the Governor, the DHS Commissioner and 
the State Advisory Council on the Children's Mental Health Act in 
order to assist in its development. Hearings were held in 
several sites with a great deal of consumer and family 
involvement. In 1990, the Governor will hold hearings on both 
ad~lt and child mental health issues, coordinated with the state 
Advisory Council and the DHS to hear about the current service 
system. Based on this information, they will plan for changes 
which are needed in the system. Five meetings are planned from 
September 7 to October 9, 1990. The Governor's presence 
underscores his commitment to these issues, and public hearings 
allow a wide variety of perspectives to be heard in order to base 
changes needed on such input. 

Studies and Related Information: In redirecting adult social 
services from facility based services to services not linked with 
facilities, many national as well as state surveys were reviewed 
which indicated consistent consumer preferences for normal 
housing. These formed the basis for a change in adult service 
policy. NIMH information about national directions in service 
provision, data collection and other issues is also used to 
incorporate best practices information into the planning process. 
The entire State Mental Health Act was based on research 
indicating the parameters of a basic mental health service system 
needed in communities. 

c. Description of problems encountered: 

Short timelines for implementation of new services of the Mental 
Health Act as well as grant and county Plan reviews have created 
some difficulties in promoting thoughtful service development. 

Data on unmet needs of clients is sometimes difficult to obtain 
on the state level. Counties vary in their ability and 
willingness to plan service development with input from local 
advisory councils. 

d. Outcomes from the accomplishment, and whether these were 
what the State expected: 

Efforts to review, revise and promulgate state rules and to 
develop new services solicit a wide variety of input through 
broad-based work groups/task forces including consumers and their 
families, local and state advisory councils, and staff at various 
levels and types of services, as well as make ample use of 
research results (e.g., a statewide survey of case managers is 
being conducted to define the extent of the problems with the 
present rule and to suggest solutions; the experiences of 
consumers has been used to guide directions for change in Rule 36 
revision; early identification/intervention services are being 
developed with the assistance of a multidisciplinary interagency 
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group established for that purpose, state and national surveys 
have been used to guide directions in both service development 
and rule revision.). 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 10 

3. Brief Description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 8-A 

To provide active outreach in order to elicit consumer input. 

b. Description of whether the objective was accomplished 
during the past year: 

The Division has made special efforts to empower consumers in all 
phases of service planning and implementation. Staff working 
with state and local advisory councils have emphasized the input 
of consumers. Staff have also conducted consumer satisfaction 
and consumer assessment surveys, which have been incorporated 
into the process of rule revision. Surveys conducted by a state 
provider group (MAMHRF) assessed consumer satisfaction with 
various aspects of Rule 36 facilities, and formed the basis for 
revision of this rule. In the process of revising Rule 36 (adult 
residential treatment), there were two focus groups, one with 
providers and another with current and former consumers of Rule 
36 to see what worked and did not work. 

One consumer per county was funded by the MHD to attend the last 
CSP statewide conference in May. Special sessions were oriented 
to consumers, and consumers were among the presenters. In 
planning the next CSP conference, consumers will be invited into 
the planning process. Local Advisory Committees nominated 
consumers for participation in the Alternatives 1 90 Conference. 
Five consumers were funded by the MHD to attend the Alternatives 
'90 conference. Consumers and their families were involved in 
the development of the anti-stigma campaign materials. Consumers 
have also been involved in reviewing and developing grants, and 
all Division grant announcements encourage hiring consumers. 

c. Description of problems encountered: 

Because of the stigma attached to mental illness, some consumers 
are unwilling to participate openly. There is no statewide 
organization or network of consumers. 

d. outcomes from the accomplishment, and whether these were 
what the State expected: 

Consumers are frequently involved in providing input or in the 
planning process itself. This tends to focus attention on the 
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consumer as an important focal point for service decisions. For 
example, existing screening mechanisms were reviewed by the 
children's and adult task forces, who evaluated their current 
status and effectiveness and developed recommendations for 
change, which included that the person and the person's family 
(when appropriate) should be involved in screening decisions, and 
appeal mechanisms should be clear to them. In preparation for 
the State Advisory Committee meetings to assist with the 
anti-stigma campaign, consumer and family opinions about how 
stigma affects their lives were gathered. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 11 

4. Brief Description of Another Implementation Objective 
Identified in 9/89 Plan, under this Objective. 

a. The original milestone: 9-C 

To involve state and local mental health advisory councils, other 
advisory groups, and special grant projects in promoting 
anti-stigma efforts 

b. Description of whether the objective was accomplished 
during the past year: 

An anti-stigma campaign program was successfully completed, with 
approximately 300 kits distributed to community organizations, 
consumers, and family members in June, 1990 (see Appendix F). An 
advisory committee was selected to assist with the development of 
recommendations for the campaign. The committee included 
representatives from the Alliance for the Mentally Ill, the State 
Advisory Council, the Mental Health Association, consumers. and 
family members. This advisory committee discussed options and 
made recommendations that a kit be developed and distributed to 
counties and local advisory councils for their use in building 
coalitions and proactively educating segments of their 
communities about mental illness. The proposed kit would contain 
a variety of materials, tips, and tools for community 
organization and public education. 

Additional input was gathered from mental health advisory council 
members and other potential users of the proposed kit about the 
target audience for distribution of the proposed kits, the 
overall message of the campaign, the individuals to be addressed 
by the kit materials, and identification of stigma-related 
concerns. They recommended that the materials reach a variety of 
groups within communities, including local advisory councils, 
county agencies, local advocacy organizations and consum~rs of 
mental health services. 
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Respondents were extremely enthusiastic about the attention given 
to the stigma issue and the possibility of the kit. They 
supported the use of the kit by local advisory councils, county 
agencies, and/or local advocacy organizations. 

Reducing stigma and increasing sensitivity are an integral part 
of. many projects announced and contracted by the Division. For 
example, project goals in many of the state funded projects for 
older adults with mental illness directly addressed the issue of 
stigma (see 9-B), such as "to improve access to and reduce the 
stigma of obtaining mental health services through the 
development of a peer counseling network". 

c. Description of problems encountered: 

d. Outcomes from the accomplishment, and whether these were 
what the State expected: 

Three hundred anti-stigma kits were distributed to relevant 
organizations, with significant input from consumers. IACs are 
planning use of anti-stigma materials in their local communities. 

e. Cross-reference to 1 of 22 topics listed in Attachment 
B: 13 
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Part C: 
Additional Topics 



PART C: ADDITIONAL TOPICS: 

1. Overall Profile of Mental Health Services. Prior to 1987 

Overview of policy, mission and rights issues: On June 14, 1985, 
the Governor announced the formation of the Governor's Commission 
on Mental Health and a list of specific issues to be addressed by 
the Commission. That commission met between September and 
November of 1985, during which time it developed recommendations 
and established priorities for the future. This was a highly 
significant step in the development of a comprehensive, 
community-based mental health system in Minnesota. 

The Commission concluded that the system of mental health 
services was a "nonsystem", since services, policies and funding 
did not work together as a whole to perform a vital function or 
to achieve a goal. There were no mission statements in state 
statutes with reference to services for people with mental 
illness comparable to those addressing chemical dependency or 
developmental disabilities. Mission statements existed within 
the Department of Human Services, and the Mental Health Division, 
but the commission concluded that they were not sufficient to 
guide and stimulate the development and operation of a mental 
health service system which was responsive to the needs o·f 
Minnesota's citizens and the communities in which they lived. 
They also concluded that there was a considerable discrepancy 
between the rights of people with mental 'illness, the recognition 
of those rights in state statute, and the protection of those 
rights in practice. 

The federal Mental Health Systems Act included a patient's bill 
of rights which was recommended to states for their adoption in 
statute. A review of state statutes to determine the extent to 
which these rights were accepted in states (Lyon, Levine, & 
Zusman, 1982) determined that Minnesota had substantially 
complied in nine areas, partially complied in six areas, and had 
not complied or contradicted the recommendations in nine areas. 
Fourteen states exceeded Minnesota in statutory protection of 
rights at that time. 

a~ Percent of Needs Met: 

There were no known studies at the time of the Commission 
deliberations documenting the individual needs of all people 
with mental illness in Minnesota. Although some studies (cited 
below) had been conducted, the Commission concluded that there 
was little comprehensive information about the actual needs of 
Minnesotans with mental illness. 

The OHS collected information in 1984 on the services provided by 
counties under the Community Social Services Act to people with 
mental illness, and the views of counties regarding the 
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accessibility, adequacy and quality of those services. This 
study indicated that counties were providing an array of services 
to people with mental illness, and that many essential services 
were either not available in all counties, or not available to 
the extent that they were needed. The major areas of services 
identified as needed were: Housing, employment, case management, 
patient follow-up and aftercare, crisis care/emergency services, 
transportation, day treatment programs, social and recreational 
activities, prevention and education services, and services for 
special population. 

Services identified by 75% or more of the counties involved in 
the study as essential for mentally ill persons were then 
recommended by the Department to be included· in the description 
of minimal capability. These included: Adult protection, child 
protection, assessment, case management, emergency 
services/24-hour emergency service, pre-petition screening, 
assistance in meeting basic human needs, outpatient services, 
community residential services, diagnosis, and inpatient 
psychiatric services. 

In 1984, The Mental Health Advocates Coalition of Minnesota, 
Inc., surveyed between 686 and 812 consumers and their families 
across the state about three issues - availability, 
accessibility, and quality of services. Among people who had 
been involved in services or the Coalition, only 48% reported 
having adequate access to mental health services, with 42% 
reporting having no access and 10% reporting being unaware of 
services accessible to them. Approximately one in five 
individuals thought they were restricted in their access to 
hospitalization, ahd approximately one-half did not have basic 
information about mental illness, about ways to cope, or about 
services available. The services which allow people to live 
close to home and family (housing/residential services in the 
community) and reduce hospitalization (outpatient services) were 
seen as inaccessible by 60% and 40% respectively. Only 37% 
reported access to vocational/rehabilitation services, and only 
24% reported access to respite care (N=519). 

b. Geographic Distribution of Services: 

In FY 85, the average daily census in the six state hospitals and 
the Minnesota Security Hospital was 1,197 persons with mental 
illness; this was expected to rise to 1,251 in FY 86. (Prior to 
the deinstitutionalization movement of the 1960s and 1970s), 
there were over 10,000 beds in the state hospital system for 
people with mental illness). Many elderly persons with mental 
illness, however, were moved into nursing homes during that time. 
For example, from 1978 to 1982, the number of Medicaid funded 
persons with mental illness in nursing homes increased from 6,281 
to 9,948. By 1985, the DHS reported 15,200 people with mental 
illness living in nursing homes (this represented all types of 
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funding in all nursing homes, including state-operated nursing 
homes for persons with mental illness). Most of the people with 
mental illness in nursing homes are elderly people with organic 
mental disorders, probably a different population than the people 
who used to be in state hospitals. 

As of January, 1986, there were 1,918 beds licensed or in the 
process of being licensed under Rule 36, excluding state 
hospitals (i.e., group homes), involving a total of 81 
facilities. A total of 7 5 facilities received Rule 12 grants 
(grants to counties to help pay for services required by Rule 
36), with a capacity of 1,676 beds, distributed over 29 of 
Minnesota's 87 counties. The Department estimated th~t there 
were about 22,000 people with mental illness in Minnesota's 300 
to 350 residential facilities at any one time. It was estimated 
that 69% of these persons were in nursing homes, 6% in state 
hospital units for persons with mental illness, 5% in psychiatric 
hospital units, 10% in Rule 36 community facilities, and another 
10% in non-Rule 36 facilities. The number of persons with mental 
illness estimated to be residing in nursing homes exceeded 
15,000; it was estimated that over 1,000 of these persons, or 
approximately 7%, were under the age of 65 years. 

At that time, the OHS estimated that approximately 4,000 to 5,000 
persons had mental health needs appropriate for placement in a 
Rule 36 facility, a semi-independent living arrangement, or a 
supportive living residence, but these alternatives were not 
available to meet the projected need. 

Funding for community support programs (Rule 14) was provided to 
36 of 87 counties, serving 2,750 clients in FY 84. Lack of 
long-term funding and fiscal disincentives to counties resulted 
in less than statewide distribution of community support 
programs. 

In 1985, there were 39 mental health center and county program 
boards. Only seven facilities in the state ever qualified for 
support under P.L. 88-164, Title II in 1963. The funding of 
mental health centers was not consistent throughout the state, 
and the range and nature of services offered by the centers 
differed significantly. 

In 1983, there were 62 Rule 29 centers (Rule 29 governs 
eligibility for insurance reimbursement for outpatient mental 
health clinics). The Commission concluded that very little was 
known or required to be known about outpatient services, in 
contrast to inpatient psychiatric services. 

The OHS reported 1,100 licensed beds in community hospitals for 
psychiatric care in FY 84. In FY 84, 6,054 patients were covered 
under MA/GAMC for general hospital psychiatric care. Quality 
assurance activities and utilization review were subcontracted to 
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Blue Cross/Blue Shield of Minnesota. Several problems noted 
included poor or nonexistent discharge planning, poor or 
nonexistent physician involvement, and a lack of crisis 
intervention and seclusion areas within facilities which would 
prevent the need to transfer people to inpatient care. 

c. Distribution of Funding Resources: 

A report prepared for the Commission indicated that total 
expenditures for people with mental illness in FY 85 were 
$565,250,000. Nursing homes accounted for 47% of expenditures 
(for nursing home care), general hospitals for 20%, state 
hospitals for 8%, Rule 36/12 (community residential settings, 
including room and board) for 8%, Rule 14 (community support 
services) for 6%, special education/vocational for 5%, .3% for 
community mental health, and 5% for other. The public sector 
accounted for the majority of funds, with 30% paid by state 
funds, 27% by federal funds and 9% by local funds. Insurance and 
private pay accounted for 34% of expenditures. 

The Commission concluded that systematic information was 
unavailable about 1) precisely how much is spent on services for 
persons with mental illness; 2) who is receiving services; 3) 
what services are received and to what effect, and 4) who pays 
for services. They also concluded that Minnesota's funding 
sources required people with mental illness receive funded 
services, rather than permitting funding 'to be used to purchase 
needed services, and that policies favored the placement of 
individuals in more restrictive, but not necessarily more 
effective, environments. In addition, the absence of a vigorous 
case management and individual service planning approach, and of 
uniform placement criteria, increased the risk that services 
would be offered based on the costs to the unit of government 
making the placement rather than the needs of people. E.g., the 
costs to counties of placement is often lower for a state 
hospital placement than for a community Rule 36 facility 
placement. The CSSA requirement for at least 50% county funding 
made less restrictive options such as halfway houses, extended 
care and crisis homes more expensive, less attractive options. 

Despite these findings, Minnesota's State Mental Health Agency 
per capita expenditures for community-based programs were 12th in 
the nation (FY 83), compared with 33rd in the nation for per 
capita expenditures for state hospitals. 

d. Consum~r Involvement: 

There were virtually no mechanisms for ensuring consumer 
involvement in 1985, except that Rules 14 and 36 provided 
requirements for consumer involvement in individual planning. 
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2. Signs of l'Substantial" Progress: 

Progress toward a more effective and accountable community based 
mental health system has occurred on multiple fronts. The 
combined effect has been a highly significant change in the way 
in which the mental health system of Minnesota is organized, and 
progress on these issues is continuing at the present time in a 
very tangible fashion. Since the Commission report in 1985, 
detailing the absence of a system and the lack of or very uneven 
distribution of many important services, the following has 
occurred: 

• Development and implementation of the Adult Comprehensive 
Mental Health Act in 1987, reviseti in 1989, specifying a full 
range of basic services which counties must provide to adults 
with mental illness, among other requirements. 

. Development of the Children's Comprehensive Mental Health 
Act in 1989, specifying a full range of basic services which 
counties must provide to children with mental illness, among 
other requirements. 

• Extensive state-level reviews of county plans, coupled 
with technical assistance and delay of funding in cases of 
serious deficiencies, in order to ensure that plans are adequate 
to respond to the needs of persons with mental illness statewide. 
Plans have been reviewed and approved for both adult and 
children's services in most of Minnesota's counties • 

• Expansion of Rule 36 community residential service 
programs to include proportional representation in urban and 
rural areas, approximately doubling the number available 
statewide since 1985. 

• Continued efforts to downsize larger facilities in the 
community (IMDs). 

• Statewide implementation of case management services. 

• Implementation of OBRA requirements to identify and 
relocate persons with mental illness inappropriately placed in 
nursing homes. The state has provided funding and technical 
assistance to counties to assist in developing and implementing 
relocation plans which return persons to their home communities. 

•. Consumer involvement throughout the mental health system, 
including mandatory involvement in state and local advisory 
councils, in Rule revision, in the annual CSP statewide meeting, 
both as participants and speakers, and other activities • 

• Implementation of CSPs in all 87 counties. Statewide 
annual 3-day Community Support Program meetings provide extensive 
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networking opportunities, and technical assistance efforts have 
also been extensive to implement these services. 

• Full involvement of local advisory councils in Plan 
reviews and other activities affecting mental health service 
provision at the local level. 

• Greater emphasis on community alternatives and normalized 
living environments. Special supported housing projects (state 
funded), work in progress on State Operated Community Services 
(SOCS) for adults and adolescents, the Anoka Alternatives Project 
(a state-funded project designed to relocate 35 persons in the 
Anoka Metro RTC (state hospital]) into the community, OBRA 
community relocation (state) grants all emphasize community 
alternatives to institutionalization. Homeless services include 
basic food and shelter needs and attempts to link the person with 
the mental health system as well as preventive services • 

• Increased collaboration with other state agencies to 
coordinate efforts at the state level for persons with mental 
illness, including collaboration on issues such as chemical 
dependency, employment, and housing. 

• Development of and work in progress on uniform screening 
mechanisms for adults and children. 

• Development and implementation of a Comprehensive Mental 
Health Reporting System, so that accurate information may be 
accessed for planning and evaluation purposes. Work is in 
progress on various components of the computer-based system for 
both services and ·funding. 

• Extensive Rule revision to update Rules to reflect_ 
current standards, based on national and state data regarding 
needs and standards in the various areas. Rules being revised or 
under discussion include Rule 36 community residential services, 
Rule 14 community support services, Rule 29 outpatient services, 
Rule 74 case management services, and others. 

• Increased emphasis on employment for persons with mental 
illness, as demonstrated by a variety of programs. 

• Expansion of programs for underserved populations, 
including American Indians, older persons, refugees, and homeless 
persons with mental illness. A variety of programs in urban and 
rural areas have been developed, with creative methods frequently 
being used to increase access and decrease the stigma associated 
with mental health services. 

• Initiation of a program for human resource development in 
mental health. Various Division activities, including extensive 
technical assistance at the county and provider level, and 
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involvement with other agencies impacting upon training, are 
ongoing. 

• Expansion of funding for mental health programs and 
priorities. In the past year, two new grants, totaling over 
$600,000, were received from NIMH. The state legislature 
appropriated new funds (one million dollars) for specialized 
mental health needs and services to implement the Comprehensive 
Children's Mental Health Act. Another $1,200,000 will be 
allocated in 1991 for family community support services as part 
of the Comprehensive Children's Mental Health Act of 1989. A 
total of $8,545,000 was allocated in new state funding for mental 
health. 

• Activities to reduce stigma. An anti-stigma campaign has 
been successfully completed and materials distributed to 
counties, advocacy organizati.ons, and local advisory councils. 

Progress on each of these activities during the past year and 
others is described more fully in Part B. overall, it is clear 
that the state is currently operating with a mental health system 
based on recent legislation for adult and children's services, 
that all counties are being held accountable for providing a full 
range of critical services, that mental health plans are in place 
in most counties, that the system for accounting for services and 
funding has been coordinated so that access to critical 
information is possible, that many new areas of focus have been 
added to the prior mental health system, that the emphasis is 
increasingly on community-based, normalized living environments, 
with coordinated, supportive services, and that funding has been 
procured to support most of these activities. The effect is that 
Minnesota is just entering into a phase of planned, coordinated, 
consumer-responsive and statewide mental health services •. 

3. Anticipated Problems for "Full" Implementation. 

Children's Services: The significant reduction in funding is 
seriously delaying the development of programs and services in 
this area. 

Homeless Services: The reduction in federal McKinney Act funding 
is straining state resources to continue existing programs at the 
current level. 

Special Populations: Reductions in federal block grant funding 
have resulted in reductions in initiatives in this area. For 
example, basic programs are being continued in Indian Mental 
Health, but new initiatives are not possible with current funding 
levels. 
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Review of County Plans: Revision of guidelines so as to 
streamline the process for both counties and state staff in the 
future will occur. 

4 • Re_eons_iderati_on_ of ~Plan. 

MHD goals or implementation objectives are substantially 
unchanged (See Appendix H). They have been organized differently 
for work planning proposed under the five major functions of the 
reorganized Mental Health Division: Planning, standard setting, 
monitoring and evaluation, technical assistance, and resource 
development. Items which were viewed as being somewhat vague 
were further defined. Some objectives have been altered somewhat 
to reflect accomplishments to date (e.g., some tasks were 
accomplished, and the current tasks and objectives reflect this 
accomplishment and proceed from this point), whereas others 
reflect changes in fiscal realities or other issues, but 
essentially the objectives are largely the same. 

For example, in the area of data reporting systems, State 
Objective 3-B, "To implement the new community mental health 
reporting system (CMHRS)", is more accurately stated as "To 
enhance the state reporting capacity and data quality of the 
Community Mental Health Reporting System" for the coming year, 
since the CMHRS has been implemented. Objective 3-D, "To 
implement effective methods to utilize available mental health 
data from MA/GAMC, RTCs and other information systems" is 
restated as "To incorporate mental health data from the Minnesota 
Medicaid Information System, RTCs, and other information systems 
into state mental health reporting", since progress has been made 
on the original objective. Objective JG, "To maximize 
opportunities to plan service development systematically, based 
on client needs", has been modified to "To update techniques for 
local and state planning for service delivery, in order to 
incorporate new services and more effective planning 
methodologies", and a new objective has been added, "To enhance 
the data systems of mental health provider organizations, 
including incorporation of national data standards". Both of 
these reflect greater specificity in the objectives, based on the 
experience of the past year. 
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APPENDIX D 

Comprehensive Adult and Children's Mental Health Acts 
(With 1990 Revisions) 

245.~1 POLICY AND CTrATION. 
Subdivision 1. Cltlldlll. Sections 245.461 to 245.486 may be cited as the .. Minne­

sota comprehensive adult mental health act ... 
Subd. 2. Missioa statement. The commissioner shall create and ensure a unified. 

accountable, comprehensive aduJt mental health service sy~tem that: 
( 1) recop.izes the rigbt of adults with mental illnesa to control their own lives as 

fully as possible; 

(2) promotes the independence and safety of aduJts with mental iJlness; 
(3) reduces chronicity of mental illness; 
( 4) eliminates abuse of adults with mental illness: 
( 5) provides services designed to: 
(i) increase the level of functioning of aduJts with mental illness or mtore them 

to a previously held higher level of functioning; 
( ii) stabilize adults with mental illness; 
(iii) prevent the development and deepening of mental illness; 
(iv) suppon and assist adults in resolving mental health problems that impede 

their functioning; 
(v) promote higher and more satisfying levels of emotional functioning; and 
(vi) promote sound mental health; and 
( 6) provides a quality of service that is effective, efficieni appropriate, and consist­

ent with contemporary professional standards in the- field of mental health. 
Subd. 3. Re,ert. By February 1 S, 1988. and annually after that until February l S, 

1990, the commissioner shall report to the legislature on all steps taken and recommen­
dations for full implementation of sections 24S.461 to 245.486 and on additional 
resources needed to further implement those sections. 

Subd. 4. Hoaina missioll statellle■t. The commissioner shall ensure that the 
housing services provided as part of a comprehensive mental health service system; 

( 1) allow all persons with mental illness to live in stable, aff'ordable housina. in 
settings that maximize community integration and opportunities for acceptance; 

(2) allow persons with mental illness to actively participate in the selection oft.heir 
housing from those livina environments available to the general public: and 

( 3) provide necessary suppon regardless of where penons with mental illnell 
choose to live. 

History: 1989 c 282 art 4 s J 

24S.462 DEFINITIONS. 
Subdivision l. Deftaidom. The definitions in this section apply to sections 

245.461 to 245.486. 
Subd. 2. Aarte care llolpital inpatient treatment. ... Acute care hospital inpatient 

treatment" means shon-term medical. nursing, and psychosocial services provided in 
an acute care hospital licensed under chapter 144. 

Subd. 3. Cue muqement semen. '"Case management services .. means activities 
that are coordinated with the community support services program as defined in 
subdivision 6 and are designed to help adults with serious and penistent mental illness 
in gaining acceu to needed medical, social. educational. vocational, and other neces­
sary services as they relate to the client's mental heaJth needs. Case manqement 
services include developin1 a functional assc,sment. an individual community support 
plan, referring and assisting the penon to obtain needed mental health and other 
services. ensuring coordination of services. and momtonng the delivery of services. 
· Subd. 4. Cue muqer . .. Case manager'" means an individual employed by the 
county or other entity authorized by the county board to prov1de case management 
services specified in sections 245.4 7 l and 245 .4 - 5. ~ case manager must have a 
bachelor's degree in one of the behavioral sciences or related fields from an accredited 
college or university and have at least 2.000 hours of supervised expenence in the 



delivery of services to adults witla mental ill-. must be skilled in the process of 
identifyina and assessina a wide raJlll of client needl, and must be knowledaeable 
about local community resources and how to use th01e resources for the benefit of the 
client. The cue manqer shall meet in penoa wida a mental bealth professional at least 
once each month to obtain clinical superviaioll of die cue manqer's activities. Case 
manqen with a bachelor's dearee but without 2.000 hours of supervised experience 
in the delivery of services to aduhl with mental illneu must complete 40 hours of 
training approved by the commisaioner of human services in case management skills 
and in the characteristics and needs of adults with serious and persistent mental illness 
and must receive clinical supervision regarding individual service delivery from a 
mental health professional at least once each week until the requirement of 2:000 hours 
of supervised experience is met. Clinical supervision must be documented in the client 
record. 

Until June 30, 1991, a refugee who does not have the qualifications specified in this 
subdivision may provide case management services to adult refugees with serious and 
persistent mental illness who are members of the same ethnic group as the case manager 
if the person: ( 1) is actively pursuing credits toward the completion of a bachelor's 
degree in one of the behavioral sciences or a related field from an accredited college or 
university; (2) completes 40 hours of training as specified in this subdivision; and (3) 
receives clinical supervision at least once a week until the requirements of obtaining 
a bachelor's degree and 2,000 hours of supervised experience are met. 

Subd. 4a. Clinical sapenision. 660inical supervision"' means the oversight respon­
sibility for individual treatment plans and individual mental health service delivery, 
including that provided by the case manager. Qinical supervision must be accom­
plished by full or pan-time employment of or contracts with mental health profession­
als. Clinical supervision must be documented by the mental health professional 
cosipina individual treatment plans and by entries in the client's record regardiq 
supervisory activities. 

Subd. 5. Commissioner. 66Commissioner" means the commissioner of human 
services. 

Subd. 6. Commuity support semces Pl'OIP'UL 66Community support services 
program"' means services, other than inpatient or residential treatment services, pro­
vided or coordinated by an identified program and staff under the clinical supervision 
of a mental health professional designed to help adults with serious and persistent 
mental illness to function and remain in the community. A community support 
services program includes: 

( 1) client outreac~ 
(2) medication monitorina, 
(3) assistance in independent living skills, 
( 4) development of employability and work-related opponunities, 
( 5) crisis assistance, 
( 6) psychosocial rehabilitation, 
.(7) help in applyina for aovemment benefits, and 
(8) the development, identification, and monitoring of living arrangements. 
The community support services program must be coordinated with the cue 

manqement services Sl)eCified in section 245.471 l. 
Subd. 7. Coaty ltoaN. .. County board"' means the county board of commissioners 

·~or board established punuant to the joint powers act, section 471.59, or the human 
services board act, sections 402.01 to 402.10. 

Subd. 8. Day treatmellt semces . .. Day treatment,"' 66day treatment services,"' or 
.. day treatment program" means a structured program of treatment and care provided 
to an adult in: ( 1) a hospital accredited by the joint commission on accreditation of 
health organizations and licensed under sections 144.50 to 144.55; (2) a community 
mental health center under section 245.62; or ( 3) an entjty that is under contract with 
the county board to operate a program that meets the requirements of section 245.4 711, 
subdivision 7, and Minnesota Rules. pans 9S05.0170 to 9505.0475. Day treatment 
consists of group psychotherapy and other intensive therapeutic services that are 
provided at least one day a week for a minimum three-hour time block by a multidisci­
plinary staff under the clinical supervision of a mental health professional. The services 
are aimed at stabilizing the adult's mental health status, .providing mental health 
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services, and developing and improvin1 the adult's independent living-and socializa­
tion skills. The goal of day treatment is to reduce or relieve mental illness and to enable 
the adult to live in the community. Day treatment services are not a part of inpatient 

. or residential treatment services. Day treatment services are distinguished from day 
care by their structured therapeutic program of psychotherapy services. 

Subd. 9. Diqnosdc assessment. .. Diagnostic assessment" means a written sum­
mary of the history, diagnosis, strengths. vulnerabilities, and general service needs of 
an adult with a mental illness using diagnostic, interview, and other relevant mental 
health techniques provided by a mental health professional used in developing an 
individual treatment plan or individual community support plan. 

Subd. 10. Edacadon and prevention semen . .. Education and prevention services" 
means services designed to educate the general public or special high-risk target 
populations about mental illness, to increase the understanding and acceptance of 
problems associated with mental illness, to increase people's awareness of the availabil­
ity of resources and services, and to improve people's skills in dealing with high-risk 
situations known to affect people's mental health and functioning. The services include 
the distribution of information to individuals and agencies identified by the county 
board and the local mental health advisory council, on predictors and symptoms of 
mental disorders, where mental health services are available in the county, and how to 
access the services. 

Subd. 11. Emeqeney senices. "Emergency services" means an immediate response 
service available on a 24-hour, seven-day-a-week basis for persons havina a psychiatric 
crisis, a mental health crisis, or emergency. 

Subd. I la. Functional assessment. .. Functional assessment" means an assessment 
by the case manager of the adult's: 

( 1) mental health symptoms as presented in the adult's ~iagnostic assessment; 
(2) mental health needs as presented in the adult's diagnostic assessment; 
( 3) use of drugs and alcohol; 
( 4) vocational and educational functioning; 
(5) social functioning, including the use of leisure time; 
(6) interpersonal functioning, including relationships with the adult's family; 
(7) self-care and independent living capacity; 
(8) medical and dental health; 
(9) financial assistance needs; 
( 10) housina and transportation needs; and 
( 11) other needs and problems. 
Subd. 12. lndbidaal com.mllllity sapport plan. "Individual community support 

plan" means a written plan developed by a case manager on the basis of a diagnostic 
assessment and functional assessment. The plan identifies specific services needed by 
an adult with serious and persistent mental illness to develop independence or improved 
functioning in daily living, health and medication management, social functionin1, 
interpersonal relationships, financial management, housing, transportation, and employ­
ment. 

Subd. 13. lnd.Mdaal placement qreement. .. Individual placement agreement" 
means a written agreement or supplement to a service contract entered into between 
the county board and a service provider on behalf of an individual adult to provide 
residential treatment services. 

Subd. 14. lndiYidaal treatment plan . .. Individual treatment plan" means a written 
plan of intervention, treatment, and services for an adult with mental illness that is 
developed by a service provider under the clinical supervision of a mental health 
professional on the basis of a diagnostic assessment. The plan identifies goals and 
objectives of treatment, treatment strategy. a schedule for accomplishina treatment 
goals and objectives, and the individual responsible for providina treatment to the 
adult with mental illness. 
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Subd. l S. Local me■tal bealdl propoa1. "'Local mental health proposal"' means the 
proposal developed by the county board, reviewed by the commissioner, and described 
in section 245.463. 

Subd. 16. Mental health funds. "'Mental health funds" are funds expended under 
sections 245. 73 and 256E. l 2, federal mental health block grant funds, and funds 
ex.pended under sections 256D.06 and 256D.37 to facilities licensed under Minnesota 
Rules, pans 9520.0SOO to 9S20.0690. 

Subd. 17. Mental health practitioner. "'Mental health practitioner"' means a per­
son providing services to persons with mental illness who is qualified .in at least one of 
the following ways: 

( 1) holds a bachelor's degree in one of the behavioral sciences or related fields from 
an accredited college or university and has at least 2,000 hours of supervised experience 
in the delivery of services to persons with mental illness; 

(2) has at least 6,000 hours of supervised experience in the delivery of services to 
persons with mental illness; 

(3) is a graduate student in one of the behavioral sciences or related fields and is 
formally assigned by an accredited college or university to an agency or facility for 
clinical training; or 

(4) holds a master's or other graduate degree in one of the behavioral sciences or 
related fields from an accredited college or university and has less than 4,000 hours 
post-master's experience in the treatment of mental illness. 

Subd. 18. Mental health professional. "'Mental health professional" means a 
person providing clinical services in the treatment of mental illness who is qualified in. 
at least one of the followin1 ways: 

( 1) in psychiatric nursing: a registered nurse who is licensed under sections 
148.171 to 148.285, and who is certified as a clii;iical specialist by the American nurses 
association; 

(2) in clinical social work: a person licensed as an independent clinical social 
worker under section 148B.21, subdivision 6, or a person with a master's degree in 
social work from an accredited college or university, with at least 4,000 hours of 
post-master's supervised experience in the delivery of clinical services in the treatment 
of mental illness; 

(3) in psycbolOI)': a psychologist licensed under sections 148.88 to 148.98 who 
has stated to the board of psycbolOI)' competencies in the diaposis and treatment of 
mental illness; 

( 4) in psychiatry: a physician licensed under chapter 14 7 and certified by the 
American board of psychiatry and neurolOI)' or eligible. for board cenification in 
psychiatry; or 

(5) in allied fields: a person with a master's degree from an accredited college or 
university in one of the behavioral sciences or related fields, with at least 4,000 hours 
of post-master's supervised experience in the delivery of clinical services in the treat­
ment of mental illness. 

Subd. 19. Meatal laeal~ senkes. "'Mental health services" means at least all of 
the treatment services and case management activities that are provided to adults with 
mental illness and are described in section, 245.46.1 to 245.486. 

Subd. 20. Mental lllneu. (a) "'Mental illness" means an organic disorder of the 
brain or a clinically significant disorder of thought, mood, perception, orientation, 
memory, or behavior that is listed in the clinical manual of the International Oassification 
of Diseases (ICD-9-CM), current edition. code range 290.0 to 302.99 or 306.0 to 316.0 
or the correspondin1 code in the American Psychiatric Association's Diagnostic and 
Statistical Manual of Mental Disorders (DSM-MD), current edition, Axes I, II. or 111, 
and that seriously limits a person's capacity to function in primary aspectS of daily 
living such as personal relations, living arrangements. work, and recreation. 

(b) An "'adult with acute mental illness" means an adult who has a mental illness 
that is serious enough to require prompt intervention. 
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f case manaaement and community support services, a "person 
. fc) _For puj°~i~ent mental illn~~ means an adult who has a mental illness and 

w1th senous an pe f h foJlowing cntena: _ 
meet! at least one o t e . . . 

h duJt has undergone two or more episodes of mpauent care for a mental 
(l)tea . h· . within the preceding 24 mont s. 

11Jness . d • h. · h ·tal· · 'd ("') the aduJt has expenence a continuous psyc 1atnc ospt 1zat1on or rest en-
tiaJ tr;atment exceeding six months' duration within the preceding 12 months; 

( J) the adult: 
(i) has a diagnosis of schizophrenia. bipolar disorder, major depression, or border­

line personality disorder. 
(ii) indicates a significant impairment in functioning; and 
(iii) has a written opinion from a mental health professional stating that the adult 

is reasonably likely to have future episodes requiring inpatient or residential treatment, 
of a frequency described in clause (I) or (2), unless an ongoing community support 
services program is provided; or 

( 4) the adult has been committed by a court as a mentally ill person under chapter 
253B, or the adult's commitment has been stayed or continued. · 

Subd. 21. Outpatient Hnices. "Outpatient services" means mental health serv­
ices. excluding day treatment and community support services programs. provided by 
or under the clinical supervision of a mental health professional to adults with mental 
illness who live outside a hospital. Outpatient services include clinical activities such 
as individual, group, and family therapy; individual treatment planning; diagnostic 
assessments; medication management; and psychological testing. 

Subd. 22. Reaioul treatment center inpatient services. "Regional treatment center 
inpatient services" means the 24-hour-a-day comprehensive medical, nursing. or psycho­
social services provided in a regional treatment center operated by the state. 

Subd. 23. Residential treatment. "Residential treatment" means a 24-hour-a-day 
program under the clinical supervision of a mental health professional, in a community 
residential setting other than an acute care hospital or regional treatment center 
inpatient unit, that must be licensed as a residential treatment program for adults with 
mental illness under Minnesota Rules, parts 9520.0500 to 9520.0690 or other rules 
adopted by the commissioner. 

Subd. 24. Semce pronder. "Service provider" means either a county board or an 
individual or agency including a regional treatment center under contract with the 
county board that provides adult mental health services funded by sections 245.461 to 
245.486. 

Subd. 25. [Repealed, 1989 c 282 art 4 s 64] 

History: 1989 c 282 art 4 s 2 

245.463 PLANNING FOR A MENTAL HEALTH SYSTEM. 
Subdivision 1. Plannin1 effort. Starting on the effective date of sections 245.461 

to 245.486 and ending June 30, 1988, the commissioner and the county agencies shall 
plan for the development of a unift~ accountable, and comprehensive statewide 
mental health system. The system must be planned and developed by stages until it 
is operating at full capacity. 

Subd. 2. Technical assistance. The commissioner shall provide ongoing technical 
assistance to county boards ·to develop local mental health proposals as specijied in 
section 245.4 78, to improve system capacity and quality. The commissioner and 
county boards shall exchange information as needed about the numben of adults with 
mental illnes.1 residing in the county and extent of existing treatment components 
locally available to serve the needs of those persons. County boards shall cooperate 
with the commissioner in obtaining necessary planning information upon request. 

Subd. 3. The commissioner of human services shall. in cooperation with the 
commissioner of health, study and submit to the legislature by February IS, 1991, a 
repon and recommendations regarding ( I) plans and fiscal projections for increasing 
th1 number of community-based beds, small commumty-based residential programs, 
and suppon services for persons with mental illness, including persons for whom 
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nursing home services are inappropriate, to serve all persons in need of those programs; 
and (2) the projected fiscal impact of maximizing the availability of medical assistance 
coverage for persons with mental illness. 

Subd. 4. Review of fundina. The commissioner shall complete a review of funding 
for mental health services and make recommendations for any changes needed. The 
commissioner shall submit a repon on the review and recommendations to the legisla­
ture by January 3 1, l 991. 

History: 1989 c 282 art 4 s 3.4; art 6 s 3 

245.~ COORDINATION OF MENTAL HEALTH SYSTEM. 
Subdivision l. Coordination. The commissioner shall supervise the development 

and coordination of locally available adult mental health services by the county boards 
in a manner consistent with sections 245.461 to 245.486. The commissioner shall 
coordinate locally available services with those services available from the regional 
treatment center serving the area. The commissioner shall review local mental health 
service proposals developed by county boards as specified in section 245.463 and 
provide technical assistance to county boards in developing and maintaining locally 
available mental health services. The commissioner shall monitor the county board's 
progress in developing its full system capacity and quality through ongoing review of 
the county board's adult mental health proposals and other information as required by 
sections 245.461 to 245.486. 

Subd. 2. Priorities. By January l, 1990, the commissioner shall require that each 
of the treatment services and management activities described in sections 245.469 to 
24S.477 are developed for adults with mental illness within available resources based 
on the following ranked priorities: 

( 1) the provision of locally available emergency services;· 
(2) the provision of locally available services to all adults with serious and penist­

ent mental illness and all adults with acute mental illness; 
(3) the provision of specialized services regionally available to meet the special 

needs of all adults with serious and persistent mental illness and all adults with acute 
mental illness; 

(4) the provision of locally available services to adults with other mental illness: 
and 

( 5) the provision of education and preventive mental health services targeted at 
high-risk populations. 

History: 1989 c 282 art 4 s 5 

245.465 DUTIES OF COUNTY BOARD. 
The county board in each county shall use its share of mental health and communi­

ty social service act funds allocated by the commissioner according to a biennial local 
mental health service proposal approved by the commissioner. The county board must: 

( l) develop and coordinate a system of affordable and locally available adult 
mental health services in accordance with sections 245.461 to 245.486; 
. (2) provide for case management services to adults with serious and penistent 

mental illness in accordance with sections 245.462, subdivisions 3 and 4; 245.47 l l; and 
245.486; . 

(3) provide for screening of adults specified in section 245.476 upon admission to 
a residential treatment facility or acute care hospital inpatient, or informal admission 
to a regional treatment center; 

(4) prudently administer grants and purchase-of-service contracts that the county 
board determines are necessary to fulfill its responsibilities under sections 245.461 to 
24S.486; and 

( 5) assure that mental health professionals, mental health practitionen. and case 
managen employed by or under contract with the county to provide mental health 
services have experience and training in working with adults with mental illness. 

History: /989 c 282 art 4 s 6 
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2~ . .t66 LOCAL SERVICE DELIVERY SYSTEM. 
Subdivision l. De•elopmeat of senices. The county board in each county is 

responsible for using aU available resources to develop and coordinate a system of 
locally available and affordable adult mental health services. The county board may 
provide some or all of the mental health services and activities specified in subdivision 
2 directly through a county agency or under contracts with other individuals or 
agencies. A county or counties may enter into an agreement with a regional treatment 
center under section 246.57 to enable the county or counties to provide the treatment 
services in subdivision 2. Services provided through an agreement between a county 
and a regional treatment center must meet the same requirements as services from 
other service providen. County boards shall demonstrate their continuous progress 
toward full implementation of sections 245.461 to 245.486 during the period July l, 
1987, to January l, 1990. County boards must develop fully each of the treatment 
services and management activities prescribed by sections 245.461 to 245.486 by 
January l, 1990, according to the priorities established in section 245.464 and the local 
mental health services proposal approved by the commissioner under section 245.478. 

Subd. 2. Adalt mental health semces. The adult mental health service system 
developed by each county board must include the following services: 

( 1) education and prevention services in accordance with section 245,468; 
(2) emergency services in accordance with section 245,469; 
(3) outpatient services in accordance with section 245A70; 
(4) community support program services in accordance with section 24S.4711; 
(5) residential treatment services in accordance with section 245.472; 
(6) acute care hospital inpatient treatment services in accordance with section 

245.473; 
(7) regional treatment center inpatient services in accordance with section 245.474; 
(8) screcnina in accordance with section 245.476; and 
(9) case manaaement in accordance with sections 245.462, subdivision 3; and 

245.4711. 

Subd. 3. 1.ocalcontracts. Effective January 1, 1988, the county board shall review 
all proposed county agreements, grants, or other contracts related to mental health 
services for funding from any local, state, or federal governmental sources. Contracts · 
with service providers must: · 

( 1) name the commissioner as a third party beneficiary: 
(2) identify monitoring and evaluation procedures not in violation of the Minne-

sota government data practices act, chapter 13, which are necessary to ensure effective 
delivery of quality services; 

(3) include a provision that makes payments conditional on compliance by the 
contractor and all subcontractors with sections 245.461 to 245.486 and all other 
applicable laws, rules, and standards; and 

(4) require financial controls and auditing procedures. 

Subd. 4. Joint county mental health agreements. In order to provide efficiently 
the services required by sections 245.461 to 245.486, counties are encouraged to join 
with one or more county boards to establish a multicounty local mental health authority 
pursuant to the joint powers act, section 471.59, the human service board act, sections 
402.01 to 402.10, community mental health center provisions, section 245.62 or enter 
into multicounty mental health agreements. Participating county boards shall ~stablish 
acceptable ways of apportioning the cost of the services. 
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Subci S. Local ..trisory condJ The county board. individually or in conjunction 
with other county boards, shall establish a local adult mental health advisory council 
or mental health subcommittee of an existing advisory council. The council's members 
must reftect a broad range of community interests. They must include at least one 
consumer, one family member of an adult with mental illness, one mental health 
professional, and one community support services program representative. The local 
adult mental health advisory council or mental health subcommittee of an existing 
advisory council shall meet at least quanerly to review, evaluate, and make recommen­
dations regarding the local mental health system. Annually, the local adult mental 
health advisory council or mental health subcommittee of an existing advisory council 
shall: 

( 1) arrange for input from the regional treatment center's mental illness program 
unit regarding coordination of care between the regional treatment center and com~u-
nity-based services; 

(2) identify for the county board the individuals, providers, agencies, and associa­
tions as specified in section 24S.462, subdivision 10; and 

(3) coordinate its review, evaluation, and recommendations regarding the local 
mental health system with the state advisory council on mental health. 

The county board shall consider the advice of its local mental health advisory 
council or mental health subcommittee of an existing advisory council in carrying out 
its authorities and responsibilities. 

Subd. 6. Other local aatbority. The county board may establish procedures and 
policies that are not contrary to those of the commissioner or sections 24S.461 to 

24S.486 regarding local adult mental health services and facilities. The county board 
shall perfonn other acts necessary to carry out sections 245.46 l to 245.486. 

History: 1989 c 282 art 4 s 7-10 

245.467 QUALITY OF SERVICES. 
Subdivision 1. CriteriL Mental health services required by this chapter must be: 
( l) based, when feasible, on research findings; 
(2) based on individual clinical needs, cultural and ethnic needs, and other special 

needs of individuals being served; 
(3) provided in the most appropriate, least restrictive setting available to the 

county board; 
( 4) accessible to all age groups; 
(S) delivered in a manner that provides accountability; 
(6) provided by qualified individuals as required in this chapter; 
(7) coordinated with mental health services offered by other providers; and 
(8) provided under conditions which protect the rights and dignity of the individu­

als being served. 

. Subd. 2. [DIAGNOSTIC ASSESSMENT.! All providers of residen­
tial. acute care hospital inpatient. and regional treatment centers 
must complete a diagnostic assessment for each of their clients 
within five dars of admission. Providers of outpatient and day 
treatment services must complete a diagnostic assessment within 
~ five dayf after the adult's second visit or within 30 davs ef 
admissioR a ter intaKe, whichever occurs7lrst. In cases where a 
diagnostic assessment is available ana1iasbeen completed within 9G 
~80,days precedi~g admission. only updating is necessary. "Updat­
!!!,g__ mea?s ~ \\Tttten summary~~ mental !"iealth professional of 
Hie~ adults current mental health status and service needs. If the 
adult's menta~ health_ status has change<[ markedlv since the acfuTis 
most. recent d1af:_nost1c a~sessment, ~ new diagnostic asse~sment is 
regu1recf.l;omp 1ance with the rovisions of this subdivision does 
not ~nsure elig~bility for mecITca assistance or !,!eneral assistance 
medical care reimbursement under chapter~ :2.~riB and 256D. 
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Subd. 3. [INDIVIDUAL TREATMENT PLANS.) All providers of 
outpatient services, day treatment services, residential treatment, 
acute care hospital inpatient treatment, and all regional treatment 
centers must develop an individual treatment plan for each of their 
adult clients. The individual treatment plan must be based on a 
diagnostic assessment. To the extent possible, the adult client shall 
be involved in all phases of developing and implementing the 
individual treatment plan. Providers of residential treatment and 
acute care hospital inpatient treatment. and all regional treatment 
centers must develop the individual treatment plan~ lie eie-¥e+­
~ within ten days of client intake and revlev.-eEi must review the 
individual treatment plan every 90 days thcFcafter after intaKe. 
Providers of dav treatment services must develop the individual 
treatment plan before the completion otlive working~ in which 
service is provided or \\:rrliin 30 davs after the diagnostic assessment 
is completed or obtained, whlc~r occurs first. Providers of out­
patient services must develop the indivTc:Iual treatment p~n witnTn 
:30 davs after the diagnostic assessment is completed or o tained or 
~ the end oTThe second session of an outpatient service. not 
incluillng the session in which the diagnostic assessment was 
provided. \vhlchever occurs first. Outpatient and ~ treatment 
services providers must review the individual treatment plan~ 
90 ~ after intake·~ 

Subd. 4. Refenal for cue lllallqHlellt. Each provider of emergency services, day 
treatment services, outpatient treatment, community suppon services, residential treat­
ment, acute care hospital inpatient treatment, or regional treatment center inpatient 
treatment must inform each of its clients with· serious and persistent mental illnesa of 
the availability and potential benefits to the client of case management. lf the client 
consents, the provider must refer the client by notifyina the county employee desia­
nated by the county board to coordinate case management activities of the client's 
name and address and by informing the client of whom to contact to request case 
management. The provider must document compliance with this subdivision in the 
client's record. 

Subd. S. ID.lormadoa for billlaa. Each provider of outpatient treatment, communi­
ty suppon services, day treatment services, emergency servi.c~ residential treatment. 
or acute care hospital inpatient treatment must include the name and home address of 
each client for whom services are included on a bill submi~ed to a county, if the client 
has consented to the release of that information and if the county requests the informa­
tion. Each provider shall attempt to obtain each client's consent and must explain to 
the client that the information can only be released with the client's consent and may 
be used only for purposes of payment and maintainin1 provider accountability. The 
provider shall document the attempt in the client's record. 

Subd. 6. Restricted access to data. The county board shall establish procedures 
to ensure that the names and addresses of persons receiving mental health services are 
disclosed only to: 

( 1) county employees who are specifically responsible for determining county of 
financial respon$ibility or malc.ing payments to providers; and 

(2) staff who provide treatment services or case management and their clinical 
supervisors. 

Release of mental health data on individuals submitted under subdivisions 4 and 
S, to persons other than those specified in this subdivision, or use of this data for 
purposes other than those stated in subdivisions 4 and :., results in civil or criminal 
liability under the standards in section 13.08 or 13.09. 

History: /987 c 401 art 2 s 22; 1988 c 689 art 2 s 78-80 

History: l 989 c 282 art 4 s JJ. J J 

Page 9 



us.• EDUCATION AND PUVENTION S&aVICES. 
By July 1, 1988, county boardl mutt provide or conuact for education and 

prevention services to adults residing in the county. Education and prevention services 
must be desipied to: 

( 1) convey information regarding mental illness and treatment resources to the 
general public and special high-risk target groups; 

(2) increase understanding and acceptance of problems associated with mental 
illness; 

(3) improve people's skills in dealing with high-risk situations known to have an 
impact on adults' mental health functioning; 

(4) prevent development or deepening of mental illness; and 
(5) refer adults with additional mental health needs to appropriate mental health 

services. 
History: 1989 c 282 art 4 s U 

245.469 [EMERGENCY SERVICES.] 

Subdivision 1. [AVAILABILITY OF EMERGENCY SERVICES. J 

By July 1, 1988, county boards must provide or contract for enough 
emergency services within the county to meet the needs of adults in 
the county who are experiencing an emotional crisis or mental 
illness. Clients may be required to pay a fee according to section 
245.481. Emergency services must include assessment, crisis inter­
vention, and appropriate case disposition. Emergency services must: 

, 1) promote the safety and emotional stability of adults with 
mental illness or emotional crises; 

( 2) minimize further deterioration of adults with mental illness or 
emotional crises; 

(3) help adults with mental illness or emotional crises to obtain 
ongoing care and treatment; and 

1 ➔ 1 prevent placement in settings that are more intensive, costly, 
or restrictive than necessary and appropriate to meet client needs. 

Subd. 2. [SPECIFIC REQUIREMENTS.] The county board shall 
require that all service providers of emergency services to adults 
with mental illness provide immediate direct access to a mental 
heal th professional during regular business hours. For evenings. 
weekends, and holidays, the service may be by direct toll free 
telephone access to a mental health professional, a mental health 
practitioner. or until January 1, 1991. a designated person with 
training in human services who receives clinical supervision from a 
mental health professional. The commissioner mav waive the re­
g uirement that the evening, \\·eekend, and fioilaav servTce oe 
pronded §y a mental health professional or mental health ,eracti­
tioner after .fanuarv h 1991, if the countv documents that: 

~ mental health ~rofessionals or mental health practitioners are 
una\·ailable to provi e this service: 

, ~ 1 sen·ices are provided 2_y ~ designated person with training in 
human sernces who receives clinical supervision trom a mental 
health profess10naf:and -- -

~ the service provider ~ not also the provider o.f fire and public 
~ emergencv services. - - -
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Whenever emergency service during nonbusiness hours is pro­
vided by anyone other than a mental health professional, a mental 
health professional must be available for at least telephone consul­
tation within 30 minutes. 

M.S. 245.470 Subdivision 1. [AVAILABILITY OF OUTPATIENT SERVICES.] 
(a) 8y ~ ~ ~ County boards must provide or contract for 
enough outpatient services within the county to meet the needs of 
adult.a with mental illness residing in the county. Services may be 
grovided directly ~ the Walth through county-o6erated mental 

ealth centers or mental e t clinics approved ~ the comrn1s­
s10ner under section 245.69, subdivision ~ h contract w1th pri­
vately on;rated mental health centers Qr mentafnealtnciimcs 
apt roved~ the conumssioner under section. 245. 69, subdivision 2 · 
or~ contract with a licensed meri'taf health professional as detinea 
iii section 245.462, subdivision .!§i clauses (1) to <4). Clients may be 
required to pay a iee according to section -245.481. Outpatient 
services include: ' 

( 1) conducting diagnostic assessments; 
(2) conducting psycholopcal testina; 
(3) developina or modifyina individual treatment plans; 
(4) making referrals and recommending placements as appropriate; 
(S) treating an adult's mental health needs through therapy; 
(6) prescribing and managing medication and evaluatina the etfectiveness of pre­

scribed medication; and 
(7) preventing placement in settings that are more intensive, costly, or restrictive 

than necessary and appropriate to meet client needs. 
(b) County boards may request a waiver allowing outpatient services to be provid­

ed in a nearby trade area if it is determined that the client can best be served outside 
the county. -

Hlstar,: 1989 C 282 art 4 S /6 

Subd. 2. Specific requirements. The county board shall require that all service 
providers of outpatient services: 

( 1) meet the professional qualifications contained in sections 24S.46 l to 24S.486; 
(2) use a multidisciplinary mental health professional statf including at a mini­

mum, arrangements for psychiatric consultation, licensed consulting psychol<:>gist con­
sultation, and other necessary multidisciplinary mental health professionals; 

(3) develop individual treatment plans; 
( 4) provide initial appointments within three weeks, except in emergencies where 

there must be immediate access as described in section 245.469; and 
(5) establish fee schedules approved by the county board that are based on a 

client's ability to pay. 

History. 1987 c 403 an 2 s 25 

24!.4171 [Repealed, 1989 c 282 art 4 s 64) 

245.4711 [CASE MANAGEMENT ~ COMMUNITY SYP­
~ SERVICES.] 

Subdivision 1. [AVAILABILITY OF CASE ~IANAGEMENT SER­
VICES. I Cal By January 1, 1989, the county board shall provide case 
management aetiYities services for all adults with serious and 
persistent mental illness residing i-ft who are residents of the countv 
and who request or consent to the services and to each adult for 
whom the court appoints a case manager. Staffing ratios must be 
sufficient to serve the needs of the clients. The case manager must 
meet the requirements in section 245.462. subdivision 4. 

tbl Case management services provided to adults ·with serious and 
persistent mental illness eligible for medical assistance must ·be 

· billed to the medical assistance program under sections 256B.02, 
subdivision 8, and 256B.0625. 
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Subd. 2. [NOTIFICATION AND DETERMINATION OF CASE 
~1ANAGEMENT ELIGIBILITY.Tia, The county board shall notify 
the ~ adult of the peFseR·s adult's potential eligibility for case 
management services within five working days after receiving a 
request from an individual or a referral from a provider under 
section 245.467. subdivision 4. The county board shall send a 
written notice to the ~ adult and the eheRt's adult's represen­
tative, if any. that identifiesthe designated case management 
providers. 

1 b, The countv board must determine whether an adult who 
reque~or ~ referredfor case management services meets the 
criteria oT :,ection :245.462.subdivision 20. paragraph ~ lf ~ 
diagnostic assessment ~ needed to make ~e d~t~rmina~ion. t~e 
countY board shall offer to assist the adult 1rlol)tammg ~ diagnostic 
a:--~essmerit.The countv board shaUnotifv. in writin . the adult an 
the adult's re'presentative. if anv. oftneeTigThi itv etermfnatio_n. !.f 
ilie adult is determined to be ~16TeTor case management sernces. 
toe co'untv board shallreter t e aduftt<)the case management 
pro\·ider for case m~~emeri.t sen'Tces. !fthe adult _is determine 
not to be eligT6Te or re uses case management services. the local 
agencv'"iliall offer to refer the~ult to~ mental health p_rovider 2£ 
other appropriate service provi_deranct to assist. the a~ult m making 
an appointment with the provider of the aault scli.01ce. 

Subd. 3. lDUTIES OF CASE MANAGER.] '-&+~ease FAaRageF 
5-ft&+-l 13r0mptly aFraRge fet: a aia~ootie asoesomeRt ef ~ apf)lieaRt 
wheft &Re +s ~ a'lailaele as aeseribeEi i-ft seetieR 345.4.a7, 6\:lBBivi 
~ ~ te EieterFAiRe the af)plieaRfs eligieihty as &ft ~ ~ 
serie\:ls aftEi. 1:3ersisteRt FAeRtal ~ fe:p eommHRit;r G\:lf:)port sefl­

~ +h€ eo\:lRty aea-re ~ ~ i-R vlritiag the appheaRt &Re the 
8J3J:3lieaRt'S FCf:IFCSCRtatiYC, H ~ ½f Hl-e 81:)pheaRt ¼a aetermiaea 
iReligible fe:p eomm\:lRit;r stipf)OR seF¥iees. 

~ Upon a determination of eligibility for eeFAmHAit~, SHJ:)pOR case 
management services, and !f the adult consents to the services, the 
case manager shall complete a written functionalassessment ac­
coraing to section 245.462, subaivision 1 la. The case manager sha.TI 
develop an individual community support plan for &ft the adult 
according to subdivision 4, paragraph I aJ, review the elieRt'sadult's 
progress, and monitor the provision of services. If services are to be 
provided in a host county that is not the county of financial 
responsibility, the case manager shall consult with the host county 
and obtain a letter demonstrating the concurrence of the host county 
regarding the provision of services. 

. Su_~ 4. ladlrid911:' C0111111uJty sappon ,au. (a) The case maoaaer must develop 
an indiVJdual commumty suppon plan for each adult that incorporates the client's 
individual treatment plan. The individual treatment plan may oot be a substitute for 
the development of an iodividual community suppon plan. The individual community 
suppon p~ must be developed within 30 ~ys of client intake and reviewed every 90 
days after 1t 1S developed. The ca5'! manager 1S responsible for developiq the individu­
al community suppon plan based oo a diagnostic asses,ment and a functional assesa­
~~t. and for impl~entina and monitoring the delivery of services accord.in& to the 
mdivtdual commumty suppon plan. To the extent possible, the adult with serious and 
persistent mental illness, the person's family, advocates, service providers, and significant 
othen must be involved in all phases of development and implementation of the 
individual or family community suppon plan. 
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(b) The client's individual a amity llll'POlt ,._ must state: 
( 1) the aoaJs of each service; 
(2) the activities for accomplishina each aoaI; 
{3) a schedule for each activity, and 
(4) the frequency of face-to-face catactl bf die cate mauvr, as appropriate to 

client need and the implementatioa • ., iadiwlual coamunity ~pport plan. 

Subd. S. Coonllaatloa betft.11 - ■ • 11 ■aitJ RPfGl'l temeel. The 
county board must establish procedlln,s dial e-.re oaaoinl contact and coordination 
between the cue manaaer and the commUDity Slq)pOl't services proaram as well as other 
mental health services. 

(245.4712] [COMMUNITY SUPPORT AND DAY TREAT­
MENT SERVICES.] 

Subdivision 1. [AVAILABILITY OF COMMUNITY SUPPORT 
SERVICES.} Countv boards must pr.ovide or contract for sufficient 
communitv support services witli1n the cr~flty to meettne needs of 
adults with serious and persistent menta ~ who are resiclents 
of the county. Adutts may be required to ~ ~ fee according to 
section 245.481. The community sup3ort services program must be 
designed to improve the abilitv of aduts with serious and ~ersistent 
mental ilfriess to: 

~ work in ~ regular or supported work environment; 

~ handle basic activities of~ living; 

~ participate in leisure time activities: 

~ set goals and plans; and 

t 51 obtain and maintain appropriate living arrangements. 

The communita support services program must also be designed 
to reduce the nee for and>USe of more intensive. costlh. or restrictive 
p[acementsE>oth in nuriioer oradmlssions and ~ of~ 

Subd. 2. [DAY TREATMENT SERVICES PROVIDED.] ,a, Dav 
trealmenT se~vices m:ust be develoffid a~ ~ par,t of the com~urutv 
support services avaITable to aduTs with set10us and persistent 
mental illness residing in the count!> Acilills ~ be required to er 
a fee according to section 245.481. ~ treatment services must ~ 
clesigned to: 
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U:._) provide~ structured environment for treatment; 

, 2 l provide support for residing in the community; 

(3) prevent placement in settings that are~ intensive, costlv, 
or restrictive than necessarv andappropriate to meet client need; 

(4) coordinate with 2! be offered in conjunction with ~ local 
education agency's special "eaucation program; and 

(5) operate on~ continuous basis throughout the year. 

~ County boards hay request ~ waiver from including ~ 
treatment services if~ can document that: 

W an alternative plan of care exists throcfh the countv's com­
munity support services for cITents who woul otnerwise need~ 
treatment services; 

(2) day treatment, if included, would be duplicative of other 
components of the community support services; and 

< 3) county demographics and geography make the provision of day 
treatment services cost melfective ana. infeasible. --------- ------

Subd. 3. [BENEFITS ASSISTANCE.] The courrn board must offer 
to help acfults with serious and persistenfmenta i lness in"applv'mg 
tor state andtecferal benefits. including su[ plerrientaT securitv 
income, medical assistance, Medicare, genera assistance7 ~tneral 
assistance medical care, and Minnesota supplemental aid. T e hb\P 
must be offered as part of the cornrnunitv sup~ort pro~am availa e 
to adults with serious anctpersistent menta illness or whom the 
countv is linancially responsible and who ~ guamy for these 
benetits. · 

U5.472 USIDENTIAL TREATMENT SERVICES. 
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Subdivision I. AYalluUlty of residelldal tremlellt senices. By July 1, 1988, 
county boards must provide or contract for enough residential treatment services to 
meet the needs of all adults with mental illness residing in the county and needina this 
level of care. Residential ireatment services include both intensive and structured 
residential treatment with length of stay based on client residential treatment need. 
Services must be as close to the county as possible. Residential treatment must be 
desiped to: 



( 1) prevent placement in settinp tllat are more intensive, costly, or restrictift tllaa 
necessary and appropriate to meet client needs; 

(2) help clients achieve the highest level of independent living; 
(3) help clients gain the necessary skills to function in a less structured settina; and 
( 4) stabilize crisis admissions. 

Subd. 2. Specific reqairementl. Providers of residential services must be licensed 
under applicable rules adopted by the commissioner and must be clinically supervised 
by a mental health professional. Persons employed in facilities licensed under Minne­
sota Rules, parts 9S20.0500 to 9520.0690, in the capacity of program direcior as of July 
1, 1987, in accordance with Minnesota Rules, parts 9S20.0500 to 9520.0690, may be 
allowed to continue providing clinical supervision within a facility until July l, 1991, 
provided they continue to be employed as a program director in a facility licensed 
under Minnesota Rules, parts 9520.0500 to 9520.0690. 

History. 1987 c 403 art 2 s 27; 1988 c 689 art 2 s 84 

Subd. 3. Transition to CNIIIIDity. Residential treatment programs must plu for 
and assist clients in making a ·transition from residential treatment facilities to otller 
community-based services. In coordination with the client's case manqer, if any, 
residential treatment facilities must also arran,e for appropriate follow-up care in the 
community during the transition period. Before a client is dischal'led, the residential 

treatment facility must notify the client's case manqer. so that the case manager can 
monitor and coordinate the transition and arranaements for the client's appropriue 
follow-up care in the community. 

History: 1989 C 282 art 4 S /8,19 

~.4'73 ACUTE CARE HOSPITAL INPATIENT SERVICES. 
Subdivision 1. AYailabillty of amte care inpatient serrices. By July 1, 1988, county 

t,oards must make available through contract or direct provision enough acute care 
hospital inpatient treatment services as close to the county as possible for adults with 
mental illness residina in the county. Acute care hospital inpatient treatment services 
must be desiped to: 

( 1) stabilize the medical and mental health condition for which admission is 
n:quired; 

(2) improve functioning to the point where discharge to residential treatment or 
community-based mental health services is possible; and 

(l) facilitate appropriate referrals for follow-up mental health care in the commu­
nity. 

HIiary: 1989c 282 an 4 s 20 

Subd. 2. Specific reqllirements. Providers of acute care hospital inpatient services 
must meet applicable standards established by the commissioners of health and human 
services. 

History. 198 7 c 401 art 2 s 28 

Page 15 



245.474 [REGIONAL TREATMENT CENTER INPATIENT SER­
VICES.] 

Subdivision 1. [AVAILABILITY OF REGIONAL TREATMENT 
CENTER INPATIENT SERVICES.] By July 1. 1987, the commis­
sioner shall make sufficient regional treatment center inpatient 
services available to adults with mental illness throughout the state 
who need this _level of care. Services must be as close to the patient's 
countv of residence as possible. Regionaf treatment centers are 
responsiole to: 

( 1 l provide acute care inpatient hospitalization; 

<2) stabilize the medical and mental health condition of the adult 
requiring the admission; 

~ (3) improve functioning to the point where discharge to 
community-based mental health services is possible; 

t-3+ (4) strengthen family and community support; and 

~ (5) facilitate appropriate discharge and referrals for follow-up 
mentafhealth care in the community. 

Subd. 2. [QUALITY OF SERVICE.] The commissioner shall 
biennially determine the needs of all adults with mental illness who 
are served by regional treatment centers by administering a client-
based evaluation system. The client-based evaluation system must 
include at least the following independent measurements: behav­
ioral development assessment; habilitation program assessment; 
medical needs assessment; maladaptive behavioral assessment; and 
vocational behavior assessment. The commissioner shall propose 
staff ratios to the legislature for the mental health and support units 
in regional treatment centers as indicated by the results of the 
client-based evaluation system and the typeh of state-operated 
services needed. The proposed statnng ratios s alT include profes­
sional, nursing, direct care. medical. clerical. and support staff based 
on the client-based evaluation svstem. The commissioner shall 
recompute staffing ratios and recommendations on a biennial basis. 

. Subd. 3. [TRANSITION TO COl\IMUNITY. I Regional treatment 
centers must plan for and assist clients in making a transition from 
regional treatment centers to other community-based services. In 
coordination with the client's case manager, if any. regional treat-

. ment centers must also arrange for appropriate follow-up care in the 
community during the transition period. Before a client is dis­
charged. the regional treatment center must notify the client's case 
manager: so that the case manager can monitor and coordinate the 
transition and arrangements for the client's appropriate follow-up 
care in the community. 

US.4"75 [Repealed, 1989 c 282 art 4 s 64) 
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24!~...,,· SCREENING roa INPATIENT AND USIDENTIAL TREATMENT. 
Subdivision 1. Sc:reeaiaa....,... No later than January l, 1992,-the county board 

shall screen all adults before they may be admitted for treatment of mental illness to 
a residential treatment facility, an acute care hospital, or informally admitted to a 
regional treatment center if public funds are used to pay for the services. Screen.ma 
prior to admission must occur within ten days. If an adult is admitted for treatment 
of mental illness on an emergency basis to a residential facility or acute care hospital 
or held for emergency care by a regional treatment center under section 2538.05, 
subdivision 1, screening must occur within five days of the admission. Adults must be 
screened within ten days before or within five days after admission to ensure that: 

(I) an admission is necessary, 
(2) the length of stay is as short as possible consistent with individual client nee4 

and : 
(3) the case manager, if assigned, is developing an individual community support 

plan. 
The screening process and placement decision must be documented in the client's 

record. 
An alternate review process may be approved by the commissioner if the county 

board demonstrates that an alternate review process has been established by the county 
board and the times of review, persons responsible for the review, and review criteria 
are comparable to the standards specified in clauses ( 1) to (3). 

Subd. 2. Qualifications. Screening for residential and inpatient services must be 
conducted by a mental health professional. Mental health professionals providin1 
screening for inpatient and residential services must not be financially affiliated with 
any acute care inpatient hospital, residential treatment facility, or regional treatment 
center. The commissioner may waive this requirement in sparsely populated areas. 

Subd. 3. Incll?idaal placemeat ..,. ... The county board shall enter into an 
individual placement agreement with a provider of residential treatment services to an 
adult eligible for services under this section. The apeement must specify the payment 
rate and terms and conditions of county payment for the placement. 

Subd. 4. Tuk force oa residential ud inpatient treatment semces for adalts. The 
commissioner of human services shall appoint a task force on residential and inpatient 
treatment services for adults. The task force must include representatives from each 
of the mental health professional categories defined in section 245.462, subdivision 11, 
the Minnesota mental health association, the Minnesota alliance for the mentally ill. 
the Minnesota mental health law proj~ the Minnesota association of mental health 
residential facilities, the Minnesota hospital association, depanment of human services 
staff", the depanment of education, the depanment of corrections, the ombudsman for 
mental health and mental retardation. and counties. The task force shall examine and 
evaluate existing mechanisms that have as their purpose review of appropriate admil­
sion and need for continued care for clients admitted to residential treatmen~ acute 
care hospital inpatient treatment, and regional treatment center inpatient treatment. 

. These mechanisms shall include at least the following: precommitment screeniDI, 
licensure and reimbursement rules, county monitoring, technical assistance. nuninc 
home preadmission screenina. hospital preadmission ceniflcatio~ and hospital retro­
spective reviews. The task force shall repon to the legislature by February l 5, 1990, · 
on how existing mechanisms may be changed to accomplish the aoals of screenina u 
described in subdivision 1. 

Subd. S. Report oa preadmlssioa screenina. The commissioner shall review the 
statutory preadmission screening requirements for psychiatric hospitalization, both in 
the rqionaJ treatment ccnten and other hospitals. to determine if changes in preadmis­
sion screening are needed. The commissioner shall deliver a report of the review to 
the legislature by January 31, 1990. 

History: 1989 c 282 art 4 s 12-U.· art 6 s 4 
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z .. s.,11 APPEALS. ' 
Any adult who requests mental health services under sections 2~5.461 to 245.416 

rnust be advised of services available and the right to &PJ>t:al ~t ~e time of the req~ 
and each time the individual community support plan or tnd1V1dual treatment plan• 
reviewed. Any adult whose request for mental health services under sections 245.~ I 
to 245.486 is denied, not acted upon with r:eason~ble l?romptn~, or whose servicer 
are suspcnde~ reduced, or terminated by action or 1nact1on for which th_e coun~ ~ 
is responsible under sections 245.461 to 245.486 may contest t~t. action or 1nact_1on 
t,efore the state agency as specified in section 256.045. The co~miss1_oner shall monitor 
the nature and frequency of administrative appeals under this section. 

History: 1989 c 282 art 4 s 25 

245.478 LOCAL MENTAL HEALTH PROPOSAL 
Subdivision l. Time period. The first local mental health proposal period is from 

July l, 1988, to December 31, 1989. The county board shall submit its first proposal 
to the commissioner by January l, 1988. Subsequent proposals must_ be ~n the ~e 
two-year cycle as community social service plans. If a proposal c~mph~ with ~ons 
245.461 to 245.486, it satisfies the requirement of the community social semce plan 
for the mental illness target population as required by section 256E.09. The pro~ 
must be made available upon request to all residents of the county at the same time 
it is submitted to the commi_ssioner. 

Subd. 2. Proposal conteat. The local adult mental health proposal must include: · 
( l) the local adult mental health advisory council's or adult mental health subcom­

mittee of an existing advisory council's repon on unmet needs of adults and any other 
needs assessment used by the county board in preparing the'loc:al adult mental health 

· proposal; 
(2) a description of the local adult mental health advisory councirs or the adult 

mental health subcommittee of an existin1 advisory council's involvement in preparina 
the local adult mental health proposal and methods used by the county board to ensure 
adequate and timely panicipation of citizens, mental health professionals, and provid­
ers in development of the local mental health proposal; 

( 3) information for the preceding year, including the actual number of clients who 
received each of the mental health services listed in sections 245.468 to 245.476, and 
actual expenditures for each mental health service and service waitiq lists; and 

( 4) the following information describing how the county board intends to meet the 
req\lirements of sections 245.461 to 24S.486 during the proposal period: 

(i) specific objectives and outcome goals for each adult mental health service listed 
in sections 245.461 to 245.486; 

(ii) a description of each service provider, including county aaencies., contracton. 
and subcontractors, that is expected to either be the sole provider of one of the adult 
mental health services described in sections 245.461 to 245.486 or to provide over 
S l 0,000 of adult mental health services per year, including a listing of the professional 
quaillications of the staff involved in service deli very for the county; 
· (iii) a description of how the adult mental health services in the county will be 
unified and coordinated; 

(iv) the estimated number of clients who will receive each adult mental healtb 
service; and 

(v) estimated expenditures for each adult mental health service and revenues for 
the entire proposal. 

Subd: 3. Propoul format. The local adult mental health proposal must be made 
in a format prescribed by the commissioner. 

Subd. 4. Pronder approw. The commissioner's review of the local mental health 
proposal must include a review of the qualifications of each service provider required 
to be identified in the local mental health proposal under subdivision 2. The commis­
sioner may reject a county board's proposal for a p~n,cular provider if: 

( 1) the provider does not meet the professional qualifications contained in sections 
245A6 l to 245.486; 
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(2) the provider does not possess adequate fiscal stability or controls to provide 
the proposed services as determined by the commissioner, or 

(3) the provider is not in compliance with other applicable state laws or rules. 
Subd. 5. Service approval. The commissioner's review of the local mental health 

proposal must include a review of the appropriateness of the amounts ~n~ types of 
mental health services in the local mental health proposal. The comm1ss1oner may 
reject the county board's proposal if the commissioner determines that the amount and 
types of services proposed are not cost effective, do not meet client needs, or do not 
comply with sections 245.461 to 245.486. 

Subd. 6. Proposal approval. The commissioner shall review each local mental 
health proposal within 90 days and work with the county board to make any necessary 
modifications to comply with sections 245.461 to 245.486. After the commissioner has 
approved the proposal, the county board is eligible to receive an allocation of mental 
health and community social service act funds. 

Subd. 7. Partial or conditional approval. If the local mental health proposal is in 
substantial, but not in full compliance with sections 245.461 to 245.486 and necessary 
modifications cannot be made before the proposal period begins, the commissioner 
may grant partial or conditional approval and withhold a proportional share of the 
county board's mental health and community social service act funds until full compli­
ance is achieved. 

Subd. 8. Award notice. Upon approval of the county board proposal, the 
commissioner shall send a notice of approval for funding. The notice must specify any 
conditions of funding and is binding on the county board. Failure of the county board 
to comply with the approved proposal and funding conditions may result in withhold­
ing or repayment of funds as specified in section 245.483. 

Subd. 9. Plan amendment. If the county board finds it necessary to make 
significant changes in the approved local proposal, it must present the proposed changes 
to the commissioner for approval at least 30 days before the changes take effect. 
.. Significant changes" means: · 

(1) the county board proposes to provide a mental health service through a 
provider other than the provider listed for that service in the approved local proposal; 

(2) the county board expects the total annual expenditures for any single mental 
health service to vary more than ten percent or $5,000, whichever is greater, from the 
amount in the approved local proposal; 

(3) the county board expects a combination of changes in expenditures per mental 
health service to exceed more than ten percent of the total mental health services 
expenditures; or 

( 4) the county board proposes a major change in the specific objectives and 
outcome goals listed in the approved local proposal. 

History: 1987 c 401 an 1 s 33; 1988 c 689 art 2 s 89-91 

Hiltorr- 1989 c 282 an 4 J 26,27 

24!.479 COUNTY OF FINANCIAL RESPONSIBILITY. 
For purposes of sections 245.46 l to 245.486 and 245.487 to 245.4887, the county 

of financial responsibility is determined under section 256G.02, subdivision 4. Dis­
putes between counties regardina financial responsibility must be resolved by the 
commissioner in accordance with section 2560.09. 

History: 1989 c 282 art 4 s 28 
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us . .- MAINTENANCE OF EFFORT. 
Counties must continue to spend for mental health services specified in sections 

245.461 to 245.486 and 245.487 to 245.4887, according to generally accepted budget­
ing and accountina principles, an amount equal to the total expenditures shown in the 
c.ounty's approved 1987 Community Social Services Act plan under .. State CSSA. Tide 
XX and County Tax" for services to persons with mental illness plus the comparable 
figure for Rule 5 facilities under target populations other than mental illness in the 
approved 1987 CSSA plan. 

History: J 989 C 282 art 4 S 29 

245.481 FEF.s FOR MENTAL HEALlH SERVICES. 
A client or, in the case of a child, the child or the child's parent may be required 

to pay a fee for mental health services provided under sections 245.46 l to 245.486 and 
245.487 to 245.4887. The fee must be based on the person's ability to pay accordina 
to the fee schedule adopted by the county board. In adopting the fee schedule for mental 
health services.. the county board may adopt the fee schedule provided by the commis­
sioner or adopt a fee schedule recommended by the county board and approved by the 
commissioner. Agencies or individuals under contract with a county board to provide 
mental health services under sections 245.461 to 245.486 and 245.487 to 245.4887 
must not charge clients whose mental health services are paid wholly or in pan from 
public funds fees which exceed the county board's adopted fee schedule. This section 
does not apply to regional treatment center fees, which are governed by sections 246.50 
to 246.55. 

HistarJ: 1989 c 282 an 4 s JO 

~S.482 REPORTING AND EVALUATION. 
Subdivision L Reports. The commissioner shall specify requirements for repona. 

including quarterly fiscal repons, accordin1 to section 256.01, subdivision 2, parapapta 
( 17). 

Subd. 2. Fllcal reports. The commissioner shall develop a unified format for 
quarterly fiscal repons that will include information that the commissioner determines 
necessary to carry out sections 245.461 to 245.486, 245.487 to 245.4887, and sectioD 
2S6E.08. The county board shall submit a completed fiscal repon in the required 
format no later than 30 days after the end of each quaner. 

Subd. 3. Propaa n,ortL The commissioner sball develop unified formats for 
report.in&, which will include information that the commissioner determines necessary 
to carry out sections 245.461 to 245.486, 245.487 to 245.4887, and section 256E.10. 
The county board shall submit completed program repons in the required format 
accordina to the reportiq schedule developed by the commissioner. 

Subd. 4. PtovWer ~ The commissioner may develop formats and proce­
dures for direct reportiq from providers to the commissioner to include information 
that the commissioner determines necessary to carry out sections 245.461 to 245.486 
and 245.487 to 245.4887. In panicular, the provider repons must include agrepte 
information by county of resi~ce about mental health services paid for by fundin1 
sources other than counties. 

Subd. 5. Commfesioeer'1 coasolidatecl repordq recommeadadw. The commis­
sioner's repons ofFebnwy 15, 1990, required under sections 245.461, subdivision 3, 
and 245.487, subdivision 4, shall include recommended measures to provide coordi­
nated, interdepartmental effons to ensure early identification and intervention for 
children with. or at risk of developing, emotional disturbance, to improve the efficiency 
of the mental health funding mechanisms, and to standardize and consolidate fiscal and 
program l'C?Ortina- The recommended measures must provide that client needs are 
met in an effective and accountable manner and that state and county resources are 
used as efticiendy as possible. The commissioner shall consider the advice of the state 
advisory council and the children's subcommittee in developing these recommenda­
tions. 
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Subd. 6. Inaccurate or i11C0111plete re,ar1I. The commissioner shall proml)tly notify 
a county or provider if a required report is clearly inaccurate or incomplete. The 
commissioner may delay all or part of a mental heaJth fund payment if an appropriately 
completed report is not received as required by this section. 

Subd. 7. Statewide evaluadon. The commissioner shall use the county and provid­
er reports required by this section to complete the statewide report required in sections 
245.461 and 245.487. 

History: 1989 c 89 s l; 1989 c 282 art 4 s 31 
NOTE: Subdiv111on I was also amended by Laws 1989, chapter 89. section I. The amendment renumbered It to 

subdiv111on 2 to read as follows: 

"Subd. 2. Filc:al ,.,..._ The commissioner shall develop a unified fonnat for quanerly filCIJ rei,ons that will include 
informauon tbat the comm1uioner detemunes necessary to carry out sec:uons 245.461 to 245.486 and sec:11on 256E.08."' 

245.483 TERMINATION OR RETURN OF AN ALLOCATION. 
Subdivision l . Funds not properly used. If the commissioner determines that a 

county is not meeting the requirements of sections 245.461 to 245.486 and 245.487 to 
245.4887, or that funds arc not being used according to the approved local proposal, 
all or part of the mental health and community social service act funds may be 
tenninated upon 30 days notice to the county board. The commissioner may require 
repayment of any funds not used according to the approved local proposal. If the 
commissioner receives a ~tten appeal from the county board within the 30-day 
period. opportunity for a hearing under the Minnesota administrative procedure act, 
chapter 14, must be provided before the allocation is terminated or is required to be 
repaid. The 30-day period begins when the county board receives the commissioner's 
notice by certified mail. 

Subd. 2. Use of returned fands. The commissioner may reallocate the funds 
returned. 

Subd. 3. Delayed payments. If the commissioner ftnds that a county board or its 
contractors are not in compliance with the approved local proposal or sections 245.461 
to 245.486 and 245.487 to 245.4887, the commissioner may delay payment of all or 
part of the quanerty mental health and community social service act funds until the 
county board and its contractors meet the requirements. The commissioner shall not 
delay a payment longer than three months without first issuing a notice under subdivi­
sion 2 that all or part of the allocation will be terminated or required to be repaid. After 
this notice is issued, the commissioner may continue to delay the payment until 
completion of the hearing in subdivision 2. 

Subd. 4. State usampdoa of responsibility. If the commissioner determines that 
services required by sections 245.461 to 245.486 and 245.487 to 245.4887 will not be 
provided by the county board in the manner or to the extent required by sections 
245.461 to 245.486 and 245.487 to 245.4887, the commissioner shall contract directly 
with providers to ensure that clients receive appropriate services. In this case, the 
commissioner shall use the county's community social service act and mental health 
funds to the extent necessary to carry out the county's responsibilities under sections 
245.461 to 245.486 and 245.487 to 245.4887. The commissioner shall work with the 
county board to allow for a return of authority and responsibility to th~ county board 
as soon as compliance with sections 245.461 to 245.486 and 245.487 to 24~.4887 can 
be assured. · · · · 

Hlstorr- 1989 c 282 an 4 s 32 

245.484 RULES. 
The commissioner shall adopt permanent rules as necessary to carry out sections 

245.46 l to 245.486 and Laws 1989, chapter 282. article 4, sections l to 53. · 

History: 1989 c 282 an 4 s JJ 
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245 • .al5 NO RIGHT OF AcnON. 
Sections 245.46 l to 245.484 and 245.487 to 245.4887 do not independently 

establish a riaht of action on behalf of recipients of services or service providers against 
a county board or the commissioner. A claim for monetary damages must be brought 
under section 3. 736 or 3.751. 

History: 1989 c 282 art 4 s 34 

245.486 UMITED APPROPRIATIONS. 
Nothing in sections 24S.46 l to 24S.48S and 24S.487 to 245.4887 shall be con­

strued to require the commissioner or county boards to fund services beyond the limits 
of legislative appropriations. 

History: 1989 C 282 an 4 S 35 

145.4861 PUBUC/ ACADEMIC LIAISON INITIATIVE. 
Subdivision 1. Establishment of liaisoa iaitiathe. The commissioner of human 

services, in consultation with the appropriate post-secondary institutions, shall estab­
lish a public/academic liaison initiative to coordinate and develop brain research and 
education and trainina opportunities for mental health professionals in order to improve 
the quality of staJ1ina and provide state-of-the-an services to residents in regional 
treatment centen and other state facilities. 

Subd. 2. COBRl1adoL The commissioner of human services shall consult with the 
Minnesota depanment of health, the regional treatment centers, the post-secondary 
educational system. mental health professionals, and citizen and advisory group&. 

Subd. 3. I A•hroe ialtladft prupams. The liaison initiative, within the extent of 
available fundina, shall plan, implement, and administer propams which accomplisb 
the objectives of subdivision l. These shall include but are not limited to: 

( 1) encourqe and coordinate joint research etforts between academic researcb 
institutions throughout the state and regional treatment centers, community mental 
health centers, and other orpnizations conducting research on mental illness or work­
in1 with individuals who are mentally ill; 

(2) sponsor and conduct basic research on mental illness and applied research on 
existiq treatment models and community suppon proarams; 

(3) seek to obtain puts for research on mental illness from the National Institute 
of Mental Health and other fund.in& sources; 

( 4) develop and provide grants for training, internship, scholarship, and fellow­
ship propams for mental health professionals, in an eff'on to combine academic 
education with practical experience obtained at regional treatment centen and other 
state facilities, and to increase the number of mental health· professionals wortcina in. 
the state. 

Subd. 4. Prhme ... felleral fadiaa. The liaison initiative shall seek private and 
federal funds to supplement the appropriation provided by the state. Individuals, 
businesses, and other orpnizations may contribute to the liaison initiative. All money 
,received shall be administered by the commissionet of-hwnan services to implement 
and administer the propams · listed in subdivision 3. . · 

Subd. S. Report. By February 15 of each year, the commissioner of human 
services shall submit to the legislature a liaison initiative repon. The annual repon 
shall be part of the commissioner's February 1 5 repon to the legislature required by 
section 2~S.487, subdivision 4. 

lllator,: 1989 C 282 an 4 .f J6 

U~.G7 CITATION; DECLARATION OF POUCY; MISSION. 
Subdivision 1. Cltadoa. Sections 245.487 to 245.4887 may be cited u the 

... Minnesota comprehensive children ·s mental health act." 
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Subd. 2. rFINDINGS.] The legislature finds there is a need for 
further development of existing clinical services for emotionally 
disturbed children and their families and the creation of new 
services for this population. Although the services specified in 
sections 245.487 to 245.4887 are mental health services, sections 
245.487 to 245.4887 emphasize the need for a child-oriented and 
family-oriented approach of therapeutic programming and the need 
for continuity of care with other community agencies. At the same 
time. sections 245.487 to 245.4887 emphasize the importance of 
developing special mental health expertise in children's mental 
health services because of the unique needs of this population. 

Nothing in this act shall be construed to abridge the authority of 
the court to make dispositions under chapter 260 but the mental 
health services due any child with serious and persistent mental 
iTiness. as definecITrt section 245.462. subdivision 20, or with severe 
emotional disturbance, as defined in section 245.4871.suocITvisioilG, 
shall be made ~ part or~ disposTtion affecting that child. 

Subd. 3. Mission of childrn's mental healtll semce system. As pan of the 
comprehensive children's mental health system established under sections 245.487 to 
245.4887, the commissioner of human services shall create and ensure a unified, 
accountable, comprehensive children's mental health service system that is consistent 
with the provision of public social services for children as specified in section 256F.01 
and that: 

( 1) identifies children who are eligible for mental health services; 
(2) makes preventive services available to all children; 
(3) assures access to a continuum of services that: 
(i) educate the community about the mental health needs of children; 
(ii) address the unique physical, emotional, social, and educational needs of 

children; 
(iii) are coordinated with the range of social and human services provided to 

children and their families by the departments of education, human services, health. 
and corrections; 

(iv) are appropriate to the developmental needs of children; and 
(v) are sensitive to cultural diff'erences and special needs; 
(4) includes early screening and prompt intervention to: 
(i) identify and treat the mental health needs of children in the least restrictive 

setting appropriate to their needs; and 
(ii) prevent further deterioration; 
(5) provides mental health services to children and their families in the context 

in which the children live and go to school; 
(6) addresses the unique problems of paying for mental health services for cllil-

dren. includina: 
(i) access to private insurance coverage; and 
(ii) public' fundina; 
(7) includes the child and the child's family in planning the child's program of 

mental health. services, unless clinically inappropriate to the child's needs; and 
(8) when necessary, assures a smooth transition from mental health services 

appropriate for a child to mental health services needed by a person who is at least l 8 
yean of age. 

Subd. 4. Implementation. (a) The commissioner shall begin implementing sections 
245.487 to 245.4887 by February l S, 1990, and shall fully implement sections 245.487 
to 245.4887 by January 1, 1992. 

(b) Annually until Februarv 15, 1992, the commissioner shall repon to the legisla­
ture on all steps taken and recommendations for full implementation of sections 
245.487 to 245.4887 and on additional resources needed to funher implement those 
sections. · 
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Subd. 5. [CONTINUATION OF EXISTING MENTAL HEALTH 
SERVICES FOR CHILDREN.] Counties shall make available case 
management, community support services, and day treatment to 
children eligible to receive these services under Minnesota Statutes 
1988, section 245.471. No later than August 1, 1989, the county 
board shall notify providers in the local system of care of their 
obligations to refer children eligible for case management and 
community support services as of January 1, 1989. The coThty board 
shall forward ~ ~ ~f this notice to the commisswner. e notice 
sfiaIT indicate which cnTiaren are eligible, a description of the 
services, and the name of the county employee designated to 
coordinate case management activities and shall include ~ .£2Er of 
the plain language notification describeaTn section 245.4881, suo­
ruvision 2, paragraph t hi. Providers shallctistribute copies of this 
notification when making~ referral for case management. 

245.4871 DEFINITIONS. 
Subdivision 1. Definitiou. The definitions in this section apply to sections 

24S.487 to 245.4887. 
Subd. 2. Acute care hospital inpatient treatment. .. Acute care hospital inpatient 

treatment" means sbon-tenn medical, nursin1, and psychosocial services provided in 
an acute care hospital licensed under chapter 144. 

Subd. 3. fCASE MANAGEMENT SERVICES.) "Case manage­
ment services" means activities that are coordinated with the ~amilh 
community support services and are aesigned to help the clul wit 
severe emotional disturbance andthe child's family pbtain needed 
mental health services, social services, educational services. health 
services, vocational services, recreational services, and related ser­
vices in the areas of volunteer services, advocacy, transportation, 
and legal services. Case management services include ee~aiRiRg a­
eefftf)FeReRsi\se diagi:tostie assesoffteat, assisting in obtaining a com­
prehensive diagnostic assessment, if needed, developing a functional 
assessment, developing an individual family community support 
plan. and assisting the child and the child's family in obtaining 
needed services by coordination with other agencies and assuring 
continuity of care. Case managers must assess and reassess the 
delivery, appropriateness, and effectiveness of~ services over 
time. 

Subd. 4. Cw,..,..., (a) .. Cw m•n•r" means an individual employed by the 
county or other entity authorized by the county board to provide case manaV'Jlent 
services speciied in subdivision 3 for the child with severe emotional disturbance and 
the child's family. A cue manager must have experience and trai.nina. in '!VOrkina with 
children. 

(b) A case manager must: 
( 1) have at least a bachelor's depee in one of the behavioral sciences or a related 

field from an accredited college or university; 
(2) have at least 2,000 houn of supervised experience in the delivery of mental 

health services to children; 
(3) have experience and training in identifying and assessin1 a wide ranae of 

children's needs; and 
( 4) be knowledgeable about local community resources and how to use those 

resources for the benefit of children and their families. 
(c) The case manager may be a member of any professional discipline that is pan 

of the local system of care for children established by the county board. 
(d) The case manager must meet in person with a mental health professional at 

least once each month to obtain clinical supervision. 
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(e) Case mao1geT1 with a becbelor's depee but without 2,000 houn of supervised 
experience in the delivery of meatal bealtb servicel io children with emotional distur­
bance must: 

( 1) bqin 40 boun of training approved by the commissioner of human services 
in case manaaement skills and in the characteristics and needs of children with severe 
emotional disturbance before beginning to provide case management services; and 

(2) receive clinical supervision regarding individual service delivery from a men­
tal health professional at least once each week until the requirement of 2,000 hours of 
experience is met. 

(0 Oinical supervision must be documented in the child's record. When the case 
manager is not a mental health professional, the county board must provide or contract 
for needed clinical supervision. 

(g) The county board must ensure that the case manager has the freedom to access, 
and coordinate the services within the local system of care that are needed by the child. 

(h) Until June 30, 1991. a refugee who does not have the qualifications specified 
in this subdivision may provide case management services to child refugees with severe 
emotional disturbance of the same ethnic group as the refugee if the person: 

( l) is actively pursuing credits toward the completion of a bachelor's degree in one 
of the behavioral sciences or related fields at an accredited college or university; 

(2) completes 40 hours of training as specified in this subdivision: and 
(3) receives clinical supervision at least once a week until the requirements of 

obtaining a bachelor's degree and 2,000 hours of supervised experience are met. 
Subd. S. Child. "Child.,. means a person under 18 years of age. 
Subd. 6. Child with severe emotional disturbance. For purposes of eligibility for 

case management and family community suppon services. "child with severe emotion­
al disturbance" means a child who has an emotional disturbance and who meets one 
of the following criteria: 

( l ) the child has been admitted within the last three years or is at risk of bein1 
admitted to inpatient treatment or residential tr.eatment for an emotional disturbance; 
or 

(2) the child is a Minnesota resident and is receiving inpatient treatment or 
residential treatment for an emotional disturbance through the interstate compact; or 

(3) the child has one of the following as determined by a mental health professi0&-
al: 

(i) psychosis or a clinical depression; or 
(ii) risk of harming self or others as a result of an emotional disturbance; or 
(iii) psychopathological symptoms as a result of being a victim of physical or 

sexual abuse or of psychic trauma within the past year, or 
( 4) the child, as a result of an emotional disturbance, has significantly impaired , 

home, school, or community functioning that has lasted at least one year or that, in the 
written opinion of a mental health professional. presents substantial risk of lasting at 
least one year. 

The term "child with severe emotional disturbance" shall be used onJy for purposes 
of county eligibility determinations. In all other written and oral communications, case 
managers, mental health professionals, mental health practitioners.. and all other pn>­
viders of mental health ser:vices shall use the term "child eligible for mental health case 
manaaement" in place of "child with severe emotional disturbance." 

Subd. 7. C'Unical sapemsion. "Clinical supervision" means the oversight respon­
sibility for individual treatment plans and individual mental health service delivery, 
including that provided by the case manager. Clinical supervision does not include 
authority to ·make or terminate coun-ordered placements of the child. Oinical supervi­
sion must be accomplished by full-time or part-time employment of or contracts with 
mental health professionals. The mental health professional must document the 
clinical supervision by cosigning individual treatment plans and by making entries in 
the client's record on supervisory activities. ·· 

Subd. 8. Commissioner. "Commissioner" means the commissioner of human 
services. 

. Subd. 9. Coaaty board. "County board" means the county board of commissioners 
or hoard established under the joint powers act, section 4 71.59, or the human services 
board act, sections 402.0 I to 402.10. 
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Subd. 10. Day treatlllllat MITiaL "'Day treatment ... "'day treatment servi~ .. or 
"day treatment program" means a structured proaram of treatment and care provided 
to a child in: 

(I) an outpatient hospital accredited by the joint commission on accreditation of 
health organizations and licensed under sections 144.50 to 144.55; 

(2) a community mentaJ health center under section 245.62; 
(3) an entity that is under contract with the county board to operate a program that 

meets the requirements of section 245.4881. subdivision 7. and Minnesota Rules. partS 
9505.0170 to 9505.0475: or 

( 4) an entity that operates a program that meets the requirements of section 
245.4881. ~ubdivision 7, and Minnesota Rules. pans 9505.0 I 70 to 9505.0475, that is 
under contract with an entity that is under contract with a county board. 

Day treatment consists of group psychotherapy and other intensive therapeutic 
services that are provided for a minimum three-hour time block by a multidisciplinary 
staff under the clinical supervision of a mental health professional. The services are 
aimed at stabilizing the child's mental health status, and developing and improving the 
child's daily independent living and socialization skills. Day treatment services are 
distinguished from day care by their structured therapeutic program of psychotherapy 
services. Day treatment services are not a pan of inpatient hospital or residential 
treatment services. Day treatment services for a child are an integrated set of educa­
tion, therapy, and family interventions. 

A day treatment service must be available to a child at least five days a week 
throughout the year and must be coordinated with, integrated with, or pan of an 
education program offered by the child's school. 

Subd. 11. Diapoltic assessment. .. Diagnostic assessment" means a written evalu­
ation by a mental health professional of: 

( l) a child's current life situation and sources of stress, including reasons for 
referral; 

(2) the history of the child's current mental health problem or problems, includina 
important developmental incidents, strengths, and vulnerabilities; 

(3) the child's current functioning and symptoms; 
(4) the child's diagnosis including a determination of whether the child meets the 

criteria of severely emotionally disturbed as specified in subdivision 6; and 
(5) the mental health services needed by the child. 
Subd. 12. Early idendftcadon ucl inten-endon senices . .. Early identification and 

intervention services" means services that are designed to identify children who are at 
risk of needing or who need mental health services and that arrange for intervention 
and treatmenL 

Subd. 13. Eclacadoa ucl pre•endoa serrices. (a) .. Education and prevention 
services" means services designed to: 

( 1 ) educate the general public and groups identified as at risk of developing 
emotional disturbance under section 245.4872. subdivision 3; 

( 2) increase the understanding and acceptance of problems associated with emo­
tional disturbances; 

(3) improve people's -skills in dealing with high-risk situations known to aff'ect 
children's mental health and functioning; and 

(4) refer specific children or their families with mental health needs to mental 
health services. 

(b) The services include distribution to individuals and agencies identified by the 
county board and the local children's mental health advisory council of infonnation 
on predictors and symptoms of emotional disturbances, where mental health services 
are available in the county, and how to access the services. 

Subd. 14. Eme1ae..,. senices. "'Emergency services .. means an immediate response 
service available on a 24-hour. seven-day-a-week basis for each child having a psychiat­
ric crisis, a mental health crisis., or a mental health emergency. 
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Subd. 15. Emotional dlstw I ..-. .. Emotional disturbance" -means an orp.nic 
disorder of the brain or a clinically sipmcant disorder of thought, m~ perception, 
orientation, memory, or behavior that: 

( 1) is listed in the clinical manual of the International Classification of Diseases 
(ICD-9-CM), current edition. code ranp 290.0 to 302.99 or 306.0 to 316.0 or the 

corresponding code in the American Psychiatric Association's Diagnostic and Statisti­
cal Manual of Mental Disorders (DSM-MD), current edition, Axes I, II, or III; and 

( 2) seriously limits a child's capacity to function in primary as~ts of daily living 
such as personal relations, living arrangements, work, school. and recreation. 

"'Emotional disturbance" is a generic term and is intended to reflect all categories 
of disorder described in DSM-MD, current edition as "'usually first evident in child­
hood or adolescence." 

Subd. 16. Family . .. Family" means a child and one or more of the following 
persons whose participation is necessary to accomplish the child's treatment goals: ( 1) 
a person related to the child by blood, marriage, or adoption; (2) a penon who is the 
child's foster parent or significant other. (3) a penon who is the child's legal representa-
tive. 

Subd. 17. Family community support semces . .. Family community support serv­
ices" means services provided under the clinical supervision of a mental health profeuional 
and designed to help each child with severe emotional disturbance to function and 
remain with the child's family in the community. Family community support services 
do not include acute care hospital inpatient treatment, residential treatment services. 
or regional treatment center services. Family community suppon services include: 

( l) client outreach to each child with severe emotional disturbance and the child's 
family; 

(2) medication monitoring where necessary; 
(3) assistance in developing independent living skills; 
( 4) assistance in developing parenting skills necessary to address the needs of the 

child with severe emotional disturbance; 
(5) assistance with leisure and recreational activities; 
( 6) crisis assistance, including crisis placement and respite care; 
(7) professional home-based family treatment; 
(8) foster care with therapeutic supports; 
(9) day treatment; 

· ( 10) assistance in locating respite care and special needs day care; and 
( 11 ) assistance in obtaining potential financial resources, including those benefits 

listed in section 24S.4881, subdivision l 0. 
Subd. 18. Fancdoaal UNUmeaL .. Functional assessment" means an assessment 

by the case manager of the child's: 
( 1) mental health symptoms as presented in the child's diagnostic assessment; 
(2) mental health needs as presented in the child's diagnostic assessment; 
( 3) use of drugs .and alcohol; 
( 4) vocational and .educational functioning; 
( S) social fun~ioning, includin1 the use of leisure time; 
(6) interperso~ functioning, including relationships with the child's family; 
(7) self-care and independent living capacity; 
(8) medical and dental health; 
( 9) financial assistance needs; 
( l 0) hoasing and transportation needs; and 
( l 1 ) other needs and problems. 
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Subd. -19. IndiYidaal faadlJeftl'■llllity lll"8l't ,tu. .. Individual family communi­
ty suppon plan" means a written pwi developed by a case manaaer in conjunction witb 
the family and the child with severe emotional disturbance on the basis of a diqnostic 
assessment and a functional assessment. The plan identifies specific services needed 
by a child and the child's family to: 

( 1) treat the symptoms and dysfunctions determined in the diagnostic assessment; 

(2) relieve con~itions teadin1 to emotional disturbance and improve the personal 

well-being of the chdd; . . 
( 3) improve family_ f~ncuo_n1~g; 
( 4) enhance daily _lt v1_n1 ~kills, . . . 
(S) improve functioning tn educau~n and ~re~uon settings; 
(6) improve interpersonal and famtly relat1onsh1ps; 
(7) enhance vocational development; and 
(8) assist in obtainina transponation, housina, health services, and employment. 
Subd. 20. ImliYidaal placement qreement. .. Individual placement agreement" 

means a written agreement or supplement to a service contract entered into between 
the county board and a service provider on behalf of a child to provide residential 
treatment services. 

Subd. 21. lndMdaal treatment plan. .. Individual treatment plan" means a written 
plan of intervention, treatment, and services for a child with an emotional disturbance 
that is developed by a service provider under the clinical supervision of a mental health 
professional on the basis of a diagnostic assessment. An individual treatment plan for 
a child must be developed in conjunction with the family unless clinically inappropri­
ate. The plan identifies aoals and objectives of treatment, treatment strategy, a 
schedule for accomplishin1 treatment aoals and objectives, and the individuals respon­
sible for providing treatment to the child with an emotional disturbance. 

Subd. 22. Lepl npnsentadYe. 661..epl representative" means a pardian, conser­
vator, or guardian ad litem of a child with an emotional disturbance authorized by the 
court to make decisions about mental health services for the child. 

Subd. 23. IACal mental health proposal • .. Local mental health proposal .. means the 
proposal developed by the county boa~ reviewed by the commissioner, and described 
in section 245.4872. 

Subd. 24. Local system of cue ... Local system of care" means services that are 
locally available to the child and the child•s family. The services are mental health. 
social services, correctional services, education services, health services, and vocational 
services. 

Subd. 2S. Mental health fuda. .. Mental health funds" are funds expended under 
sections 245.73 and 2S6E.12, federal mental health block grant funds, and funds 
expended under sections 256D.06 and 256D.37 to facilities licensed under Minnesota 
Rules, pans 9520.0500 to 9520.0690. 

Subd. 26. Mental bealth pncddoner . .. Mental health practitioner .. means a per­
son providin1 services to children with emotional disturbances. A mental health 
practitioner must have trainin1 and experience in working with children. A mental 
health practitioner must be qualified in at least one of the followina ways: 

( 1) holds a bachelor's depee in one of the behavioral sciences or related fields from 
an accredited collqe or university and has at least 2,000 hours of supervised experience 
in the delivery of mental health services to children with emotional disturbances; 

(2) has at least 6,000 houn of supervised experience in the delivery of mental 
health services to children with emotional disturbances; 

(3) is a graduate student in one of the behavioral sciences or related fields and is 
formally assigned by an accredited colleae or university to an agency or facility for 
clinical trainina; or 

(4) holds a master's or other graduate degree in one of the behavioral sciences or 
related fields from an accredited colleae or university and has less than 4,000 houn 
post-master's experience in the treatment of emotional disturbance. 

Subd. 27. Mental health professional . .. MentaJ heaJth professional" means a 
person providing clinical services in the diagnosis and treatment of children's emotion­
al disorders. A mental health professional must ·have trammg and experience in 
workina with children consistent with the age group to which the mental health 
professional is assigned. A mental health professional must be qualified in at least one 
of the followina ways: 
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( 1) in psychiatric nuniq. the mental health professional must be a registered 
nurse who is licensed under section, 141.171 to l 48.285 and who is cenified as a 
clinical specialist in psychiatric or mental hwth nuning by the ..American nurses 
association: 

(2) in clinical social work, the mental health professional must be a person licensed 
as an independent clinical social worker under section 148B.21, subdivision 6, or a 
person with a master's degree in social work from an accredited college or university, 
with at least 4,000 hours of post-master's supervised experience in the delivery of 
clinical services in the treatment of mental disorders; 

(3) in psychology, the mental health professional must be a psychologist licensed 
under sections l 48. 88 to 148. 98 who has stated to the board of psychology competen­
cies in the diagnosis and treatment of mental disorders; 

(4) in psychiatry, the mental health professional must be a physician licensed 
under chapter 14 7 and cenified by the American board of psychiatry and neurology or 
eligible for board cenification in psychiatry; or 

(5) in allied fields, the mental health professional must be a person with a master's 
degree from an accredited college or university in one of the behavioral sciences or 
related fields, with at least 4,000 hours of post-master's supervised experience in the 
delivery of clinical services in the treatment of emotional disturbances. 

Subd. 28. Mental health semces. "Mental health services" means at least all of 
the treatment services and case management activities that are provided to children 
with emotional disturbances and are described in sections 245.487 to 245.4887. 

Subd. 29. Outpadent semces. "Outpatient services" means mental health serv­
ices, excluding day treatment and community suppon services programs, provided by 
or under the clinical supervision of a mental health professional to children with 
emotional disturbances who live outside a hospital. Outpatient services include clinical 
activities such as individual. group, and family therapy; individual treatment plannins; 
diagnostic assessments; medication management; and psychological testin1-

Subd. 30. Parent. "Parent" means the binh or adoptive mother or father of a 
child. This definition does not apply to a person whose parental riabts have been 
tenninated in relation to the child. 

Subd. 31. Professional bome-bued family treatment. "Professional home-based 
family treatment" means intensive mental health services provided to children ( 1) who 
are at risk of out-of-home placement; (2) who are in out-of-home placement; or (3) who 
are returning from out-of-home placement because of an emotional disturbance. 
Services are provided to the child and the child's family primarily in the child's home 
environment or other location appropriate to the child. Examples of appropriate 
locauons include, but are not limited to, the child's school, day care center, home, and 
any other living arran1ement of the child. Services must be provided on an individual 
family ~ must be child-oriented and family-oriented, and must be designed to meet 
the specific mental health needs of the child and the child's family. Services include 
family and individual therapy and family living skills training and must be coordinated 
Wltb other service providen. 

Subd. 32. Reside■dal treatment. "Residential treatment" means a 24-hour-a-day 
program under the clinical supervision of a mental health professional, in a community 
residential setting other than an acute care hospital or regional treatment center 
inpatient unii that must be licensed as a residential treatm~nt program for children 
with emotional disturbances under Minnesota Rules, pans 9545.0900 to 9545.1090, 
or other rules adopted by the commissioner. 

Subd. 33. Senice proricler. "Service provider" means either a county board or an 
individual or agency including a regional treatment center under contract with the 
county board that provides children's mental health services funded under sections 
245.487 to 245.4887. · 

Subd. 34. Thenpeadc 1apport of foster care ... Therapeutic suppon of foster care" 
means the mental health training and mental health suppon services and clinical 
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supervision provided by a mental health professional to foster families carina for 
children with severe emotionaJ. disturbance to provide a therapeutic family environ­
ment and support for the cbild•s improved functioning. 

History: 1989 c 282 art 4 s 38 

24!.4872 PLANNING FOR A CHILDREN'S MENTAL HEALTH SYSTEM. 
Subdivision l. Plannin1 effort. Starting on the effective date of sections 245.487 

to 245.4887 and ending January 1, 1992, the commissioner and the county agencies 
shall plan for the development of a unified, accountable, and comprehensive statewide 
children's mental health system. The system must be planned and developed by stages 
until it is operating at full capacity. 

Subd. 2. Teclmical assistance. The commissioner shall provide ongoin1 technical 
assistance to county boards to develop local mental health proposals, as specified in 
section 245.4887, to improve system capacity and quality. The commissioner and 
county boards shall exchange information as needed about the numbers of children 
with emotional disturbances residing in the county and the extent of existin1 treatment 
components locally available to serve the needs of those persons. County boards shall 
cooperate with the commissioner in obtaining necessary planning information upon 
request. 

Subd. 3. Informadoa to coaades. By January 1, 1990, the commissioner shall 
provide each county with information about the predictors and symptoms of children's 
emotional disturbances and information about groups identified as at risk of develop­
ing emotional disturbance. 

History: J 989 C 282 art 4 S 39 

245.4873 COORDINATION OF CHILDREN'S MENTAL HEALTH SYSTEM. 
Subdivision I. State aad local coordlnatioL Coordination of the development and 

delivery of mental health services for children shall occur'on the state and local levela 
to assure the availability of services to meet the mental health needs of children in a 
cost-eirec:tive manner. 

Subd. 2. [STATE LEVEL; COORDINATION.] The commissioners 
or designees of_commissioners of the departments of human services, 
health, education, state planning, and corrections. and a represen­
tative of the Minnesota district judges association juvenile commit­
tee, in conjunction with the commissioner of commerce or a design·ee 
of the commissioner! shall meet at least quarterly thFet:tgh -l-99il to: 

( 1) educate each agency about the policies, procedures, funding, 
and services for children with emotional disturbances of all agencies 
represented; 

(2) develop mechanisms for interagency coordination on behalf of 
children with emotional disturbances; 

t3) ~dentify barriers including policies and procedures within all 
agencies represented that interfere with delivery of mental health 
services for children; . 

(4) recommend pol~cy and procedural changes needed to improve 
development and delivery of mental health services for children in 
the agency or agencies they represent; 

. (5) iden~ify mechanisms for better use of federal and state funding 
m the delivery of mental health services for children; and 

• 1 ?) until February 15, 1992. prepare an annual report on the 
policy ancf procedural changes needed to implement a coordinated. 
effective. and cost-efficient children's mental health delivery system. 
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This report shall be submitted to the legislature and the state 
mental health advisory council annually~ February 1-&.-m, as 
part of the report required under section 245.487, subdivision 4. The 
report shall include information from each department represented 
on: 

1 l) the number of children in each department's system who 
require mental health services; 

('2) the number of children in each system who receive mental 
health services; 

(3) how mental health services for children are funded within each 
system; 

(4) how mental health services for children could be coordinated to 
provide more effectively appropriate mental health services for 
children; and 

15) recommendations for the provision of early screening and 
identification of mental illness in each system. 

subd. 3. Local IHel coordiudoa. (a) Each agency represented in the local system 
of care coordinating co~ncil, incl~dina men~ h~th. ~ial services, educa~i~n~ heal~, 
corrections, and vocation~ ser:vices as s~fied 1n section 245.4875, _subdivlSl~D 6, 11 
responsible for local coord1nat1on and delivery of mental health semces for children. 
The county board shall establish a coordinating council that provides at least: 

( 1) written inte~ency agree~ents wit~ the providen of the local system of care 
to coordinate the delivery of semces to children; and 

(2) an annual report of the council to the local county board and the children's 
mental health advisory council about the unmet children's needs and service priorities. 

(b) Each coordinatina council shall collect information about the local system of 
care and report annually to the commissioner of human services on forms and in the 
manner provided by the commissioner. The report must include a description of the 
services provided through each of the service systems represented on the council. the 
various sources· of funding for services and the amounts actually expend~ a descrip­
uon of the numben and characteristics of the children and families served durin1 tbe 
previous year, and an estimate of unmet needs. Each service system represented on 
the council shall provide information to the council as necessary to compile the repon. 

Subd. 4. ladmdaal cue coonUnadon. The case manager designated under section 
245.4881 is responsible for ongoina coordination with any other person responsible for 
planning, development, and delivery of social services, education, correctio~ health. 
or vocational services for the individual child. The family community support plan 
developed by the case manaaer shall retlect the coordination amona tbe local service 
system providen. 

Subd. 5. Dudes of the comm.issioner. The commissioner shall supervise the 
development and coordination oflocally available children's mental health services by 
the county boards in a manner consistent with sections 245.487 to 245.4887. The 
commissioner shall review local mental health service proposals developed by county 
boards as specified in section 245.4872 and provide technical assistance to county 
boards in developin1 and maintainina locally available and coordinated children's 
mental health services. The commissioner shall monitor the county board's progress 
in developing its full system capacity and quality through ongoing review of the county 
board•s children's mental health proposals and other information as required by 
sections 245.487 to 245.4887. 

Subd. 6. Priorities. By January I, 1992, the commissioner shall require that each 
of the treatment services and maoaaement activities described in sections 245.487 to 
245.4887 be developed for children with emotional disturbances within available 
resources based on the followina ranked priorities: 

( 1) the provision of locally available m~ntal health emergency services; 
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(2) the provision of locally available mental healtll services to aH children with 
severe emotional disturbance; 

(3) the provision of early identification and intervention services to children who 
are at risk of needing or who need mental health services; 

( 4) the provision of specialized mental health services regionally available to meet 
the special needs of all children with severe emotional disturbance, and all children 
with emotional disturbances; 

(5) the provision of locally available services to children with emotional distur-
bances; and 

( 6) the provision of education and preventive mental health services. 

History: 1989 c 282 art 4 s 40 

245.4874 [DUTIES OF COUNTY BOARD.] 

The county board in each county shall use its share of mental 
health and community social service act funds allocated by the 
commissioner according to a biennial local children's mental health 
service proposal required under section 245.4887, and approved by 
the commissioner. The county board must: 

( 1) develop a system of affordable and locally available children's 
mental health services according to sections 245.487 to 245.4887; 

12) ~ that parents and providers in the C(ctJ? receive 
information about how to gain~ to services provi e according 
to sections 245.487 to ~45.i8~7; 

(3) coordinate the delivery of children's mental health services 
witn services provided by social services, education. corrections, 
health, and vocational agencies to improve the availability of mental 
health services to children and the cost effectiveness of their 
delivery; 

4-3-+ ~ assure that mental health services delivered according to 
sections 245.487 to 245.4887 are delivered expeditiously and are 
appropriate to the child's diagnostic assessment and individual 
treatment plan; 

~ 1 :5 l provide the community with information about predictors 
and symptoms of emotional disturbances and how to access chil­
dren·s mental health services according to sections 245.4877 and 
245.4878; 

~ 16) provide for case management services to each child \vith 
::;evere-emotional disturbance according to sections 245.486; 
245.4871. subdivisions 3 and 4; and 245.4881. subdivisions 1, 3, and 
5; 

4i-+ 17) provide for screening of each child under section 245.4885 
upon aclmission to a residential treatment facility. acute care hos­
pital inpatient treatment, or informal admission to a regional 
treatment center; 

~ 18) prudently administer grants and purchase-of-service con­
tracts that the county board determines are necessary to fulfill its 
responsibilities under sections 245.487 to 245.4887: 
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- +-8-} (9) assure that mental health professionals, mental health 
practitioners, and case managers employ~ by or under _contract to 
the county to provide mental health services are qualified under 
section 245.4871; and 

~ ( 10) assure that children's mental health services are coordi­
nated with adult mental health services specified in sections 
245.461 to 245.486 so that a continuum of mental health services is 
available to serve persons with mental illness, regardless of the 
person's age. 

245.4875 LOCAL SERVICE DELIVERY SYSTEM. 
Subdivision 1. DeYelopmeat of cbildna'1 senices. The county board in each 

county is responsible for using all available resources to develop and coordinate a 
system oflocally available and aff'ordable children•s mental health services. The county 
board may provide some or all of the children's mental health services and activities 
specified in subdivision 2 directly through a county agency or under contracts with 
other individuals or agencies. A county or counties may enter into an agreement with 
a regional treatment center under section 246.57 to enable the county or counties to 
provide the treatment services in subdivision 2. Services provided through an qree­
ment between a county and a regional treatment center must meet the same require­
ments as services from other service providers. County boards shall demonstrate their 
continuous progress toward fully implementing sections 245.487 to 245.4887 durin1 
the period July l. 1989, to January l, 1992. County boards must develop fully each 
of the treatment services prescribed by sections 245,487 to 24S.4887 by January 1, 
1992, accordina to the priorities established in section 245.4873 and the local children's 
mental health services proposal approved by the commissioner under section 245.4887. 

Subd. 2. Childre■'s mental health semces. The children's mental health service 
system developed by each county board must include the following services: 

( 1) education and prevention services accordin1 to section 245.4877; 

(2) early identification and intervention services according to section 245.4878; 
(3) emergency services according to section 245.4879; 
(4) outpatient services according to section 245.488; 
(S) family community support services according to section 245.4881; 
(6) day treatment services according to·section 245.4881, subdivision 7; 
(7) residential treatment services according to section 245.4882; 
(8) acute care hospital inpatient treatment services according to section 24S.4883; 
(9) screening according to section 245.4885; 
(10) case management according to section 245.4881; 
( 11) therapeutic suppon of foster care according to section 245 .4881. subdivision 

9;and 
( 12) professional home-based family treatment according to section 245.4881, 

subdivision 9. 
Subd. 3. Local contracts. The county board shall review all proposed county 

agreements, grants. or other contracts related to children's mental health services from 
any local, state,. or federal_govemmental sources. Contracts with service· providen 
must 

( l ) name the commissioner as a third party beneficiary; 
(2) identify moniioring and evaluation procedures not in violation of the Minne­

sota government data practices act. chapter 13. which are necessary to ensure effective 
delivery of quality services; 

(3) include a provision that makes payments conditional on compliance by the 
contractor and all subcontractors with sections 245.48 7 to 245.4887 and aJl other 
applicable laws. rule~ and standards: and 

(4) require financial controls and auditing procedures. 
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Subd. 4. Joint CCM1Dty .....a Maida apee■,..._ To efficiently provide the chil­
dren's mental health services req~.red by sections 245.487 to 245.4887, counties are 
encouraged to join with one or more county boards to establish a multicounty local 
children's mental health authority under the joint powen act, section 471.59, the 
human services board act, sections 402.0 l to 402. l 0, community mental health center 
provisions, section 245.62, or enter into multicounty mental health agreements. 
P2nicipating county boards shall establish acceptable ways of apponionina the cost of 
the services. 

Subd. 5. [LOCAL CHILDREN'S ADVISORY COUNCIL,] (a) .BY 
October 1, 1989, the county board, individually or in conjunction 

with other county boards, shall establish a local children's mental 
health advisory council or children's mental health subcommittee of 
the existing local mental health advisory council or shall include 
persons on its existing mental health advisory council who are 
representatives of children's mental health interests. The following 
individuals must serve on the local children's mental health advi­
sory council, the children's mental health subcommittee of an 
existing local mental health advisory council, or be included on an 
existing mental health advisory council: ( 1) at least one person who 
was in a mental health program as a child or adolescent; (2) at least 
one parent of a child or adolescent with severe emotional distur­
bance; (3) one children's mental health professional; 14) representa­
tives of minority populations of significant size residing in the 
county; , 5) a representative of the children's mental health local 
coordinating council: and (6) one family community support services 
program representative. 

1 b) The local children's mental health advisorv council or chil­
dren's mental health subcommittee of an existing advisory council 
:-:;hall seek in1ut from ~arents, former consumers. providers, and 
others about t e needs o children with emotional disturbance in the 
local area anctservices needed §y-ia-milies of these children~ and 
:;hall meet~ quaFteFiy morfrnlv, unless otherwise determinecl 
~ the council or subcommittee. but not less than quarterly, to 
review. evaluate, and make recommendations regarding the local 
children's mental health system. Annually, the local children's 
mental health advisory council or children's mental health subcom­
mittee of the existing local mental health advisory council shall: 

1 1 l arrange for input from the local system of care providers 
regarding coordination of care between the services; and 

, 2) identify for the county board the individuals, providers, agen­
cies, and associations as specified in section 2-15.-1877, clause 12). 

1 cl The county board shall consider the advice of its local children's 
mental health advisory council or children's mental health subcom­
mittee of the existing local mental health advisory council in 
cattying out its authorities and responsibilities. 
Subd. 6. Local system of cue; coordinadn1 coancil. The county board shall 

establish, by January l, 1990, a council representing all members of the local system 
of care including mental health services, social services. correctional services, educa­
tion services, health services, and vocational services. The council shall include a 
representative of an Indian reservation authority where a reservati~n exi_sts wi_thin __ the 
county. When possible. the council must also include a representative of Juvenile coun 
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or the coun responsible for juvenile issues and law enforcement. The members of the 
coordinatin1 council shall meet at least quarterly to develop recommendations to 
improve coordination and fundi111 of services to children with severe emotional 
disturbances. A county may use an existing child-focused interagency task force to 
fulfill the requirements of this subdivision if the representatives and duties of the 
existina task force are expanded to include those specified in this subdivision and 
section 245.4873, subdivision 3. 

Subd. 7. Other local aatbority. The county board may establish procedures and 
policies that are not contrary to those of the commissioner or sections 245.487 to 
245.4887 regarding local children's mental health services and facilities. The county 
board shall perform other acts necessary to carry out sections 245.487 to 245.4887. 

History: 1989 c 282 an 4 s 42 

24S.4876 QUAL11Y OF SERVICES. 
Subdivision I. CriteriL Children's mental health services required by sections 

245.487 to 245.4887 must be: · 
( 1) based, when feasible, on research findings; 
(2) based on individual clinical, cultural, and ethnic needs, and other special needs 

of the children being served; 
(3) delivered in a manner that improves family functioning when clinically appro­

priate; 
( 4) provided in the most appropriate, least restrictive setting available to the 

county board to meet the child's treatment needs; 
( S) accessible to all age groups of children; 
( 6) appropriate to the developmental age of the child being served; 
(7) delivered in a manner that provides accountability to the child for the quality 

of service delivered and continuity of services to the child during the yean the child 
needs services from the local system of care; 

(8) provided by qualified individuals as required in sections 245.487 to 245.4887; 
(9) coordinated with cbildren's·mental health services off'ered by other providen; 
( 10) provided under conditions that protect the rights and dignity of the individu-

als being served; and 
( 11) provided in a manner and settin1 most likely to facilitate progress toward 

treatment goals. 

Subd. 2. [DIAGNOSTIC ASSESSMENT.) All residential treat­
ment facilities and acute care hospital inpatient treatment serviees 
facilities that provide mental health services for children must 
complete a diagnostic assessment for each of their child clients 
within five working days of admission. Providers of outpatient and 
day treatment services for children must complete a diagnostic 
assessment within teft we,kiag ~ ef aemissiee five days after the 
child's second visit or 30 days after intake, whichever occurs firstTn 

cases where a diagnostic assessment is available and has been 
completed within 99 180 days preceding admission, only updating is 
necessary. "Updatinr means ~ written summary ~ a mental 
heal~h professional o the. child's current mental healtn status and 
:;erv1ce ne~s. If the_cfiHa'smental ~ealth status hascliang'ea 
markedly smce ffiecnild's most recent diagnostic assessment. a new 
d~a~ostic ~s~~sment is reguirect"Co~~l~ance with the provisioiis 
ot tis subd1v1s10n does not ensure ehg11hty for medlcaJ assistance 
or general assistance meclical care reimbursement under chapters 
2.56B and 256D. -----

Subd. :J. I fNDrVTDl' AL TREATMENT PLANS. I All pro\·iders of 
outpatient ~en·ices. day treatment services. ~ eoFRFRUAity ~ 
~ :eFYlee.;, professional home-based family treatment. residential 
treatment fuetlitie.,, and acute care hospital inpatient treatment 
fuei I itie.~. and all regional treatment centers that provide mental 
health fueilities ;o;ervices for children must develop an individual 

· treatmt'!lf plan for each child client. The individual treatment plan 
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must be based on a diagnostic assessment. To the extent appropri-. 
ate, the child and the child's familv shall be involved in all phases ot 
developing anaTrnpfementingthe individual treatment plan. P:o­
viders of residential treatment, professional home-based fadmily 
treatment, and acute care hospital inpatient treatment, ~ re­
crional treatmenfcenters must clevelok· the individ~al t:eatment 
~lan ffH¼St be deYeloped \vithin ten wor mg days of client intake or 
admission and rei.·ie 11,•eei must review the individual treatment plan 
every 90 days after~ ~intake, except t~at the_adrn~nistra_t~ve 
review of the treatment plan of a child placed ma residential facility 
shall be as specified in section 257 .071, subdivisions. 2 _ar:id 4. 
Providers of dab treatment services must de\·elop the md1v1dual . 
treatment plan efore the completion ot1ive w~rking ~ys in which 
service is provided or_ w1Iliin 3~ gays after the diagnosti~ assessment 
is completed or obtained, whic e~er _oc_curs first. Providers of_ ou_t­
patient services must develop the mdiv1'duil treatment p\fn _wifhm 
30 dfts after thecliagnostic assessment ~ cornplet_ed or o t~med or 
~ t e eiia oTihe second session of an outpatient service, not 
including the session in which the ~gnostic ass~ssment was 
provided, ""'luchever occurs first. ~v_id_ers of outpatient and day 
treatment services must reviewtfie md1viduaTireatment plan every 
90 days after intak~ 

Subd. 4. [REFERRAL FOR CASE MANAGEMENT.] Each pro­
vider of emergency services, outpatient treatment, community sup­
port services, family community support services, day treatment 
services, screening under section 245.4885, profes~ional home-based 

family treatment services, residential treatment facilities, acute 
care hospital inpatient treatment facilities, or regional treatment 
center services must inform each child with severe emotional dis­
turbance, and the child's parent or legal representative, of the 
availability and potential benefits to the child of case management. 
The information shall be provided as specified in subdivision 5. If 
consent is obtained according to subdivision 5, the provider must 
refer the child by notifying the county employee designated by the 
county board to coordinate case management activities of the child's 
name and address and by informing the child's family of whom to 
contact to request case management. The provider must document 
compliance with this subdivision in the child's record. The ~are6t or 
child ray directly request ~ management even if there ~ ~ 
no re erral. 

Subd. 5. Comeat f~ semen or for releue of information. (a) Although sections 
14S.481 to 245.4887 require each county board. within the limits of available resources. 
to make the mental health services listed in those sections available to each child 
residin&_in the county who needs them, the county board shall not provide any services, 
either directly or by contract, unless consent to the services is obtained under this 
subdivision. The case manager assigned to a child with a severe emotional disturbance 
shall not disclose to any person other than the case manager's immediate superrisor 
~nd the ~ental health profession~ froviding clinical supervision of the case manaaer 
mformauon on the child, the chdd s family, or services provided to the child or the 
child's family without informed written consent unless required to do so by statute or 
under the Minnesota government data practices act. Informed written consent must 
comply wi~ section 13.05, subdivision 4, paragraph (d\ and specify the purpose and 
use for which the case manqer may disclose the information. 

(b) The consent or authorization must be obtained from the child's parent un.leu: 
( 1) ~e parental rights are terminated: or (2) consent 1s otherwise provided under 
sections 144.341 to 144.347; 2538.04, subdivision I; 260.133; 260.135; and 260.191. 
subdivision I, the terms of appointment of a coun-appomted guardian or conservator 
or federal regulations governing chemical dependency services. ' 

Su~. 6. lnformad~ for billiq. Each provider of outpatient treatment. family 
communny suppon services. day treatment services. emergency services, professional 
home-based family treatment services, residential treatment. or acute care hospital 
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inpatient treatment must include the name and home address of each child for whom 
services are included on a bill submitted to a county, if the release of that information 
under subdivision S has been obtained and if the county requests the information. 
Each provider must try to obtain the consent of the child's family. Each provider must 
explain to the child's family that the information can only be released with the consent 
of the child's family and may be used only for purposes of payment and maintaining 
provider accountability. The provider shall document the attempt in the child's record. 

Subd. 7. Restricted access to data. The county board shall establish procedures to 
ensure that the names and addresses of children receiving mental health services and 
their families arc disclosed only to: 

( l) county employees who are specifically responsible for determining county of 
financial responsibility or making payments to providen; and 

(2) staff who provide treatment services or case management and their clinical 
suoervison. 

Release of mental health data on individuals submitted under subdivisions 5 and 
6, to persons other than those specified in this subdivision, or use of this data for 
purposes other than those stated in subdivisions 5 and 6. results in civil or criminal 
liability under section 13.08 or 13.09. 

History: 1989 c 282 arr 4 s 43 

245.4877 EDUCATION A!'ID PREVENTION SERVICES. 
Education and prevention services must be available to all children residing in the 

county. Education and prevention services must be designed to: 
( 1) convey information regarding emotional disturbances, mental health needs. 

and treatment resources to the general public and groups identified as at high risk of 
developing emotional disturbance under section 245.4872, subdivision 3; 

(2) at least annually, distribute to individuals and agencies identified by the county 
board and the local children's mental health advisory council information on predicton 
and symptoms of emotional disturbances, where mental health services are available 
in the county, and how to access the services; 

(3) increase understanding and acceptance of problems associated with emotional 
disturbances; 

(4) improve people's skills in dealing with high-risk situations known to affect 
children's mental health and functioning; 

(5) prevent development or deepening of emotional disturbances; and 
.. ( 6) refer each child with emotional disturbance or the child's family with addition­

al mental health needs to appropriate mental health services. 

History: 1989 c 282 art 4 s 44 

24!.4878 EARLY IDENTIFICATION AND INTERVENTION. 
By January 1, 1991, early identification and intervention services must be availa­

ble to meet the needs of all children and their families residing in the county, consistent 
with section 245.4873. Early identification and intervention services must be designed 
to identify children who are at risk of needing or who n~ mental health services. The 
county board must provide intervention and offer treatment services to each child who 
is identified as needing mental health services. The county board must offer interven­
tion services to each child who is identified as being at risk of needing mental health 
services. 

History: J 989 c 282 art 4 s 45 
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M.S. 245.4879 

Subdivision 1. [AVAILABILITY OF EMERGENCY SERVICES. I 
County boards must provide or contract for enough mental health 
emergency services within the county to meet the needs of children. 
and children's families \vhen clinically appropriate. in the count_y: 
who are experiencing an emotional crisis or emotional disturbance. 
The county board shall ensure that parents, providers, and countv 
residents areT'ii.rormecf about \vhen and how to access emergency 
mental health services forclii1dren. A cmlclor the cii1Tcrs parent may 
be required to pay a fee according to section 245.481. Emergency 
service providers shall not delay the timely provision of emergency 
service because of delays in determining this fee or because of the 
unwillingness or inability of the parent to pay the fee. Emergency 
services must include assessment, crisis intervention, and appropri­
ate case disposition. Emergency services must: 

< 1) promote the safety and emotional stability of children with 
emotional disturbances or emotional crises; 

(2) minimize further deterioration of the child with emotional 
disturbance or emotional crisis; 

(3) help each child with an emotional disturbance or emotional 
crisis to obtain ongoing care and treatment; and 

(4) prevent placement in settings that are more intensive, costly, 
or restrictive than necessary and appropriate to meet the child's 
needs. 

Subd. 2. [SPECIFIC REQUIREMENTS.] The county board shall 
require that all service providers of emergency services to the child 

with an emotional disturbance provide immediate direct access to a 
mental health professional during regular business hours. For 
evenings, weekends, and holidays, the service may be by direct 
toll-free telephone access to a mental health professional, a mental 
health practitioner, or until January 1, 1991, a designated person 
with training in human services who receives clinical supervision 
from a mental health professional. The commissionerdmay waive the 
requirement that the evening, wmend, and holi ay service oe 
provided fu: a mentaf health professional or mental health £racti­
tioner after January h .1991, g the county aocuments that: 

~ mental health rofessionals or mental health practitioners are 
unavailable to provi 

12 l services are provided ~ ~ desi;rated person with training in 
human :;ervices who receives clinica supervision from ~ mental 
health professional:and 

13 l the service provider ~ not also the pro\·ider of fire and public 
safety emergency services. 

When emergency service during nonbu~ine~~ hours is provided by 
anyone other than a mental health profe~~wnal. a mental health 
professional must be available for at lea:--t telephone consultation 
within :30 minutes. 
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M.S. 245.488 OUTPATIENT SERVICES 

Subdivision 1. [AVAILABILITY OF OUTPATIENT SERVICES.] 
(a) County boards must provide or contract for enough outpatient 
services within the ceunty to meet the needs of each child with 
emotional disturbance residing in the county and the child's family. 
Services may be provided directly~ the cotir~ through coea~­
o~rated mentalliealth centers or mentalliea t c inics approv ~ 
te commissioner under section 245.6~ subdivision~~ contract 
W1th pnvately oteiited mental healt centers or mental health 
cIIrucs approved~ the commissioner under section 245.691 subdi­
vision 2; or fu:: contract with a licensed mental health professio"iiilas 
oelinealn section 245.4871,subdivision 27, clauses (1) to (4). A chila 
or a chifcrs parent may be required to pay a fee base<fin accordance 
with section 245.481. Outpatient services include: 

( l) conducting diagnostic assessments; 
(2) conducting psycholoaical tcstins; 
(3) developing or modifying individual treatment plans; 
(4) making referrals and recommending placements as appropriate; 
(5) treating the child's mental health needs through therapy; and _ 
(6) prescribing and managing medication and evaluating the effectiveness of pre­

scribed medication. 
(b) County boards may request a waiver allowing outpatient services to be provid­

ed in a nearby trade area if it is determined that the child requires necessary and 
appropriate services that are only available outside the county. 

(c) Outpatient services offered by the county board to prevent placement must be 
at the level of treatment appropriate to the child's diagnostic assessment. 

Subd. 2. Specific reqairements. The county board shall require that a service 
provider of outpatient services to children: 

( 1) meets the professional qualifications contained in sections 245.487 to 24S.4887; 
(2) uses a multidisciplinary mental health professional staff including, at a mini-. 

mum, arrangements for psychiatric consultation, licensed consulting psycholoaist con­
sultation, and other necessary multidisciplinary mental health professionals; 

(3) develops individual treatment plans; and 
( 4) provides initial appointments within three weeks. except in emergencies where 

there must be immediate access as described in section 245.4879. 

History: 1989 C 282 art 4 J 47 

~I CASE MANAGEMENT 

Subdivision 1. [AVAILABILITY OF CASE MANAGEMENT SER­
VICES.I (a) By July 1, 1991. the county board shall provide case 
management aetivities services for each child with severe emotional 
di~tu,rbanc~ FesidiBg ift who is ~ resident of the county and the 
child s family w_ho request or consent to the services. Staffing ratios 
must be sufficient to serve the needs of the clients. The case 
manager must meet the requirements in section 245.4871, subdivi­
sion 4. 

1 bi Case management services provided to children with severe 
emotional disturbance eligible for medical assistance must be billed 
to the medical assistance program under ::;ections 2568.02, subdivi­
sion 8, and 2568.0625. 

Sec. 20. Minnesota Statutes 1989 Supplement, section 245.4881. 
subdivision 2, is amended to read: 
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Subd. 2. [NOTIFICATION AND DETERMINATION OF CASE 
MANAGEMENT ELIGIBILITY.} (al The county board shall notify, 
as appropriate, the child, child's parent, or child's legal representa­
tive of the child's potential eligibility for case management services 
within five working days after receiving a request from an individ­
ual or a referral from a provider under section 245.4876, subdivision 
4. 

, bl The cfunty board shall send a notification written in plain 
langllage" 2.. potentiafelijp@li~r-case management ane1f amky 
communiJ support services. __ e notffication shall identi y ~ 
designat case management providers and shalfcontain:. 

~~brief description of case management and family community 
suE_Qort services: 

, 2l the potential benefits of these services: 

, :3 \ the identity and current phone number of the county emplovee 
designated to coorclmate case management activities: 

, 4l an explanation of how to obtain county assistance in obtaining 
~ ruagnostic assessment. if neeaecf:and 

@ an explanation of the appeal process. 

+Re eeliflt'l ~ Sft&I+ seft€l a writteR ~ ~ ideRtifies ~ 
F.lesigfiated ease- fftaRageffteRt f:H'eYiders. The county board shall 
~end the notice. as appropriate. to the child, the child's parent. or the 
child's legal representative. if any. 

~ The countv board must promptlv determine whether~ child 
who requests or isret'erred for case management services meets the 
criteria of sections 245.4 71 or 245 .4871, subdivision 6. !f acITa.gnos­
tic assessment is needed to make the determination. tiie c1unty 
Goard must offer to assist tfiech1Tcf and the child's Tahi yh in 
ootaTniligone. The couiityboarcl shall fotffy, in wntln~ ~ C ifcl 
and the chtfcFs representatfve.]' a6y, 2.... t e ettgibilitv etermina­
tion.1f the child is determined to ~ eli~ole for case management 
services, ana7r tlie child and the chi 's familv consent to the 
services, tnecountvboard shall refer the child to the case manage­
ment provlaer for case management services. !ftne child is deter­
mined not to be eligffile or refuses case management services,the 
cffinty ooanl shall nW\1 the child of the apthal process and shall 
2.__!!: to refer the £.J_ to ~ mentaTiea t prov~der or. other 
appropriate service provider and to assisttfie child m makmg an 
appointment with the provider of The child'schoice. 

Subd. 3. fDUTIES OF CASE MANAGER.} lal +Re eaee fftORageF 
sh:a+t 13r0mptly aFFoR~e ~ a diag:Restie asoessffteRt ef th€-~ 
~ &Re +s ~ availtibk as aeseFibed ffi JtctieR 215.1"76. ~ 

~ i1, te deterffliRe i-fte e-h+kH, eligibility as a eh+kl w+th ~ 
effl0ti0nal disttiFbaRee ~ ~ eefftfflliRity Slif)f)0F't sen·iees. +he 
eeliRty ~ SfH¼l.1-~ tft W"fitiRg, as a13pr0priat,e, the ~ the 
~ pareRt, &F the~ l:ega-l representati'le, t.f ~ t.f t-ae eftiM 
h3 eetieRnined iHehgiMe fet: ftHftt¼;' eofftfft\iRity Stippor:t seFviees. 
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~ Upon a determination of eligibility for ~ sapperi caae 
management services, the case manager shall complete ~ written 
functional assessment according to section 245.4871, subdivision 18. 
The ~ manager shall develop-an individual family communTty 
support plan for a ciiTid as specified in subdivision 4, review the 
child's progress, and monitor the provision of services. If services are 
to be provided in a host county that is not the county of financial 
responsibility. the case manager shall consult with the host county 
and obtain a letter demonstrating the concurrence of the host county 
regarding the provision of services. 

1 b I The case manager shall peFf0FfR a fYAeliienal assessfRcnt &AEl 
notein the elient's child's record the services needed by the child and 
the child's family, the services requested by the family, services that 
are not available, and the unmet needs of the child and famlh·s 
~ ft€-e65 child's familv. Tnet'nformation required under sectfon 
245.4886 shaIIbeprovided in writing to the child and the child's 
family. The case manager shall note this provision in the e-ke-Rt 
child's record. 

Subd. 4 . .[INDIVIDUAL FAMILY COMMUNITY SUPPORT 
PLAN.I la)_ For each child, the case manager must develop an 
individual family community support plan that incorporates the 
child's individual treatment plan. The individual treatment plan 
may not be a substitute for the development of an individual family 
community support plan. The case manager is responsible for 
developing the individual family community support plan within 30 
days of intake based on a diagnostic assessment and a functional 
assessment and for implementing and monitoring the delivery of 
services according to the individual family community support plan. 
The case manager must review the plan every 90 calendar days after 
it is developed. To the extent appropriate, the child with severe 
emotional disturbance, the child's family, advocates, service provid­
ers, and significant others must be involved in all phases of 
development and implementation of the individual family commu­
nity support plan. Notwithstanding the lack of a an individual 
fhi~ly community support plan, the case manager snall assist the 
c i and child's family in accessing the needed services listed in 
s ubd.i visio~ 

1 b) The child's individual family ·community support plan must 
state: 

1 l) the goals and expected outcomes of each service and criteria for 
evaluating the effectiveness and appropriateness of the service; 

(2) the activities for accomplishing each goal; 

, 3) a schedule for each activity; and 

{4) the frequency of face-to-face contacts by the case manager, as 
appropriate to client need and the implementation of the individual 
family community support plan. 
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245,412 U'SIDENTIAL TUA'IMENT SllVICF.S. 

Subdivision 1. [AVAILABILITY OF RESIDENTIAL TREAT­
MENT SERVICES. I County boards must provide or contract for 
enough residential treatment services to meet the needs of each 
child with severe emotional disturbance residing in the county and 
needing this level of care. Length of stay is based on the child's 
residential treatment need and shall be subject to the six-month 
review process established in section 257.071. subdivisions 2 and 4. 
Services must be appropriate to the child's aft and treatment needs 
and must"oe made available as close to t e county as possible. 
Residential treatment must be designed to: 

( 1 l prevent placement in settings that are more intensive, costly, 
or restrictive than necessary and appropriate to meet the child's 
needs; 

12) help the child improve family living and social interaction 
skills; 

t3) help the child gain the necessary skills to return to the 
community; 

< 4) stabilize crisis admissions; and 

t 5) work with families throughout the placement to improve the 
ability of the families to care for children with ~ emotional 
disturbance in the home. 

Subd. 2. Spedflc reqaireaealS. A provider of residential services to children must 
be licensed under applicable rules adopted by the commissioner and must be clinically 
supervised by a mental health professional. 

Subd. 3. Transition to commanity. Residential treatment facilities and reponal 
treatment centers servina children must plan for and assist those children and their 
families in makina a transition to less restrictive community-based services. Residen­
tial treatment facilities must also arrange for appropriate follow-up care in the commu­
nity. Before a child is discharge4 the residential treatment facility or regional treatment 
center shall provide notification to the child's case manager, if any, so that the cue 
manaaer can monitor and coordinate the transition and make timely arrangements for 
the child's appropriate follow-up care in the community. 

Hiltory: 1989 C 282 art 4 S 49 

2 .. !.-=t ACUTE CARE HOSPITAL INP A TlENT SERVICES. 

Subdivision 1. [AVAILABILITY OF ACUTE CARE HOSPITAL 
INPATIENT SERVICES.) County boards must make available 
through contract or direct provision enough acute care hospital 
inpatient treatment services as close to the county as possible for 
children with severe emotional disturbances residing in the county 
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needing this level of care. Acute care hospital inpatient treatment 
services must be designed to: 

( l) stabilize the medical and mental health condition for which 
admission is required; 

, 2) improve functioning to the point where discharge to residential 
treatment or community-based mental health services _is possible; 

(3) facilitate appropriate referrals for follow-up mental health care 
in the community; 

( 4) work with families to improve the ability of the families to care 
for those children \vith ~ emotional disturbances at home: and 

t 5 l assist families and children in the transition from inpatient 
services to community-based services or home setting, and provide 
notification to the child's case manager, if any. so that the case 
manager can monitor the transition and make timely arrangements 
for the child's appropriate follow-up care in the community. 

1245.48841 !FAMILY COMMUNITY SUPPORT SER­
VICES.I 

Subdivision 1. IAVAILABILITY OF FAMILY COMMUNITY SCP­
PORT SERVICES.I~ :Jul~ h 1991, county boards must provide or 
contract for sufficient fam~ y communitfi support services within the 
county to meet the nee s of each c ild with severe emotional 
disturbance who resicles7n the count~ and the child's family. 
Children or their parents may oereguire to~ ~ee in accordance 
with section 245 .481. 

Family community support services must be desi~ed to improve 
the ability of children with severe emotionafaisturance to: 

!..!J. handle basic activities of daily living; 

( 2) improve functioning in school settings; 

~ participate in leisure time 2!: community youth activities; 

( 4) set goals and plans; 

@ reside with the family in the community; 

(6) participate in after-school and summer activities; 

( 7) make a smooth transition among mental health services 
providecfto cfiildren; and 

@make~ smooth transition into the adult mental health ~stem 
as appropriate. 

In addition, familv community sup1frt sen·ices must be designed 
to improve overalTI'i"muy functioning1_ clinicallv ;1pfropriate to the 
cfiild's needs, and to re uce the need for and u:-:e of p acements more 
uiterlsive.CDStly hor r~st~ictiveboth intn~TTI?er ot a~missions and 

· lengths of stay t an md1cated ~ the chiid s d1ahrnost1c assessment. 
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- Subd. 2. [DAY TREATMENT SERVICES PROVIDED.] (a) Day 
treatment services must be pier of the family community sfuport 
services available to each chi with severe emotional distur ance 
residing in the county. A child or the cli'ITcfs~arent may be required 
to pavb ~ Tee according to section 245.481. ay treatment services 
!flUSt ~ designed to: 

~ provide ~ structured environment for treatment; 

~ provide support for residing in the community; 

~ hrevent placements that are more intensive, ~ or restric­
tive t an necessary to meet the child's need: 

14) coordinate with or be offered in conjunction \Vith the child's 
education P..!:.2.K!:am; 

i 5) rovide therapy and family intervention for children that are 
coordinate with education services provided anafunded fu: schools; 
and 

16) operate during all 12 months of the year. 

~ County boards 6ay request ~ waiver from including day 
treatment services if~ can document that: 

~ alternative services exist through the county's family commu­
nity support services for each child who would otherwise need day 
treatment services; and 

( 2) county de~ographics and ~eography mak~ the provision of day 
treatment services cost meTfective and unfeasible.'"" --------- -- -----

Subd. 3. [PROFESSIONAL HOME-BASED FAMILY TREAT­
MENrPlfOVIDED.) (a) fu January 1, 1991, c6unty boards must 
provide Q! contract for sufficient professional ome-based ~arnilh 
treatment withm the co6nty to meet the needs of each ch1l wit 
severe emotional aisiur ance who is atrislcor out=or:Iiome"place­
ment due to the child's emotionalaisturoarice or who is retumin~ to 
the home trom out-of-home placement. The child or the chi d's 
parent may§ required to ~~fee accorciing to section 245.481. 

The crhnty board shall require that all service providers of pr,{Er 
siona ome::-fiasecflamily treatment set fee schedules approve ~ 
the c1fity board that are based on the cfi'ITd's or family's ability to 
~ e professional nome-basea family treatment must e de­
~ to assist ~ child with severe emotional disturbance who is 
at~risK of or who is returning from out-of-home placement and the 
cliild's filmuy to: 

~ improve overall family functioning in all areas of life; 

~ treat the child's s[Wftoms of emotional disturbance that 
contribute to ~ risk of out-o -home ef acement: 

13 l ~rovide ~ positive change in the emotional. behavioral. and 
men ta well-being of children anct their farn ii 1e~: and 
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(4) reduce risk of out-of-home placement for the identified child 
witn severe emotional disturbance and other sililings or successtiiTly 
reuni~); and reintegrate into the ram~ child returning from 
out-of- ome placement due to emotional disturbance. 

~ Professional home-based f ahmil{ treatment must be provided 
~ ~ team consisting of~ men ta ea th ~rofessional and others who 
::ire slillied in the delivery of men1aillea th services to ch1Tareri and 
families in conjunction wrtb other fiurrian service providers. The 
1,rofessional home-basecfl'amITvt"reatment team must maintain 

exible hours of service availability and must provide or arran~ for 
crisis services tor each family, 24 hours~ dav. seven cfays ~ weelc. 
Case loads for each professionalnome-6ased f~mpy treatment team 
must be smaTI enough to permit the delivery o intensive services 
and to meet the needs otthe family.t>rof essionaThome-based fam1l~ 
treatment providersshalleoordinate services and service needs wit 
case managers assigne'ato children and their families. "'Tnetreat­
ment team must develop an individuaTtreatment plah tnaticlentt­
fies the specTI'ic treatment objectives for both the c iTciand the 
family." - -- - -- -- --

Subd. 4. [THERAPEUTIC SUPPORT OF FOSTER CARE.] ~ 
January 1, 1992, county boards must provide or contract for foster 
care witn tfiera~utic support as defined in section 245.48TI, 
sul>aivision 34. aster families caring for children with ~ 
emotional distur'Gance must receive training and sfuportive ser­
vices, as necessary, at no cost to the foster familres wit in the limits 
of avauable resources. 

Subd. 5. [BENEFITS ASSISTANCE.] The co6nty board must offer p Ip to a child with severe emotional aistur ance'"a'ii'd"" tliechild's 
__ Il-y in applyTrig for federal benefits, including supplemental 
security income. medical assistance, and Medicare. 

245.4885 SCREENING FOR INPATIENT AND RESIDENTIAL TREATMENT. 

Subdivision 1. [SCREENING REQUIRED.) The county board 
shall eRSHPe ~.lgon admission, screen all children at=e seFeened 
~ aemisstoa a mitted for treatment of severe emotional distur­
bance to a residential treatment facility, aiiacute care hospital, or 
informally admitted to a regional treatment center if public funds 
are used to pay for the services. If a child is admitted to a residential 
treatment facility or acute care hospital for emergency treatment of 
emotional disturbance or held for emergency care by a regional 
treatment center under section 253B.05, subdivision 1, screening 
must occur within five working days of admission. Screening shall 
determine whether the proposed treatment: 

t 11 is necessary; 

, 2> is appropriate to the child's individual treatment needs; 

t 21 cannot be effectively provided in the child's home; and 

141 Ute rovides a length of stay +s as short as possible consistent 
with the in ivi uaT child's need¼ 8fl6. 
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~ tfte ease IHaRageP. H assi~eel. ¼s ae1vel0piRg aft During the 
screening process, the child, child's family, or child's legil re~resen­
tative. as appropriate, must oeTiitormed ofThecnITa's e ifibi ity for 
case management services and that an incITviaualrami y commu­
nity support plan is being deveiopecf 21_ the case manager, if 
assig:ged. 

Screening shall be in compliance with section 256F.07 or 257.071, 
whichever applies. Wherever possible, the parent shall be consulted 
in the screening process, unless clinically inappropriate: 

The screening process and placement decision must be docu­
mented in the child's record. 

An alternate review process may be approved by the commissioner 
if the county board demonstrates that an alternate review process 
has been established by the county board and the times of review, 
persons responsible for the review, and review criteria are compara­
ble to the standards in clauses {1) to~ (5). 

Subd. 2. [Q:UALIFICATIONS.J No later than JaaaapY July 1,-™ 
1991, screening of children for residential and inpatient services 
must be conducted by a mental health professional. Mental health 
professionals providing screening for inpatient and residential ser­
vices must not be financially affiliated with any acute care inpatient 
hospital, residential treatment facility, or regional treatment center. 
The commissioner may waive this requirement for mental health 
professional participation ifl spaPscly popalat,eel fH'e6S after July 1 
1991, if the county documents that: -- ....z. 

UJ. mental health raofessionals or mental health practitioners are 
unavailable to provi e this service; and 

( 21 services are provided ~ a desiFEated person with training in 
human services" who receives -clinica supervision from ! mental 
health professiona:r.-

Subd. 3. lndhidaal ,a.a, .. ■t qnemeat. The county board shall enter into an 
individual placement apeement with a provider of residential treatment services to a 
child eligible for county-paid services under this section. The agreement must specify 
the payment rate and terms and conditions of county payment for the placement. 

Subd. 4. Tuk force oa residential and inpadent treatment semces for cbildreL The 
commissioner of human services shall appoint a task: force on residential and inpatient 
treatment services for children that includes representatives from each of the menw 
health professional cateaories defined in section 245.4871. subdivision 27. the Minne­
sota mental health association, the Minnesota alli.ance for the mentally ill. the chil­
dren's mental health initiative, the Minnesota mental health law project, the Minnesota 
district judges association juvenile committee, depanment of human services staff. the 
department of ed11cation, local community-based corrections, the depanment of cor­
rections, the ombudsman for mental health and mental retardation. residential treat­
ment facilities for childre~ inpatient hospital facilities for children. and counties. The 
task force shall examine and evaluate existing and available mechanisms that have as 
their purpose determination of and review of appropriate admission and need for 
continued care for all children with emotional disturbances who are admitted to 
residential treatment facilities or acute care hospital inpatient treatment. These 
mechanisms shall include at least the following: precommitment screening, preplacc­
ment screenina for children, licensure and reimbunement rules. county monitoring, 
technical assistance. hospital preadmission cenification. and hospital retrospective 
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reviews. The task force sball repon to the lea;islature by February 15, 1990, on how 
existin1 mechanisms may be cbanaed to accomplish the aoeJs of screening u described 
in section 245.4885, subdivision 1. -

m.terr- 1989c 282 art 4 s 51 

2'SA86 APPEALS. 
A child or a child's family, u appropriate, who requests mental health services 

under sections 245.487 to 245.4887 must be advised of services available and the riabt 
to appeal as described in this section at the time of the request and each time the 
individual family community suppon plan or individual treatment plan is reviewed. 
A child whose request for mental health services under sections 245.487 to 245.4887 
is deni~ not acted upon with reasonable promptness, or whose services are suspen~ 
reduced, or terminated by action or inaction for which the county board is responsible 
under sections 245.487 to 245.4887 may contest that action or inaction before the state 
aaency according to section 256.045. The commissioner shall monitor the nature and 
frequency of administrative appeals under this section. 

History: / 989 c 282 art 4 s 5 2 

245.4817 CHILDREN1S SECTION OF LOCAL MENTAL HEAL TH PROPOSAL 
Subdivision I. Time periocl. The county board shall submit its fint complete 

children's section of its local mental health proposal to the commissioner by November 
15, 1989. Subsequent proposals must be on the same two-year cycle u community 
social service plans. If a proposal complies with sections 245.487 to 245.4887, it 
satisfies the requirement of the community social service plan for the emotionally 
disturbed target population as requited by section 256E.09. The proposal must be 
made available upon request to all residents of the county at the same time it is 
submitted to the com.missioner. , 

Subd. 2. Propoaal coateat. The children's section of the local mental health 
proposal must include: 

( 1) a repon of the local children's mental health advisory council or children's 
mental health subcommittee of the existing local mental health advisory council on 
unmet needs of children and any other needs assessment used by the county board in 
preparing the local mental health proposal, including the repon of the local coordinat­
inl council or local interagency task force specified in section 245.4875, subdivision 6; 

(2) a description of the involvement of the local children's mental health ·advisory 
council or the children's mental health subcomminee of the existing local mental health 

advisory council in preparina the local mental health proposal and methods used by 
the county board to ensure adequate and timely panicipation of citizens. mental health 
professionals, and providen in development of the local mental health proposal; 

(3) information for the preceding year. including the actual number of children 
who received each of the mental health services listed in sections 245.487 to 245.4887, 
and actual expenditures for each mental health service and service waitin1 lists; and 

( 4) the following infonnation describing how the county board intends to meet the 
requirements of sections 245.487 to 245.4887 during the proposal period: 

(i) specific objectives and outcome goals for each mental health service listed in 
sections 245.487 to 245.4887; 

(ii) a description of each service provider. including county agencies, contracto"' 
and subcontracton, that is expected to either be the sole provider of one of the mental 
health services described in sections 245.487 to 245.4887 or to provide over SI0.000 
of mental health services per year, including a listing of the professional qualifications 
of the staff involv,ed in service delivery for the county; 

(iii) a description of how the mental health services in the county wiU be unified 
and coordinat~ including the mechanism established by the county board providiq 
for interagency coordination as specified in section 245.4875, subdivision 6; 

(iv) the estimated number of children who will receive each mental health service; 
and 

(v) estimated expenditures for each mental health service and revenues for the 
entire proposal. 
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Subd. 3. Pro,11a1 ...... Tbe children'• sec:tioa of the local mental healllt 
proposal must be made in a format prescribed by tbe. commissioner. 

Subd. 4. Pro,Nler .......... The commisaiOHl"s review of the children's sectiea 
of the local mental health proposal must include a review of the qualifications of eadl 
service provider required to be identified in the children's section of the local mental 
health proposal under subdivision 2. The commissioner may reject a county boerd9t 
proposal for a panicular provider if: 

( I) the provider does not meet the professional qualifications contained in sections 
245.487 to 245.4887; 

(2) the provider does not have adequate fiscal stability or controls to provide the 
proposed services as determined by the commissioner; or 

(3) the provider is not in compliance with other applicable state laws or rules. 
Subd. 5. Senke approftl. The commissioner's review of the children's section of 

the local mental health proposal must include a review of the appropriateness of the 
amounts and types of children's mental health services in the children's section of the 
local mental health proposal. The commissioner may reject the county board's Pl'OPOl­
al if the commissioner determines that the amount and types of services proposed are 
not cost-effective, do not meet the child's needs, or do not comply with sections 245.487 
to 245.4887. 

Subd. 6. Propoal approftl. The commissioner shall review each children's section 
of the local mental health proposal within 90 days and work with the county board to 
make any necessary modifications to comply with sections 245.487 to 245.4887. After 
the commissioner has approved the proposal, the county board is eligible to receive an 
allocation of mental health and community social service act funds. 

Subd. 7. Partial or condldou.l appro•al. If the children's section of the local · 
mental health proposal is in substantial compliance, but not in full compliance with 
sections 245.487 to 245.4887, and necessary modifications cannot be made before the 
proposal period bepns, the commissioner may grant partial or conditional approval 
and withhold a proportional share of the county board's mental health and community 
social service act funds until full compliance is achieved. 

Subd. 8. Award aodce. Upon approval of the county board proposal, the commis-
sioner shall send a notice of approval for funding. The notice must specify any 

conditions of funding and is bindina on the county board. Failure of the county board 
to comply with the approved proposal and funding conditions may result in withhokl­
ina or repayment of funds accordin1 to section 245.483. 

Subd. 9. Plan amendment. If the county board finds it necessary to make significant 
changes in the approved children's section of the local mental health proposal, it must 
present the proposed changes to the commissioner for approval at least 30 days before 
the changes take effect ... Significant changes" means: 

( 1) the county board proposes to provide a children's mental health service through 
a provider other than the provider listed for that service in the approved local proposal; 

(2) the county board expectS the total annual expenditures for any single children's 
mental health service to vary more than ten percent or $5,000, whichever is greater, 
from the amount in the approved local proposal; 

(3) the county board expects a combination of changes in expenditures per chil­
dren's mental health service to exceed more than ten percent of the total children's 
mental health ~rvices expenditures; or 

(4) the county board proposes a major change in the specific objectives and 
outcome goals listed in the approved local children's mental health proposal. 

History: ]989 C 282 an 4 $ 5J 
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Mental Health Related Amendments in Laws of 1990, Chapter 568 

A~t. 1, Sec. 1, Subd. 5 

Subd. 5. Mental :fiealth 

Notwithstanding Laws 1989, chapter 
282, article 1, section 2, subdivision 5;. 
$102,000 is transferred in fiscal year 
1991 from state mental health grants 
to state mental ·health administration, 
and 2.25 positions are authorized to 
implement federal requirements relat­
ing to nursing homes and people with 
mental illness. 

The $10,000 appropriated for camping 
activities for persons with mental ill­
ness by Laws 1989, chapter 282, article 
1, section 2, subdivision 5, shall be used 
for adults with mental illness - from 
across the state, for a camping program 
which utilizes the BWCA and is cooper­
atively sponsored by client advocacy, 
mental health treatment, and outdoor 
recreation agencies. 

$500,000 may be transferred from the 
appropriation in Laws 1989, chapter 
282, article 1, section 2, subdivision 5, 
in fiscal year 1990 for state mental 
health grants to fiscal year 1991 for 
state mental health special projects. 
These funds are to be used for alterna­
tive placements for people being dis-

charged from the Metro Regional 
Treatn1ent Center. 

Notwithstanding the rider relating to 
the family-based community support 
pilot project in Laws 1989, chapter 282, 
article 1, section 2, subdivision 5, the 
base funding level for the project for the 
1992-1993 biennial budget must be a 
straight line annualiza tion of the fiscal 
year 1991 appropriation. 

1990 1991 
$ $ 

-0- (81s·.ooo) 



245.73 GRA.'.'TS FOR RESIDENTIAL SERVICES FOR ADULT MENTALLY 
ILL PERSOi\·s. 

Subdivision l. Commissioner's duty. The commissioner shall establish a statewide 
program to assist counties in ensuring provision of services to adult mentally ill 
persons. The commissioner shall make grants to county boards to provide community­
based services to mentally ill persons through programs licensed under sections 245A.0 l 
to 245A. l 6. 

Subd. 2. [APPLICATION: CRITERIA.] County boards may submit 
an application and budget for use of the money in the form specified 

by the commissioner. The commissioner shall make grants only to 
counties whose applications and budgets are approved by the com­
missioner for residential programs for ~ ffleRtally H! peFsaRs 
adults with mental illness to meet licensing requirements pursuant 
to sections 245A.0 1 to 245A.16. ~shall~ ee tieed ~ s1:1pplant 
-~ reduce ~ ~ ~ feeleFol en13e0dit1:1:Fe ~ 01:1J3p0rtiRg 
mcistiRg reso1:1Pees ttft½eSS tfte FeaaetieR ¼ft a•;ailalale fft&fte:Y is t-he 
~ ef a ~ SP federal deeisieR ft&t ~ ~ Oft exist.iRg 
pregraffl. State funds received by a county pursuant to this section 
shall be used onlv for direct service costs. Both direct service and 
other costs, including but not limited to renovation, construction or 
rent of buildings, purchase or lease of vehicles or equipment as 
required for licensure as a residential program for ae:tl-k fflCRt.ally tl-1-
persons adults with mental illness under sections 245A.01 to 
245A.16. may be paid out of the matching funds required under 
subdivision 3. Neither the state funds nor the matching funds shall 
be used for room and board costs. 

Subd. 2. Application; criteria. County boards may submit an application and 
· budget for use of the money in the form specified by the commissioner. The commis­

sioner shall make grants only to counties whose applications and budgets are approved 
by the commissioner for residential programs for adult mentally ill persons to meet 
licensing requirements pursuant to sections 245A.01 to 245A.16. Funds shall not be 
used to supplant or reduce local, state, or federal expenditure levels supporting existing 
resources unless the reduction in available money is the result of a state or federal 
decision not to refund an existing program. State funds received by a county pursuant 
to this section shall be used only for direct service costs. Both direct service and other 
costs, including but not limited to renovation, construction or rent of buildings, 
purchase or lease of vehicles or equipment as required for licensure as a residential 
program for adult mentally ill persons under sections 245A.0 l to 245A. l 6, may be paid 
out of the matching funds required under subdivision 3. Neither the state funds nor 
the matching funds shall be used for room and board costs. 

Subd. 2a. Special programs. Grants received pursuant to this section may be used 
to fund innovative programs in residential facilities, related to structured physical 
fitness programs designed as part of a mental health treatment plan. 

Subd. 3. Formula. Grants made pursuant to this section shall finance 75 percent 
of the county's costs of expanding or providing services for adult mentally ill persons 
in residential facilities as provided in subdivision 2. 

Subd. 4. Rules; reports. The commissioner shall promulgate an emergency and 
permanent rule to govern grant applications, approval of applications, allocation of 
grants, and maintenance of service and financial records by grant recipients. The 
commissioner shall specify requirements for reports, including quarterly fiscal reports, 
according to section 256.01, subdivision 2, paragraph ( 17). The co IP missioner shall 
require collection of data for compliance, monitoring and evaluation purposes and 
shall require periodic reports to demonstrate the effectiveness of the services in helping 
adult mentally ill persons remain and function in their own communities. As a part 
of the report required by section 245.461, the commissioner shall report to the legisla­
ture as to the effectiveness of this program and recommendations regarding continued 
funding. 

History: 1989 c 89 s 3; 1989 c 282 art 2 s 55.56; art 4 s 60 
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253B.03 RIGHTS OF PATIENTS. 
Subdivision 1. Restraints. A patient has the right to be free from restraints. 

Restraints shall not be applied to a patient unless the head of the treatment facility or 
a member of the medical staff determines that they are necessary for the safety of the 
patient or others. Restraints shall not be applied to patients with mental retardation 
except as permitted under section 245.825 and rules of the commissioner of human 
services. Consent must be obtained from the person or person's guardian except for 
emergency procedures as permitted under rules of the commissioner adopted under 
section 245.825. Each use of a restraint and reason for it shall be made part of the 
clinical record of the patient under the signature of the head of the treatment facility. 

Subd. 2. Correspondence. A patient has the right to correspond freely without 
censorship. The head of the treatment facility may restrict correspondence on deter­
mining that the medical welfare of the patient requires it. For patients in regional 
facilities, that determination may be reviewed by the commissioner. Any limitation 
imposed on the exercise of a patient's correspondence rights and the reason for it shall 
be made a part of the clinical record of the patient. Any communication which is not 
del1vered to a patient shall be immediately returned to the sender. 

Subd. 3. Visitors and phone calls. Subject to the general rules of the treatment 
facility, a patient has the right to receive visitors and make phone calls. The head of 
the treatment facility may restrict· visits and phone calls on determining that the 
medical welfare of the patient requires it. Any limitation imposed on the exercise of 
the patient's visitation and phone call rights and the reason for it shall be made a part 
_of the clinical record of the patient. 

Subd. 4. Special visitation; religion. A patient has the right to meet with or call 
a personal physician, spiritual advisor, and counsel at all reasonable times. The patient 
has the right to continue the practice of religion. 

Subd. 5. Periodic assessment. A patiem has the right to periodic medi'cal 
assessment. The head of a treatment facility shall have the physical and mental 
condition of every patient assessed as frequently as necessary, but not less often than 
annually. If a person is committed as mentally retardea for an indeterminate period 
of time, the three-year judicial review must include the annual reviews for each year 
as outlined in Minnesota Rules, part 9525.0075, subpart 6. 

Subd. 6. Consent for medical procedure. A patient has the right to prior consent 
to any medical or surgical treatment, other than the treatment of mental illness or 

· chemical dependen~y. A patient wilh mental retardation or the patient's guardian or 
conservator has the right to give or withhold consent before: 

Subd. 6a. ! ADMINISTRATION OF NEUROLEPTIC MEDIC.\­
TIO?\S. I , a 1 ~euroleptic medications may be administered to per­
~on;-; committed as mentally ill or mentally ill and dangerous only as 
de:,cribed in this .subdivision. 

· b I A neuroleptic medication may be administered to a patient 
who is competent to consent to neuroleptic medications ~ if the 
patient has given written. informed consent to administration of the 
neuroleptic medication. 

, c, A neuroleptic medication may be administered to a patient who 
is not competent to consent to neuroleptic medications~ if a court 
approves the administration of the neuroleptic medication &F..:. 

~ A neuroleptic medication ~ be administered without court 
re\'iev.· to ~ patient who ~ not competent to consent to neurofeptic 
medications if: 

1 l I the patient does not object to or refuse the medication: 

121 a guardian ad litem appointed by the court with authority to 
consent to neuroleptic medications gives ~Titten. informed consent 
to the administration of the neuroleptic medication; and 
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, 3, a muludisciplinary treatment review panel composed of per­
sons who are not engaged in providing direct care to the patient 
gives written approval to administration of the neuroleptic medica­
tion. 

1e1 ~ neuroleptic medication~ be administered without judi­
cirureview and without consent in an emer~encv situation for so 1 g as the ernergencv continues to exist !ft e treating phvSICian 

rmines that the medication ~ necessarv to prevent serious. 
immediate ~'fivsicalnarm to the patient or to others. The treatment 
facilitv sha 1 ,4ocument tne emergencv in the _eatient's medical 
record in specific behavioraT terms. ---- ---
~ r fl A person who consents to treatment pursuant to this 

subdivision is not civilly or criminally liable for the performance of 
or the manner of performing the treatment. A person is not liable for 
performing treatment without consent if written. informed consent 
wa~ given pursuant to this subdivision. This provision does not 
;.lffect- an\' other liability that may result from the manner in which 
the treatment is performed. 

~, g I The court muy allow and order paid to a guardian ad I item 
a reawnuble fee for services provided under paragraph l C '· or the 
court may appoint a rnlunteer guardian ad litem. 

, h, -~ medical director or patient mav ~etition the committing 
court. or the court to which \·enue has een transferred. for ,1 

~n:z concerntmrthe icfmmistration otneuroleptic medication.~ 
he:.mnl! ma,· :11:--,) beheld pur~uant to-section :253B.08. :Z=1:38.1)9. 
~?):38.11.or1538.l~Tnenearing concernin the administration ot 
neuroleptTc medication must be he wit in 14ctavs ~'rom the dat~ of 
the filing of the petit10n. The court mav extend the time forheanng 
~ to an additional 15 davs for good cause :,hown. 

Subd. 7. Program plan. A person receiving services under this chapter has the 
right to receive proper care and treatment, best adapted, according to contemporary 
professional standards, to rendering further custody, institutionalization, or other 
services unnecessary. The treatment facility shall devise a written program plan for 
each person which describes in behavioral terms the case problems, the precise goals, 
including the expected period of time for treatment, and the specific measures· to be 
employed. Each plan shall be reviewed at least quarterly to determine progress toward 
the goals, and to modify the program plan as necessary. The program plan shall be 
devised and reviewed with the designated agency and with the patient. The clinical 
record shall reflect the program plan review. If the designated agency or the patient 
does not participate in the planning and review, the clinical record shall include reasons 
for nonpar..icipation and the plans for future involvement. The commissioner shall 
monitor the program plan and review process for regional centers to insure compliance 
with the provisions of this subdivision. 

Subd. 8. Medical records. A patient has the right to access to personal medical 
records. Notwithstanding the provisions of section 144.335, subdivision 2, every 
persor. subject to a proceeding or receiving services pursuant to this chapter shall have 
complete access to all medical records releyant to the person's commitment. 

Subd. 9. Right to counsel. A patient has the right to be represented by -counsel 
at any proceeding under this chapter. The court shall appoint counsel to represent the 
proposed patient if neither the proposed patient nor others provide counsel. Counsel 
shall be appointed at the time a petition is filed pursuant to section 253B.07. Counsel 
shall have the full right of subpoena. In all proceedings under this chapter, counsel 
shall: ( l) consult with the person prior to any hearing; (2) be given adequate time to 
prepare for all hearings; (3) continue to represent the person throughout any proceed­
ings under this charge unless released as counsel by the court; and ( 4) be a vigorous 
advocate on behalf of the client. 

Subd. l 0. Notification. All persons admitted or committed to a treatment facility 
shall be notified in writing of their rights under this chapter at the time of admission. 
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253B.17 RELEASE; JUDICIAL DETERMINATION. 

Subdivision 1. I PETITION. I Any patient. except one committed as 
mentally ill and dangerous to the public. or any interested person 
may petition the committing court or the court to which venue has 
been transferred for an order that the patient is not in need of 
continued institutionalization or for an order that an individual is 
no longer mentally ill. mentally retarded. or chemically dependent. 
or for any other relief as the court deems just and equitable. A 
patient committed as mentally ill or mentally ill and dangerous may 
petition the committing court or the court to which venue has been 
transferred for a hearing concerning the administration of neuro­
leptic medication. A hearing may also be held pursuant to sections 
253B.08, 253B.09 fHK:l.!. 253B.12.!. and 253B.18. 

Subd. 2. Notice of hearing. Upon the filing of the petition, the court shall fix the 
time and place for the hearing on it. Ten days' notice of the hearing shall be given to 
the county attorney, the patient, patient's counsel, the person who filed the initial 
commitment pe.tition, the head of the treatment facility, and other persons as the court 
directs. Any person may oppose the petition. 

Subd. 3. Examiners. The court shall appoint an examiner and, at the patient's 
request, shall appoint a second examiner of the patient's choosing to be paid for by the 
county at a rate of compensation to be fixed by the court. 

Subd. 4. Evidence. The patient, patient's counsel, the petitioner and the county 
attorney shall be entitled to be present at the hearing and to present and cross-examine 
witnesses, including examiners. The court may hear any relevant testimony and , 
evidence which is offered at the hearing. 

Subd. 5. Order. Upon completion of the hearing, the court shall enter an order 
stating its findings and decision and mail it to the head of the treatment facility. 

Page 53 



260.151 INVESTIGATION; PHYSICAL AND MENTAL EXAMINATION. 
Subdivision I. Upon request of the court the county welfare board or probation 

officer shall investigate the personal and family history and environment of any minor 
coming within the jurisdiction of the court under section 260.111 and shall report its 
findings to the court. The court may order any minor coming within its jurisdiction 
to be examined by a duly qualified physician, psychiatrist, or psychologist appointed 
by the court. With the consent of the commissioner of corrections and agreement of 
the county to pay the costs thereof, the court may, by order, place a minor coming 
within its jurisdiction in an institution maintained by the commissioner for the 
detention, diagnosis, custody and treatment of persons adjudicated to be delinquent, 
in order that the condition of the minor be given due consideration in the disposition 
of the case. Adoption investigations shall be conducted in accordance with the laws 
relating to adoptions. Any funds received under the provisions of this subdivision shall 
not cancel until the end of the fiscal year immediately following the fiscal year in which 
the funds were received. The funds are available for use by the commissioner of 
corrections during that period and are hereby appropriated annually to the commis­
sioner of corrections as reimbursement of the costs of providing these services to the 
juvenile courts. 

Subd. 2. The court may proceed as described in subdivision I only after a petition 
has been filed and, in delinquency cases, after the child has appeared before the court 
or a court appointed referee and has been informed of the allegations contained in the 
petition. However, when the child denies being delinquent before the court or court 
appointed referee, the investigation or examination shall not be conducted before a 
hearing has been held as provided in section 260.155. 

Subd. 3. rJCVENILE TREATMENT SCREENING TEAM.1 (al 
ThecollnTv welfare board, at its option. ™ establish ~ juvenTie 
treatment screening team to conduct screenings and prepare case 

plans under this sub~ivision. The team, which WY be the team 
constituteciunder section 245.4885 o~.092 or mnesotaRules, 
parts 9530.6600 to 9530.6655, snall consist_ of social_ w~rkers, 
juvenile justice professionals, and persons w1tn expertise m the 
treatment of juveniles who are emotionallycITsabled, chemicarrg 
dependent, or have ~ ~lo;pmental disB:bility. The team sha~ 
involve parents or guardians m the screening process as appropri­
ate. 

(b) This paragraph applies only in counties that have established 
~ juvenile treatment screening team under paragraph (a). If the 
court, prioh· to, or as part of, ~ final dis osition, proposes to ~ace ~ 
chITdfor t e primary purpose oTtreatment ~ an emotional istur­
bance, ~ developmental disalillity, or chemicaf dependency in ~ 
resicfential treatment facility out of state or in one which is within 
the state and licensed .§y the commissioner offiuman services under 
chapter 245A, the court shall notify the county welfare agency. The 
county's juvenITetreatment screenin team must either: (1) screen 
and evaluate the child and fi e its recommendations with tile court 
within 14 days ofreceip'tofilie notice; or (2l elect not to screen ~ 
given case, and notifv tne court of thatdecision within three 
,\·orkin_g dav~ ----- - -- - --

~ !.f the screening team has elected to screen and evaluate the 
ch11cl. the child may not be pla

6
ced for the primary purpose or 

treatment for an emotional ilistur ance. a developmental disability, 
or chemical dependency, in ~ residential treatment facility out of 
sc.ate nor in a residential treatment facilitv within the state that is 
ficensecf under chapter 245A, unless on~ ot tneloITomng conditions 
~ n,el ies: 

•· 
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ill~ tre3 :ment professional certifies that an emergency ~uires 
the placement of the child in ~ facility willlin the state; 

(2) the screening team has evaluated the child and recommended 
that 3- residential pTacement is necessary to meet the child's treat­
ment needs and the fafety needs of the communitv, that it is a 
cosf-'effecrrve means o meeting the treatment needs. and thatT! wiIT 
be of therapeutic value to the child; or 

(3) the court, having reviewed~ screening team recommendation 
against placement, determines to the contrar that ~ residential 
placement is necessarv. The court sha state the reasons for its 
determination in writing, on the record, andshall respond specin­
cally to the finaTngs and recommendation of the screening team in 
explaining whfi the recommendation was rejected. The attornet­
representing ~ cnild and the prosecuting attorney shall be a~ 
forded an opportunity to be heard on the matter. 
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APPENDIX E 

FDIAL BODGE'1' 
HEW FUHDS FOR MENTAL HEALTH SERVICES 

Budget Final Final Final Governor 
"MB Initiative" - Adults Page FY 90 FY 91 Total Reques1. 

------------------------~ ===============-·===================================================== 
MB Division: 144 

Staff (Gov. requests, final 2) 144 $66,239 $88,839 $155,078 $312,000 
Support cost 144 $8,000 $8,000 $16,000 $24,000 
State Advisory Council - travel 144 $0 $0 $0 $30,000 
State Advisory Council - per die• H/A $25,000 $25,000 $50,000 $0 
Rules prolUlgation 144 $0 $0 $0 $100,000 
Inforution Syste1 144 $0 $0 $0 $120,000 
Local advisory councils H/A $50,000 $50,000 $100,000 $0 
Ondesignated H/A $42,761 $38,161 $80,922 $0 
SUb-total 144 $192,000 $210,000 $402,000 $586,000 

Enhance co11UDity services: 148 
Rule 14 inflation (Gov. 31, final 2.71) 148 $200,000 $399,000 $599,000 $654,000 
Rule 14 forlUla (Gov $1.80/50,000, final ?) 148 $586,000 $1,514,000 $2,100,000 $3,100,000 
Rule 14 bousill(J support projects 148 $343,000 $343,000 $686,000 $686,000 
Rule 12 inflation (Gov. 31, final 2.7t) 148 $300,000 $601,000 $901,000 $986,000 
Sub-total Rule 12 and 14 148 $1,429,000 $2,857,000 $4,286,000 $5,426,000 

Transfer outpat. coait. to 114 148 ( $120,000) ( $120,000) ( $240,000) ·(. $240,000) 
Met sub-total 148 $1,309,000 $2,737,000 $4,~46,000 $5,186,000 

Hursinq Bo• Alternative Placeaents: 151 
Rew JIB grant funds 151 $721;000 $2,290,000 $3,011,000 $3,011,00(\ 
!educed led. Assist. state share 151 ( $306,000) ( $974,000) ( $1,280,000) ( $1,280,00l, 
SUb-total 151 $415,000 $1,316,000 $1,731,000 $1,731,000 

Total "JIB Initiative" - Adults $1,916,000 $4,263,000 $6,179,000 $7,503,000 

Children's lental Health 

-------------------------MB Division: 143 
Staff (Gov. request 4, final 2) 143 $79,693 $82,698 $162,391 $234,000 
Support Cost 143 $8,000 $8,000 $16,000 $41,000 
Local training 143 $0 $0 $0 $100,000 
Deficit H/A ( $45,693) ( $6,698) ( $52,391) $0 

· SUb-total 143 $42,000 $84,000 $126,000 $375,000 

Therapeutic Foster care Pilot 150 $0 $460,000 $460,000 $700,000 
Pw.ly Co111mity SUpport Pilot M/A $0 $500,000 $500,000 $0 
Children's Health Plan - study and add JIB H/A $20,000 $480,000 $500,000 $950,000 
lled. Assist. Prof. Fw.ly·based Treatlent 271 $0 $750,000 $750,000 $1,500,000 
Early intervention - add 1111 to EPSDr N/A $15,000 $15,000 $30,000 $0 

Total state Funds - Children JIB $TT ,000 $2,289,000 $2,366,000 $3,525,000 

Ked. Assist. Federal Funds 271 $15,000 $921,977 $936,977 $1,813,953 

Total State and Federal - Child MB $92,000 $3,210,9TT $3,302,9TT $5,338,953 
========:M.:-============================================================:.::-==== . - - .. - . . .. ... - ........ ----- - - -- - -
Total Mew State Funds for Adult and 
Children's Kental Health Initiatives $1,993,000 $6,552,000 $8,545,000 $11,028,000 
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Pick Any Five Friends. 

Now Guess Which One 
Will Be Aff,~ted By 

Mental J.1111ess. 
Mcnra, illness isn't nameless or lilceless. 

It a&a:s one In live, including people clese to rou. 
But 111cnra, illness isnt hopeless eithei: 

With help and understanding. Pf!opJe lead fulfilling. Productive lives. 
So be a bicnd, l.eani 111ore about mental illness 

through your loca, and state mental health Otganjulions. 
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About the Mental Illness and Anti-Stigma Project 
Background and Goals 

Prqject Backmmnd 

Creation of the Meruai Illness and Anti-Stigma Project 
In August, 1989, the Department of Human Services (OHS)- Mental Health 
Division contracted with the Minnesota Department of Health - Division of Health 
Promotion (MOH), to address the issue of stigma of mental illness, to research, 
plan, develop, create, promote, and implement a project about stigma and mental 
illness, and to develop related media and materials. 

Selection of advisory committee 
An advisory committee was selected to assist with the development of program 
recommendations. The committee included representatives from the following 
organizations: OHS, MDH, Alliance for the Mentally Di State Advisory Council, 
Mental Health Association, county social services, regional tteattnent facility, 
community mental health ~nters, Children's Mental Health Initiative, community­
based programs, University of Minneso~ consumers and family members. 

Preparation and presentalion of 'background research 
In preparation for the advisory committee meetings, background research was 
gathered, including a review of the literature and and the experiences of other states 
and national organizations. Consumer and family opinions, regarding how stigma 
affects their lives, were also gathered. 

Development of rtco"'1Mndarions 
The advisory committee discussed options and made recommendations that a kit be 
developed and distributed to counties and local advisory councils for their use in 
building coalitions and pro-actively educating segments of their communities about 
mental illness. The proposed kit would contain a variety of materials, tips, and 
tools for community organization and public education. 

-Additional input wu gathered from potential users of the proposed kit. including 
mental health advisory council members, county social workers and other expcns 
across the state. These interviews assessed opinions on who the proposed kits 
should be distributed to, what the overall message should be, who the materials 
within the kit should address, and identification of stigma-related concerns. 

Respondents were extremely enthusiastic about the attention given to the stigma 
issue and the possibility of the kit . They recommended that the kit's materials 
communicate a message that mental illness is an illness and not a personal 
weakness, that mental illness is prevalent. that people can recover from mental 
illness with help, and that the community can play a role in reaching out. 
understanding, and accepting persons with mental illness. They also reccmmended 
that the materials conveying those messages reach a variety of groups within 
communities. They supponed the use of the kit by local advisory councils, county 
agencies, and/or local advocacy organizations. 

Unde·~~-.~-- d II1ental illness 
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Based on the opinions from these key informant interviews, in conjunction with the 
input from the project's advisory committee, final recommendations were 
developed and goals were established. Those goals follow. 

Project Pumose, Goals, and Objectives 

Project Purpose . 
The purpose of the Mental Illness and Anti-Stigma Project is to enable mental health 
consumers and providers in each Minnesota county: 
1) to easily attract the attention of community leaders and institutions; 
2) to easily provide those community leaders and institutions with relevant 

information about mental illness; 
3) to easily provide community leaders and institutions with specific actions for 

improving community acceptance of persons with mental illness. 

Project Goals 
The goals of the Mental Illness and Anti-Stigma Project are: 
1) to increase public awareness and understanding of mental illness; 
2) to reduce the stigma and misperceptions associated with mental illness; 
3) to improve community acceptance of persons with mental illness. 

Project Objectives . 
The specific objectives of the Mental illness and Anti-Stigma Project are: 
1) to decrease instances of housing discrimination, including lack of availability of 

affordable housing and access to existing housing and support services; 
2) to decrease instances of employment discrimination, including lack of availability 

of transitional employment and lack of access to available positions for 
qualified applicants; 

3) to increase the number of instances of community responsiveness to needs of 
mentally ill persons; 

4) to increase instances where the media promote accurate information about mental 
illness, diminishing community misperceptions, fear, and lack of 
compassion for persons with mental illness. 

Project Methods 
The specific methods with which to accomplish the objectives of the project are: 
1) to distribute a kit of information to mental health advisory councils, social service 

departments or education/prevention coordinating agency in each Minnesota 
county, as well as other interested consumer and provider organizations; 

2) to provide information within the kit regarding skills for community organizing; 
3) to provide educational materials within the kit that address specific areas related 

to stigma, including housing, community treatment, employment, 
community responsiveness, and the promotion of accmate information; 

4) to target those educational materials within the kit to specific audiences whose 
actiqns and attitudes may promote stigma, such as neighbors, employers, 
schools, churches, and other community organizations, media, the general 
public, and consumers, families, and providers; 

5) to provide written education materials within the kit, addressing the target 
audiences with specific infonnation; 

6) to provide mass media materials within the kit, including scripts for presentations 
and interviews, public service announcements, posters, and print ads; 

1) to produce a high-quality, visually appealing, and user-friendly kit, containing 
attractively designed materials that invite use by the mental health consumers 
and providei:s, and attract the attention of the target audiences. 



Introduction 

This section presents an overview of the project, background information and 
goals, and a summary of the kit contents. The target audiences for these materials 
include all mental health consumer and provider groups, agencies, and 
organizations. Materials in this section include: 

Introducing the Mental Illness and Anti-Stigma Kit 
A brief overview of the stigma issue and ways communities can 
respond in order to increase awareness of mental illness 

Project Background and Goals 
The history of the Mental illness and Anti-Stigma Project and its 
goals 

Kit Contents Guide 
A brief description of all kit materials 

Understanding Mental Illness: A Community Issue 
A statement of the key issues promoted throughout the kit 

"The Stigma of Mental Illness" 
A reprinted article from the National Institute of Mental Health 

Acknowledgements 
Thanks to the many contributors to this project 

Understand mental illness 
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Dear Mental Health Advocate, 

On behalf of the Department of Human Services and the Mental Health Division, I am pleased to give you 
the Mental Illness and Anti-StiiID3 Kit, a collection of ideas and materials for promoting public awareness 
and community acceptance of mental illness and those who suffer from iL 

Inside the kit you will find: 

Ideas to help you get organized, including tips for involving community leaders, ideas for creating 
awareness, and suggestions for program promotion, 

Handouts on a variety of stigma-related issues, such as housing, employment, and community­
based services, 

Information for you to share with organizations throughout the community on ways they can be 
more responsive to the needs of persons with mental illness, 

Materials to help you work effectively with the media to provide more accurate public information 
about mental illness, 

Tools/or public awareness, like posters, print ads, public services announcements, and logos, 

Resources on seeking help ~d further information about mental illness 

In short, the kit provides you with many important tips and tools you need in order to promote a public 
information campaign in your area. But any anti-stigma effort will only be effective with your 
involvemenL 

Make stigma an important part of your community mental health agenda. 

Work closely with other consumers and providers in your area to set goals, develop 
strategies, and implement mental illness awareness campaigns. 

Involve people and organizations outside of your "mental health circles", to make your program 
most effective. 

Use the materials in some way to educate the public. 

And please share information about your activities with us. We want to know how what you are doing has 
reduced the effects of stigma in your community. No anti-stigma effort is too small. One changed mind, 
one improved attitude, one person's increased understanding, will benefit.all people with mental illness. Sincn 1 1 - · 

0~/~~: ~H 
Barbara W. Kaufman, MSW 
Assistant Commissioner for Men1 

Understand InentaJ. illness 
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Introducing the Mental Illness and Anti-Stigma Kit 
for your community-based public information campaign 

Mental Illness: A Community Issue 

Mental Illness is an issue throughout our communities. Whether or not individuals are personally affected 
by mental illness in their lives or in their families, mental illness impacts nearly every segment and 
institution within the community. Yet despite its prevalence in our lives, families, and/or communities, 
mental illness is often misunderstood and persons with mental illness are often feared, rejected, or denied the 
compassion afforded others with chronic illness. 

The stigma of mental illness takes on many forms. It may mean denial of opportunities for adequate 
housing or employment. It may mean lack of advocacy, support, or responsiveness from family and 
community. It may mean negative and inaccurate stereotypes of mental illness. In any case, to persons 
with mental illness, it means trying to overcome one of the most difficult challenges in their recovery. 

Mental Illness: A Community Response 

In response to the prevalence of mental illness and the reality of stigma in our communities, the 
Department of Human Services, in conjunction with the Department of Health and a host of mental health 
experts including providers, consumers, families, and community leaders, created the Mental Illness and 
Anti-Stigma ProjecL The project's theme, "Uru:krstand Menial lllMss. Every Mind Matters", 
communicates the project's goals to increase awareness and understanding of mental illness, reduce the 
stigma and misperceptions associated with mental illne~, and improve acceptance of mentally ill persons. 

Introducing the Mental Illness and Anti-Stigma Kit 

In order to accomplish these broad goals, this public information kit has been developed. The kit provides 
tips and tools for communities to use to ett.ate locally-directed public awareness and anti-stigma efforts. 
Included in the kit are suggestions for organizing your community, specific campaign and event ideas, tips 
for most effectively reaching target audiences, educational materials for handoUJs for any public information 
activity, tools to enhance the campaign, including fSAs, print ads, posters, and more. (A list of the kit 
contents is included on the backside of this page.) 

Creating a Mental Illness Awareness Campaign in your_ Community 

- Review Gettin& Or&anize<f for tips for organizing your community and for campaign ideas. 
- Set goals, including the issues you will focus on and when you will kick off the campaign. 
- Identify which materials in the remaining sections of the kit will help you reach those goals. 

For example, you may want to educate segments of the community on how they can be 
most responsive to community mental health, using the materials in Mental Illness and 
Community Responsiveness. Or instead you may narrow your focus to the issues of 
community-based treatment, housing, or employment, consulting Mental Illness and 
Community-based Treatment, Housin&, Employment. Perhaps you will eradicate myths 
and misperceptions of mental illness, utilizing the materials and tools in Mental Illness 
in the Public Eye. Or, simply create your own campaign, drawing on materials from all 
sections of the kiL 

- Plan and implement your campaign. 

For More Information 

For more information about the kit or how to establish a community-based mental illness awareness 
campaign in your community, contact the Minnesota Department of Human Services Mental Health 
Division at 612-296-7908 or Communications Office at 612-296-4416. 

·~ __ .. _:?.MIND MAfl -~' 
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MENTAL ILLNESS AND ANTI-STIGMA PROJECT: Summary or Kit Contents 

Getting Organiud 
Steps for organizing your community 
How to involve community leaders and groups in your campaign 
Keys for successful campaigns 
Mental illness awareness ideas from Mirmesota communities 
More ideas for mental illness awareness 
Promoting your program. project. or event 

Mental Illness and Housing 
Mimesota's Comprehensive Mental Health Act 
Housing-as-Housing 
Housing in Minnesota 
Resources for Mental D.Jness and Housing 
Understanding the Fair Housing Amendments Act 
What to do if you are a victim of housing discrimination 

Mental D.Jness and Community-based Residential Treatment 
Fact Sheets on Mental Illness and Community-based Residential Treatment 
Alleviating Neighborhood Concerns 
Strategies for Community Acceptance 
Undoing the Myth of Property Devaluation 
Resources for Mental Illness and Community-based Residential Treattnent 

Mental Illness and Employment 
Fact Sheets on Mental D.Jness and Employment 
Alleviating Employers' Concerns 
Strategies for Successful Job Placement 
Real Life Examples of Successful Working Relationships 
Returning to Work-tips for employers and for employees 
How to Create a Healthy Workplace 
What to do if you are a victim of employment disaiminalion 
Resources for Mental Illness and Employment 

Mental D.Jness and Community Responsiveness 
Fact Sheets on Mental Illness in Adults and in Children 
Understanding mental illness u a community issue 
What community organi7.ations can do 
What business organimions can do · 
What churches, synagogues, and service organizations can do 
What schools, colleges, and community education programs can do 
What physicians. hospitals, and health care organi:zations can do 
What families can do . 
Ways to get legislators and community officials involved 
Tips for consumers helping consumers 
Seeking help: Where to go and what to do 

. Resources for community education on mental illness 

Mental Illness in the Public Eye 
Making your pitch to the news media 
Story ideas on mental health issues 
How to write a press release 
Avoiding stigmatizing language: tips for writers and speakers 
Soning the myths from the facts about mental illness 
How to do a media watch 
Samples scripts ,for presentations and inrerviews on mental illness 
Tips for inrerviews or presentations 
Attitude Exploration Exercises 
Creative expression on life with mental illness. by consumers 
Public Service Announcements. Print Ads. Posters. and Logos 
Videotapes for use in presentations on mental health and stigma topics 

Resources for F.ducation and Community Service 



Using the Mental Illness and Anti-Stigma Kit: 
A Guide to the Kit Contents 

Introduction 

This section presents an overview of the project, background infonnation and goals, and a summary 
of the kit contents. The target audiences for these materials include all mental health consumer and 
provider groups, agencies, and organii.ations. Materials in this section include: 

Introducing the Mental Illness and Anti-Stigma Kit 
An overview of the stigma issue and ways communitie-.s increase mental illness awareness 
Project Background and Goals 
The history of the Mental Illness and Anti-Stigma Project and its goais 
Kit Contents Guide 
A brief description of all kit materials 
Understanding Mental Illness: A Community Issue 
A statement of the key issues promoted throughout the kit 
"The Stigma of Mental Illness" 
A reprinted article from the National Institute of Mental Health 

Qrgani;zior your Community 

This section describes the process of, and some techniques for, organizing your community. The 
target audiences for these materials include all mental health consumer.and provider organu.ations. 
Materials in this section include: 

Organizing for Change: Community Organization Steps and Strategies 
Five major steps and strategies for organizing your community 
Involving Community Leaders in your Campaign 
Ways to involve community leaders and an illustration of community organi7.ation in action 
Creating a Successful Community Coalitions 
Identification of success factors for community coalition-building . 
Keys to Success: A Checklist for Community Organizers 
Identification of success factors for any community activity 
How Minnesota Communities are Organiz.ing 
More than. 25 examples of ways communities are promoting awareness mental illness 
More Ideas for Mental Illness Awareness 
Additional public infonnation ide.as for mental illness awareness 
Promoting your Program, Project, or Event 
General tips for audience selection and program promotion · 

Mental Illness and Community~based Residential Treatment 

This section provides infonnation about, and support for, community-based treatment for people 
with mental illness, as well as ways treatment program managers, neighbors, and communities can 
work together toward greater community acceptance. The target audiences for materials in this 
section include neighborhood associations, program providers, and consumers. Materials include: 

Facts about Mental Illness and Community-based Residential· Treatment 
The need for .community-based treatment and the options available 
Community-based Residential Treatment Options 
Types of community-based residential treaonent available for adults and children 
Alleviating Neighborhood Concerns 
Common questions and answers about mental illness and residential treatment 

Understand m.entaJ. illness 
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Undoing the Myth of Property Devaluation 
Effect of residential treatment programs on property values and community attitudes 
Strategies for Cooperation and Acceptance 
Ways that people with mental illness and their neighbors enhance community relations 
Resources for Mental Illness and Residential Treatment Programs 
Educational materials on residential treatmen~ including pamphlets and videotapes 

Mental Illness and Housing 

This section provides information abou~ and need for, housing and housing support services for 
people with mental illness. The target audiences for materials in this section include neighborhood 
associations, landlords/realtors, program providers, and consumers. Materials in this section include: 

The Concept of Housing-as-Housing 
Describes the concept of housing-as-housing 
Housing in Minnesota 
How Minnesota is responding to housing needs of persons with mental illness 
Minnesota's Comprehensive Mental Health Act 
A summary of the Act's mandates for housing and support s_ervices 
Understanding the Fair Housing Amendments Act 
The Fair Housing Amendments Act and what it means for people with disabilities 
What to Do if You are a Victim of Housing Discrimination 
Steps to take if you or a family member are denied housing due to a disability 
Resources for Mental Illness and Housing 
Educational materials and housing resources available in Minnesota 

Mental Illness and Employment 

This section provides information about, and support for, mainstream employment for persons with 
mental illness, as well as strategies for successful job placemenL The target audiences for materials 
in this section include employers, business and professional organizations, chambers of commerce, 
rehabilitation counselors, and consumers. Materials in this section include: 

Facts about Mental Illness and Employment 
The effect of mental illness on busines., and the available programs for workers 
Alleviating Employers' Concerns 
Common questions, raised by employers, about workers with mental illness 
Mental Illness and Employment: A Research Review 
A literature review examining employer attitudes about mental illness 
Strategies for Successful Job Placement 
How employers, counselors, and employees can effectively work together 
Real Life Examples of Successful Working Relationships 
Examples of realistic working relationships benefiting Minnesota employers 
Returning to Work: Employtrs helping Employees Make the Transition 
Tips for employers for successful employee transitions back to work after an absence due to 
mental illness or a mental health need · 
Returning to Work: Employees Making the Transition . Back to Work 
Tips for employees for successful employee transitions back to work after an absence due to 
mental illness or a mental health need 
How to Create a Healthy Workplace 
Ways that employers can take a pro-active approach to mental health in the workplace 
What to Do if You are a Victim of Employment Discrimination 
Steps to take if you or a family member are denied employment due to a disability 
Mental Health Educational Materials for Worksites 
Educational materials on employmen~ including pamphlets, booklets9 and tapes 
Seeking Employment Services 
Employment services available through the Division of Rehabilitation Services 



Using the Mental Illness and Anti-Stigma Kit: 
A Guide to the Kit Contents 

(continued) 

Mental Illness and Community Bespoo:;iveuess 

This section provides infonnation regarding mental illness and ways to understand mental illness as a 
community issue, including tips for increased community responsiveness. The target audiences for 
this section include businesses, churches leaders and members, teachers, principals, librarians, police, 
social and public health services, physicians, health care organizations, community officials, 
families, consumers, and other groups and organiz.ations. Materials in this section include: 

Understanding Mental Illness: A Community Approach 
The key issues, important to understanding mental illness 
Facts about Child and Adolescent Mental Health 
Child and adolescent emotional disturbances and the services available for their care 
Understanding Mental Illness: Signs and Symptoms 
A summary of the different types of mental illness 
Understanding ·Child and Adolescent Emotional Disturbance 
A summary of the different types of child and adolescent emotional disturbances 
What Health Care Organiz:ations Can Do 
Ways that health care organiz.ations can promote health and respond to mental health needs 
What Business Organiz:ations Can Do · 
Ways that businesses can promote employee health and encourage greater employee 
understanding and responsiveness to people with mental illness 
What Churches, Synagogues, and Service Organizations Can Do 
Ways that churches can respond most effectively to people with mental illness. 
What Schools, Colleges, and other Education Programs Can Do 
Ways that schools can promote information about mental health and can respond more 
effectively to students' mental health needs 
What Community Organizations Can Do 
Ways that other community organiz.ations, like law enforcement, social and public health 
services, libraries, et.c. can contribute to and benefit from public education on mental illness 
What Families Can Do 
Ways that families can promote mental health and address family mental health needs 
Ways to Get Legislators and Community O/ficials Involved 
Tips for educating community officials and addressing legislative issues 
Tips for Consumers Helping Consumers 
Tips for consumers living in the community 
Seeking Help: Where to Go and What to Do 
General guidelines and first steps to take in seeking mental health assistance 
Mental Health Education Materials for Community Education 
General mental health materials, including pamphlets, videos, and curricula 

Mental Illness in the Public Eye and Tools foe Public Awareness 

This section addresses ways to bring accurate infonnation regarding mental illness to the public, 
particularly via the media. The target audiences for materials in this section include ~edia, general 
public, and mental health consumer and provider organiz.ations. Materials in this section include: 

Understanding Mental Illness: Signs and Symptoms 
A summary of the different types of mental illness for use in educating the media 
Understanding Child and Adolescent Mental Health 
Child and adolescent emotional disturbances to use in educating the media 
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Sorting the Myths from the Facts ·about Mental Illness 
Common myths about mental illness and the real story 
Avoiding Stigmatizing Language: Tips for Writers and Speakers 
Important suggestions for people who write or speak about mental illness 
How to Do a Media Watch 
Steps for organizing a media watch and ways to respond to an ad or program that 
inaccurately portrays mental illness 
Making your Pitch to the News Media 
Tips for effectively working with the newspaper, radio, and TV reporters 
Story Ideas on Mental Health Issues 
Suggestions for positive stories on mental health and mental illness 
How to Write a Press Release 
Tips for getting mental illness information in the news 
Samples Scripts for Presentations and Interviews 
Suggested mental health areas to cover and questions you may be asked in presentations 
Tips for Interviews or Presentations . 
Tips for effectively presenting information about mental illness to the public 
Attitude Exploration Exercises 
Thought provoking questions to raise awareness about stigma and mental illness 
Creativ, Expression on Life with Mental Illness, by Consumers 
Thoughts about mental illness and the ways that stigma impacts lives 

This section also provides tools for increasing public awareness and understanding of mental illness. 
Target audiences include media and general public. Materials in this part of the section include: 

Bes0vcces 

Radio PSA Script 
Sample script for radio announcers to read on the air 
TV PSA 
Television PSA to share with your local stations 
Newspaper/Maga%ine Print Ad 
Public service ads for inclusion in local papers or magazines 
Posters 
Mental illness awareness posters to post in any community location 
Logos 
Logos to use when printing other communication tools 
Videotapes for use in presentations · 
"Bridge to Understanding" from the Mental Health Association of Minnesota, and 
"Silent No More" from the Alliance for the Mentally Ill in Minnesota 

This section provides resources for mental health education and mental health services. The target 
audiences for the materials in this section include all audiences discussed in this kit, the general 
public, and all mental health consumer and provider organizations. Materials in this section include: 

Mental Health Education Materials for Community Education 
General mental health materials, including pamphlets, videos, and cmricula 
Seeking Help: Where to Go and What to Do 
General guidelines and first steps to take in seeking mental health assistance 
Seeking Help in the Metropolitan Area · 
General mental health services in the Twin Cities 
Seeking Help in Greater Minnesota 
General mental health services around the state 
Seeking Help: Support Groups and Advocacy/Education Organizations 
General state-wide resources for support, education, and advocacy 



Understanding Mental Illness: 
A Community Approach 

Mental illness is prevalent. 
One in five persons are affected in some way by mental illness. They may be directly affected 
through a personal experience with a mental illness. They may be indirectly but significantly 
affected, helping a family member or close friend cope with a mental illness. There are people 
throughout our communities, whose lives are challenged by mental illness. 

Mental illness is diverse. 
There are a variety of kinds, and a variety of degrees, of mental illness. The most ·common types 
of mental illness include depression, manic depression, schizophrenia, and anxiety disorders. 

Mental illness can affect anyone. 
Mental illness can affect children, adolescents, adults, and elderly people. 

Mental illness can be devastating to individuals and families. 
The effects of ~ental illness can be worse than the effects of other illnesses. A Rand Corporation 
Study showed that depressed persons had significantly more social difficulties than all other chronic 
disease groups. And untreated mental illness is a powerful risk factor for suicide. 

Persons with mental illness are people first. 
People with mental illness are people with capabilities and talents. It is important to focus 
attention and compassion on people, not on their symptoms. 

Mental illness is an illness. Mental illness is not a choice. 
Mental illness is not a personal weakness. It is an illness, just as diabetes is an illness, with 
different degrees of chronicity, symptoms, and effectiveness of treatment People with mental 
illness are experiencing something over which they have no control; in most instances an illness 
caused by a biochemical disturbance in the brain or another physiological basis. And just as with 
other illnesses, people with mental illness deserve understanding and compassion. 

With proper treatment, many people manage their mental illness. 
Help is available for successfully treating people with mental illnesses. However, not all people 
with mental illness do recover, as is true with all types of illness. It is unfortunate that many 
people do not receive the treatment they need, due to lack of affordable services, lack of 

. understanding, or the stigma associated with mental illness. 

Mental illness is a community issue. 
Mental illness indirectly impacts nearly every part of the community. Mental illness is an issue 
in our neighborhoods, where housing and residential treatment programs are greatly needed. It is 
an issue in our workplaces, where co-workers are coping with the mental illness of a loved one or 
making a transition back to work after their own challenges with mental illness. It is an issue in 
our schools and churches, where persons with special needs are in need of help and compassion. 

In 1987, the Minnesota Legislature passed the Minnesota Comprehensive Mental Health Act, 
outlining mental health services that must be available to all adults with severe and persistent 
mental illness, and all children with emotional disturbances, in every Minnesota county. 

We must work together for greater understanding of mental illness. 
In order to deal with mental illness as a community, we must educate ourselves about mental 
illness and accept persons with it as community members. · As a community, we cannot close our 
doors, our minds, or our beans, to those whose lives are affected by mental illness. 

"Understand Mental Illness. Eve} Mind Matters." 
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N/.. TJON/..L JNSTiTUTE CF MENTAL HEALTH 

COMBATING THE 
STIGMA OF MENTAL 
ILLNESS 

A=c::.q ;:;ec;:,le whc have :.ee:'l t:ea:ed fer mer.tal 
:l:::.eu, ·,,·::at is :r.e !:i;;e!t :=:cb!e!;'l they face when 
!:yi~q :o :es~::-:-.e !::e i:1 :::e cc:::.:..:::l:~y? 

Most ·,•:i] say ~t :s s:r::?1Y :~ei: :::.a!:i!::y to be ac­
cep:ed :y c:::e:- ;:ec:;:!e. T~ey ~a\·e di::ict:lty !inci.ng 
:::e::ds, :::\;s:n1:1, a:-:.d wc:k. Th·ey :eel t::.e sting cf 
c:sc:i::::::a::c~ ::-i alr::est e·,ery:::i:::g ir.ey atte:::J:t. 
!~a:iy ~::::es !::.ey :eel old :::ends a:e u::co~!ortab!e 
::: :heir ;::ese::.ce. T::ey :eel c-.:t c:f-!:c::,. society. 

T::.ey a:e :::e vic~:~s ci the s1i~ma ihat stm sur­
:o..:.:c:s :::en~al :j}::.ess. N~:::.e:-ct:s sc:e::-:.:i!ic stud:es 
::.a\·e s::c· .. .-:l i!':.ct s:~:g:-:-ia, c:!e:l o•;ert, is d:rected to­
·,•,•a:d :o::::.e: ~e::~al pa::e:::~s l:y socie:y. !t beccmes 
:::ei: ~est c:e::11::at:::; ::a::d:cap. 

Sir.ce 1950, !~e ~c:io::al !::stit.:te of Y.ental Health 
~as been a !eac:er i:, a ::a::c:-:w:de a :te:::;:t to remove 
:~e stig::-:a asscc:a :ed w::!1 ::-:e::.!al m::ess th:ough a:i 
e:!ert to e::.ce·J ra<;e e:::;: l.:ye:s :o hire ;:eop!e who 
::a·.-e cc:-::e :h:01.:c;h Si,;Ch 1!?::ess a:-:d w~o are ~cw 
a :O!e a:: d ea c;er :o ·,•,·c r k. It ::. as i:ee:, ;: :e\'e:, that ::1e 
c:c;:::!y d we:~ :;::=-.,:c:e-s !:cbli:y a::.ci =eani:-:g !o 
t::ese ;:ec:;:!e as :-::-:..:c:i as ~o :::ere ...,.he ::ave :'lever ex• 
;:er:e::ced :::e:::al 1i!::~!S. 

By :c:;-:;::::; a j:ar:r:e:s:::p ·::i:h :::e pivale sec:cr, 
:~~ I::s:::-.::e ::as :::a1,;g..::a:ed a:, :r.!c::::at:c:1 pe­
e;!' o~ !c :- ~~;:lc:,·ers t!:o: :s ~a y::: g 2 :-_·:Ce~ds. E:;'l­
- 1 c · · e • c: :.. • • • e 'e • • - ed · i. • t 'c • - e r - e - · · · - · t ·er.• s i --r · .' , •.. c; . n... , .. c ............ ,"~" .-a . . .. , , .. 
c!t:d:::g :::e c:-.:c:::c.::::::: :-:-.e::--.:a!:v :::. co~p:~e c\ 

·.-Jh.:a:::e :c:c: ;:eel !c: .. -..:-:·.<:-::en~ ::·.:~:::l:'~s. 
E~:1, .:::-:;::!eyer ~::;c·,•.-!c-:,:;e n:·.d i':ccc-~:a~ce a:e ::c: 

enc:.!<;:?. T::e prcb!e:::s d !:::i:;:-:-.a .~:e e\·r:rywr.ere. 

Tr.e-y aifoc: ail cf '..;S. We ::a·.-r: !c,u::d, a!sc, that as it.e 

c;e::1:ral pubHc leu::-.s :-::c :e abc.:1 the devasta::r:<J 
p:cb!e~s ca..: sed by si: 9 :-:-.a, e:·.-e-:. g: ea ~er und c r • 
s'.a::c.!::-:c a~2 ~.E:n ·.•:) 1 ! 1r-::c.-: 

o~e i:-1 f:ve !ar.::l:es i:i t::e U ::i! eci Sta:es kr.c· .. .-s ::: a 
densta.:i::g i::-npact cf :-::.e::~al :l:::.ess. 3~t :!s e::ec:s 
a:e !ar-:eac:iing as :a:::.:ly, :::e::ds, c:-.:: co-·,•;c::,:-e:s 
suHer by the c::.a.::c;es ~:::!:c!ed c:. :.~e.-:-i =.y a::c:::e:'s 
mental il!ness. 

Thirty ;:e:-ce:,t cf :::.e pc;u1atic:, ·,•:i] st:.::e: ::c::-:-. 
car.cer during t::.eir !i!et:r.:es, while l S ;: e:ce:.! ·,•:::: 

· be touched by ::-:-,e::~al :l!r..ess. Hcwe·.-e:, •;:c~::::s ·.·.-::~ 
have suHe:ed both :::e:::al ill::ess a:.d ca::.ce: :'::;:c:: 
tbat :l-:.e :::e-:::al ill::e!s caused t::e::. :::e ;:ea:e: :;:::!:::.. 

In truth-the cbs:ac!es faced l:y :ecc·.-e:i::g :::-:::.• 

tal ;:a.He::!s !cllcw:::.g !:eat=e:-.t !c:- :::e:: ::'.::e.ss a:s 
o::en as d:Hicuit to c·:e:co:::.e as was :::s :~:::e.ss. 

He:e, the ques:ie:: :':'lU~t l:e asked, ·''\\'~.at :s ::-:-:::.• 
tal illr.ess?" To :::ec;in wit:'l, :::e::~al :1::-.e.ss :s ::c: a 
r.o::'lo~er.eous e::tity w:i:ch a c;e::e:al :::sc·..:ssic:: -:: 
::'lental illness .see:-:-.s to i::-1;.:ly. Hcwe·:e r, ::: ch::: eci 
under the rub::c cf :::ental :11::ess a:e s:,-::-:;:~c:-:-.s 
ar.d prcble::1s ~hat a:!ect :-::any ;:e:sc::s ::·.:t w:::c:i 
:nay net be evide::t ::1 ethers. T~ese s:,·::-.;:!c:-::s ::-:a:: 
::.ot seriously-er e'.'en ::-:a:kec:iy-::-::~a:r ;:e:sc:-.:1 
or social ft:nct~e:ii:::;. On t::e ether ::a::d, ~::e::-e a:e 
persor.s •,•:ho ::-:ay su::er !:er:i. :7le:e ser:c·.:s, :b­
vious, and l:lcai:a.c:~a1i::g deg:ees cf :l~::ess. T::es-: 
l ·1 . . .. . . at:er ;:,e:scr.s r:-:ay \·:ei :eq'.!::e ::es~::c.:::a.::c~ a:--.::! 
inter.sive care a::d ::eat=e::;t. 

Sir.ce the i:assa<;e cf tr.e ~ai:c::a.l !--~e::-.:al E~5::~ 
Act by Co::.gre.ss ::i lS46, ca:e a:-.d ::r:c::-:-,':':--.: :f 
::-:en:al!y ill pec~!e has 1::-:;::cved c:~~::-:a::ca::y, 
a ssis:ed i:-:i~earn: a::? y :, i::: :=-:c·.-e:-:-.e:-. t : ~ : ~.e ·.: ~ 1: 

cf i:syc hca ct,\·e c :-..: 9s (s..;c:, as :r a:-:~·.;::; ::r: ~ s) : :--. = 
t :: e c e ·:el q: ::: e :-: : ,'. :-. =. -.: s e cf c::: e :- :-. e- ·.-.- : :-: r: : .; ;: : -= s 

Improving Treatment 
Tc G ~ y, : es e ,1 : c :i ~:as u n r a,. I?~ e ci ::-. ;1 ;-. ·; c. i '. !: e :-:-. :: !: • 

: er: e- s al: c i.: t 1 h c c: : g: n s cf ~ e::: ,1 l : ; ! :: r: ~ ;- i: =~ .-: s : r: • 
v e ,; led : h .::it r:-: .::-: :1 y :-:: en~ a 1 ii l:: e ~ s r: s :: : e: .-:: c:-.;.:::::; 

.. ·-- - ---
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caused by b1ochemical imba.lances, as is the case 
with many phys1cal illnesses. 

The mentally ill should net be blamed fer their 
cend1tion any more !tian diabetics shculd be blamed 
for having d1abetes. Uncc\'ering many cf :he b10• 
c::emical !rnbalances has led to t:eatrne:-1ts restonng 
the :r:eeded chem1cal balances, just as insulin con­
trols :he balances !er. diabi?ies. As long as a diabetic 
person takes the proper dosage of insulin, that per• 
son can live a normal hfe. It is :"!'luch the same with 
:ne:ital illness. As Ieng as the victim follows pre• 
scnbed treatments, that person, too, can lead as 
normal a li!e as possible. 

As care has l:ee!'l upgraded, so, too, have the set­
tings in which treatment is given. Fer many de­
cades, the usual responses to the mentally ill we:e 
to hide the::1 away at hc:ne er to relegate them to 
asylums. As the number of ad:missio:,s increased, 
care in the asylum became mostly custodial. 

Problems of 
D ei nstit ut ional iza tion 

The populations of public mental ho.spitals g::ew 
until, about 30 years-ago, ::lo::e tha!'l 550,000 we::e 
housed in State and county facilities. Since then, 
deinstitutionalization-the process of :eleasing 
mental patients to communities-has lowered the 
number to fewer than 150,000. 

At first, deinstih:tionali.-:ation was hailed as a mo­
me!'ltous ad,.·a.nce by those who advocated treat-
1nent and services in community-based facili­
ties-co:nmunity mental health centers, halfway 
houses, psychosocial rehabilitation progra:ns, ar.d 
the like. 

However, practice outpaced practicality; where 
the :r.er.tally ill were 9nce ca~ed as animals, chain&d 
to walls, :nistreated, and even beaten, new 
u!'lde:standing of mental illness has given many of 
the:n freedom. But the price of that freedom has 
often been aimless wandering through the streets, 
without homes or jobs. And, in too many instances, 
Americans who have had the :nisfortune to su!fer 
mental illness-even those who approach a societal 
definition of :10rmal-daily face an unsympathetic, 
unfair, and hostile society. 

Historical physical abuse er ne­
glect has been replaced by a less 
visible but no less damaging psy­
chic cruelty. 

Ger.erally, in these enlighter.ed 
days, we do r.ct physically ::emc\·e 
!:re~ our midst these we do not wish 
!o ::a\·e a::c·..::id; and we :,o lcn<;er .j 
~e~d ther.1 ~o a !ar-away asylum. I:,. 
:::ead, ·.,,e 1scla:e :he~ soc1ally, a 
much more artful though equally de­
bilitating form cf cs~racism. A para­
dcx now ex:sts. · In a time cf vas:ly in­
creased medical scphisticaticn, 

wh1c'h vu!ually guarar.!e-es greater :,u~bers cf re• 

stcred mental pat:enls, discr1~ma:icn aga;:,st the:-:, 
co:-,tinues. Al:hough we as a soc!e~y ha\'e cer.:e lar 
in :hf~ way we respcnd to :hese -,..-,:h ::;e:1t3} :llness, 
the:e is still a great distance to c;o. 

Fer exarrq:le, research studies have fct:nd •,hat 
most Amencans thir:.k the two v.-crst ~h:ngs that can .,. 
happen to a -person are 1eprcsy a::d ir:.sanity. J:, · 
American society, ex-ce:ivicts stand higher on the 
ladder of acceJ;ta:ice than former ::.ental patients. 
Asked !o rank 21 ca:ec;ories ci disability, from the 
least cHensive to the; most, respo~dents ;:laced 
mental 1llness at the bottc::-i cf the list. 

Attitude Changes 
Public attitudes toward the !"nentally ill ~ave 

changed in the past !ew decades, but the cha:,ges 
appear to be minimal. A 1979 study updati::g an 
ea:lier attitudes sun·ey fcu::d ":,o :-10:ewc::::y 
changes i:i attitudes tcwa:d !he mer.tally ill 23 
years la:er." 

People con!in-.:e to ciiscri:ni::a:e agai::st the ::le:i­
tally ill, althcuc;h it ::-:-:ay be less socially acceptable 
to ad:nit it openly. Disc:imi:r:atio:, crosses all 
bou:idaries of soc:ety and ex:sts a~c::g people cf 
all ages, sccioeco:1c:nic leve!s, ir.telligence, edu­
cation, and. places. Nearly eve::yor.e, it seems, re­
gards victims of mental discrde:s as "!unda::len­
tally tai:1ted and degraded." 

Even more astounding, ::-:ental patients scme­
ti:nes face rejection frc::1 p:o:essionals who are 
paid to t:eat and help the:n. A key Hndi!'lg of a 1980 
forum en stigma was that ::la:iy health-care profes­
sionals harbor unconscious, u::s!ated negative !eel­
ings abcut their :ne:-ital patier.ts. A 1980 s-.nvey 
found so:ne i:sychiatric nurses showed prejudice 
toward their patien!s. Other studies ha·,e s~cwn 
that it is not ur.usual for se:::e staff members in 
psychiatric facilities to abuse their patients physi­
cally. 

What is behind the stigma directed at mental pa­
tients? Some researchers think the term stigma is 
itself the problem. Too strong a word to be useful in 
descnbir.g the full range of reactions toward the 
mentally ill, they believe, it discourages objective 
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th1r.king about the· proble:-n 11 encompasses. That 
is, they bel:e\'e s:mply ta!k1:-.g about stigma may 
ca;Jse ;t. 

Other in \'estigalc:-s · su c; c;est that beh a vier, not a 
label, is what evokes negative response. For exam­
ple, relatively well-adjusted and well-educated 
pecp!e w~o develcp a psych:atric disorder but re­
cover are unlikely, in this view, to suffer ex!en­
sively !rem the proble:ns of the stigma. It is :he 
more or less ;:,er:nanently disabled persons who 
tend to be the objects of fear and avoidance. 

Fears of Dangerousness 
Or.e of the reasons for this view, perhaps, is that 

people !ear the mentally ill because they are 
thought to be unpredictable. But the truth is that 
the behavior of former mental patients is, on nearly 
every occasion, no different from the :est cf society. 

Thus, it should be said clearly: The vast majority 
cf ::ientally ill persons are not dangerous. Here as 
elsewhere it is unfair to stigrnatize the :many of the 
acts of the few. The uniairr..ess is apparent' when 
danger f:o:m for::.er mental patients is compared 
with the danger from drunk drivers. Some of the 
::iost predictably and demonstrably dangerous per­
sons in our society are drunk drivers who account 
for about half of all fatal automobile accidents 
(about tr.e same number as all criminal homicides 
each yea:), but Americans demonstrate a truly as­
~onishing tolerance for this group of dangerous 
persons. 

Then compare this to the record of former mental 
J::a1ie:1ts. Fewer than 2 percent of them pose any 
kind of danger to society. The reality is that persons 
who have been through emotional disturbances are 
typically anxious, passive, and !earful. 

But the :nyth of dangerousness is perpetuated 
through a lack of knowledge by most members of 
the public. The belief that mentally ill persons are 
to be !eared has been described in the research lit­
erature as a "core belief cf the American public." 
Further, a recent California survey !ound only 17 
percent cf respondents agreed with the statement 
that mental patients are not dangerous. 

The fac~s belie these beliefs. There has been an 
inc:-ease in the arrest rates of former mental pa­
tients over the past 29 years, but this increase per­
tains to former patients who had ar:est records 
prior to being hospitalized. 

Though there have also been a !ew studies show­
ing higl-.er :ates of violent crimes by :-nentally ill 
,;:erscns, :~cse who do not have prior arrest records 
have pcst-dis~harge arrest rates equcl to or lower 
than these of the general population. 

Why then the continuing public perception cf 
them as dangerous individuals to be feared and 
shunned? 

Role of the Media 
Many cber\'e_rs b: a la:9e ~:::,:e .:! :~.e ::-'.a:r.e en 

L d ,. !r.e_ cc;";1:::·..:::1cci::c:-.s ~e :a .. ,0·.•;:,,'\;.:e:s ::, ;:ar'.:c·J· 
la r st: es s a :: ; s: cry d :-:: e :-: ta l :: : s c: c E r ,..,. :·. e- :-. '. ~ e y ! 1 :--. d 
it in the backgrc-.;::-.cis c! ~ec;'.e ·.•;~.c cc:7.~:t ca:-:es 

of vicle:ice. Te:-!evis:cn :-:e·.-.-s j::c•:;~a:-:-.~'.so s-..;s:a1:1 .. 
this view \-.·1:!, :r.eir se:-:sc::c:-.a:::.::::c::1 d c::-::;-.es · 
where fcr;-:-.er :;-.e:-.:al ;:a::er.:s c.~e ::-:,..c'.-:i::·d. 

In ~ele\':slc:1 c:ra:-:-:as, ~e-:-.:a]'.y ill ;:e:sc:-.s a:e of­
ten pert rayed as v:cle:: t c: ·.·:c: ::-:-:s : : \':clence. 
Such s!erec:y~:;.g :Jh.:s::a:es c::e ::: :::.e :-:-:a::y ;.;.ses 
of :r.er.tal :11::ess =Y teiev:s:c:: ;::c.:::-.:ce:s er ciirec• 
tors-to exc1:e !ear::, :he a-.:c::e::ce. C::e ·c:it:c ::as 
pointed out :hat, en te'.ev:s:c::1, :7.e:::al :11::ess is 
synor.ymc,us with ca.:.9er. ;._:·:r.c-.:;;: :::at :c:ea ca:1-
:1ot be suppcrted ::y k::cw:: :ac:s, :: :-2:-.cs a;;t::e::­
ticity to the :-ny1!"1. 

In :his res;:ect, :::e :media-::: :::e ::::e:es~s cf fair­
ness and i:i reco<;::it:c:i of d:e:r pc·::er :o i::il·..:e::-:.ce 
public opir.ic::-r.ave a res~c::.s:b: i:y !o ;:rovide a 
broader pers:;:ec::ve on the :-:-.e::!a: :: :ll. A !eadi.:1g 
scientific inves:igatcr 1n t::.:s a::-ea as cc;-:-.:r.e:n!ed, 
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"Tr.at ~he :nass :;.ed:a can cc:-:chticn a sub:le ~el cf 
attl:·.;des which :::!!-.;e~ces :::e =:-ehav1cr cf $0C:ety 
!cward :hose who ~a•,·e bee::, ~cspitab:ed !er :r:er:tal 
d:scrder :s :.!::-.equlvoeal. ·· 

T:.e :;.edia i.;sually :e!:ect :::e bel,e!s of :he pub­
Hc. Th~s. ii fcilcws :hat wl-.e::, a :-:-:ajcnty of :A:r:eri­
ca::s are ccr.v~::ced that ::-.e:e a:e .l:er:.efits in l:elp­
i::-:.g :o char:.c;e beliefs abct:t r.;ental dlr:ess, these 
bel!eis will be ;:::cs:tively al:e:ed. And the :-:-.edia 
~1..st be co::-.inced that at least sc:-:;e ci the credit 
fer ::el;:ing cha:.c;e beliefs wculd accrt;e to them. 

Possibility of Change. 
A su:-nr.-1ary of several studies indicates importar.t 

areas where change is Hkely: m increased positive 
irr.ages cf ::'lental patients, in dec:eased fear 
ratings cf them, in dec:eased !ear of becoming in• 
sane, and (by patients themselves) in increased 
positive self-attribution. Th~s likelihood is borne 
out by unive?sity-based studies which shew that 
negative and stig::1atizing i:nages of mental pa­
tients can be altered. 

For e:r.a:r.p!e, a Minnesota mental health educa­
tion prog?am i::!crms :he public in a straight• 
forward way of the struggles of :eal people with 
emotional proble:ns. Early indications are that 
awareness of suc:h people's experiences and per­
i:eptio::s results in increased resistance to negative 
mass :nedia images of current and former mental 
patie~ts. 

There are other encourac,;ing signs of greater 
p~blic understanding and acceptance of mental ill­
r.ess. Women, for example, have been found to be 
far ::lore accepting of mental patients than are 
::i.e!l. Recent Canadian and U.S. st\:dies ha\·e 
shown positive acceptance cf co:nmun:ty mental 

health resider.Ila} !ac:l:ties, eve:, 1:, s1tuat1cr:.s 
where res1der.!s have been lal:eled ":;.e::tally discr­
de:-ed ·oHencers .. , 

A survey by :he ~ a :ic::;a] Res:a u :a .. t Assoc:atic:,, 
the first ever io l~vesnc;a:e emplcy:-r.e .. t cf the ~er.­
tally :-estcred :::, a sir.gle :nd-..:stry, p:-cc'..lced solid 
evid~ce cf the vah:e cf !cr~er :-nental patients to 

employers. The r.'lOSt cutslar.d:r.g :esult of the 
survey co:-icerr.ed wcrk perfor=a::ce. !'--fore than 75 
percent cf e~plcyers ·.-.·ho r.ad hired :-:;er.tally re­
stored people rated them "as good as er better" 
than their co-wcrke:-s i:1 rr.otivatic:1, quality cf 
wo:k, attenda::ce, jcb p-.:::.ct:!ality, a::.d jcb tenu:e. 

Fellow e::1plcyees were desc::bed as cocperative 
and helpf-..:1 toward :heir rne::.tally :estcred co­
workers, suppcrt:ng the findings cf anc:her study 
of a shift toward ;,indersta:1di::.g and acceptance 
when mental patients a:e given a chance to fill nor• 
mal roles in wc:k and ·ether activities. 

However, despi!e these i::.p:essive gai:1s and the 
continl.;ed prog:ess in ur.:aveling i!s :-nysteries, 
mental illness rer.lai::s cr.e cf the ::lost frightening 
illnesses of all and cc:-1se~..:ent!y c .. e of the ha:dest 
to be cb~ective about. Dep:ess:cn, cr.e cf its :-n.ost 
prevalent manifes!atio::.s, currently aHec!s a:1 esti­
mated 8 :nilHcn to 20 r..Hlicn A::.e:-ica::.s. Over a 
lifetime, perhaps 25 percent of the U.S. population 
will experien~e at lea!t one signiHear.t de~ression. 

But if no one is i:n::n:ne, r.either a:e the aHlie!ed 
doo:rr.ed to a li!eti:rr.e cf suHerir..g. The ancients be­
lieved that ·persons who suffered f:o::i mental ill­
ness could not !eel pa:n and were inc1:rable. We 
have learned that :nental patie::ts are people from 
all walks of li:e who have sustai!led setbacks and 
r.eed he!p in :estcring their lives. Many of them 
can, if_given that help, recover !~lly enough to lead 
p:roduc~ive and satisf;·ing lives. 

Si::ce 1980, the Natior.al lns!i!\::te of Me~tal Health has bee:i enga~ed ::i a ::atic::..,.:ic:e ef!c:t ~o cc~bat fr.e i=rcb­
?e::-:s ef sti;:-::a, wi!h an e:n;:hasis en stimulating emplo;-:-::e::t cf reccve:ed ~e::tal ;:at:en!s. The :dkw::lg ::0:4tenals 
a:e cu::e::~ly available, at no eharc;a, to the public: 

Brochures 
• "H:rir.q the Mentally Res!cred Makes DelJus &nd Ser.se," a packet cc::taini:'lg the fcl!cwi~g th:ee 1:ncchures: 

"The Mer.tally Restcred ar.d Werk: A s~c:c:ess!ul Partr.e:ship" (ADM 21-1071), "A!!ir::-.ative Ac:icn :o 
E:r:plcy !✓.e:-:tally Restored People'' (ADM 81-1073), and "Eic;ht Q·..;es~:c::s E:;.;:lcye:-s Ask Abc:.:t Hi:ir1g :he 
Mer.ta1ly Restored" (ADM 81-1072). 

• "The 14 Vient Myths About Recc\'ered Mental Pat:e::ts'' (ADM 55-1~~1). 

Videotape Programs 
1. "A Rcur.c'tcl:;Je Discussfc:,'' • Sen·es as an introd1:c~:c:i ~0 the S1!,!H A:::i-St:c;:::a ?:cg:.!m. A pa::el d:sc·1.1s­

sion a:::cr.9 cfficials cf the Naticnal Restaurant Auociaticn, a c:i:ec~cr cf a ;:sychescc::al :ehab11Hatio:i r:o-
Qra:n, a::d a prac:icir.g psychiatrist-h:mself a !cr~er :-:-;e::tal ~a::e-::t. · 

2. "!.fcki::r; It Ecck: A Doc:wcy lo tr.e Cor.::n:.:::ity" • Shews !!:e ca:'.y q:e:nt:c::s cf G:een Dec:, a psychcsc­
cial :1hab1litatie;1 ;:rcc;ra::, !er the :r.er.!ally :es:c:ed in Wu:.:::c;:c:i. DC. 

3. "Just L:ke Yc:i a:,d !✓.e ·•. f'Htures !cr:;.er rne::tal ;:-.atie:.:s w:-:o ::., .. ~ :-::<'Ice :::e s·.;cce,dd ~:.:1::s11:c:1 !:c::, hos­
p1tali:at:c:, ::-.:o t!:e wcddc:ce. Descz:l:e:s the CJ:t?:,,!ic:i cf a 7,A::! .:.c::1d E:~·-i:!c:,:.:E-~t ?rc·\~:.1:-:, ar.d :hP. ?:c1• 
ects 'N::h 1:-.d\.:!l:y P:cg:.1::i. 

'.'J:1le er co;I !er c1dd!l1cnal i::!crmation: C!!ice cf Si:cc:.-.1 ?:c:ec'.~ • ::c.•.c:::.;i !::~:;:-.;'.e cf Me-1::.,I Health, Rc.,c.::, 
l:C,05, 5600 F:shers Lane, Rockville, !,fazyland 2Ce!:'J • P!-.c:-.e: 1.::::; .;.;; .;s.:•3 r,.:11 

\ OI I \I,\ Y 1u:a•1m1>tn•: 1"1 IIS l>OU \II·.' r I IU-.1-:I \. I' \, \ ,.,, \, 111 \ \ Cll \\,~II. 
~·· .. •.:. :c-.·E~!;,•!:::-: ;:~.:!,~:~:~ ::::-:!: ::-~~--':-~•;.;:,-:;:.~ 



Qc1anizio1 your Commuoit.x 
This section describes the process of, and _some techniques for, organizing your 
community. The target audiences for these materials include all mental health 
consumer and provider groups, agencies, and organizations. Materials in this 
section include: 

Organizing for Change: Community Organization Steps 
This overview of the process for community organization provides 
five major steps and strategies for organizing your community 

Involving Co.mmunity Leaders in your Campaign 
Brief review of ways to involve community leaders and an 
illustration of successful community organization in action . 

Creating Successful Community Coalitions 
Identification of success factors for community coalition-building 

Keys to Success: A Checklist for Community Organizers 
Identification of success factors for any community activity 

How Minnesota Communities are Organizing 
More than 25 examples of ways communities are promoting 
awareness and acceptance of mental illness 

More Ideas for Mental Illness Awareness 
Additional public information ideas for mental illness awareness 

Promoting your Program, Project, or Event · 
General tips for audience selection and program promotion 

Understand Inental illness 
EVERY-MIND MATTERS! 
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Organizing for Change: 
Community Organization Steps and Strategies 

'As your community prepares a mental illness awareness program, it is important to start by "getting 
organized." Communities who have successfully tackled tough social change issues have done so by 
setting goals, following a step-by-step process for achieving those goals, working together with others 
committed to their cause, and using creative strategies to gain the attention of key membezs of their 
communities. These activities are all important parts of the community organization proc_~. 

Chances are that your commtmity has already completed some ~ponant steps for getting organized around 
mental health. Many Minnesota communities have very active advisory councils, addressing a variety of 
community mental health issues, including stigma Others may have active social services agencies or 
mental health centers working on education/prevention activities. Still, many communities, though 
strongly committed to improving public awareness and attitudes about mental illness, have lacked the time 
and resources to actively pursue their public education goals. 

Whether your group is a vetezan or a newcomer to community organizing, it may be useful to look at the 
following steps of community organization. All steps require active citizen involvement for effectiveness. 

Definition of Community Ouanizatiop 

"Community Organization is a planned process to activate a community to use its own social 
sttuctures and any available resources (internal or external) to accomplish community goals, 
decided primarily by community representatives and consistent with local values. Purposive social 
change interventions are organized by individuals, ~ps, and organizations from within the 
community to attain and then sustain community improvements and/or new opportunities."• 

Stages of Community OtKanizatiop 

Community Analysis: In this stage, community needs, resources, social s~ctures, and values are 
assessed. Broad community participation and ownenhlp is encouraged. Important steps include: 

l. Defining your community geographically 

· 2. Co/kcting data regarding perceived neem, issue., of conams, and general demographics. 

3. Assessing existing or potential driving forces for change in your community, such as 
human and financial resources, key community l~ders, current level of in~ etc. 

4. Assessing existing or potential barriers to change in your community, such as history of 
unsuc~ organizing, relentless negative attitudes, cultural barriers, etc. 

5: Assessing community readiMss for change, such as awareness or urgency of the problem, 
receptivity to change, current events impacting attitudes regarding the issue, etc. 

6. Synthesizing data and setting priorities, through review of data, selection of the issue(s) 
to address, and preparation of information for presenting to others invested in the topic 

Design and Initiation: In this stage, interested citizens are identified, groups are struc~ and 
working relationships are established with existing organizations. Important steps include: 

l. Establishing a planning group of 5-8 community leaders, consumers and providers, and a 
coordinator with community history, and communication and organiz.ational skills 

Understand m.ental illness 
EVERY MIND MAlTERSj 



2. Choosing an organizalional structure for yom group 

3. Identifying and recruiting members, representing various community organimtions and 
ethnic groups who can address challenging issues and make creative decisions 

4. Defining mission statements, goals, and objectives that clarify the group's purpose and 
communicate them in a clear, concise, and specific manner 

5. Clarifying roles and responsibilities so the group can operate effectively and efficiently 

6. Providing training and recognition for participants, to increase their commitment 
-

lmpleml!ntation: In this stage, ideas are translated into action, and design into programs. 
Important steps include: 

1. Generating broad citizen participation, including interested advocates and outside 
representatives of the target audiences, to broaden the group and expand its influence 

2. Developing a workplan, where priorities are set, interventions planned, resources and 
supp<Xt obtained, and evaluation mechanisms designed, before program is launched 

3. Using compreMnsive, integrated strategks, to create synergy and maximize efforts 

4. Integrating community valuu into programs, materials, and messages, as well as 
identifying relevant spokespersons 

Program Mainunance: By this stage, experience bas been gained and programs, modified. 
lmpcrtant steps include: . 

1. Integrating your intaventi(?n activities into ongoing systems in the community 

2. Establishing a positive culture of cooperation, and ownership, where growth can occur 

3. Establishing an ongoing recruitment plan, in c.-der to involve new and enthusiastic people 

4. Maintmning visibility in the community, through promotion of programs and results 

Reas~ssment: In this stage, results are evaluated, programs are modified, and future directions are 
determined. Imponant steps within this stage of community organization include: 

1. Updating tM original community analysis, making note of changes in leadership, 
resources, and relationships 

2. Assessing tM effectiveness of-your programs, through program evaluation, ongoing 
monitoring, and record keeping of program participation, vollmteer involvement, and 
attitude change 

3. Charting future directions, including rewriting goals and reformulating strategies, based 
on results of community re-analysis and program evaluation 

4. Swnmarizing and disseminating evidence of program impact to retain high visibility and 
positive image in the community 

• from tM 5 stage model of Bracht and Kingsbury, ,.Comnwnity Organizalion Principia in Heallh Promotion: A Fi~ 
Stage Mcxur, in-Health Promotion at lb< Comqwnitv Lael, edited by Neil Bracht, Sage PMblicalions Inc., in pru.s, 
1990 



Involving Community Leaders and Groups 
in your Mental Illness Awareness Project 

An overview o.f community oaanization steps 
Start by setting a goal and choosing target audience. 

Involve community leaders and important representatives of your target audience 
in the planning process of a program or event, in order to meet your goal. 

Some examples of activities to raise awareness include: speaker's bureaus, 
briefing sessions with legislators and local officials, media coverage via 
public service announcements, feature stories, and media events, and a 
variety of other techniques as broad as your imagination. 

Some examples of community leaders include: clergy; school personnel, 
county personnel such as social workers and public health nurses; 
community education directors; hospitals; health professionals; political 
leaders; media representatives; service clubs, who may be interested in 
taking on your cause as a specific project; cultural community leaders, and 
community members with a connection with mental illness. 

Assign tasks to committee members, with a timeline for action. Accountability is 
important if you want to get things accomplished. Work as a team. 

Foster a sense of enthusiasm. If you arc not excited about your issue, your target 
audiences will not be interested and will not participate in your effort. 

Stay committed to your efforts for the long-term. People may not give an 
immediate response, but important seeds may be planted for their future reference. 

An illustration of successful community or~anization in action 
Meetings of the Mower County Mental Health Advisory Council were held to 
discuss the D/ ART depression awareness program. Tasks were assigned and 
timeline determined for depression awareness events. 

A kick-off event was planned to raise awareness and promote upcoming 
programs for Mental Health Month. 

The media was contactecL including two TV station, 4 radio stations, and 
several newspapers, and interviews were scheduled on depression topic. 

Presentations on depression were planned for various organizations. 

The two-day kick-off event included seminars at a hospital for staff and the 
general public, a senior center, local high schools, and a church. 

The Mental Health Month three-day event included presentations for all 
county staff, employee assistance program staff, high schools, hospitals, 
rehabilitation centers, and service clubs. 

lnfonnalion prepared by the DIAKI' program al the Menial Heo.ilh Association of Minnaota 

Understand m.entaJ. illness 
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Creating Successful Community Coalition~ 

As you prepare to work together with others in your community to plan mental illness 
awareness activities, you are likely to encounter the challenges of managing a group of 
diverse people with different strategies for how goals should be accomplished. Though 
your group may disagree on specifics, it is imperative that the group establish a mutually 
agreeable goal, and encourage active involvement and good communication 

According to A Practical Guide to Creatine and Manaeine Communi01 Coalitions lzy Daniel 
Merenda. the following characteristics are important to effective. collaboration: 

A common, unified, and highly-focused purpose 
This occurs when participants agree on a purpose and focus on specific objectives. 
Without this, it is difficult to get things accomplished or measure if goals were met 

Active involvement of members 
Make sure your goals and objectives are developed with the input of the majority 
of members. This assures that your activity will reflect the group's identified 
concerns. It also establishes commitment to the cause. 

Clearly defined operating procedures and roles 
In order to function effectively, all participating members must understand the 
ground rules of the group and its expectations of them. 

Involvement' of key community leaders from the beginning 
Your coalition will benefit from the support and influence of community leaders, 
whether formal or informal. These leaders bring to your group contacts, notoriety, 
credibility, visibility, and accc~s to decision makers and media sources. 

A common vocabulary for effective communication 
Oear, effective communication should be a priority, flowing freely between 
members and toward target audiences. Information is a source of power for your 
coalition, whether you obtain or share the information. 

Atmosphere of collaboration and shared leadership 
By sharing the responsibility (and the burden) for organizing and maintaining the 
coalition, both the, group and its individual members are strengthened. . 

Good time management 
Time is the most precious resource of each of your members. Be careful to keep 
meetings and activities focused and well-organized. 

Evaluation of efforts 
Monitor your progress in meeting your group's established goals and alter activities 
if goals aren't being adequately met It is also important to make your progress 
known, demonstrating that your coalition is responsible and accountable. 

Assignment of staff for optimal effectiveness 
Whether paid, loaned, or volunteered; whether part- or full-time, it is important that 
someone is giving regular attention to your project 

Understand. mental · J~ss 
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. Keys to Success: 
A Checklist for Community Organizers 

When following the five stages of community organization, there are some important things 
to keep in mind, regardless of which stage you are in or which specific step you are on. 

Use these keys to success as a quick checkµst as you begin or maintain mental health 
education and/or anti-stigma activities in your community. 

Keep it simple 

It is the simplest activities that are often the most easily implemented, most 
recognized by your target audiences, and most successful 

Be enthusiastic and persistent 

Enthusiasm is contagious so communicate your enthusiasm at all stages of 
development of your activity. When your project suffers setbacks and your 
enthusiasm wanes (as is typical in any long-term process), persist. 

Recognize that you cannot do it alone 

To be successful, your project requires multiple perspectives, input, and 
involvement. Don't burn yourself out by trying to manage tough issues on 
your own. 

Believe in the process 

Successful community organization requires careful planning and a s~ep-by-
- step process of implementation 

Find a specific hook for your community 

There must be something about your community, whether it is something 
inherent to your community or timely in relation to a current issue or event, 
that will provide a foundation for your campaign and will capture the 
attention of the citizens in your area 

Kn~w your community's uniqueness 

Develop your project focus, based on your community attitudes and values. 
Then you can adapt relevant materials from within or outside of this kit to 
best meet the needs of your community 

adapwlfrom information pr~nud by Lu KingsbllTJ, Minnt!SOta DepamMnt of Health, at the Minnuota Heart Heallh 
ProgramVissDninalion Conference, JIIN! 1989 ·· 
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How Minnesota Communities are Organizing 
to Promote Awareness and Acceptance of Mental Illness 

Across Minnesota, consumers, families, providers, and advocates are organizing to improve understanding 
of mental illness and its impact on individuals and families in their community. Representing local mental 
health advisory councils, Alliance for the Mentally m (AMI) or the Mental Health Association (MHA) · 
chapters, county agencies, and other committed service organizations, these groups are making the public 
aware of mental illness issues and concerns. The following are some examples of the many innovative 
ways th.al MiliMsota communilks are organizing to promote mental illness awareness: 

Anoka County established a Mental Health Consortium. They have developed a resource directory 
for providers, policy makers, consumers, families, and allied health professionals in the county. 

Two Carver County newspapers ran a story featuring infonnation about the local AMI chapter and 
its efforts to help families cope with mental illness. In addition to interviewing an AMI member 
about myths about mental illness, the papers ran a sidebar presenJing facts about mental illness. 

The Dakota County AMI chapter has held fundraisers, including a style show and raffle drawing, a 
garage sale, a quilt raffle, inventory night at a local department store, and a community theater 
benefit. Through ticket sales, publicity, and donation efforts, members have educated merchants, 
m~ neighbors, and community leaders. 

In ordel' to establish relationships and make connections with community leaders, Dakota County 
Advisory Council members serve on a number of boards and committees, including mental health 
center board, r~nlial facility board, church board, and American Legion evenJ committees. 

An important part of any community awareness activity is educating public officials. The Dakota 
County Advisory Council ueps their County Board of Commissioners informed about mental 
illness while the Dakota County AMI stays visible at public hearings to present priorities. 

Prt!sentalions to local churc~s._service clubs, and other commwuty organizations help keep 
mental health and mental illness visible to die community and improve community understanding. 
Dakota County AMI members participated in a "Breakfast with the Experts" for county employees. 

The Dakota County AMI received a proclamation from th( county board, declaring May as Menial 
Health Month. They kicked it off with an ice cream social. They also sponsored a local 
residential facility for community night al a sporting event. 

The Duluth Area AMI sponsored a se~s of free community seminars through their 
Community Education program entitled "Mental illness/Mental Wellness." The presentations 
included a video, followed by a panel discussion by a professional, consumer, and family member. 

The Goodhue County AMI chapter distributed information to key city and county officials. 

The drarit and Ottertail County Advisory Council, in conjunction with the Lakeland Mental 
Health Center, have provided church and service groups with mental health information. 

The Hennepin County Mental Health Advisory Council has been active in media watch activities, 
including opinion/editorial letters to a major newspaper, in response to offensive stories or ads. 

In addition, Hennepin ColBlty Social Services has coordinated mental health roundlables, bringing 
together county officials in areas of recreation, law enforce~nt, ·housing, education, etc. to address 
mainstreaming is~s and provide itkasfor adapting programs for citizens with mental illness. 
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The Hennepin County :MHA chapter created a vidt!otape,"Bridge to Understanding" to increase 
understanding aboUJ residential trea~nt f acilitus for persons with mental illn~. 

Isanti County Advisory Council trained law enforcement aboUJ mental illness, and provided a 
resource guide-

In Kandiyohi County, MHA members have presented information through "sandwich boards." 

The Koochiching County Advisory Council educates the community, via a newspaper column. 

The Mental Health Association of Minnesota's DIART program has presented information on 
depression to schools, churches, libraries~ and media in communities aero~ Minnesota. In 
addition, local chapters hold community awareness activities for Mental Health Month each May. 

The Children's Mental Health Initiative has organized parents of children with emotional 
disabilities for identification of needs and organi7.3tion of support and advocacy networks. In 
addition, the Children's Mental Health Subcommittee of the State Advisory Council advises on 
sel'Vice needs and promotes understanding of the mental health needs of children and families. 

Mower County's local advisory council has distributed information to churches. 

In Ramsey County, the local Advisory Council has held presentations on mental illness and 
stigma, and broadcast them on cable 1V. These presentations focus on the strengths and 
capabilities of people with mental illn~. 

The Refugee Mental He.alth Program of the Community University Health Care Center in 
Minneapolis 1w interfaced with lea1Urship of the Hmong co"'11UUlity to create awaren~ of 
refugee mental health needs. 

Rice County coordinated a variety of public information activities; including media coverage 
conceming depression in elderly people, presentations on mental illness and the church 
co"'11UUlity, and edlational programs/or therapists and/or families. 

In Rochester, local AMI members contacted members of the Approprialions Sub-Committee of 
Congress to mge their approval of a $500 million dollar budget for mental illn~ research. 

The Range Mental Health Center in SL Louis County, has util.i7.ed the area's community 
education, park and recreation, and vocational institUJes to promote information aboUJ mental 

. illness. 

The SL Louis County Mental Health Advisory Council has held "Mental Illness Awareness 
Sundays" at local churches to promote information and understanding about mental illness. 
Pastors give workshops to clergy, and consumers and families share their stories. 

The 26th Street Project, a community-based program of the Mental Health Association of 
Minnesota, has held an "art/air" and display of the original poetry and art work, creaud and sold by 
consumers. Focusing on their creative abilities, the program helped raise awarene~ of the abilities 
of "disabled" people • 

In Washington County, AMI members held a ~eting with area legislators to discuss issues 
which affect people with mental illness. In addition, local Adviscry Council members have 
maintained visibility at county fairs and health fairs. 

ConlriblllOrs to list incllllh Jean Brown -Dakota Co11.n1y Menlal H~h Advisory COW1Cil Chair, Cluu:k Kru.t!ger­
AUiance-for tM MOllally Ill of Minnaota. Bruce Weinstock-DHS-Menlal Health Division Local Advisory Co1111Cil 
Liaison, and other local advisory council chain, consumers, providers, and advocau.s across Minnesota 



More Ideas for Mental Illness Awareness 

Creatin~ Mental Illness Awareness in Business 

Contact your local chamber of commerce. Educate them about the prevalence of 
mental illness and the effect on the business community. Encourage their support 
in organizing a breakfast meeting for local businesses to discuss mental health 
issues of interest to business: win-win opportunities for business and Q.isabled 
workers, prevention, early intervention, and rehabilitation for workers with 
emotional problems or mental illness, ways that business can support the needs of 
persons with mental illness in the community, etc. Provide them with materials to 
support employee education about mental health and mental illness at their 
workplaces. Ask for their support in planning other public awareness activities. 

Creatin& Mental Illness Awareness in Education 

Contact your local school district. Educate them about the prevalence of children 
with emotional disturbance. Encourage their support in planning a workshop for 
teachers on recognizing and supporting children with special emotional needs in the 
classroom. Or suggest a mental illness awareness program for students during 
Mental Illness Awareness Week or Mental Health Mondt. Provide them with 
resources, and tools that they can use to implement mental illness education 
programs. Ask for their support in planning other community awareness activities. 

Creatin& Mental illness A warcness in Health and Human Service Professionals 

Contact professional associations for various professions in your community, such 
as doctors, nurses, social workers, emergency workers, etc. Educate them on the 
prevalence of mental illness. Remind them of the likelihood of their being the first 
professional that a family or individual approaches for care for mental health 
concerns. Offer to provide a symposium about mental illness. Ask for their 
support, sponsoring an ad in a local publication or other activities. 

Creatin& Mental Illness Awareness in Churches 

Contact your local council of churches. Educate them about the prevalence of 
mental illness and encourage them to make mental illness awareness a priority in 
church worship, activities, and education. Suggest a "Mental Illness Awareness 
Sunday" to educate and support families community-wide. Provide them with 
materials to support a community-wide or single church effort, including the 
videotapes within this kit. Ask for their support in providing volunteers to offer 
support to persons with mental illness living in the community. 

Crcatin& Mental Illness Awareness in the Media 

Contact your local media, advertising, or public relations organizations. · Educate 
them abeut the prevalence of mental illness and ask their help in creating greater 
public awareness about mental health and mental illness. Suggest a series of 
reports on mental illness. Offer story ideas and interview subjects. Ask for their 
suppon in planning creative campaigns in your community. 

Understand Ineiltal illness 
EVERY MIND- MATTERS! 

. .. ; 



Building Mental Illness Awareness: 
Tips for Promoting your Project or Event 

The success of your public awareness efforts depend on your ability to utilize the 
communication resources in your community. The following include suggestions to help 
you identify your community's public relations resources, as well as to help stimulate other 
creative ideas to reach the public. 

Building public awareness on an individual level 

Networking is one of the important ways to promote your project The goal of 
networking is to make connections with people and to maintain and foster those 
connections to establish relationships. By establishing those relationships, you will 
open up opportunities to make even more connections. 

When networking, in business or social situations, share information about your 
activities in mental illness awareness. Chances arc the person that you are talking to 
knows or cares about someone with an emotional problem or a mental illness. 

Identify key community leaders and determine ways to get them involved in your 
project. Invite them to serve as advisors on your committees or as honorary chair­
persons for a special event Ask them to identify other key people that may ~ave an 
interest in the subject. 

Watch how other organizations are creating awareness for their causes. Meet with 
them to share ideas and explore opportunities for collaboration on disability 
awareness or health promotion. 

Get involved in other types of voluntary organizations, service clubs, or community 
activities. This is an important way to meet people, make connections, and identify 
additional resources to help your project. 

Building awareness at the group level 

Get the word out by speaking to small or large groups. Identify people within your 
group that are good speakers and can effectively present Identify topics, using the 
"Samples scripts/or presentations and interviews", to get you started. Also use 
the materials or videos in this kit as supplemental handouts. 

Identify speaking opportunities in your area. Many organizations are looking for 
good speakers ~n relevant topics for their monthly meetings. Potential audiences 
include service clubs, social clubs, churches, business associations, schools, etc. 

Promote the availability of your speakers bureau on mental health topics. Send a 
letter and follow-up with the organizations to whom you are interested in speaking. 

Building awareness through the use of community organizations 

Add expertise to your project by involving business or community organizations to 
help get information out to the public. 

Understand 1nenta1 illness 
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Ask professional associations, particularly those in the advertising and public 
relations fields, for theit expertise with your public awareness efforts. 

Ask a local business or corporation for the voluntary use of their employees from 
relevant departments to assist with specific expertise or tasks. 

Involve schools in your project. Ask to have your issue discussed as a class 
project Involve a public relations class to consult on your campaign development. 
Invite an interested intern to participate in your project for school credit 

Building awareness through the use of the media 

Make use of the time available on radio and TV talk shows and cable programs to 
share information with the public. Also involve newspaper reporters and editors. 

As with group presentations, identify good spokespeople from your group or 
organization who are capable of being interviewed on mental health topics. 

Identify the media opportunities in your market. Check radio. stations, TV news 
and talk shows, and cable programs that provide information on similar topics. 
Also call the stations and ask about their formats and who to contact. 

Make a pitch to the media, using some of the ideas listed in this kit, under "Story 
Ideas on Mental Health Issues." Write a personal letter to the program director or 
reporter, or send a news release, using the information on "How to write a press 
release" or "Making your pitch to the news media." Follow-up to discuss your idea 
personally. 

Be prepared to provide a some background information to the reporter or producer, 
if desired. Use materials from this kit, particularly in the section on Mental Illness 
in the Public Eye, 

Stay visible in the media, through community calendars, letters to the editor, and 
other services available through radio, TV, cable, and newspaper media. 

Keep in touch with the media periodically to remind them of your availability. 

Create a media event by inviting a celebrity to speak at your event. Utilize sports, 
news, or entertainment personalities in your area, or invite a non-local celebrity 
who is performing in the area, or a famous person who ~ from your community. 

Other ways to gain visibility in your community 
. . 

Utilize the tools in this kit to gain public awareness. Post the posters in key 
locations, with the support of the sponsoring organizations. Ask for public service 
space in local publications, utilizing the enclosed print ads. Ask local television and 
cable stations· to air the public service announcement (described in this kit) and 
suggest to radio stations that they have their announcers read the radio public 
service announcement. Use the logos to create visibility on buttons, bumper 
stickers, grocery bags, and other communication tools. 

Keep a scrapbook recording all presentations, news clippings, articles, media 
coverage, and other results from your program promotion. 



Mental Illness and Housin1 

This section provides information about, and need for, housing and housing 
support services for people with mental illness. The target audiences for materials 
in this section include neighborhood associations, landlords/realtors, program 
providers, and consumers. Materials in this section include: 

The Concept of Housing-as-Housing 
Describes the concept of housing-as-housing, recognizing that 
persons with mental illness have the same desire as all people to live 
in decent, safe, affordable, and independent housing 

Housing in Minnesota 
What Minnesotans with mental illness want in terms of housing and 
how Minnesota is responding to their housing needs 

Minnesota's Comprehensive Mental Health Act 
A summary of the Act and its mandates for housing and support . 
services for persons with mental illness 

Understanding the Fair Housing Amendments Act 
The Fair Housing Amendments Act and what it means for people 
with disabilities 

What to Do if You are a Victim of Housing Discrimination 
Steps to talce if you or a family member are denied housing due to a 
disabili~ . . 

Resources for Mental Illness and Housing 
Educational materials and housing resources available in Minnesota 

Understand mental illness 
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The Concept of "Housing-as-Housing": 
Separating Housing from Treatment Services 

for Persons with Mental Illness 

In the past, community mental health professionals and the community at large have held 
the view that mental health residential treatment services offer a continuum of treatment for 
persons with mental illness, whereby individuals progress from one type of treatment 
facility to the next, but with little opportunity for independent living. This view falsely 
suggests that persons with mental illness are simply clients, and that housing for persons· 
with mental illness is limited to community-based residential treatment facilities. 

A more recent mcxiel changes the concept of housing, away from its tie to a treatment 
regime, and to the concept of "housing-as-housing". The housing-as-housing approach 
states that people with mental illness should be able to select and obtain the same ranges 
and types of living situations available to the general public; decent, stable, safe, and 
affordable housing. 

The housing-as-housing approach recognizes people with mental illness as members of the 
community, and increases opportunity for their acceptance in the community. The 
following explains housing-as-housing and the principles suggested by this approach. 

Understanclini the concept of housini-as-housin& CU 

H ousing-as-iwusing is the provision of permanent, individual housing that is not 
inherently a treatment or services setting, buta place to live rather than a place to be 
treated. · 

Individual dignity, the right to privacy, individual choice, and community 
integration are imponant to everyone, including persons with mental illness. Group 
living situations in residential treatment settings have both an internal lack of 
privacy and an external conspicuousness. In addition, residential settings do not 
necessarily provide individuals with mental illness the opportunity for community 
integration and companionship. 

Housing-as-housing emphasizes scattered-site, mixed-site design, meaning that 
people with mental illness have the. right and ability to live in locations througlwut 
the community, and thefreedom to live side by side the general community. 

Although housing-as-housing separates housing from treatment services, suppon 
services must be available, if needed or desired by people with mental illness living 
in housing in the community, in order to help them sustain in a natural, homey 
environment Services may include case management, crisis response, or 
vocational/employment opportunities. It is noted that some persons may need or 
desire many services, while others may need or desire only a few, if any, services, 
and that the intensity of type of services needed may be modified over time as the 
person changes. The choice to live in one's own home should not be contingent on 
the level andfrequeney of one's needs. 

·Not all persons with mental illness need or can benefit from residential treatment 
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independent housing located in the community with the availability of suppon 
services. Many people with mental illness do not need a community-based 
residential treatment facility. 

The principles of housing-as-housing (2} 

People with mental illness choose their own living situation 

Consumers of mental health services should have the opportunity to make 
their own decisions regarding their lifestyle and the services they need. 

In order for consumers to have these choices, they need a variety of real 
options, the knowledge of those options, and the support for their choice to 
become a reality. And by talcing a risk and pursuing their choice, they will 
have greater opportunity for gaining increased self-confidence. 

Mental health providers and the general community must learn that people 
with mental illness are aware of their own preferences, have the skills to 
make trade-offs, and are aware of their own special needs and have access 
to the services to meet those needs. 

People with mental illness live in normal, stable housing, not in mental health 
programs 

Existing and future housing opportunities must be assessed and liaisons 
should be established with public housing agencies, landlords, etc. 

People with mental illness have the services and supports required to enable them to 
remain in the living situation they have chosen 

Support services may include mental health crisis response, medication 
monitoring, supportive treatment, skills training, income entitlements,. 
employment, housing, legal services, protection and advocacy, health 
services, needs assessment, support for their families, and information for 
their landlords and employers. 

Individuals with severe and disabling mental illness should choose their own living 
situations,· should live in normal, decent, stable housing, not in mental health 
programs,· and should have the services and suppons required to enable them to 
remain in the livin,g situation they have chosen. : . 

1 from w Ohio Department of Heallh "Housing-as-Housing" Discussion Paper 
2 from w Cenur for CDmmllJlily Change through Housing and. Support, Uruversity ofVermonJ 



Housing in Minnesota: 
Opportunities for Persons with Mental Illness 

Housin& in Minnesota; The Governor's Commission on Affordable Housin& <I} 

In response to concerns about the provision of decent and aff m:dable housing in Minnesota, 
Governor Perpich appointed a Commission on Affordable Housing for the 1990's. Three 
factors have resulted in the need for state· action on housing: 1) decreases in federal support 
for housing, 2) changes in Minnesota demographics, increasing the need for low income 
housing, and 3) more pronounced housing needs of special populations including people 
with mental illness, people with physical disabilities, families, and homeless people. 

The Commission adopted principles to guide the development of recommendations: 
1) All Minnesotans have the right to decent, affordable housing. 
2) The state shouldfirst assist those most in need of help and who are most at risk 

of suffering from a lack of decent and affordable housing. 
3) The state must recognize the needs of both renters and homeowners. 
4) Communities in alfpans of Minnesota must be helped with new programs, as 

needs differ and local communities can best determine their own needs. 
5) IJJng-term affordability should be an objective of all activity. · 

As a result of the Commission, the Governor appropriated $2. 7 5 million dollars for low­
. income housing, of which a portion is designated for use by people with mental illness. 
Such housing is coordinated with the provision of support services. 

Housin& in Minnesota; D;partment of Human Services Pilot Prqjects <2} 

The Minnesota Department of Human Services, Mental Health Division, funds a number of 
qualified pilot projects for housing support services for persons with severe and persistent 
mental illness. Pilot projects are located in Blue Earth, Carver, Clay, Hennepin, Itasca, 
Kandiyohi, Olmstead, Ottertail, Ramsey, and St Louis Counties. 

These projects provide an array of housing support services for people with mental 
illness when they arc discharged from treatment facilities, and for those already 
living in the community. They also help people obtain and maintain long-term 
housing, and maximize their dignity, so that they can develop their lives and skills 
in the most appropriate housing available. 

Types of projects in operation include those that provide assistance with locating 
and maintaining housing of choice; independent living skills, social and recreational 
activities, al'/,ll the use of community resources; 24-hour per day response 
mechanism in case of emergency; additional suppon services, such as personal 
care, transportation, money management, housekeeping, etc.; and applying for 
government assistance and benefit programs, particularly housing assistance. 

These projects are in accordance with the Division's mission statement: 
All people with mental illness should live in decent, stable, affordable housing, in 
settings that maximize community integration and opportunities for acceptance. 
People should actively participate in the selection of their housing from those living 

. 
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environments available to the general public. Necessary support services should be 
available regardless of where people choose to live. 

Housin~ in Minnesota: Other profjl"ams available for persons with mental illness (2) (3) 

The Mental Health Division is the administrative agent for the Stewart B. McKinney 
Block Grant for Mental Health Services for Homeless People. The grant is 
federally administered by the Alcohol, Drug Abuse, and Mental Health 
Administration and the United States Department of Health and Human Services. 
The Minnesota Department of Human Services distributes money to local programs 
to provide outreach, mental health services, referrals, case management, supportive 
services, and housing services to homeless persons with mental illness. The 
following counties have funded projects: Anoka, Blue Earth, Clay, Hennepin, 
Polk, Ramsey, St Louis (in Duluth and in the Range area) Counties. 

. . 
In addition, the United States Department of Housing and Urban Development 
(HUD) has several housing programs that can provide low-rent housing for 
disabled persons, including those persons with mental illness. These programs 
include low-rent public housing ( owned and managed by the Public Housing 
Authorities), Section 8 certificates and vouchers (administered by a local Public 
Housing Authority) Section 202 Housing (owned and managed by private non­
profit organizations), and other programs. 

Housin& in Minnesota; Consumer attirudes about housin& <2} 

A Slll'Vey of hospital staff and client perceptions about post-hospital placement 
found that 65% of clients were most satisfied with independent living settings, 
while 53% were satisfied with Rule 36 program settings and 47% with living with 
relatives. Staff on the other hand had different perceptions: most were satisfied 
with client placements in Rule 36 facilities, but were less.favorable of client's living 
with relatives or independently. (Office of the Legislative Auditor, 1989) 

The percentage of Minnesotans with mental illness indicating they were living 
where they wished to be living was the highest (72%) for those living 
independently, while only 30% of persons living in residential treatment settings 
indicated that they were living where they wanted. (Ernst and Whinney, 1988) 

A consumer survey conducted at the University of Vermont (Tanzman and Yoe, 
1989) found that the majority of consumers (70%) prefe"ed subsidized rental 
housing. This reflects both their preference and their income level, which is 
typically far below that which would permit them to rent or buy on the open market 

In a meeting between the Minnesota Department of Human Services and consumers 
to identify the most pressing needs in the area of residential services, consumers 
requested more options beyond Rule 36 facilities, which are highly structured and 
offer little privacy, and·complete independence. They funher requested the 
availability of additional support services, ranging from someone to chat with to 
crisis assistance, transportation services, and independent living skills training. In 
addition, they urged that skills training be offered by consumers, to help build 
confidence among those providing services, and in turn to build a network of 
knowledgeable, involved consumers. 

1 from Recommen.dalions from the Govunor's Col'l'U11Usion on Afford.ab~ Hou..rine for the 1990's, 1989 
2 from 1M Minn.uota Departl'Mnl of Human Suvicu, Menial H e.allh Division 
3 from 1M Minnuota Office of the Uniud Sta.la Departl'Mnl of Housing and Urban Developmmt 



Minnesota's Comprehensive Mental Health Act . 

In 1987, the Minnesota Legislature passed the Minnesota Comprehensive Mental Health 
Act, ensuring a unified, accountable, and comprehensive mental health service system that 
recognizes the rights of people with mental illness, promotes the independence and safety 
of people with mental illness, reduces the chronicity of mental illness, and provides quality 
services to stabilize, support, and improve the functioning of people with mental illness. 

The Act mandates that housing services be provided as part of a comprehensive mental 
health services system: 

All people with mental illness should live in decent, stable, ajf ordable housing, in 
settings that maximize community integration and oppo~ities for acceptance. 
People should actively participate in the selection of their housing from those living · 
environments available to the general public. Necessary suppon services should be 
available regardless of where people choose to live. 

The Act also mandates the availability of community support services. 

"County boards must provide or contract for sufficient community suppon services 
within the county to meet the needs of adults with serious and persistent mental 
illness residing in the county." 

''The community support program must be designed to improve the ability of adults 
with serious and persistent mental illness; to work in a regular or supponed work 
environment, to handle basic activities of daily living, to participate in leisure time 
activities, to set goals and plans, to obtain and maintain appropriate living 
arrangements, to reduce use of more intensive, costly, or restrictive placements 
both in number of admissions and lengths of stay as determined by client need." 

Proposed rule language further defines the community support program component for 
housing: 

"The county board shall develop, identify and monitor community living 
arrangements services f~r adults The services shall: .. , 

- assist the adult to obtain and maintain a living arrangement that is least 
restrictive and most appropriate to the adult's needs, including if needed, 
referrals to housing services such as the Minnesota Housing Finance 
Agency, local· housing authorities, subsidized housing programs, real tors, 
or private apartment rental services; 

- include periodic visits to the adult's living arrangement to ensure that the 
adult's health and safety are being maintained; 

- not include the direct provision of, subsi{Jjzation of, or payment for home 
care, homemaker services, or shelter, except as provided under crisis 
assistance placements. " 
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Understanding the Fair Housing Amendment Act of 1988: 
What it n1eans for people with mental illness 

The Fair Housing Amendments Act of 1988 

In 1968, Congress enacted Title VIIl of the Civil Rights Act of 1968, popularly 
called the Fair Housing Act, to end racial discrimination fa housing. Twenty years 
later, Congress amended the law to extend fair housing to persons with disabilities, 
including mental disabilities. It is now unlawful to discriminate against persons for 
desired housing on the basis of their race, color, national origin, sex, as well as 
handicap. Discrimination includes a variety of unlawful activities, such as 
coercion, intimidation, threats, interference, steering, blockbusting, limiting 
accessibility, or falsely representing a dwelling. 

J>umose of the Act 

The Fair Housing Amendments Act is a pronouncement of a national commitment 
to end the unnecessary exclusion of persons with handicaps from mainstream 
America. Thus, the views of hostile or uncomfortable neighbors, landlords, or 
legislators can no longer control the housing choices of people with mental illness. 

Key Definitions 

"Handicap" is defined with respect to a person's 1) physical or mental impairment 
which substantially limits one or more of such person's major life activities, 2) a 
record of having such an impairment, and/or 3) being regarded as having such an 
impairment 

"Steering" refers to practices designed to discourage or direct a person who is 
seeking housing in a particular community. 

"Blockbusting" refers to any effort to induce or attempt to induce a person, for 
profit, to sell or rent a dwelling. 

Discriminatory housing practices has been expanded to include coercion, 
intimidation, threats, or interference with any individual in the exercise or 
enjoyment of any right granted or protected by these fair housing amendments. 

Description of Discriminatozy Housing Practices 

Whenever possible, Congress simply amended the Fair Housing Act to include 
"handicap" in the list of prohibited reasons for engaging in a particular housing 
activity. Thus discrimination in printed advertisements, representations of 
availability of housing, and blockbusting activities is unlawful. 

In addition, Congress expanded upon the original provisions of the Fair Housing 
Act with additional disability specific provisions. These include: 

It is unlawful to discriminate in the sale or rental, or to otherwise make 
unavaUabJe at deov a dwemo g re aov hpver ar reorer be~ause of a handicap 
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of ( 1) the buyer or renter, (2) a person residing in or intending to reside in 
the dwelling, or (3) any person associated with the buyer or renter. 

It is unlawful to discriminate against any person in the terms, conditions, or 
privileges of sale or rental of a dwelling, or in the provision of services or 
facilities in connection with such dwelling, because of a handicap of (1) that 
person, (2) a person residing in or intending to reside in that dwelling, or 
(3) any person associated with that person 

It is unlawful to refuse to make reasonable accommodations in rules, 
policies, practices, or services, when such accommodations may be 
necessary to afford such person equal opportunity to use and enjoy a 
dwelling. Therefore, handicapped tenants cannot be barred individual 
access to recreation facilities, parking, cleaning services, use of premises, 
and any other benefits and privileges made available to other tenants, 
residents, and owners. As an example, recreational activities must be held 
in an accessible space, though it is not necessary to hire a special recreation 
or social service worker to provide services for the tenant. 

It is unlawful for state and local health, safety, land-use and zoning 
regulations to exclude or restrict people with disabilities from living in 
group homes or other community-based residential treatment programs. 
Therefore, negative attitudes, prejudices, or fears on the part of neighbors 
cannot keep a program out of a neighborhood, nor be used to restrict the 
housing options of people with mental illness. 

Another statute assures that extending civil rights protections to all people 
with disabilities will not limit property owners' rights to maintain a safe 
property. Therefore, a dwelling does not need to be made available to an 
individual whose tenancy would constitute a direct threat to the health or 
safety of other tenants or of property. 

The Act also limits the questions that a property owner may ask of a 
prospective tenant to those asked of all applicants. The owner may ask an 
individual questions asked of other tenants that relate directly to tenancy, 
such as rental history, but may not ask if the prospective tenant has a 
disability or ask for information regarding medical history. The only 
exception is that a property owner may ask whether an individual is a 
current illegal abuser or addict of a controlled substance. 

In addition, the Act establishes standards for accessibility and adaptability 
for new multi-family construction·, such as accessible space in common use 
areas, doorways designed for passage, and adaptive design throughout the 
dwelling, in kitchens, bathrooms, and appliances or outlets. 

How to handle violarioJJl 

Complaints arc to be submitted in writing to the Department of Housing and Urban 
Development in Washington, or the regional HUD office or a local agency (State 
Department of Human Rights). Complaints must contain the name and address of 
the aggrieved person, the name and address of the respondent, description and 
address of the dwelling, and a concise statement of pertinent dates and facts. 
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What To Do If You Are A Victim of Housing Discrimination 

Whlli.S me~al Housin~ Discrimination? 

Under the Minnesota Human Rights Act, ~d the Fair Housing Amendments Act, 
illegal discrimination in housing occurs if: · 

Owners or agents refuse to sell or rent, advertise, or use applications 
which express discrimination or include terms which discriminate on the 
basis of race, color, creed, religion, national origin, sex, marital status, 
disability, public assistance status, and in most situations familial status. 

Financial institutions or lenders refuse financial assistance, or use 
applications which limit or discriminate on the basis of race, color, creed, 
religion, national origin, sex, marital status, disability, public assistance 
status, and in most situations familial status. 

What can you do if you believe you are victim of housin~ discrimination? 

The Department of Human Rights advises that any person who experiences 
discrimination as defined by the Human Rights Act may file a discrimination 
charge, through the following process: 

The party who is alleging discrimination may call for information or file a 
discrimination charge with: 

Minnesota Department of Human Rights 
500 Bremer Tower 
7th Place and Minnesota Street 
St Paul, MN 55101 
612-296-5663 /Toll Free 1-800-652-9747 /TIY.612-296-1283 

The Department will conduct an investigation into the charge in an attempt to 
uncover evidence to support the allegation. · 

If the findings. support the charge, the department issues a determination of 
probable cause, and becomes an advocate for the charging party. 

If the findings indicate that there was not enough information or material to 
support the allegation, and thus no probable cause is determined, the 
charging party may appeal the decision. 

Attempts at settlement are made throughout the process. When attempts 
fail, the case is referred to a special assistant attorney general who prepares 
the department's position for a public hearing. The hearing involves the _ 
review of all evidence and facts by the administrative law judge who then 
issues an order. The order of the administrative law judge may then be 
appealed to the Court of Appeals and then to the Minnesota Supreme Court. 

from tM Minnuola Departmenl of Hwnan Righls 
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Resources 'for Mental Illness and Housing 

. Educational Materials on Housin~ and Mental Illness 

Dr. Paul Carling on Housing 
A 74 minute video by a nationally recognized expert on housing talks about 
the housing needs of persons with mental illness and strategies for meeting 
those needs (available from the Alliance for the Mentally Ill/Minnesota, 
612-645-2948) 

A variety of additional materials and articles about mental illness and housing are 
available from the Minnesota Department of Human Services-Mental Health 
Division. For more information, call 612-296-2307. 

Additional information on mental illness and housing is available from the Center 
for Community Change through Housing and Support, University of Vermont, 
802-656-0000 . 

General housing information can be obtained from the Minnesota Office of the 
United S~s Department of Housing and Urban Development. For more 
information, call 612-370-3000 

Housin~ Resources and Services 
A number of HUD programs are provided by local housing authorities, whose 

. jurisdiction is in either your city or county. For more information, contact: 

- United States Housing and Urban Development, 612-370-3000 

- Minnesota Housing and Finance Agency, 612-296-7608 
' 

- Your City or County's Housing and Redevelopment Authority, 
listed in your phone book's government listings 
under your county or city 

'. 

. 
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Mental Illness and Community-based Residential Treatment 
This section provides information about, and support for, community-based 
residential treatment for people with mental illness, as well as ways programs, 
neighbors, and communities can work together toward greater community 
acceptance. The target audiences for materials in this section include neighborhood 
associations, landlords/realtors, program providers, and consumers. Materials in 
this section include: 

Facts about Mental Illness and Community-based Residential 
Treatment · 

The need for community-based residential treatment for persons 
with menta1 illness, the options (and gaps) available, and the ways 
that neighborhoods are responding 

Community-based Residential Treatment Options 
A summary of the types of community-based treatment available for 
adults and children in Minnesota 

Alleviating Neighborhood Concerns 
Common questions and answers raised about mental illness and 
community-based residential treatment . 

Undoing the Myth of Property Devaluation 
A literature review examining the effect of community treatment 
programs on property values and community attitudes 

Strategies for Cooperation and Acceptance 
Suggestions of ways that people with mental illness and their 
neighbors can work together to enhance community relations 

Resources for Mental Illness and Community-based Residential 
Treatment 

Educational materials on residential treatment, including pamphlets, 
booklets, and videotapes 
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Facts about Mental Illness and 
Community-based Residential Treatment 

Mental Illness in_MJnne~ 

Approximately one percent of the adult population, or approximately 29,000 people 
in Minnesota, has serious and persistent ~ental illness. ( 1) 

Approximately 3000 Minnesota children were admitted to residential treatment 
centers for treatment for emotional disturbances in 1987. (2) 

Contrary to long-standing assumptions, there is real potential for improvement and 
recovery among many of the most seriously disabled people. Some symptoms go. 
into remission, while other people learn effective ways of coping with their illness. · 
(3) 

Much of the success of treatment and recovery for persons with mental illness 
depends on helping them learn to become more comfortable and less isolated in 
handling the stresses of daily living. Community-based residential treatment can 
assist persons with mental illness in developing skills for independent living or for 
returning home, and improving their chances for recovery. (4) 

Community-based residential treatment options for persons with mental illness are a 
more cost-effective investment, in relation to long-term hospital placement ( 4) 

Community-based Residential Treatment Options, Needs. and Availability 

Adult persons with mental illness live in a variety of types of treatment, residential 
treatment, and independent living settings in Minnesota: (3) 

- Inpatient psychiatric units, providing short term care, either in 
community hospitals or regional treatment centers 

- Treatment programs or "Rule 36" facilities, with professional staff and 
educational and therapeutic programming 

- Respite care homes for temporary residence 
- Supported apartment living, where persons live semi-independently in 

apartments and receive regular community support services 
- Boarding homes, providing room and board and, in some cases, care and 

supervision 
- Independent living (this is the most common living arrangement for 

persons with mental illness in Minnesota) 

In addition, adolescents with emotional and behavioral disorders live in shelters, 
group homes, and residential treatment centers, though most live with their 
families. ( 4) · 

Persons with mental illness comprise an estimated 20-30 percent of Minnesota's 
homeless population. (5) 

Many adults with mental illness must live with their families (5) 
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The nearly 2000 beds in "Rule 36" residential treatment facilities are inadequate to 
serve persons with mental illness, partly because clients who are ready to leave 
cannot find alternative housing. (5) 

Few supported or transitional apartments for semi-independent living exist in 
Minnesota. (5) 

Many of the treatment programs for pe~ons with mental illness are concentrated in 
high crime areas, rather than spread evenly throughout met;ropolitan areas (5) 

Persons with mental illness must compete for a declining supply of decent, 
affordable, low income housing. (5) 

Low income housing units are diminishing. New subsidized housing units in the 
metropolitan area decreased from over2000 in 1980 to 135 in 1983-1986. (5) 

Rents in the Twin Cities metropolitan area increased by 66 percent from 1980 to 
1986 (5) 

Neighborhood Acceptance of Housing for Persons with Mental Illness 

Neighbors living within one block of a treatment program indicated that they have 
good or neutral impressions of the residents. (3) 

74% said the program was a good neighbor, 13% said the program was 
somewhat of a good neighbor, and 11 % said that the program was not a 
good neighbor. 

27% said that there have been program-related problems or incidents in 
the past two years. Of those, nearly half indicated that the staff have been 
very willing to listen to the neighborhood's concerns. 

14% said that the program makes them more likely to move out of the 
neighborhood, while 82% said that it does not. 

Few neighbors had negative comments regarding their treatment program 
neighbors. (3) 

1 from "A Report to tM Legisllllure re: Community Resid.enlialTreall1U!nl Programs in MinnuotaH, 1989 
2 from Children's Mental Health Jnilialive Fact Sheets, 1988 
3 from ·COfNfUU&ity Residences for Adulls with Memal JllnnsH, 1989 
4 from "Not in My Backyard", Hennepin Coun:y Corrunun.ity Services, 1988 
5 from tM League of Women Voters Study on "Menlal Illness in Minnesota", 1988-89 



Community-Based Residential Treatment Programs: 
Options for Persons with Mental Illness 

There are a variety of cliff erent types of treatment programs in communities across 
Minnesota. As a close or distant neighbor to some of these types of programs, you may 
have questions about the various types of programs, as well as the kinds of people that are 
served by these programs. 

Residential programs are generally classified by the particular licensing regulations which 
govern their building, services, and client populations. Each program must have a health 
licensee or certification from the city or state health department, which establishes standards 
for food preparation, nutrition, hygiene, and/or health care services. In addition, each 
community-based residential program also holds a program license from the Minnesota 
Department of Human Services, which includes requirements for treannent and 
rehabilitation services, staffing, client records, etc. 

Funding for these programs varies widely and may be provided through any combination 
of federal, state, county, insurance, or private sources. Counties may contract directly with 
some program operators and closely monitor their funding and programs. Referrals may 
be handled through the county social services system or privately. 

The following is a list of the types of community-based residential treatment programs in 
many Minnesota communities, serving mentally ill adults or emotionally distzubed children: 

Adult Promms 

Residential Treatment Program/or Mentally Ill Adults (DHS Rule 36) 
Residential Treannent Programs provide transitional (2-18 months), intensive (18-
36 months), or supportive (over 3 years) living for adults. Toes~ programs offer 
training in independent living skills, medication supervision, and counseling to 
adults with emotional disabilities. Programs provide many services on-site, but 

· clients are also involved with recreational or vocational resources in the community. 

Board and Lodging Programs/Rooming Houses with Meals (licensed by the 
Department of Health) 
Board and Lodging Programs offer semi-independent living to adults on a short- or 
long-term basis. Residents are provided with a room, three meals a day, laundry 
services, and a room for TV or socializing. A few off er recreational activities, but 
unless they also have a D HS program license, they provide no rehabilitation 
services and little supervision. Clients are generally low income and single. They 
are often vulnerable due to age and emotional problems 

Boarding Care Programs (licensed by the Department of Health) . 
Boarding Care Programs provide 24-hour supervision, limited nursing services, 
medication distribution, and recreational activities, usually on a relatively long-term 
basis. Clients have physical or medical needs, in addition to emotional problems. 
Some may move to more independent living settings, others with serious and 
persistent medical needs may eventually move to nursing homes. 
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Children and Adolescent Promms 

Treatment Group Homes for Adolescents (DHS Rule 8) 
Group Homes provide relatively short-term (3 months to one year) counseling 
support and supervision to teens with emotional, behavioral, and/or family 
problems that require treattnent, but are not so severe as to prohibit living in an 
open community setting and attending community schools. 

Residential Treatment Centers for Children and Adolescents (DHS Rule 5 
Residential Treatment Centers serve clients 5-18 years old, who have more 
serious emotional problems that necessitate treatment setting for 12-18 months. 
Most services are provided on-site. 

Other Types of Community Residential Programs servini non-mentally ill persons 

There are other types of community residential programs that serve children and adults with 
other disabilities or health problems. 

Residential Programs for Mentally Retarded Children or Adults (DHS Rule 34) 
Rule 34 programs may provide short-term or lifelong care to mentally retarded 
persons who need assistance with developing independent living skills. Residents 
also may attend specialized day programs, such as school, training, or sheltered 
employment. 

Residential Programs for Physically Dis_abled Children and Adults (DHS Rule 80) 
Programs for persons with physical disabilities may provide shon-term 
rehabilitative services, to enable clients to learn to cope or compensate for their 
handicaps, or they may provide longer term care and support. Physical handicaps 
may include cerebral palsy, epilepsy, or mental retardation. 

Residential Programs for Chemically Dependent Persons (DHS Rule 35) 
Chemical dependency residences may off er treatment for 3-6 months for persons 
engaged in hannful chemical use, or shon- or long-term halfway houses programs 
for persons in the early stages of recovery. Vocational training and other 
counseling is provided. 

used with pumissionfrom "Not in My Backyard", produced by HeMl!pin County Commwaily Services, 1988 



Mental Illness and Community-based Treatment: 
Alleviating Neighborhood Concerns 

,When residential treattnent programs or group homes for persons with mental illness move into a neighborhood, 
neighbors often have questions or concerns regarding how the new program will impact their area. Typically, 
these concerns are based on lack of information about mental illness and persons with mental illness. The 
follo_wing addresses some of the common questions raised about mental illness and community-based treatment. 

"What can I expect of people with mental illness living in my neighborhood? 

Most of us know someone with a mental illness, because mental illness strikes one in four families. 

You can expect things of your new neighbors that you would expect from any neighbor, such as 
mutual respect of property and privacy. Some residents have been placed at the residential program 
to help them in developing or improving independent living skills, and may at times seem to have 
some difficulty with their social skills. One of the reasons why community placement is so 
valuable to persons with mental illness is that people can learn or relearn important skills for 
independent living. 

Will my family and I be safe? Are people with mental illness dangerous? Will 
there be more crime in the neighborhood? 

Unfortunately, movies and television often portray persons with mental illness as unpredictable and 
violent This promotes a negative and inaccurate stereotype of mental illness. 

In reality, persons with mental illness are no more likely to commit criminal acts than persons without 
mental illness. In a study of people who had been treated for mental illness, only one tenth of one 
percent were arrested for violent crimes. In each of those few cases, all had a criminal record before 
their treatment for mental illness. In other words, a person who has been treated for mental illness and 
does not have a previous criminal record, is considered to be less likely to be arrested than the average 
citizen. In addition, because mental illness often makes people more passive, persons with mental 
illness are more likely to be victims, not perpetrators, of aggressive acts. 

People placed in residential programs have been carefully screened and selected for community 
placement, based on their readiness for community living. 

How will the residential program fit into my neighborhood? What do others 
have to say about programs in their area? 

In Minnesota, neighbors living near residential programs have had good or neutral impressions of 
them. In a survey of 65 people living within one block of a program, 74% said that the program is a 
good neighbor. Many said that they had initial apprehensions about the program, but have not 
experienced any significant problems. Most said they prefer a smaller program to a larger one. 

The following ;ue comments made by Minnesota residents about what is has been like living near 
a residential treatment program for persons with mental illness. (1) 

"Because there are many problems in the city, I'm happy to have this residence making good use of 
a big house and providing a service to the clients. They are basically quiet and present no · 
problems. They keep the outside neat. I'm pleased with their location in this area." · 

"We rr,alu it a point to visit the program because we like to know what is going on there. We're glad 
that the program is there. The previous owner didn't keep the place up real well." 

"Soml!timl!s the residents behave strangely. Bui these pej who have to /i11e somewhere and have to 
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How are residential programs supervised? Who can go to if I have concerns? 

All programs are staffed according to the needs of the people who live there. Some clients may need 
intensive structure and support, while others will need only occasional assistance. Therefore, staffing 
may be full-time and intensive in some settings, while others provide more general, less structured 
support services 

Each residence has staff who are there to provide monitoring of residents, support and programming 
for residents, and assurance that all problems are identified and resolved. It is best if neighborhoods 
establish open and positive communication between staff, residents, and neighbors from the beginning, 
so that realistic and mutual expectations can be discussed, and problems, if any, can be openly addressed 
and resolved. 

How will my property value be affected? Will there be high turn·over in the 
neighborhood ? 

Research has demonstrated that the presence of a residential treatment program has no negative effect 
on property value, time for re-sale, or neighborhood turnover. In addition, residences are often 
perceived as good neighbors in terms of property maintenance and upkeep. 

A recent study assessed the impact of community placement on property value. It compared 
neighborhoods with group homes with controls and revealed: 

No significant increase in property turnover. 
No adverse effect on average selling price, but an actual increase in property value. 
Sale price as a percentage of the list price increased. 
Properties did not take longer to sell. . 

Thus, it seems that the presence of a group home in a neighborhood may even indicate an 
upgrading effect on the neighborhood, since improvements are frequently made prior to the opening 
of the program. (2) 

Why my neighborhood? 

Persons with mental illness have the same rights as other members of the community to live 
within the community without neighborhood screening and approval. That right is guaranteed to all 
citizens, including those with physical or mental disabilities. 

A person with mental illness needs the same things as a person without mental illness, in order to . 
live a fulfilled life. These needs include need for community, home, job, hobbies, and family and 
friends. 

How neighbors and treatment programs can live together in mutual harmony 

Sometimes the perception or anticipation of a problem, even when no problem ·or evidence of 
problems exist, can have a more negative impact than actual facts. In these cases, neighbor's lack 
of information or understanding about residential treatment or about mental illness can create 
unnecessary concern. 

It is important that both neighbors and residences take time to get to know each other. Neighbors 
should ask qu~tions about the program and its staffing, criteria for placement, ar.d how the 
neighbors can help to welcome the program into the area. They should be provided with information 
to help increase their understanding of mental illness. The program should ask questions about how 
they can best fit into the neighborhood. They should provide nam~ of contact persons and phone 
numbers from both the program itself and from local organizations that can respond to questions 
regarding mental illness and community-based residential treatmenL 

1 from "Community Ruidencesfor Adults with Menlal Illness", 1989 
2 from Boytkll, Trainor, and Pien-i, 'The Ejf«t of Group Hom.es/or the Menially Ill on Residenlial PropertyValues", 

Hospital and Community f'Dchiatry. September 1989, 40(9) 



Mental Illness and· Community-based Residential Treatment 
Undoing the Myth of Property Devaluation 

One of the most frequently asked questions regarding community placement of persons 
with mental illness is how will such programs affect property values, housing turnover, 
and property maintenance and upkeep. The following is a revi~ of the literature 
examining the effect of community-based treatment programs on property values and the 
responses of neighbors in residential areas. 

PrOj)erty Values, Turnover, and Maintenance 

A recent study assessed the impact of community placement on property value. It 
compared neighborhoods with group homes with controls and revealed: No 
significant increase in property turnover. No adverse effect on average selling 
price, but an actual increase in property value. Sale price as a percentage of the list 
price increased. Properties did not take longer to sell. Thus, it seems that the 
presence of a group home in a neighborhood may even indicate an upgrading effect 
on the neighborhood, since improvements are frequently made prior to the opening 
of the program. (Boydell, Trainor, Pierri, 1989) 

In a statistical analysis of real estate transactions that occurred before and after 
the location of eight group homes in Ohio, researchers found no difference in the 
measures of property values, based on length of time on the market and the sale 
price as a percentage of the list price. (Wagner and Mitchell, 1980) 

Over a ten year study of 38 group homes and their impact in the Ottawa area, there 
was no evidence that property values or marketability was adversely affected by the 
presence of group homes. (Goodale and Wickware, 1981) 

A study examining the effect of the introduction of a mental health program on the 
volume of sales and the selling price revealed that the introduction of the group 
home had no effect on neighborhood property values. (Dear and Taylor, 1982) 

Selling prices and turnover rate in areas with residential treatment programs were 
compared with prices and turnover in areas without such programs. The presence 
of mental health programs did not affect sales price, sales activity, or property 
values. (Boekh. Dear, Taylor, 1980) 

The city planning department of Lansing Michigan compared five neighborhoods 
with group homes to similar neighborhoods without group homes to determine 
effect on property· values. In four of the five homes in the test area, the average 
sales price ratio was equal to or higher than the ratio for homes in the control area. 
The presence of the group homes did not have any apparent affect on the number of 
homes sold. (City of Lansing, 1976) 

Using comparable market analyses,. professional realtors in two Iowa communities 
studied the impact of group homes on the value of surrounding property. They 
found no negative property value in six of eight cases, and actual increases in 

• property values in the two remaining cases. (Weiner, Anderson. and Niet11pski, 1982) 
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A study of community residential programs in a New York suburb indicated that the 
programs have no downgrading effect on the neighborhood. Programs were found 
to be in the same or better condition than their surrounding neighbors. In all but 
one case, property value increased. (Breslow, 1976) 

In Louisiana, studies shown that group homes had no appreciable effect on 
property value and on the turnover rate of housing in the neighborhood, and that 
establishment of a group home in the neighborhood did not change the character of 
the neighborhood. (Louisiana Center for the Public Interest, 1981) 

Nei~hborhood Acceptance 

In an assessment of social impact of five community residential programs on the 
surrounding neighborhoods in an Illinois community, neighbors of programs 
expressed a significantly higher degree of approval for the programs than did 
citizens in the general area. (Caulkins, Noak. and Wilkerson. 1976) 

A study examining public opposition to community programs for persons with 
mental illness confirmed that authoritarian personalities tend to be most opposed to 
communi'ly housing, while younger, better educated, and more economically secure 
persons have more favorable attitudes. However, parents of young children in both 
groups were somewhat wary of having a residential program as a neighbor. The 
study also concludes that stigmatizing false beliefs about mental illness are often 
effectively used by opponents to rally their neighbors against treatment programs in 
their neighborhood. (Dear and Taylor. 1982) 

In a survey of more than 25,000 residents of Minnesota and Wisconsin, 
assessments were made of neighbors' awareness and acceptance of group homes, 
residential turnover, and property values. Researchers concluded that group homes 
have a negative impact on 20 percent of the·immediate neighbors but that rate 
decreases after the first block, that the proportion of homes sold before and after the 
group home was established. remained the same, and that the house nearest the 
group home sold for 1.53 the asses_sed value. (Knowles and Baba. 1973) · 

A New York State community studied the prices of homes sold and the number of 
sales made before and after the establishment of a group home. They noted average 
increases of 9% one year after the group home opened. They recommend that the 
crucial time to inform, reassure, educate,·and suppon neighbors is three months 
prior to the opening of a group home. (Lindauer and TW1g, 1980) 

Fony-three community residences were studied to examine community opposition. 
Researchers found that residences whose sponsors had conducted public education 
were more likely to encounter opposition than residences that opened with little or 
no advance notice to neighbors. Opposition was found to be less likely either after 
it has opened or more than six months before occupancy. (Seltzer.1984) 

Community opposition to the establishment of residential treatment programs is 
often grounded in misconceptions and stereotypes. According to one study, when 
information was presented to dispel myths of increased crime rates, decreased 
property values, and diminished neighborhoods, neighbors became more favorably 
inclined toward the idea of community housing for persons with mental illness and, 
over time, more positive about individual residents. (Sigelrnan et aL 19?9) 

from the Menial Health Law Project, Washing ton DC 



Mental Illness and Community-based Residential Treatment: 
Strategies for Cooperation and Acceptance 

A positive relationship between communities and the treatment programs they provide for 
their citizens with mental illness requires a comminnent to cooperation by all involved. 
Whether you are a neighbor, a landlord or a realtor, a manager of a residential program, a 
community official, or a resident, you have an opportunity to play ·a positive role in creating 
harmony in your neighborhood. 

The following is a list of tips for communities interested in enhancing relations with their 
neighbors with mental illness. Specific examples of community cooperation are italicized. 

WhatNeighbors Can Do 

Treat residents as equals. Recognize each of them as an individual with problems, 
not as a collective group of "the disabled". 

Include residents in neighborhood activities. 

Set a good example for your children; they will learn about acceptance by your 
actions and attitudes. 

Greet residents, and engage them in neighborly communication. 

Give yourself a chance to get to know a person with mental illness as a person: A 
neighbor in suburban Minneapolis remarks that the residents of a nearby group 
home have been good neighbors. He also remarked that the property has greatly 
improved since the program moved in. 

Share accurate information regarding mental illness with family and friends. · 

What Landlords and Realtors Can Do 

Take the time to get to know a person with mental illness as a person: A landlord 
for a drop-in center in Ferg us Falls encourages being sp~ntaneous and open in 
conversation with residents, and not being overly concerned about saying the 
wrong thing. 

Respect residents privacy, including privacy about their mental illness: A landlord 
remarks that people with mental illness do not want to be on display. Welcome 
individuals to be a part of your community, -but respect their decision when they 
choose not to be involved, often due to the stigma many have experienced in the 
past. 

Sponsor events that support persons living in community-based programs in your 
community. A board of realtors in central Minnesota solicit funds from local 
realtors for an annual holiday party for persons with mental illness living in the 
comrr,unity. In addition, county officials, clergy, realtors, and other government, 
business, and community leaders attend. 

Understand m.entaJ. illness 
EVERY MIND MAlTERS_;\ 

,, • _ .. , .• :.:~:_ • .__..,._"-..,,,',.,,-.,.;;._,_ •. , _,.. : rl 



What Program Managers Can Do 

Be open to answering their questions about the program. 

Stay visible to and become active with city officials and neighborhood leaders. 

Get involved in neighborhood activities, whether community-wide campaigns, park 
board events or informal social gatherings: A clubhouse and drop-in center in 
Hopkins takes a leadership role in a community-wide clean-up day. 

Educate neighbors, by example, on ways they can both support the program and 
benefit from it A program manager in suburban Minneapolis comments that the 
best way to educate neighbors is by quietly and non-obtrusively being a good 
neighbor. 

Share resources with neighbors: A clubhouse and drop-in center in Minneapolis 
shares its snowblower and snowblowing duties with its neighbors; clients 
snowblow the neighbor's walks on weekdays and the neighbors reciprocate on the 
weekend. 

What Residents Can Do 

Get comfortable with being a part of the community, by attending some 
neighborhood activities and using community resources. 

Give others a chance to get to know you personally. 

Take pride in your residence by assisting with program maintenance and yardwork, 
and by following rules for property maintenance. 

What Community Officials Can Do 

Make explicit to the general public, through the media and relevant organizations, 
how policies of deinstitutionalization are being developed and implemented. In 

. educational efforts, provide information using objective facts about the merits 
of deinstitutionalization. Allow residents themselves to demonstrate the benefits of 
programs, based on their subjective experiences. 

Establish task forces of residents, neighbors, realtors and developers, and program 
operators, to critically examine and solve housing issues. Explore distribution of 
programs throughout cities, maintaining a register of vacant and suitable housing, 
and assessing and enhancing relations between programs and their neighbors. 

When making decisions about community-based treatment for persons with mental 
illness in a new community, recognize that preventing the opportunity for failure 
also prevents the opportunity for success. 

Examine the implications of and the inconsistencies between the Minnesota Statutes 
requiring special use permits for community-based group home programs, and the 
1988 Fair Housing Amendments Act ending the unnecessary exclusion of persons 
with handicaps from the mainstream. 

Specific ~le.r of comnumiry cooperalion were provided by program providers and neighbors across the stale. l<WZS 
for comnumiry officials came from the Univt1rsity of Minnesot~ Cm1er of Urban and Regional Affaus. 



Educational Resources for Mental Illness 
and Community-based Residential Treatment 

Understandi.ng Mental Illness 

Depression ... What you should know about it 
A pamphlet explaining depression, its causes, treatments, sources of help, 
and suggestions for dealing with a depressed person ( 1) · 

Finding Help for Depression and Manic-Depression 
From the D/ART program, information about types of treatment for 

depression and where to find help (1) 

About Manic Depressive Illness 
A pamphlet about the illness and its symptoms, causes, and treannents ( 1) 

Schizophrenia 
A pamphlet providing information on definitions, symptoms, and treatment 
(1) 

How to deal with Mental Problems 
A pamphlet discussing the differences between normal difficulties and 
emotional illnesses, with suggestions on how to off er understanding ( 1) 

Give Mental Health a Chance 
A brochure, produced by the Hennepin County Mental Health Association, 
describing mental illness and its incidence, and the problems of sti~a (1) 

The 14 Worst Myths about Recovered Mental Patients 
A brochure which dispels 14 common myths about mental illness and 
people who suffer from it (1) 

Stigma: a lack of awareness and understanding 
A pamphlet discussing common misconceptions about mental illness ( 1) 

Mental Health Advocate 
A newsletter published six times per year, providing resources and 
information on mental illness and mental health issues (2) 

Understanding Mental Illness and Community-based Residential Treatment 

Bridge to Understanding (included in kit) 
A videotape produced by the Hennepin County Mental Health Association, 
featuring residents, program directors, and neighbors of community-based 
residential treatment programs talking about their community living 
experiences ( 1) 

With Open Arms 
Video about community programs that assist me_ntall}' !11 people (2) 
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Dr. Paul Carling on Housing 
A 7 4 minute video by a nationally recognized expert on housing talks about 
the housing needs of persons with mental illness and strategies for meeting 
those needs (2) 

Halfway Houses for Mentally Ill Persons 
A videotape discussion on residential treatment for mentally ill persons, 
featuring program directors, social workers, and family members ( 1) 

Neighborhood Approach to Mental Health 
A videotape discussion on community mental health (1) 

The Neighborhood Advisory Committee: Prompting Interactions 
between Residence and Community 

A 51 page handbook, for facility operators who want to develop 
neighborhood advisory committees, with practical inf onnation on role, 
functions, committee guidelines, membership, recruitment, selection, 
training, and problem resolution (3) 

There Goes the Neighborhood 
A 74-page summary of studies addressing common fears about the effects 
of group homes on neighborhoods, of interest to elected officials, municipal 
staff, community groups, and group home providers (3) 

A variety of admtional materials about mental illness and community-based 
residential treatment are available from the Minnesota Department of Human 
Services-Mental Health Division. For more information, call 612-296-2307. 

J .... .Availabkfrom tM Mental HealthAssocialion of MinM.soto. (612-331-6840) at nominal charge 
2 .... .Availabkfrom tM Alliance for tlu! Mentally lll/Minnl!soto. (612-645-2948) at nominal charge 
3 .... .Availabkfrom COfN1&Ullity Residences /nformaJion Services Program (CRISP), (914-328-7802) 



Mental Illness and Employment 
This section provides information about, and support for, mainstream· employm~nt 
for persons with mental illness, as well as strategies for successful job placement. 
The target audiences for materials in this section include employers, business and 
professional organizations, chambers of commerce, rehabilitation counselors, and 
consumers. Materials in this section include: 

Facts about Mental Illness and Employment 
The effect of mental illness on business and the available programs 
for workers with mental illness 

Alleviating Employers' Concerns 
Common questions, raised by employers, about workers with 
mental illness 

Mental Illness and Employment: A Research Review 
A literature review examining employer attitudes about mental illness 

Strategies for Successful Job Placement 
Suggestions of ways that employers, counselors and community 
support staff, and employees with mental illness can effectively 
work together toward a successful job experience 

Real Life Examples of Successful Working Relationships 
Examples of realistic working relationships benefiting Minne~ta 
employers 

Returning to Work-Employers Helping Employees 
Tips for employers for successful employee transitions back to work 
after an absence due to mental illness or a mental health need 

Returning to Work-Making the Transition Back to Work 
Tips for employees for successful employee transitions back to 
work after an absence due to mental illness or a mental health need 

How to Create a Healthy Workplace 
· Some examples of ways that employers can take a pro-active 

approach to mental health in the workplace 
What to Do if.You are a Victim of Employment Discrimination 

Steps to take if you or a family member are denied employment due 
· to a disability • 

Mental Health Educational Materials for Worksites 
Educational materials on employment, including pamphlets, 
booklets, and tapes 

Seeking Employment Services 
Information about the sCIVices available from the Division of 
Rehabilitation Services 

. 
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Facts about Mental Illness and Employment 

Mental Illness in Minnesota and the United States 

One out of four families is affected by mental illness. 

Approximately one percent of the adult population has serious and persistent mental 
illness, or approximately 29,000 people in Minnesota (1) 

C.Onttary to long-standing assumptions, there is potential for improvement and 
recovery among many people with serious disabilities. Some symptoms go 
into remission, while other people learn effective ways of coping. (2) 

Nationally, only 20-25 percent of persons who were hospitalized for psychiatric 
illnesses are employed full-time at competitive employment. Only 15% of the 
persons with more serious and persistent mental illness arc employed. (3) 

Nationally, only 37% of all health insurance policies and 1™0s offer inpatient 
coverage for mental illness, compared with 100% which cover physical illness. (4) 

Much of the success of treatment for persons with mental illness depends on 
helping them learn to become more comfortable an~ less isolated in handling the 
stresses of daily living. Employment, in-independent or supported employment 
settings, assists persons with mental illness in developing skills for independence. 

Mental mness and Effects on Business 
Each year ten million Americans suffer from clinical depression. Many are in their 
most productive work years. (5) 

It has been calculated that the economy loses $10 million annually because of an 
estimated 156 million days missed from work due to clinical depression. An added 
$4.2 billion in potential earning power is lost each year because 15% of people with 
severe depression eventually co~t suicide. (5) 

No one has estimated the productive time workers lose while on the job, but 
undiagnosed depression saps energy, affects· concentration, memory, and decision­
making, and contributes to alcohol and drug abuse. In addition, the depression of a 
family member can affect a W<?fker's productivity.(5) 

Types of workers with mental illness 

There are at least three distinct groups of workers among persons with mental 
illness: 1) people who develop emotional problems while working and are at 
risk for leaving their current employment, 2) people who have had emotional 
problems, and dropped out of the labor force, but who may be able to renew 
employment, and 3) those who have a mental illness and either have never worked 
or are unable to renew past employment and who therefore require new 
employment support and options. ( 6) 
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EmplQyment OptiQns and Needs 

There arc a variety of types of programs to help persons achieve their potential 
through various types of vocational rehabilitation services. (7) 

Job placement services assist persons in identifying, obtaining, maintaining, and/or 
advancing in employment, including preparation· of the person for employment, job 
development, placement, and follow-up. 

Pre-placement services include assessment of the appropriateness of the referral for 
job placement, analysis of pertinent findings from medical, psychological, or prior 
vocational services, counseling and/or training persons regarding job seeking and 
job maintenance, and assisting persons to become knowledgeable about the job, 
prior to job acceptance. In addition, pre-vocational programs, community support 
programs, employment programs,and vohµ1teer work, help develop work skills 
and provide work experience. 

Job development and placement services should include contacting employers to 
identify job opportunities for persons with disabilities, providing job analysis and 
consultation for modifications, educating employers about various disabilities and 
vocational implications, and maintaining communication with internal and external 
resources. 

Post-employment services include follow-up with employers, supportive services 
on or off the job-site, and ongoing personal contact to ensure adequate adjustment. 
Services also include support and technical assistance to the employer regarding the 
employee's job performance. 

Supported employment means employment of a person with a disability so severe 
that the person needs ongoing training and support to get and keep a job. 
Employees in supported employment benefit from pay and the opportunity to have 
social interaction with people without disabilities. The employer gains from . 
reduced tmnovcr, increased productj.on, as well as the reputation for employing 
people with disabilities. Society benefits from having people less dependent on 
government financial assistance. 

Transitional employment is a type of supported employment for persons with 
severe and persistent mental illness. Its purpose is not to provide skill training or 
specific jobs, but to strengthen basic work habits and attitudes, provide current job 
references, and enhance personal confidence. Transitional employment is time 
limited, part-time, and in a variety of settings. Employers are not expected to 
modify work standards. 

Competitive employment exists when an individual is engaged in the competitive 
job market, is paid prevailing wages for all work perf o~ and is supervised by 
personnel within the company. Additional case management or support services 
may be provided outside of the work setting. 

1 from 1M Minnuota DepartmDll of Human Servicu, Menial H eallh Division 
2 from 1M Minnuota DepartmDll of Human Servicu, Menial H t!allh Division 
3 from tM uag~ of Women Voters Stltldy on "Menial llln.ess in Minnesota", 1988-89 
4 from "Scl&eitkmanda, 'TM Coverage Catalog", Washington DC, Amo-ican Psychiatric Associalion., 1989 
5 from DIAKI and tM Menial Health Association of Minnesota 
6 from U.S. Departmenl of Health and Human Services 
7 from RISE and.from Minnuota Department of Jobs and Training, Division of Rehabilitation Services 



Mental Illness and Employment: 
Alleviating Employers' Concerns 

There has been increasing interest and effort in the availability of employment opportunities 
for persons with mental illness. Although many of Minnesota's employers are providing 
employment opportunities, many persons with mental illness face unemployment due to a 
reluctance by employers to hire them. This reluctance typically is ·the result of 
misperceptions about mental illness. Concerns expressed by employers frequently include 
the stigma associated with mental illness and the resulting concerns of workers and clients, 
reliability and attendance of workers with mental illness, and fear of saying or doing the 
wrong thing with a employee with mental illness. 

One of the ways to counteract stigma is to provide accurate information and educational 
materials that increase employers' awareness and understanding of mental illness. Another 
way is through effective job placement, matching job candidates with the right job and 
employer. 

The following addresses some of the common questions and concerns raised by 
employers, in regard to hiring persons with mental illness: 

Can I rely on persons who have been treated for mental illness to b~ good 
and reliabl~ workers? 

When placed in appropriate job situations, persons with mental illness are as effective in their 
wOJk as other workers. When there is additional support provided, either through a supported 
employment program, community support programs, or other kinds of vocational rehabilitation, 
employer/worla2' relationships are even more successful. 

Employers' experiences show mat workers with a mental disability are equal to other workers in 
tams of job pmfonnance. In some cases, these workers have demonstrated superior motivation, 
attendance, and punctuality. This may be because these workers show a great loyalty to persons 
and companies that assist them in leading a nonnal life. 

However, it is imponant that employers have realistic expectations. All situations are not 
succes.,ful. In some cases, u with all employees, the employee will demonstrate an ability to 
meet performance expectations or even to perfonn at above average levels. In othez cases, again a., 
with all employees, individuals with mental illness may not be ready or able to handle the job 
demands. In other words, people with a history of mental illnes.1 present the same risks as any 
other employee. Like other employees, they must ~ able to show qualifications for a particular 
job in onki' to be hired, and must be able to meet the expectations of the job in order to be retained 
The important thing is that persons who have a mental illnes.1 deserve, like all persons, the chance 
to succeed and the chance to fail in a job. When additional support is needed to maintain 
employment, it is essential that employen work with the employee and available suppon 
programs to enhance the possibility of successful employmenL 

What kind of i_obs are .people with m~ntal illness suited for? 

Like all job-seekers, an individual's potential depends on personal talents, experiences, and 
motivation. Many people who have recovered from mental illness have held positions of high 
regard and responsibility, such a., Abraham Lincoln, Vincent Van Gogh, and Virginia Wolff. An 

• employer who hires persons with mental illness provides them with the opportunity to achieve · 
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independence and full potential, and provides a benefit to society through the enhancement of 
individual creativity and productivity. 

Will people with mental illness negatively affect my productivity, turnover 
and health and disability insurance rates? 

As discussed above, the key to successful job placement and stability is a good match between the 
worker's talents and abilities and the job itself. A person with mental illness presents the same 
opportunity and risk for productive work as any other employee. 

But expectations should be realistic. Loss of time from the job by any worker can pose a 
problem. A person with mental illness may possibly relapse and require short-tenn treatmenL 
Flexibility in scheduling and work hours will help all work~ including workers with occasional 
personal needs. Flexibility at work helps improve morale for all workers, as they continue to 
meet the perfonnance and productivity expectations of their jobs. 

As far as increased insurance rates, insurance companies do not track disabled employees. It is the 
business of the employer to make employment decisions, not the business of the insurance 
company. Employers interested in containing their health care costs and insurance premiums in 
general can do so by having employee assistance programs, safety programs and policies, and 
health promotion activities to enhance the health of all employees. 

How will other workers feel about having persons with mental illness at the 
workplace? Will they be safe working with a person with mental illness? 

Lack of accurate infonnation fuels fears about person., with mental illnms and their ability to adapt 
into situations. Most employers and workers are swprised to learn tha1 they cannot distinguish 
persons with mental illness from other workers. Mental illness is quite prevalent in our society. 
One in four families is affected. 

Unfortunately, movies and television often portray persons with mental illness as violent and 
unpredictable. This promotes a negative and inaccurate stereotype of mental illness. · 

In reality, persons with mental illness are no more likely to commit criminal acts than persons 
without mental illness. In a snidy of people who had been treated for mental illness, only one 
tenth of one percent were arrested for violent crimes. In each of those few cases, all had a criminal 
record befcxe their treatment for mental illness. In other words, a person who has been treated for 
mental illness and does not have a previous criminal record is considered to be less likely to be 
arrested than the average citizen. In addition, because mental illness often makes people more 
passive, persons with mental illness are more likely to be victims, not perpetrators, of aggressive 
acts. 

Unpredictability is another myth of mental illness. Experts state that most relapses into acute 
episodes of mental illness develop gradually, not instantly or even unpredictably. Physicians, 
family and friends, superviscn, and.individuals themselves can help recognize some early 
warning sign., and assist in seeking care before symptoms progress. 

informalionfrom U.S. Dq,artmDll of H~h an.d HW11111& Suvices and tlv! Naiional Menial Heallh Association 



Ment~I Illness and Employment: 
A Research Review 

, Employers often express concerns regarding hiring persons with histories of mental illness: 
concerns regarding reliability, unpredictability, and the impact on co-workers and business 
clients are common. 

Numerous studies have explored mental illness and employment The following is a 
review of some of those studies: 

Performance of employees with mental illness 
Two studies of a majority of organizations that hired workers with mental 
disabilities found that few of them had a formal policy of hiring such workers, but 
that in most cases those employers rated the worker's performance as favorable. 
(Burden, 197 5) 

Research of the 2,745.employees with physical and mental disabilities at DuPont 
indicates that their job_perf ormance is equivalent to that of their non-impaired co­
workers in safety,job duties, and attendance. (DuPont Company, 1982) . 

A comparative study of employees with mental illness showed that such employees 
are indistinguishable from ·randomly selected employees in job performance, human 
relations, and overall rating. (Howard, 1975) 

A survey of 48 employers of persons with a history of mental illness revealed that 
most employers rated the employees as comparable to their other workers. Those 
who rated them as inferior workers cited difficulties with working alone, 
remembering job responsibilities, and problem solving. Those who rated them as 
superior workers noted eagerness, cooperativeness, thoroughness, reliability, 
conscientiousness, dependability, and openness to advice. (Margolin, 1961) 

Attitudes of employers about employees with mental illness 

When a group of 52 employers was asked to consider the possibility of hiring 
persons with a current or past mental illness, ·more than 75 percent responded 
positively. Their attitudes were further tested when a vocational counselor 
attempted placements of 33 prospective employees with these employers. Out of 59 
attempts with this pool of workers, nineteen employees were placed. Nine others 
landed jobs on their own. (Landy and Griffith, 1958) 

Employer's attitudes, toward status of workers with a history of mental illness or 
psychiatric hospitalization, were examined. Analysis of the data showed that job 
tenure is shorter among workers of employers with unfavorable attitudes, while job 
tenure is not affected when employers are unaware of having persons with mental 
illness in their employ. (Whatley, 1963) 

In an overview of employer reluctance to hire persons with histories of psychiatric 
problems, the most prominent reasons were fear arising from lack of knowledge 
and the unusual nature of psychiatric problems. (Hall, 1966) ·· 
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Strategies. for Successful Job Placement: 
How Employers, Counselors, and Employees 

Can Work Together 

What emplQyers can do to enhance work experiences for employees with mental illness 

Work closely with a vocational counselor, or community support program, to provide details 
about job expectations. This will help match an employee to the employer's needs. 

Be confident about working with disabled persons. Studies show that mentally ~led workers 
are typically indistinguishable from other employees, and in many cases demonsttate strengths 
ovez their co-workers in the areas of conscientiousness and dependability. 

Note that you cannot exclude categories of people from consideration for a job. For example, 
specifying a desire to recruit a physically disabled person is unethical. ~ identify a desire to 
access the job applicant pool from a vocational rehabilitation finn er community support program,· 
and they will provide you with information regarding all qualified candidates. 

Upon interviewing a prospective employee, remembez that information regarding mental health 
h.isttry is confidential infonnation and should be respected as such. 

Once an acceptable match is m• work with the program counseler to detennine an appropriate 
training schedule and transition to the job. H possible, assign an undentanding supervisor or 
sensitive co-w<Xkers to work with the employee, to aid in the success of the work experience. 

What vocational rehabilitation counselors, community syppon pmmros: and case 
manam;s can do to enhance their client's work experiences • · 

Know your clients and your employers well, including your client's skills and tolerances, your 
employers needs and values, the skills and tolerances of each particular job, and the consequences 
of poor placement in relation to the client, the employer, and the job. 

Prepare p-esentations regarding particular job candidares. Be clear and concise with employm. 
Avoid psychological jargon. 

Obtain detailed w<xt histories on all clients. Gathet as much detailed information as possible, 
including positive aspects of the wcxt experience fer both the employ« and the employee, as well 
as overall work asses.,menL 

Take the time to complete an asset and skill review for clients who have been out of work for a 
long time, in crder to identify the qualifications that the client can bring to a job. This 
infoonation will enable both-coW1SClor and client to best "sell" the client's skills to a 
prospective employa, ratha than relying on descriptive psychiatric symptoms. 

Build up the client's confidence, in order to improve their motivation and momentum in job 
seeking. This can be accomplished through job skills groups, peer support group1, or regular 
contacts and pep talks. 

Examine your own attitudes regarding the client's skills and abilities. Fears of client failure will 
sabotage counselor's ability to convince an employer to hire a client A belief that people can and 
do progress, and that everyone has some job skills, is critical to the counseling role. 

Be open-minded and do not simply screen out people for certain jobs !>eforc they have a chance to 
compete for that job. H someone has skills reasonably similar to the expectations of a job, refez 
him/her for an inrmriem The intenriew is a farm for the dint to set information and feedback. 
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Recognize that "stressful jobs" are in the "eye of the beholder." While an employer might indicate 
that a job is stressful, do not assume that it is not appropriate for someone with a mental illness. 

When sharing information about a client's disability with a prospective employer, stress the 
positive aspects of the person's past, with primary emphasis on current functioning. Describe 
clients in tenns of their qualifications fo~ the job, not in terms of their disabilities. 

Maintain communication with clients once they have been placed in a job. Recognize the reality 
of the client's losses (agency support, financial support, etc.) in addition to the more obvious gains 
(status, income, and independence). Therefore, it is important to plan for ongoing follow-up with 
the client, including brief meetings (off the client's work-time) or phone calls. 

What ernpl2yees can do to enhance their job search and work experiences 

Provide your vocational counselor or case manager with any information regarding your skills and 
your work history. Regardless if you have been out of the job market for a long time or have 
never had a job, you have skills and abilities that can contribute to many jobs. 

If you do not know your skills, actively participate in an asset and skill review provided by your 
counselor or case manager. This provides important information about your abilities. Focus on 
these abilities, rather than on fears and limitations, as you proceed with vocational planning. 

Job seeking can be frustrating for anyone. You put yourself on the line each time you go out to a 
job intezview, so take care of yourself and accept support. Look upon each job interview as a 
oppo:tunity to improve your interpersonal skills and to get infonnation and feedback. Focus on 
positive upects of your performance in the interview, even if you wae not accepted for a job. 

Don't rule out a job just because you do not fulfill all the expectations listed for a job. Focus on 
the qnaU6cations that you do have fm the job. Be open-minded and confident about your abilities. 

Participate in job skills groups, peer support groups, or other pep talks from counselors and peers. 
Your confidence in yourself will fuel your motivation and give you momentum in job seeking. 

Accept the fact that it may take you some time to prove to yourself that you are able to work. 
Take pride in your determination along the. way. 

Be honest in interviews and on job applications, when asked if you have ever been treated for a 
mental illness. You need not provide other information concerning your mental illness history. 

Once on the job, assume that your employer is interested in making your work experience a 
smooth and successful one. Set goals with your employer, and work to achieve those goals. 

Recognize that all your fellow workers may not be supportive. Many will become more 
understanding over time, especially when they see you taking pride in your yourself and your 
work. . 

Maintain communication with your counselor or case manager after you have been placed in a job. 
This is an important time for acknowledgement of your progress. 

Recognize that the excitement and challenge of a job is both a gain and a loss. While you benefit 
from improved status, income, and support, it is common to feel anxious as you give up agency 
support, financial support, and vocational support. Accept the nonnality of these feelings, but 
emphasize the gains of your new found job status. 

*adapted with permission.from" Job Placanenl Techniques for Counselors Working with Persons wilh Psychi.atric 
Disabililiu", by Joseph MarrOM 



Working Together: 
Examples of Successful Relationships between 

Employers and their Employees with Disabilities 

Despite the reluctance of some employers to hire people with mental illness, more and more 
employers are establishing successful working relationships with employees with mental 
disabilities. These employers are confirming what many enlightened employers have 
already known: that many workers with a history of mental illness have demonstrated 
superior 100tivation, attendance, and punctuality, often because of their loyalty to those 
who have offered them an opportunity to lead a normal life. The following are actual 
examples of some of the realistic and successful working relationships benefiting 
Minnesota employers today: 

A vocational program in the Twin Cities has received praise for their program for 
providing "consistently good workers" to area employers. Program representatives 
credit the openness of employers and the mutual preparation and communication 
between employer and employee, as well as the close follow-up and problem 
identification offered by the program. 

A suburban manufacturing company insists that all employees are called by their 
first name and not by a label that reflects their disability~ This philosophy is just 
one of the ways that they support all workers and have positively affected the self­
confidence and abilities of workers with special needs. 

A young women with a history of depression was balancing the stress of two, 
fairly low-paying, jobs. One job partially-paid for her ongoing counseling visits, 
but she needed a second job to supplement her income in order to help pay for the 
remaining portion of the fees. She was caught in a vicious cycle of needing the 
jobs to pay for her counseling and needing the counseling to help her manage· the 
stress of her jobs. Through assistance from a job placement specialist, she was 
able to land a full-time position which included a greater portion of benefits for 
counseling, and flexibility about time-off for the counseling appointments. Even 
better, her employer is extremely pleased with a new loyal and devoted worker. 

Positive attitudes from a retail company has meant a growing number of clerical and 
janitorial positions for a number of workers with mental illness. With strong job 
coaching from a job placement program and suppon from the employer, employees 
have proven to be particularly valuable to the company. 

A young woman with a bi-polar mental illne~s involving extreme mood swings 
holds a clerical position for a popular retail chain. Working for six different people 
created added stress, as she was overly concerned that people were displeased with 
her work. Through suppon of the supervisor, the woman was accompanied on 
breaks to help her make connections with others. In addition, she was encouraged 
to regularly meet with her supervisor to help allay her concerns regarding her work 
performance. The employer notes that her work has been of outstanding quality. 

A older man works full-time for a janitorial service that contracts with a large 
department store. In the past, he has become agitated and stressed when his work 
area becomes overcrowded or cluttered, His supervisor has arranged a system 
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whereby if the work area is too crowded with customers or merchandise to be 
cleaned, he is permitted to take a break or to change to a different, less cluttered 
area. After nearly three years with the company, the man boasts a nearly flawless 
attendance record. Although he is scheduled to retire soon, the company has asked 
him to stay on part-time because of the high quality of his work. 

A young woman with a mental illness has demonstrated some difficulties in 
working with males. Prior to her new position as a maid for a janitorial service, 
she is coached on the realities of w9rking with men. However, she is assigned to a 
female supervisor and linked up with afemale "buddy" to-take breaks with, which 
gives her the opportunity to develop social relationships at work. Also, in an 
instance involving her getting lost in the building because of the similarity between 
floors, her supervisor personally orients her to the building and some of the visual 
cues for recognizing differences on each floor. 

Instead of calling in a temporary service to assist with an important mass mailing, 
an advertising agency in the Twin Cities contacts a nearby day program for adults 
with mental illness. (The program offers ~ classes as a method for encouraging 
expression of feelings through art, crafts, and poetry.) Although it had been some 
time since one woman had worked, she accepted and handled the temporary 
assignment well. The ad agency received quality work and got their mailing out by 
deadline, while the individual was especially pleased with the opportunity to work 
and earn a little extra money. 

A women's clothing chain enjoys a very successful relationship with an enclave of 
12 workers from a Twin Cities transitional employment program. The enclave is 
responsible for ticketing nearly 95% of the store's inventory. According to the 
disnibution center manager, the employees are "conscientious, hard working, and 
concerned about the quality of their work. With their supervisors, the group is as 
productive as our other employees." 

A suburban manufacturing firm relies on a metro area transitional employment 
program for supplying needed workers with little advance notice. According to the 
plant manager, "the workers have proven to be reliable and steady group." 

Vail Place also shares the following examples of successful working relationships they 
have learned about, from across the country: 

From a fast food restaurant manager: "Absenteeism is much less of a problem. 
And motivation seems stronger. As an employer, I have the right to expect and 
demand performance, and in general, their perf onnance is outstanding. 

From a nursing home administrator: "There is definitely not rapid turnover among 
mentally ill workers, if anything, they stay longer than other workers and are more 
reliable. Our departments tend to compete for them because they're so productive." 

From another employer, "These guys stand toe to toe with anybody. In the 
beginning, they seem shy, just like anyone else who is new. But after a few days, 
they seem to join in the crowd. They are dependable, and they show a degree of 
loyalty. They are the kind of people we want working here." 

Than.la to RISE Inc., Vail Place, and tM 26th Street Project,for the success storiu dacribcd above. 



Returning To Work: 
Ideas for Employers Helping Employees 

Make the Transition Back to Work 

As an employer, you know that every employee sometimes experiences stress, anxiety, or 
even depression. Some employees are able to cope more easily than others. Some can 
manage stress on their own, with support from family, friends, or people at work. Others 
may benefit from a formal support services, such as a referral to the employee assistance 
program or other counseling in the community. 

But some employees may experience feelings so severe that traditional methods of coping 
are not adequate. Some may become incapacitated to the point that they are temporarily 
unable to work, possibly requiring hospitalization before they can return to work. 

You can play an important role in helping to make the transition back to work a smooth one 
for both the worker and the workplace. The fallowing are some tips for employers 
interested in helping their employees who, because of a mental health problem or mental 
illness, have been temporarily absent from work. 

Be sensitive 
Recognize that treatment of a mental illness is a process, just as treatment from 
a physical health problem or illness takes some time. 

Be patient . 
Provide the employee with an opportunity to "walk before running" on the job. 
This allows the employee a chance to acclimate to the work environment, and helps 
ensure a more complete recovery. Soon the employee will return to previous, even 
improved, levels of functioning over pre-illness work performance. 

Be positive, but realistic, in setting return to work goals 
Assume that the returning employee can return to his/her former position, but if the 
employee indicates that he/she is not yet ready to return to that position, work with 
the employee to find a somewhat less demanding task or modify the job to 
accommodate the employee. Then, establish some step-by-step goals for 
returning to the former position. This will help ensure a smoother transition. 

Be supportive 
If possible, assign an understanding supervisor to the employee. Encourage co­
workers to take a role in welcoming the employee back to work. Such support at 
work can help _eliminate feelings of isolation _on the part of the employee. 

Be respectful of privacy 
As the employer, you may be aware of the details regarding the employee's 
absence. This is confidential information and should be respected as such. If the 
employee elects to share an explanation for his absence, that may foster added 
support from a co-worker who experienced a similar situation in his/her own life or 
in the family. But it is up to the employee how much or how little information, if 
any, he/she wishes to make public. 
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Returning to Work: 
Ideas for Employees Making the Transition Back to Work 

Every employee sometimes experiences stress, anxiety, or even depression. Some 
employees are able to cope more easily than others. Some can manage stress on their own, 
with support from family, friends, or people at work. Others may benefit from a formal 
support services, such as counseling through the employee assistance program or other 
program in the community. 

But some employees may experience feelings so severe that traditional methods of coping 
are not adequate. Some may become incapacitated to the point that they are temporarily 
unable to work, possibly requiring hospitalization before they can return to work. 

If you have experienced a temporary leave of absenc~ due to a mental health problem or 
mental illness and are now looking at returning to work, you play an important role in 
helping to make the transition back to work a smooth one for both you and your employer. 
The following tips are for employees who, because of a mental health problem or mental 
illness, have been temporarily absentfrom work, and are now making the transition back to 
the workplace. 

Be patient 
Accept the fact that it may take you some time to prove to yourself, as well as your 
co-workers and your employer, that you can manage your job. 

Be realistic 
Upon returning to work, you may find that you cannot return immediately to your 
old position. Instead, you may need to take a different, less stressful, position for a 
short time period. This may occur for a variety of reasons: 

- You may decide that you are not ready to return to your old position. 
- Your employer may want to see how you handle the work situation in 

general, before you return to your former position. 
- Your position may have been filled in your absence. 

Be flexible and willing to accept a change in your position, even your job status, 
when you first return. Work with your employer to set realistic goals for a smooth 
transition back to your former position. Trust that your employer wants you to 
succeed, but you must learn to "walk before you run" on tI:ie job again. 

Be positive 
Believe that your employer and your co-workers want to.help. They are interested 
in making your transition back to work a smooth and successful one. 

Be aware 
Not all your fellow workers may be supportive. Some may be insensitive or 
unsympathetic. Give them time. Many will become more understanding over time, 
especially.when they sec you respecting yourself and taking pride in your ability to 
return to work. And remember that one in four families have experienced mental 
illness, so chances are that most people already know or will know someone close 
to them who has a mental illness. 

Understand Ineiltal illness 
EVERY:MIND MATTERS-~ 

. ·' - _,.._. .. -~ . ..:~·- •.• .. ~-~·.\.•,_.,,~.-.:.. - - . 



Be yourself 
There is no need to explain your illness in great detail to anyone. When necessary, 
explain, in general terms, that you were ill and simply indicate that you received 
help and now you are much better and able to work again. 

Your fellow employees will react to you, based on how you react to them. Be 
, yourself; not apologetic, not defensive, just yourself. 

Be proud 
Each day, you are taking another step in the process of overcoming a major illness. 
Take pride in your determination. Though you may feel frustrated that your illness 
may mean a temporary set back in your work career, your eventual success on the 
job, and proving to yourself and your employer that you are fully recovered is 
worth it! 

And if you are looking for a new job, be determined 
Looking for a new job, may be more difficult because of your mental illness. Be 
determined, however, because with effort you will find the right job and the right 
employer for you. 

Be honest in interviews and on job applications when asked if you have ever been 
treated for a mental illness. However, you do not need to provide other de~s or 
information concerning your mental illness history. 

When you are on a job interview, you are selling yourself. Therefore, emphasize 
your skills, qualifications, and achievements. Prospective employers are 
interested in the benefits to them and to their company if they hire you. 

Special thanks to consume John Wills/or generaling tM ideas M.St!d in this informlllion shat 



How to Maintain an Healthy Workplace 

Employers can play an important role in improving or maintaining workers' health. 
Employee health is not simply the concern of the employee. Worksites are greatly affected, 
both in productivity and bottom line terms, by unhealthy employees. 

Mental health costs are among the fastest rising in health care: it is estimated that mental 
health care costs the nation more than $200 billion in direct and indirect costs, and that 
American businesses are paying for an ever increasing portion of those costs. It is 
imperative that employers examine some solutions for managing mental health care costs. 
The following are examples of ways employers can take a pro-active approach: 

Provide employee assistance programs that enable employees to receive early 
intervention and referral in managing mental health problems . 

Train supervisors how to recognize problem behavior in work performance, and 
how to refer employees to employee assistance programs. 

Orient employees on how to use the employee assistance program and other 
employee support services. · 

Use a variety of communication channels, such as newsletters, posters, and 
pamphlets to ~ucate employees about maintaining 'mental health. 

Offer educational programs and events, for employees and their families, on mental 
health topics. 

Examine and alter stress-producing policies and styles in the workplace, particularly 
ones that perpetuate negative communication patterns and unrealistic performance 
expectations. · 

Allow for flexible work schedule policies, child care support programs, 
participative decision-making, and other programs and policies that help employees 
.manage stress and increase work satisfaction. 

Educate employees about disabilities, including mental illness, to increase employee 
awareness and sensitivity to individual differences in the workplace. 

Sponsor community projects that assist people with special needs in your area. 

Sponsor workers in transitional or supported employment programs, and hire 
qualified persons with disabilities, including persons with mental illness, for 
available jobs in your workplace. Work with the employee, setting clear and 
realistic job expectations. 

Help employees make a smooth transition back to work after a health-related leave. 

Offer insurance benefits that include coverage for mental health care. Enhance 
those benefits with good managed care programs that help ensure quality and 
approp.tiate care for mental health. 
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What To Do If You Are A Victim of 
Employment Discrimination 

What is Employment Discrimination? 

Employment Discrimination or unfair employment practice, occurs when an employer, 
employment agency, or labor organization denies employment to (whether not hiring, 
firing, or discriminating against) an individual on the basis of race, color, creed, religion, 
national ongin, sex, marital status, and status with regard to age, public assistance, or 
disability. 

Disability refers to any condition or characteristic that makes a person disabled A disabled 
person refers to anyone who has a physical or medical impairment which materially limits 
one or more ·major life activities, who has a record of such impairment, or who is regarded 
as having such an impairment. 

What is within the ri&hts of the employer? 

An employer can look for information which will determine whether a person can safely 
and efficiently perform the duties of the position for which he or she applies. This may · 
include requiring a physical examination, provided (1) thai an offer of employment has 
been made on the condition that the person meets the physical or mental requirements of the 
job, (2) that the physical examination only tests for essential job-related abilities, and (3) 
that the examination is required of all persons conditionally offered employment for the 
same position. 

An employer can also administer pre-employment tests, provided (1) that the tests measure 
only essential job-related abilities, (2) that the tests are required of all applicants for the 
same position, and (3) that the tests accurately measure the applicant's aptitude, 
achievement level, or whatever factors they purport to measure. 

An employer may also, with the employee's consent, obtain additional medical information 
for the purpose of establishing an employee health record 

What can you do if you believe you are victim of employment discrimination? 

The Department of Human Rights advises that any person who experiences 
discrimination as defined by the Human Rights Act may file a discrimination 
charge, by c~g: 

Minnesota Department of Human Rights 
500 Bremer Tower 
7th Place and Minnesota Street 
St. Paul, MN 55101 
612-296-5663 I Toll Free 1-800-652-9747 / 1TY 612-296-1283 
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Toe Department conducts an investigation into the charge to uncover 
evidence to support the allegation. 

If the findings support the charge, the department issues a determination of· 
probable cause, and becomes an advocate for the charging party. Action is 
then taken to stop the discriminatory act and to provide relief for the person 
who has suffered the discrimination. 

In an employment discrimination case, relief may include (1) the hiring, 
reinstatement or upgrading of a person, (2) the admission or restoration to 
membership in a labor organization, and (3) the admission to or 
participation in an apprenticeship training program, on-the-job training 
pIQgram, or other retraining program. Relief could also include 
(1) compensatory damages, (2) punitive damages, and (3) damages for 
mental pain and suffering. Violators of the law will be assessed a civil 
penalty payable to the State of Minnesota. 

Any person who files a charge of discrimination, testifies, assists, or 
participates in any way in an investigation, hearing, or any other proceeding 
conducted by the Minnesota Department of Human Rights, is protected by 
law against any reprisal by person, employer, labor organization, or 
employment agency. 

from tlu! Minnuota Department tf Hwnan Rights 



Mental Health Education Materials for Worksites 

· Understandi.ng Mental Illness 

Depression ... What you should know about it 
A pamphlef explaining depression, its causes, treatments, sources of help, 
and suggestions for dealing with a depressed person ( 1) 

Finding Help for Depression and Manic-Depression 
From the D/ ART program, information about types of treatment for 
depression and where to find help ( 1) 

About Manic Depressive Illness 
A pamphlet about the illness and its symptoms, causes, and treatments ( 1) 

Schizophrenia 
A pamphlet providing information on definitions, symptoms, and treatment 
(1) 

How to deal with Mental Problems 
A pamphlet discussing the differences between normal difficulties and 
emotional illnesses, with suggestions on how to offer understanding ( 1) 

Give Mental Health a Chance 
A brochure, produced by the Hennepin County Mental Health Association, 
describing mental illness and its incidence, and the problems of stigma (1) 

Mental Health Advocate 
A newsletter published six times per year, providing resources and 
information on mental illness and mental health issues (2) 

Mental Health Issues in the Workplace 

Job Rights of Persons who have Disabilities 
A reprint about job rights and what to do when dealing with employers (1) 

Stress in the Workplace 
A three-part series, on videotape, examining organizational stress (1) 

Working Parents 
A videotape featuring psychologists and parents (1) 

Mental Health Issues of the Working Woman 
An audiotape examining the stresses on working women in traditional and 
non-traditional roles, with special focus on prevention in the workplace (1) 
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Mental Health Materials for use in work.site wellness and employee assistance programs 

Developing Self-Esteem in your child 
Developing Self-Esteem in yourself 

Tips on improving your self-esteem and the self-esteem of your child (1) 

Mental Health is 1, 2, 3 
A pamphlet outlining the characteristics of people with gocxi mental health 
(1) ' . 

When Things Go Wrong 
Anyone can have emotional problems and what to do about them (1) 

Anger · - the mystery feeling 
Inf9rmation about anger and ten suggestions on ways to deal with it ( 1) 

How to deal with your tensions 
A brochure on ways to recognize tension that is turning into a crisis and 
how to deal with and seek guidance for those tensions ( 1) 

Managing Stress I Occupational Stress / Recognizing Stress 
These pamphlets provide information on stress management, particularly in 
relation to work ( 1) · 

A variety of additional materials about mental illness and employment are available 
from (he Minnesota Department of Human Services-Mental Health Division. For 
more information, call 612-296-2307. , 

l ..•. .A vai/abll! from tM Menial H eallh Association of Minnesota ( 612-331-6840) 
2 .... .Avai1abll!from tM Alliance/or tM Mentally lll/Minnuota (612-645-2948) 



Seeking Employment Services: 
About the Division of Rehabilitation Services 

The Division of Rehabilitation Services (DRS) provides vocational rehabilitation services 
· aimed at increasing employment opportunities and promoting greater independence for 

people with physical or mental disabilities. DRS provides counseling, evaluation, 
training, and placement services to eligible individuals, as well as direct service programs 
involving worker's compensation and independent living. 

DRS uses three basic criteria to determine if a person is eligible to receive vocational 
rehabilitation services: 

1) The individual must have a documented mental or physical disability 
2) The disability must create or result in a substantial handicap to employment 
3) Vocational rehabilitation services could help the individual become employed 

Vocational rehabilitation services are provided by rehabilitation counselors located in 48 
offices throughout the state. DRS has designated a number of staff with mental health 
experience as members of mental health teams. Contact your local DRS office ( check 
phone book under blue government listing pages, under Jobs and Training) or call the 
closest administrative area office (listed below) for more infonnation regarding eligibility 
and services in your area. 

Area Administrative Offices 

Metro Area:_ East Metro West Metro 
Yankee Square Office Building 
Suite #3 

Suite 20, <:;entury Plaza 
1111 3rd Ave. South 
Minneapolis, MN 55404 
612-341-7100 (Voice/IDD) 

Eagan,MN 55122 
612-296-9362 (Voice/IDD) 

Southern-Minnesota Area: Colonial Square Business Center 
1650 Madison Ave. 
Mankato, MN 56001 
507-389-6511 (Voice/IDD) 

Central Minnesota Area: 54 - 28th Ave. Nonh 
St Cloud, MN 56301 
612-255-2224 (V oice/IDD) 

Northern Minnesota Area: 401-llth Street SE 

State Administrative Office 

Grand Rapids, MN 557 44 
218-327-4485' 

390 Robert Street 
5th Floor 
St. Paul, MN 55101 
612-296-5616 (Voice/IDD) 

General Information 

/nf onnalion obtaiMd from Miwauota Dq,artmenl of Jobs and Training, Division of Rehabililalion Services 
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Mental Illness and Community Responsiveness 
This section provides information regarding mental illness and ways to understand 
mental illness as a community issue, including tips for increased community 
responsiveness. The target audiences for this section include businesses, churches 
leaders and members, teachers, principals, librarians, police, social and public 
health services, physicians, health care organizations, community officials, 
families, consumers, and other groups and organizations. Materials in this section 
include: 

Understanding Mental Illness: A Community Approach 
The key issues, important to understanding mental illness 

Facts about Child and Adolescent Mental Health 
Child and adolescent emotional disturbances and the services 
available for their care 

Understanding Mental Illness: Signs and Symptoms 
A summary of the different types of mental illness 

Understanding Child and Adolescent Emotional Disturbance 
A summary of the different types of child and adolescent emotional 
disturbances 

What Health Care Organizations Can Do 
Ways that health care organizations can promote health and respond 
to mental health needs 

What Business Organizations Can Do 
Ways that businesses can promote employee health and encourage 
greater employee understanding and responsiveness to people with 
mental illness 

What Churches, Synagogues, and Service Groups Can Do 
Ways that churches can respond most effectively to people with 
mental illness. 

What Schools, Colleges, and Education Programs Can Do 
Ways that schools can promote information about mental health and 
can respond more effectively to students' mental health needs 

What Community Organizations Can Do 
Ways that other community organizations, like law enforcement, 
social and public health services, libraries, etc. can contribute to and 
benefit from public education on mental illness 

What Families Can Do 
Ways that families can promote mental health and address family 
mental health needs 

Ways to Get Legislators and Community Officials Involved 
Tips for educating community officials and addressing legislative 
issues . 

Tips for Consumers Helping Consumers 
Tips for consumers living in the community 

Seeking Help: Where to Go and What to Do 
General guidelines and first steps to take in seeking mental health 
assistance 

Mental Health Education Materials for Community Education 
General mental health materials, including pamphlets, videos, and 
curricula 
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Understanding Mental Illness: 
A Community Approach 

Mental illness is prevalent. 
One in five persons are affected in some way by mental illness. They may be directly affected 
through a personal experience with a mental illness. They may be indirectly but significantly 
affected, helping a family member or close friend cope with a mental illness. There are people 
throughout our communities, whose lives are challenged by mental -illness. 

Mental illness is diverse. 
There are a variety of kinds, and a variety of degrees, of mental illness. The most common types 
of mental illness include depression, manic depression, schizophrenia, and anxiety disorders. 

Mental illness can affect anyone. 
Mental illness can affect children, adolescents, adults, and elderly people. 

Mental illness can be devastating to individuals and families. 
The effects of mental illness can be worse than the effects of other illnesses. A Rand Corporation 
Study showed that depressed persons had significantly more social difficulties than all other chronic 
disease groups. And untreated mental illness is a powerful risk factor for suicide. 

Persons with mental illness are people first. 
People with mental illness are people with capabilities and talents. It is important to focus 
attention and compassion on people, not on their symptoms. 

Mental illness is an illness. Mental illness is not a choice. 
Mental illness is not a personal weakness. It is an illness, just as diabetes is an illness, with 
different degrees of chronicity, symptoms, and effectiveness of treatment. People with mental 
illness are experiencing something over which they have no control; in most instances an illness 
caused by a biochemical disturbance in the brain or another physiological basis. And just as with 
other illnesses, people with mental illness deserve understanding and compassion. 

With proper treatment, many. people manage their mental illness. 
Help is available for successfully treating people with mental illnesses. However, not all people 
with mental illness do recover, as is true with all types of illness. It is unfonunate that many 
people do not receive the treatment they need, due to lack of affordable services, lack of 
understanding, or the stigma associated with mental illness. 

Mental illness is a community · issue. 
Mental illness indirectly impacts nearly every part of the community. Mental illness is an issue 
in our neighborhoods, where housing and commuruty-based treatment are greatly needed. It is an 
issue in our workplaces, where co-workers are coping with the mental illness of a loved one or 
making a transition back to work after their own challenges with mental illness. It is an issue in 
our schools an~. churches, where persons with special needs are in need of help and compassion. 

In 1987, the Minnesota Legislature passed the Minnesota Comprehensive Mental Health Act, 
outlining mental health services that must be available to all adults with severe and persistent 
mental illness, and all children with emotional disturbances, in every Minnesota county. 

We must work together· for greater understanding of mental illness. 
In order to deal with mental illness as a community, we must educate ourselves about mental 
illnes~ and accept persons with it as community members. As a community, we cannot close our 
doors, our minds, or our hearts, to those whose lives are affected by mental illness. 

"Understand Mental Illness. Every Mind Matters." 

Understand· m.ental illness 
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Facts about Child and Adolescent Mental Health 

Children and Adolescents in Ne_ed 

The exact number of American children with an emotional disability is not !mown. 

A 1981 conservative ·estimate, developed by Gould et al based on reviews 
of many studies, reveals that 1 child in 8 ( 11.8%) has an emotional problem 
limiting capacity to function, 1 child in 20 (5%) has a "severe emotional 
disturbance," and an additional 15-20% of all children are from groups 
which are at higher risk of developing a mental health problem. (1) 

A more recent 1989 study by Brandenberg et al suggests that the number of 
children with an emotional disability is likely to be higher, and that possibly 
14-20% of all children have an emotional disturbance. (1) 

In addition, the National Institute of Medicine reported that 20% of children 
from low income, inner-city areas may be experiencing an emotional 
disturbance. (1) 

Estimates of children's mental health in Minnesota reveal the following: 

According to the Wilder Foundation, 9% of middle-high income preschool 
children and 14% of low-income preschoolers have received professional 
help for a emotional, behavioral, or mental problem. In school age 
children, 32% of low-income parents and 19% of middle-high income 
parents felt that their children needed mental health services, though only 
18% and 10% respectively actually sought professional help for their 
children. The study also found relatively low rates of help-seeking b.ehavior 
among racial/ethnic minorities, with only 2% of low income minority 
children receiving professional help in the prior year. (1) 

The Minnesota Department of Education's survey of 90,000 children in 
grades 6, 9, and 12, revealed that 1 student in every nine surveyed reported 
a suicide attempt, and 14% had had professional treatment for an emotional 
or behavioral problem. The survey also noted that high levels of stress can 
be a risk factor for the development of mental health problems and that large 
numbers of students identified that they were exposed to high levels of 
stress in recent months. ( 1) 

Approximately 40% of yoqth in chemical dependency programs have been found to 
have symptoms of depression. (2) · 

Suicide is the second leading cause of death among Minnesota teens. Nationwide, 
suicide is the third leading cause of death among teens. ( 4) 

In a University of Minnesota Adolescent HeJ.lth Survey study of 2,200 young 
people in southwestern Minnesota, 58 percent indicated that they know someone in 
their school who has thought of suicide. Minnesota teenRgers between 15-19 years 
old continue to commit suicide in a dramatically increasing numbers. (4) 
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Five percent of all teens in the Adolescent Health Survey said that they worry about 
"losing their mind" very much, and 7 percent felt they have little or no control over 
their behaviors, thoughts, and feelings. (4) 

. Understanding Child and Adolescent Mental Health Problems 

An emotional, behavioral, or mental disorder involves a psychological pattern that 
significantly impairs daily functioning. To be clinically diagnosed as having a 
particular mental disorder, a person must exhibit symptoms that occur over time; in 
children, usually six months or more. (2) 

Mental disorders are not the same as mental retardation. People with mental 
retardation have a diminished intellectual capacity usually present since birth. 
Children with mental disorders are usually of normal intelligence, although they 
have difficulty performing at a normal age-level, due to their illness. (5) 

A wide range of therapeutic, educational, and social services are essential to address 
the needs of most of these children and their families. Unfortunately, in most 
communities, comprehensive services are not available. ( 6) 

Availability of and Access to Child and Adolescent Mental Health Services 

Tirroughout the state, waiting lists for mental health services for children are 
uniformly longer than for adults. (3) 

Few mental health professionals are specifically trained in the developmental 
differences and needs of children and adolescents. (3) 

It is often difficult to secure intensive treatment in residential or inpatient settings 
for children because neither county nor private insurers want to pay. (3) 

The division of responsibility between the schools, medical system, counties, and 
corrections often lead to fragmentation of services and denial of responsibility. 
There is typically a lack of case management or community support services for 
emotionally disturbed children, especially for those not in the welfare system. (3) 

Children with untreated mental health problems will achieve less than they could 
school, will be less employable, and will have serious problems as parents. (2) 

Common barriers to parents seeking or obtaining help for their children include lack 
of knowledge about where to get services, the high cost of services, lack of 
understanding about their child's problems, difficulty in admitting that their child 
needs help, and concern that they or ~eir children will be stigmatized. (2) 

1 from "Children and YouJh al Risk of Emotional Disturbance, "Minnesota Department of Human Services-
Mental Health Division, 1989 

2 from the Children's Mental Health /n.itialive Fact Sheets, 1988 
3 from the League of Women Voters Fact Sheets, 1988 
4 from the Adolescent Health Survey, University of Minnesota. 1987 
5 from information from Anoka County Mental Health C onsorlium and National Alliance for the Mentally Ill 
6 from The Federalion of Families for Children's Mental Health 



Understanding Mental Illness in Adults: 
Signs and Symptoms 

Adults in Need 

Mental illness can affect persons of any age, race, or nationality. Millions of people are affected. 

One in seven adults suffers from a diagnosable mental disorder in need of help from a mental health 
professional. One in fourteen adults suffers from a serious mental illness. 

One in four families is affected by mental illness, making it more widespread than cancer, lung 
disease, and heart disease combined. 

Nearly 25 percent of older Americans have significant mental health problems. 

Understanding Mental Illness 

Mental Illness is a term used to describe a variety of disorders causing disturbances in thinking, 
feeling, and relating. These disorders may result in a diminished capacity for coping with life. 

Mental illness is not the same as mental retardation. People with mental retardation have a 
diminished intellectual capacity usually present since birth. People with mental illness are usually 
of normal intelligence, although they may have difficulty performing some tasks at a normal level, 
due to disabilities created by their illness. 

Sjgns and Symptoms of Mental Illness 

Just as there are different types of physical illness, there are many different types of mental illness. 

In our lifetimes, we all experience changes in well-being, both physically and mentally, due to 
personal crises, life changes, and biochemical changes. 

Mental illnesses are each described by a particular set of symptoms, assessed and identified by 
psychiatrists and psychologists. People may have different diagnoses over time. It is important 
that people not be labeled by their diagnosis or symptoms. Understanding some of the symptoms 
of mental illness should prompt us to care for (not label) the person with mental illness. 

Major symptoms of mental illness may include: · 
- drastic changes in behavior and emotions 
- withdrawal, confusion, or isolative behavior 
- inability to function or communicate 
- loss of interest in self-care, surroundings, activities 
- self-destructive behavior, including alcohol or drug abuse or self-abuse 
- socially disruptiv~ behavior 

Signs and Symptoms of Specific Mental Illnesses 

Each mental illness has its own set of symptoms. Not all persons with a particular mental illness 
will exhibit the same symptoms or behaviors. 

Schizophrenia 
Schizophrenia is one of the most serious and disabling of the mental illnesses. It affects 
approximately one percent of the adult population. Its onset is typically in the teens or twenties. 
Schizophrenia is caused by a biochemical disturbance in the brain. 

. 
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Symptoms of Schizophrenia may include: 
- disconnected and confusing language 
- poor reasoning, memory, and judgement 
- disturbances in eating and sleeping 
- hallucinations: hearing or seeing things that do not exist in reality 
- delusions: persistent false beliefs about something 
- tendency to withdraw or isolate 
- high levels of anxiety 

Affective Disorders and Depression 
Affective disorders are one of_ the most common of mental illness. Approximately six percent of 
the population suffer from affective disorders. 

The primary disturbance in these disorders is that of mood. These mood disorders may include 
manic depression, in which the person swings between extreme euphoric to extreme depressed 
moods, or depression, where the person experiences severe and persistent de~ mood. 

Symptoms of Manic Depression may include: 
- boundless energy and hyperactivity 
- grandiose ideas and poor judgement 
- rapid, loud, and disorganized speech 
- argumentativeness and impulsive behavior 
- decreased need for sleep 
- rapid switch-to severe depression 

Symptoms of Depression may include: 
- loss of interest in daily activities 
- loss of appetite and difficulty in sleeping 
- feelings of worthlessness, hopelessn~, and guilt 
- inability to concentrate 
- suicidal thoughts and even actions 

Anxiety Disorders 
Anxiety disorders are quite common and affect almost 10% of the adult population. 

Nonnal anxiety is adaptive: it helps people to survive and be productive. Too much anxiety, 
however, can become disabling. In an effort to control the anxiety, people with anxiety disorders 
will try to avoid the situations that cause them to be anxious. Examples of anxiety disorders 
include panic disorders and phobias. 

Symptoms of Panic Disorders may include: 
- panic attacks of a few minutes or a few hours duration 
- shortness of breath, faster heart beat, and/or dizziness 
- trembling, shaking, and/or sweating 
- feeling flushed or chilled 
- avoidance of specific or all situations that the individual associates with anxiety 

Symptoms of Phobias may include: 
- Simple Phobias involve fear of a specific situation or thing. Usually people 

with simple phobias know that their fears are excessive but are 
unable to overcome them. 

- Social Phobias involve fear of being closely observed or of acting in a way that 
will be humiliating. Usually people deal with the phobic situation by 
avoiding it or enduring it, but with much anxiety. 

- Agoraphobia is a severely disabling condition that may prevent people from 
leaving their homes. It may begin with a panic attack following a 
seriously stressful situation and develop into a continual state of 
anxiety where the individual avoids all situations. 

ado.ptf:dfrom information prepared by the Anoka ColUlly Menial Health Consortium, the Na1ionaJ Alliance of the 
Mentally Ill, and the Dakota Cou.nly Menial Health Resourct!S manual 



Understanding Child and Adolescent Emotional Disturbances: 
Signs and Symptoms 

Risk Factors Emotional Disturbance in Children and Adolescents 

Emotional, behavioral, and mental disorders cut across all income, educational, 
ethnic, and religious groups, and across all types of family structures. 

The causes of these problems not entirely understood. Current research suggests 
that biological, social, psychological, and environmental factors all play a part. (3) 

There are a number of organic and environmental factors which research suggests 
have a strong relationship to the development of serious emotional and behavioral 
disturbance in children. These are NOT causal factors. (1) 

Risk factors associated with the child include major physical illness, low 
birth weight, premature birth, difficult temperament, and children 
who have experienced physical or sexual abuse or neglect. 

Risk factors associated with the family include insecure attachment, teenage 
parenthood,' and parental mental illness. 

Risk factors associated with the environment include homelessness, lack of 
social support and isolation, poverty and foster care placement 

Types of Emotional Disturbance in Children and Adolescents 

Some of the most common childhood psychiatric disorders arc: (2) 
Depres$ion, which affects between 5-10% of youth . 
Disruptive behavior disorders, which occur in 2% of girls and 9% of boys 
Autism, which occurs in 4-5 of every 10,000 children, mostly in boys 
Attention-deficit/Hyperactivity, which affects 3-5% of school age children 

and occurs more frequently in boys · 
Eating Disorders, including anorexia which affects 1 % of high school girls 

and bulemia which affects 5-10% of that age group 

These problems may take on many forms. Some children may be self-abusive or 
aggressive toward others. Others may be withdrawn, fearful, or depressed. Those 
with the most serious disorders may be out of touch with reality. (3) 

Seeking Mental Health Care for Children and Adolescents 

If a child exhibits any of the following problems, it is likely that that child should be 
referred for mental health treatment: ( 1) 

- Problem limits child from doing things like other children of the same age 
- Problem occurs more frequently and seriously than in others of same age 
- Problem is ongoing 
- Problem occurs in multiple settings 
- Problem has not improved, despite efforts by parents or teachers 
- Problem causes child high degree of personal suffering 

Understand mental illness 
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The following list provides more specific descriptions of behavior, by age level, 
that may indicate need for professional evaluation or treatment: ( 1) 

Infants: Does not respond to external sensory stimuli 
Over-responds to external sensory stimuli 
Does not show pleasure when approached or cuddled 
Does not begin using simple sounds to get needs met 
Failure to thrive, shown by weight loss or inadequate gain 
Failure to acquire other normal developmental milestones 

Toddlers: Developmental delays in language,. motor, or cognitive areas 
Self-stimulating or self-banning behaviors 
Does not show appropriate pleasure, sadness, fear, anger 
lndiff erent to caregivers 
Frequently hit, kick, or bite others with intent to harm 
Overly active without restraint, and very short attention span 

Preschoolers: Poor attention span for age level 
Self-stimulation 
Depression, sadness, boredom, or lack of interest 
Low self-esteem and low confidence 
Unusually anxious or fearful 
Frequently plays out negative experiences 
Excessive dependency on parents 
No interest in parents or other children 
Does not get involved in group activities 
Extreme aggressiveness 
Removed from child care setting because of their behavior 

Primary School Children: 
Disinterested in activities 
Bizarre behavior, such as hearing voices or other delusions 
School refusal or frequent physical complaints 
Have experienced trauma and either repeat the event in play 

. or are detached, avoiding talking about the trauma 
Delays or changes in school performance 
Difficulty completing tasks in school 
Dominate, manipulate, or control others 
Unusually fearful of new situations 
Excessively immature behavior 
Unpredictable, unaware of consequences of their actions 
Poor peer relationships 

Junior High and High School Adolescents: 
Loss of interest in activities 
Bizarre behavior, such as hearing voices or other delusions 
Difficulty concentrating 
Talk of suicide 
Unusually fearful 
Obsessive concern with body shape or weight 
Extreme elation, with excessive talking, laughing, spending 
Have experienced trauma and either repeat the event in play 

or are detached, avoidant of talking about the trauma 
Aggressive, destructive 
Break rules, such as truancy, chemical use, or running away 

1 from "Children and You.JI& a1 Ris/c of Emotion.al Disturbance, "Minnesota DHS-Mental Health Division 
2 from the Children's Mental Heall/& Jnitia1ive Fact Sheets, 1988 
3 from The Federa1ion of Familwfor Children's Mental Heallh 



Community Responsiveness to Mental Illness: 
What Physicians and Health Care Organizations Can Do 

The physician is a recognized community leader in the area of health care and therefore 
often the first professional sought for assistance in dealing with mental health concerns or 
crises. Therefore, internal medicine, family practice, pediatric or other primary care 
doctors play an important role in the prevention, identification, early intervention, and 
referral of persons with mental health problems. 

In addition, hospitals, clinics, and other health care organizations are important sites for the 
promotion of mental health and the provision of information about mental illness. The 
following are some of the ways that primary care physicians and health care organizations 
can open the door to health and to help for persons and families experiencing mental health 
crises or mental illness: 

Ways to promote mental health and mental illness awareness in your practice or institutio~ 

Utilize your waiting area with information on maintaining good health and on 
accessing support services. Off er magazines, books, and articles health and 
mental health topics, as well as pamphlets, posters, and other available materials. 
Display your local emergency services phone number for mental health crisis in 
your waiting area 

Provide or post information about mental illness for Mental Health Month in May or 
Mental Illness Awareness Week in October. Include information about mental 
illness or aboU:t support groups in a hospital or clinic newsletter. 

Include questions regarding emotional and behavioral functioning in initial health 
assessments and health histories. 

Promote information regarding stress management classes, parenting support 
groups, and other kinds of self-help groups and programs to meet mental health 
needs. 

When treating any medical problem, recognize the linkages between the patient's 
body and mind, including the psychological impact of many physical illnesses or 
diseases. 

Encourage medical schools in your state to expand training and educational 
activities in psychiatric disorders, with the goal of increasing knowledge and skills 
of medical students and residents in ,mental h~_alth-oriented areas. . 

Explore your own attitudes regarding mental health and mental illness and how 
those attitudes are reflected in your practice. 

Provide information about careers in the mental health field for high school and 
college career programs. 

Become aware of how different cultures, such as Southeast Asian or Native 
American cultures, view and are affected by mental illness. 

Understand· Inental illness 
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Identification, early intervention, and referral of patients with mental health~needs 

Respond to patient's and parent's mental health concerns, by being an empathetic 
and non-judgmental listener. 

Through patient health assessments, further explore patient or family concerns 
related to emotional, behavioral, psychological, or social functioning. If warranted, 
refer patients for further assessments or services by appropriate mental health 
professionals or to specialists for ongoing care. 

Follow-up with the referred patient to determine assessment results and patient 
follow-through for further services. As a health professional, you are in an 
important educational and advocacy role in helping to assure that the individual or 
family obtains the services they need. 

Become aware of community support services or refer patients to social service 
agencies who can help them identify needed services. 

Provide hospital- or clinic-based crisis and needs assessment services to help in the 
identification, early intervention, and referral of persons in need. 

Read Minnesota's Comprehensive Mental Health Act. Work with your local county 
social service agency to ref er and coordinate the care of persons with mental illness. 
Learn about Minnesota's mandated mental health services and work with case 
managers and other mental health providers in client care. 



Community Responsiveness to Mental Illness: 
What Employers and Business Organizations Can Do 

Worksites are greatly impacted, both in productivity and bottom line terms, by unhealthy 
employees. Mental health costs are among the fastest rising in health care and American 
businesses are paying for an ever-increasing portion of those costs. One of the ways that 
employers can recognize the wide-spread impact of mental health problems and mental 
illness in the community, and manage health care costs, is through health awareness and 
educational activities at the worksite. 

Employers can play an important role in improving or maintaining worker's health, and in 
educating employees about health-related issues. Employers can promote information 
about personal mental health, be responsive to employees' mental health needs, and 
encourage awareness and understanding of mental illness at the worksite and in the 
community. 

The following are some examples of ways that employers and their business organizations 
can be responsive to mental illness in the community: 

Promoting information about personal mental health 

Use a variety of communication channels, such as newsletters, posters, and 
pamphlets to educate employees about maintaining mental health. 

Offer educational programs and events for employees and their families on mental 
health topics. 

Examine and alter stress-producing policies and styles in the workplace, particularly 
ones that perpetuate negative communication patterns and unrealistic perf onnance 
expectations. 

Allow for flexible work schedule policies, child care support programs, 
participative decision-making, and other programs and policies that help employees 
manage stress and increase work satisfaction. 

Becoming responsive to employees' mental health needs 

Provide employee assistance programs that enable employees to receive early 
intervention and referral in managing mental health problems. 

Train supervisors how to recognize problem behavior in work performance, and 
how to refer employees to employee assistance programs. 

Orient employees on how to use the employee assistance program and other 
employee support services. 

Help employees make a smooth transition back to work after a health-related leave. 

Understand n1entaJ. illness 
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Offer insurance benefits that include coverage for mental health care. Enhance 
those benefits with good managed care programs, that help ensure quality and 
appropriate care for mental health. 

Encoura~i understandin~ of mental iIIness at the worksite and in the community 

Educate employees about disabilities, including mental illness, to increase employee 
awareness and sensitivity to individual differences in the workplace. 

Sponsor community projects that assist people with special needs in your area. 

Sponsor workers in transitional or supported employment programs, and hire 
qualified disabled persons, including persons with mental illness, for available jobs 
in the workplace. 

Sponsor school cwriculum that promotes mental health for children, and 
community programs that provide mental health services for young people. 

Provide infonnation about careers in the mental health field for high school and 
college career programs and other business/education partnerships. 

Incotporate mental health information into professional development programs for 
professional organizations. Hold discussions on movies or books that deal with 
mental illness in sensitive or in stigmatizing ways. Or invite a speaker from a 
mental health center to discuss depression, stress management, or other mental 
health topics. - . , 

Provide presentations on employee mental health and employee assistance issues, 
at breakfast meetings and seminars sponsored through chambers of commerce and 
professional organizations. Include information on mental health and mental illness 
as a topic in conferences for human resource professionals or employee health 
benefits workers. 



Community Responsiveness to Mental Illness: 
What Churches and Service Organizations Can Do 

In every community, every neighborhood, every church in that neighborhood and every 
service organiz.ation in the community, you can find people whose lives have been touched 
by mental illness. Some may have a colleague who has experienced a personal crisis 
resulting in the need for mental health counseling. Others may have a friend who suffers 
from bouts of anxiety. And some may cope daily with the serious and persistent mental 
illness of a family member. · 

Regardless of the type or severity, mental illness is prevalent. And people whose lives are 
touched personally, directly or indirectly, by mental illness need support and 
understanding, as they are particularly prone to isolation and the effects of misperceptions. 

Churches, synagogues, and other places of gathering are a natural place for education, 
outreach, caring, and non-judgmental support. The fallowing is a list of ideas for 
chw-ches, synagogues, and other service organizations in the community, to help improve 
community awareness and understanding for people and families affected by mental illness. 

Ideas for members and parishioners 

Reach out to families who are coping with the serious and persistent mental illness 
of a family member or an emotionally disturbed child. Offer your support and 
understanding. 

Respond to mental illness in the same ways you respond to physical illness of a 
parishioner. This may include hospital visits, cards, prayers, and well-wishes. 

Recognize instances of stigma in your church or community. Report any abuses 
you see of people with mental illness, and speak out when you see persons 
forgotten or underserved, when you see parents being blamed for their child's 
emotional disturbance, or when you hear the media misinform the public. 

Do more than be nice. Be a friend to a parishioner who is isolated by a mental 
illness. Invite him or her to church functions or lunch after church services. 

' . 

Examine your own attitudes about mental illness. Mental illness is not a personal 
weakness or the result of sinful behavior, but a biochemical condition affecting the 
brain. A void labeling people by their illness. Recognize them as people first. 

. . . 

Volunteer to assist people with mental illness. Provide driving, friendly visiting, 
needed clothing and personal items, or just a helping and supportive hand. 

Include in your personal thoughts, hope for the future for people with mental illness 
and their families, and for greater understanding for members of the community. 

Read Minnesota's Comprehensive Adult ana Children's Mental Health Acts. Learn 
about mental health services that each county is mandated to provide. 
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Ideas for pastors, ministers, rabbis, and other religious leaders 

Reach out, through pastoral care, to families who are coping with the serious and 
persistent mental illness of a family member. 

Learn more about how the mental health system works in your community or state. 
Identify community resources in the area for more information and referral. 

Respond to mental illness in the same ways you respond to physical illness of a 
parishioner. This may include hospital visits, cards, prayers, and well-wishes. 

In sermons, speak about the reality of differences between the various church or 
temple members. Acknowledge that the church is there for all different types of 
families, educational and income levels, and disability groups. 

Participate in special community programs, such as "Mental Illness Awareness 
Sundays", programs for pastors held by local hospitals and mental health centers. 

Examine your own feelings and attitudes regarding mental illness. 

Ideas for church groups and service organizations 

Offer factual information about mental illness, denouncing the many myths and 
misperceptions of mental illness. Encourage members to educate themselves on 
what mental illness is and what it is not 

Reach out, through support groups and programs, to families who are coping with 
the serious and persistent mental illness of a family member. 

Donate building space for a community mental health program or activity. 

Sponsor a program to benefit people with mental illness or those who are homeless. 

Sponsor a program about a community mental health topic. Invite a speaker from 
the Mental Health Association, Alliance for the Mentally m, the County Mental 
Health Advisory Council, or the local community mental health center to speak. 
Invite parishioners or the general public to attend. 

Provide or post information about mental illness. Include information about mental 
illness or about support groups in a newsletter. 

Examine policies and programs that encourage participation by church members 
who are disabled, including people disabled by mental illness. 

Hold cooperative mental illness awareness programs with other churches and 
synagogues in your community. Focus on the topic of mental illness in sermons, 
presentations by affected families or recovering persons, educational or support 
programs, fund.raisers, or commemorations for people who had a mental illness. 

Support efforts at the community or government level to raise awareness, provide 
research funding, or promote legislation concerning people with mental illness. 

Some of tM idt!a.s listed Canu! from tM Nazional Alliance for t~ .Wen1ally Ill, tM Alliance for tM Menially lll­
Minnesota, and Revuend Arthur Dau of tM St. Louis County Menial Health Advisory COIUICil. 



Community Responsiveness to Mental Illness: 
What Schools, Colleges, and Community Education Can Do 

Schools are institutions of learning. Whether addressing young children, college students, 
or adult learners, schools provide opportunities for increasing knowledge and expanding 
experience. 

One of the opportunities and responsibilities that rests with schools is the promotion of 
accurate information about mental health, as well as specialized services for people who are 
affected by mental health problems. These problems exist in every community and in every 
school. 

Students young and old have something to learn and experience regarding the value of their 
own mental well-being and the prevalence of mental illness in their community. Schools 
can make information about mental health and mental illness available through educational 
cmriculum, self-improvement classes, or information/referral or counseling services. The 
list below includes just a few of the ways that school, colleges, and community education 
programs can be responsive to mental illness in their communities: 

Pro-active 8J1proaches for promorin~ mental health and mental illness information 

Begin promoting information, in early grades, abQut mental health and well-being, 
in the same way that information is provided regarding physical health. 

Include self-esteem and relationship enhancement activities as a part of other units 
in elementary and secondary cmriculum. Emphasize the importance of acceptance 
of self, expression of feelings, and connections with others, as these critical 
elements of mental health and well-being are major skills needed throughout life. 

Provide mental illness information in high school or college psychology or 
sociology classes, including information about stigma and exploration of attitudes 
about persons with mental illness. 

Provide or post information about mental illness for Mental Health Month in May or 
Mental Illness Awareness Week in October. Include information about mental 
illness or about support groups in a school newsletter. 

Offer self-improvement classes, such as stress management and communication, 
through community education or extension to promote mental wellness and 
awareness of personal and community mental health issues. 

As pan of cmriculum on mental illness, give high school or college students an 
assignment to identify examples of negative stereotypes of mental illness. Discuss 
common attitudes about mental illness by the public, how people with mental illness 
are not fully accepted in the community, or how the news and entertainment media 
often promote misinformation about mental illness. Encourage students to speak 
out when they see examples of stigma, misinformation, or discrimination. 

Publish the emergency services number for mental health crises in school 
directories. 

Understand niental illness 
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School-based methods for problem identification and mental health intervention 

Stay informed about normal child development so you can recognize symptoms that 
are out of the norm. Be aware of mental health disorders and mental illnesses that 
may affect child or adult students. Learn about community resources that serve 
children, adults, and families affecting by mental illness . 

Determine the extent and type of students at risk for mental health-related problems, 
such as family crises, low self-esteem, poor performance, and behavioral problems 
in the classroom. Involve teachers, administrators, school nurses, counselors, and 
health educators, and parents and students in using this data to determine the 
prevention and intervention programs needed. 

Provide student assistance programs, using school nurses, counselors, and 
community resources, to respond to students in crisis or need. 

Offer support groups and peer and adult "mentors" for at-risk students. 

Educate families about the range of prevention and intervention services being 
provided by the school. 

Intervene early to ensure th~t the student can receive the needed evaluation, 
educational, social, and health care services, as soon as possible. Work with your 
local county social service agency to refer and coordinate services. 

Involve parents, teachers, counselors, and administrators, as well as medical and 
community resources, in working together toward establishing plans for 
accommodating the special needs of students who have emotional disturbances. A 
partnership, which focuses on the needs of the student, will ensure the most 
appropriate pl~. 

Involve community workers from ethnic communities, such as Southeast Asian, 
Native American , or Hispanic communities, in the planning of mental health 
education programs and particularly in the identification and intervention of all 
children with mental health needs. 

If the student must leave school for health care or treannent, provide a designated 
counselor or teacher to follow-up in order to prepare for working with the health 
. care team as soon as the student is ready to return to school. 

Upon return to school, provide supplemental school and community support 
services to help the student make the best transition possible back to the school 
environment 

Recognize that healthy children, who have a parent or guardian with a mental 
illness, may also have need for individual support and community support services. 

Read Minnesota's Comprehensive Mental Health Act. Learn about Minnesota's 
ll)3lldated mental health services. 



Community Responsiveness to Mental Illness: 
What Community Organizations Can Do 

Mental illness is a community issue. Mental illness impacts the lives of so many. It affects 
the lives of one in five persons and one in four families. It affects our co-workers, our 
friends, our neighbors, and even our own families. Children, adolescents, adults, and 
elderly people in our communities are affected by mental illness. So are people at every 
income and educational level. 

In order to deal with mental illness as a community, law enforcement, social service 
agencies, media, health, school, business, and church and other community organizations, 
must all work together for greater understanding of mental illness, and acceptance of 
mentally ill persons. We must accept differences and diversity throughout the community 
and reach out to others in need. As a community, we cannot close our doors, our minds, 
or our hearts, to people whose lives are impacted by mental illness. 

The following are some additional ways that people can work together to recognize and 
respond to mental illness as a community. (Specific information for physicians and health 
organizations, for schools, for businesses, and for churches, is also available for more 
ideas for community responsiveness.) · 

Ways that law enforcement agencies, courts, and correcti~ns agencies can be responsive 

Provide education for the police, including information to aid in understanding 
mental illness and specific ways to respond to incidents involving a person with 
mental illness. 

Educate police, courts, and corrections agencies about resources for social and 
health care services. Educate them about the Minnesota Mental Health Act and each 
county's mandated mental health services. Work with local mental health providers 
to coordinate services. 

Educate the public about the insanity defense, and when and how it is used. 
Irresponsible information promotes the misperception of a link between mental 
illness and violence. (In actuality, persons with mental illness are less likely to 
commit acts of violence than the general public, and are more likely to be victims of 
violence.). 

Involve police and courts in supporting youth diversion activities and community 
education programs that help children and adolescents make healthy choices. 

Ways that social service and•public health agencies can be responsive 

Sponsor educational programs for service, civic, educational, or church groups 
regarding mental health. Utilize educational resources and help answer questions 
about mental illness and the stigma and misperceptions around it . 

Speak out as an organization when you hear negative or inaccurate stereotypes 
about mental illness being promoted by individuals, groups, or the media. 



Encourage volunteerism or internships in your agency. Involve volunteers or 
interns in a project to enhance community awareness of mental illness. Involve 
consumers of mental health services as volunteers as well. 

Provide support and advocacy programs for parents of children with mental health 
problems, in addition to your other social service programs. 

Act as a resource to the schools to provide accurate information regarding mental 
health and mental illness, mental health and social services, or careers in the human 
service field. 

Advocate for more integration and coordination of services between social service, 
public health, and mental health programs. 

Recognize mental illness in any disability awareness programs your agency 
sponsors or supports. 

Promote general information regarding mental health through a variety of 
communication channels at your office, including pamphlets, posters, or 
newsletters. 

Ways that libraries can be responsive 

Display books and materials on mental health and mental illness for Mental Health 
Month in May or Mental Illness Awareness Week in October. 

List the emergency services numbers for mental health crises on bulletin boards. 

Write book reviews of fiction and other works dealing with the topic of mental 
illness and include them in your newsletters and other communications. Address 
the accuracy of the infonnation on mental illness and whether it takes a sensitive or 
stigmatizing view of mental illness. 

Sponsor workshops at the library about mental illness and the needs of people with 
mental illness. 

Encourage and welcome use of the library by residents from community -based 
treatment programs. 

Do an in-service for library staff on mental illness and Minnesota's Adult and 
Children's Comprehensive Mental Health Act 



Community Responsiveness to Mental Illness: 
\Vhat Families Can Do 

Mental, emotional, and behavioral disorders cut across all income, educational, and ethnic 
groups. They can be found in two-parent families, single parent families, and birth, 
adoptive, or foster families. Yet despite the diversity of families affected by mental illness, 
they have much in common. These families share the problems of isolation, inconsistency 
and lack of coordinated services, and staggering health care costs. They share the need for 
accurate information, therapeutic, educational, social, and recreational resources, and 
support and advocacy services, to help them and their affected family member cope with 
the impact of mental illness. 

Despite these challenges and needs, families have strengths. And it is with these strengths 
that they can help their family member, support each other, and attempt to improve the 
system of mental health services. The following list shows ways that families can work 
together with others in the community toward an improved awareness of the needs of, and 
the services for, their loved ones with mental illness: 

Ways that families can promote mental health and well-bein~ at home 

Listen to your children's concerns. Family communication is an important part of 
family health. When parents take an active intere~t in their children's behavior, they 
can provide the guidance and support chilqren need to maintain a healthy lifestyle. 

Encourage children and family members to express feelings at home. Expression 
of feelings are an important part of mental health and well-being. 

Give children and other family members the message that you value them for who 
they are, as well as for their contributions to the family. Remind them that they are 
capable and lovable. 

Help promote family ·member's self-confidence and uniqueness. Praise and 
encourage them. Acknowledge that mistakes are simply a learning experience. 
And most importantly, model your appreciation of your own self-worth. 

Recognize times of change and crisis as a source of stress in the family. Talk 
about the situation and identify ways that family members can support one another. 

Recognize the important role that you, as a parent or family member, play in the 
healthy development of children in the family. 

Ways that families can address mental health needs within the family 

Assess changes in the mood, affect, or behavior of a family member. If the 
changes become more serious or persist, seek help by contacting a mental health 
professional. 

Recognize the common phases that a family goes through when one family member 
becomes ill to increase your own self-awareness and awareness of your family. 
Typically, the family may become more isolated, both from extended family and 
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friends and from the community-at-large. They may also begin to seek support and 
self-help from individual, groups, and books, and gather information to educate 
themselves about the illness. Finally, the family may look for individual and group 
advocacy to help themselves and the affected family member cope. These stages 
may repeat themselves, not necessarily sequentially. As a result of dealing with 
these various stages, a family may also experience times of effective coping. 

Learn about Minnesota's Comprehensive Adult and Children's Mental Health Acts 
and the mental health services mandated in each county in the state. 

Do not be afraid to ask for help. Many families keep family problems within the 
home for fear of being stigmatized, but it is nearly impossible for families to 
become empowered without outside support and advocacy. 

If you are a parent of a child or adult, assist your child but set limits. 

If your family member is hospitalized or placed in a community-based treattnent 
program, stay in touch with their case manager or primary tteatment professional. 
Ask questions if you don't understand the treatment plan. 

Accept and acknowledge that your family member has an illness. Learn all you can 
about ways to help. 

Take care of yourself. Utilize a variety of support systems and techniques: attend 
suppott groups, exercise, participate in community, religious, or social activities 
that help you in coping. 

Recognize the important role that you, as a parent or family member, play in 
recognizing the onset of problems and supporting the affected individual through 
the treannent and ongoing care process. 

Ways that families can promote mental illness awareness outside their homes 

Involve extended family members in helping to suppott and understand the family 
member with mental illness. Let them know that with proper treatment, people can 
recover from mental illness. 

Speak out against misperceptions and discrimination against people with mental 
illness. Dispel myths and educate the uninformed with facts. 

Get involved with advocacy and support organizations. They can provide needed 
information, reassurance, and the opponunity to channel frustrations about public 
misunderstanding into productive efforts at raising public awareness. The 
collective wisdom and experience of family members of people with mental illness 
can provide a powetful force for advocacy and support. 

Recognize the important role you, as a parent or family member, play in helping the 
attitude change process in the community. Share information and resources with 
others to improve public awareness and attitudes about mental illness. Serve as a 
resource to other families who share your intimate understanding of mental illness. 

SoTM of the suggutions camt!from the Dakota County Mental Health Resources/or /ndividums and Families, The 
Federation of Familia/or Children's Menial Health, and the Education and Partners/up Projecl of tM Children's Mental 
H eallh /niliativt!. . 



Community Responsiveness to Mental Illness: 
How to Involve Community Officials and Legislators 

One of the most important ways to promote awareness of mental illness and issues that 
affect people with mental illness is by capturing the attention and interest of public officials. 

While it may appear challenging to gain the attention of these groups, given their busy 
agendas and competing influences, establishing a connection with state legislators and 
county officials involves many of the same elements as the connections made with other 
community leaders and groups: via personal contact and a mix of communications 
techniques. The following is a list of tips for educating community officials and addressing 
legislative issues: 

Get to know more about your legislators or community officials: Identify what 
causes they support, their voting records, on what committees they setve, etc. 

Establish personal contact. Visit your legislator's office. Make phone calls. 
Personalize all communications and letters. 

Learn about Minnesota's Adult and Children's Comprehensive Mental Health Acts, 
and the setvice provision requirements of local social service agencies. 

Prepare facts sheets and other brief informational materials. Capture attention with 
interesting graphics or bold messages. Hand deliver information. 

Establish contact appropriate legislative aides to share information and encourage 
them to bring information to legislators. 

Be visible at public hearings, council meetings, and other community forums. 
Involve authoritative experts to testify at hearings, with concise but compelling 
information to make a point. Be specific with what is needed and how legislators 
or other officials can help make that happen. 

Invite officials to your group's meetings or special events. Ask them to educate 
you about related issues that impact persons with disabilities. 

Demonstrate impact of action or inaction, using two groups as an illustration. 

Involve a legislator in spearheading your cause. Involve key committee chairs, in 
additioQ to your own legislator, county commissioner, etc. 

Mobilize members throughout your group for action, commitment, and advocacy. 

Establish relationships with related organizations to build numbers and influence. 

Gather information about the issues before your state legislator and the bills he or 
she may be authoring. With this information, you can present your views, 
concerns, and issues to the legislator in the more concise manner. (See the 
numbers on the back of this page to learn how to contact yow- state legislators and 
about the bills they are involved in.) ·· 
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Tracking state legislation can be easy once you have the. information you need.* 

Generally, ideas of proposals are drafted into bills, introduced by a House 
and Senate author, and assigned afile number. Knowing a file number is 
important because, with the volume of bills legislators must handle each 
year, the file number quickly becomes the code word for specific legislative 
proposals. 

You can track a specific proposal, a particular bill, or can check to see what 
bills your state Senator or Representative is authoring. You can also request 
inf onnation on how the bill is progressing through the legislative process. 

To find out who your state Senator or Representative is, call: 
Senate: 612-296-0504 
Representative 612-296-2146 

To find out what bills a Senator or Representative is authoring, call: 
. Senate: 612-296-2887 
Representative: 612-296-6646 

To receive a copy of a bill at no charge, call: 
Senate: 612-296-2344 
Representative: 612-296-2343 

To find out about Committee schedules and agendas, call: 
Senate: 612-296-8088 
Representative: 612-296-9283 

(Note: the messages on these recordings change daily, and 
sometimes more frequently as the session nears adjournment.) 

• Information obtained from the Minnesota Dep~ent of Human Services, Mental Health Division 



Tips for Consumers by Consumers 

Believe in yourself. 
You have the same abilities and talents as you did before your illness. They haven't left 
because you have an illness, even if you think they have. It's easy to get caught up in your 
illness and believe you can't make it on your own. 

Set-up and use a support network. 
Tallc to people you feel you can trust and who accept you. Although you may feel alone, 
you're not! There are people who care, understand and are willing to listen. Include 
people who are not in the mental health system as well as those who are. 

Let people close to you know what your cues are. 
If you're having a hard time, sometimes it's easy to cover that up. For example: when I 
have a hard time I try to make sure I look and dress perfectly. It helps me to feel better 
about myself but can give the opposite message to my friends. So let people know what 
some of the things are that you do when you're having a hard time. By doing this, even if 
you can't always ask for the support you need, others have a better chance to offer it. 

Recognize that it is not easy. 
It's hard to live in a community so don't let frustration get the best of you. Often, people 
believe we can't do anything but we can! Find something, such as a volunteer job or a 
talent like painting, writing, sewing, etc., and schedule time to let your self expression 
work for you. There are lots of places that will appreciate your efforts. 

If you are on medications take them. 
Sometimes the side effects can be really uncomfortable--talk to your doctor if you're having 
trouble. 

Get to know your community. . 
It helps when living in a high-rise or aparttnent setting to try and be helpful and let 
neighbors know you. Respect your own confidentiality--having a mental illness is not 
something to be ashamed of, but tell only those people you want to know. Once people 
know you as their neighbor, they'll be more receptive to hearing about your illness. 

Remember that it is not a failure to occasionally need to be hospitalized. 
Problems don't go away just because you're ready to live independently and sometimes the 
hospital can be a safe, supportive environment when things get tough and you can't make it 
on your own-keep the faith, it will get better again. 

Give yourself positive strokes 
Though it's not always easy to see them, you deserve positives! Acknowledge all the 
positive things you do and have accomplished, and keep going. 

Tha.n/cs lo Nati.int! Phillips for thae helpful tips for consumers living in the comn&IU&iry 
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Seeking Help: 
What to Do and Where to Turn 

When You or A Family Member Need Mental Health Services 

How do you know if you or a member of your family need mental health care? In the case 
of a serious crisis, the need may be clearly apparent, but in many instances, it may not 

Despite the need for professional help, many individuals and families resist help, fearing 
that seeking help is a sign of weakness, or that it will create a stigma, or that family 
problems must stay a secret and remain known only to the family. In actuality, asking for 
help is a sign of strength, resourcefulness, and determination. 

The following information provides very general guidelines and first steps to take when 
seeking mental health services. (NOTE: It is not meant to take the place of the sound 
advice you get from your mental health professional. 0 nly qualified, trained people should 
ever make a diagnosis or prescribe treatment for you.) 

When to ask for help for yourself or your family member 

- Dramatic and persistent change in mood 
- Constant fatigue or persistent insomnia 
- Drastic and persistent change in eating habits, or extreme weight gain or loss 
- Persistent feelings of guilt, depression, hopelessness, worthlessness, despair 
- Irrational feelings of panic, worry, confusion, or forgetfulness 
- Lack of interest in family, friends, school, work, or previously enjoyed activities 
- Constant physical ailments, such as heaclaches or backaches 
- Problems in family relationships 
- Alcohol or drug abuse 
- Behavior that is a danger to self or others 

Where to turn 

Your county is legally responsible to provide, or to designate who will provide, 
mental health services in each community. Contact your local county social service 
agency, the local mental health center, or the emergency services number for mental 
health crises in your county. 

Other information resources include the Mental Health Association of Minnesota 
(612-331-6840) or Alliance for the Mentally Ill-Minnesota (612-645-2948)/or 
information. For information concerning child mental health, you can also call the 
PACER C~nter (612-827-2966 or 1-800-53-PACER). In addition, local hospitals, 
clergymen, or your employer's employee assistance program may be able to 
provide you with general information. 

What type of help is available 

Once you have taken the first step to ask for help, you will be referred to the most 
appropriate type of services available. There are a variety of types of mental health 
professionals and mental health services: 

Understand nientaJ. illness 
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Mental H ealtlz Professionals 
Psychiatrists typically are involved if medication is needed, or if the 
individual requires hospitalization. Psychologist, social worker, therapist, 
or nurse may work alone or in conjunction with a psychiatrist, to provide 
services. Psychologists may also provide psychological testing and other 
assessment services, helpful in diagnosis and determination of treatment. 
Social workers may also assist with referral to other related services to meet 
family needs. Psychiatric nurses also assist with medication management 

According to the Minnesota Adult and Children's Comprehensive Mental 
Health Acts, each of these mental health professionals must have specific 
education and experiences beyond their basic education in the_ir fields. 

Mental Health Services (mandated by the Adult Comprehensive Mental Health Act) 
Education and Prevention 
Emergency Services 
Outpatient medical, diagnostic, and assessment services 
Case Management Services 
Day Treatment Services 
Community Support Programs 
Residential Treatment Facilities 
Acute inpatient facilities 
Regional Treatment Facilities 

Sources of Mental Health Services 
Social Service Agencies may provide short-term crisis intervention services, 
and information and referral for needed mental health care. Social workers 
may also help family members with coping and identification of services. 

Mental Health Centers offer a variety of mental health services, employing 
many of the mental health professionals listed above. Services may range 
from individual and group counseling services, to comprehensive programs 
and medication management, to community mental health education. · 

Some hospitals have crisis centers and outpatient clinics providing mental 
health services. Some also provide short-term inpatient treatment programs 
for children, adolescents, and adults, if acute care services are warranted. 

Many churches- and synagogues provide pastoral counseling, offered by a 
priest, minister, pastor, or rabbi trained in counseling people experiencing 

· •, personal, marital, or family problems. 

Some employers offer employee assistance programs for their employees. 
These programs typically provide free, confidential, short-term counseling, 
and information and referral for employees and their families. 

Many community agencies and organizations offer suppon and self-help 
groups for individuals and families with a specific need. Some are run by a 
trained group leader or professional experienced in a particular area. Others 
arc open, welcoming people who share common concerns. Typically, 
information, support, and experiences are shared. 

from "Your Child and Adolt!Scenl's Menial Health", Menlai Heallh Association 
and from informa1ionfrom the Anoka County Menial Heallh Consortium 



Mental Health Education Materials 
for Community Education Activities 

Understanding Mental Illness 

Depression ... What you should know about it 
A pamphlet explaining depression, its causes, treatments, sources of help, 
and suggestions for dealing with a depressed person (1) 

Schizophrenia 
A pamphlet with information on definitions, symptoms, and treatment ( 1) 

Your Child and Adolescent's Mental Health 
A booklet for parents, with information on child and adolescent mental 
health needs resources 

Roads to Recovery/ With Open Arms 
Videos about persons with mental illness (2) 

Lionel Aldridge 
Former football star talks about coping with schizophrenia (2) 

Mental Health Advocate 
A newsletter published six times per year, providing resources and 
information on mental illness and mental health issues (2) 

Mental Health Materials/or use in Schools 

Why Talk to your Students about Depression 
A guide for junior and senior high teachers, including symptoms, 
intervention, and treatments, as well as awareness building activities ( 1) 

What to do When a Friend is Depressed 
Answers teens questions about depression, including what signs to look for 
and how to help a friend in need (1) 

Very Important Kid 
A cuniculum for promoting mental health and self-esteem for children (1) 

The ME in Mental Health 
A self-esteem program for junior high students (1) 

Def eat of the Dragon 
A puppet show that helps preschool and young children understand 

depression ( 1) 

After the Tears: Teens Talk about Mental Illness in their Families 
Video by United Mental Health focusing on mental illness and families ( 1) 
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Mental Health Materials for use in Churches, Hospitals, and Community Education 

What's With You, My Friend? 
A multi-media presentation on depression (1) 

How to Deal with Mental Problems 
A pamphlet discussing the differences between normal difficulties and 
emotional illnesses,with suggestions on how to offer understanding (1) 

Give Mental Health a Chance 
A brochure, produced by the Hennepin County Mental Health Association, 
describing mental illness and its incidence, and the problems of stigma ( 1) 

Parents Voices: A Few Speak for Many 
Parents describe problems they have encountered in seeking mental health 
services for their chil~n (3) 

When Things Go Wrong 
Anyone can have emotional problems and what to do about them (1) 

Mental Health Materials for use by Families 

Your Child and Adolescent's Mental Health 
A resource guide for parents and families 

My Child's Mental Health: When Do I Get Concerned 
Audiotape helping parents discriminate between normal child development 
and the symptoms of emotional and behavioral disturbance 

Developing Self-Esteem in your child / in yourself 
Tips on improving your self-esteem and the self-esteem of your child (1) 

Children in Distress 
Brochure discussing mental illness in children 

Families in Stress 
Brochure discussing hints for seeking help as a parent 

Coping: Getting Help When You Need it 
A series of nine brochures detailing common problems people face (1) 

Why Won't my Child Pay Attention? 
Videotape about children who have difficulties with hyperactivity (3) 

Silent No More: Families Speak Out on Mental Illness 
A new video in which family members discuss their experiences, feelings, 
and ways of coping (2) (included in kit) 

A variety of additional materials about mental illness and community-based 
residential treatment are available from the Minnesota Department of Human 
Services-Mental Health Division. For more information, call 612-296-2307. 

l .... .Availablefrom the Mental Heallh Association of Minnesota (612-331-6840) 
2 .... .Availablefrom the Alliance for the Mentally ll/JM~sota (612-645-2948) 
3 .... .Available from the PACER Center (612-827-2966 I 1-800-53-PACER) 



Mental Illness in the Public Eye and Tools for Public Awareness 

This section addresses ways to bring accurate information regarding mental illness 
to the public, particularly via the media. The target audiences for these materials 
include the media, general public, and all mental health consumer and provider 
organizations. Materials in this section include: 

Understanding Mental Illness: Signs and Symptoms 
A summary of the different types of mental illness 

Understanding Child and Adolescent Mental Health 
Child and adolescent emotional disturbances 

Sorting the Myths from the Facts about Mental Illness 
Common myths about mental illness and the real story 

A voiding Stigmatizing Language: Tips for Writers and 
Speakers 

Suggestions for people who write or speak about mental illness 
How to Do a Media Watch 

Steps for organizing a media watch and ways to respond to an ad or 
program that inaccurately portrays mental illness 

Making your Pitch to the News Media 
Tips for effectively working with news, radio, and TV reporters 

Story Ideas on Mental Health Issues 
Suggestions for positive stories on mental health and mental illness 

How to Write a Press Release 
Tips for getting mental illness infoi::mation in the news 

Samples Scripts for Presentations and Interviews 
Suggested areas to cover and questions you may be asked in 
presentations or interviews on mental illness topics 

Tips for Interviews or Presentations 
Tips for effectively presenting information to the public 

Attitude Exploration Exercises 
Thought provoking questions to raise awareness about stigma 

Creative Expression: Life with Mental Illness, by Consumers 
Thoughts about mental illness and the ways that stigma impacts lives 

This section also provides tools for bringing accurate information regarding mental 
illness to the public, particularly via the media. The target audiences for materials in 
this section include the media and the.general public. Tools in this,section include: 

Radio PSA Script 
Sample scripts for radio announcers to read on the air 

TV PSA 
Television PSA available for sharing with your local stations 

Newspaper/Magazine Print Ad 
Public service ads for inclusion in local papers or magazines 

Posters 
Mental illness awareness posters to post in any community location 

Logo 
Project logo to use when printing additional communication tools 

Videotapes for use in presentations 
"Bridge to Understanding" from the Mental Health Association of 
Minnesota, and "Silent No More" from the Alliance for the Mentally 
Ill in Minnesota 
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Understanding Mental Illness in Adults: 
Signs and Symptoms 

Adults_in Need 

Mental illness can affect persons of any age, race, or nationality. Millions of people are affected. 

One in seven adults suffers from a diagnosable mental disorder in need of help from a mental health 
professional. One in fourteen adults suffers from a serious mental illness. 

One in four families is affected by mental illness, making it more widespread than cancer, lung 
disease, and heart disease combined. 

Nearly 25 percent of older Americans have significant mental health problems. 

Understanding Mental Illness 

Mental Illness is a tenn used to describe a variety of disorders causing disturbances in thinking, 
feeling, and relating. These disorders may result in a diminished capacity for coping with life. 

Mental illness is not the same as mental retardation. People with mental retardation have a 
diminished intellectual capacity usually present since birth. People with mental illness are usually 
of nonnal intelligence, although they may have difficulty perfonning some tasks at a nonnal level, 
due to disabilities created by their illness. 

Signs and Symptoms of Mental Illness 

Just as there are different types of physical illness, there are many different types of mental illness. 

In our lifetimes, we all experience changes in well-being, both physically and mentally, due to 
personal crises, life changes, and biochemical changes. 

Mental illnesses are each described by a particular set of symptoms, assessed and identified by 
psychiatrists and psychologists. People may have different diagnoses over time. It is important 
that people not be labeled by their diagnosis or symptoms. Understanding some of the symptoms 
of mental illness should prompt us to care for (not label) the person with mental illness. 

Major symptoms of mental illness may include: 
- drastic changes in behavior and emotions 
- withdrawal, confusion, or isolative behavior 
- inability to function or communicate 
- loss of interest in self-care, surroundings, activities 
- self-destructive behavior, including alcohol or drug abuse or self-abuse 
- socially disruptive behavior 

Signs and Symptoms of Specific Mental Illnesses 

Each mental illness has its own set of symptoms. Not all persons with a particular mental illness 
will exhibit the same symptoms or behaviors. 

Schizophrenia 
Schizophrenia is one of the most serious and disabling of the mental illnesses. It affects 
approximately one percent of the adult population. Its onset is typically in the teens or twenties. 
Schizophreni 
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Symptoms of Schizophrenia may include: 
- disconnected and confusing language 
- poor reasoning, memory, and judgement 
- disturbances in eating and sleeping 
- hallucinations: hearing or seeing things that do not exist in reality 
- delusions: persistent false beliefs about something 
- tendency to withdraw or isolate 
- high levels of anxiety 

Affective Disorders and Depression 
Affective disorders are one of the most common of mental illne·ss. Approximately six percent of 
the population suffer from affective disorders. 

The primary disturbance in these disorders is that of mood. These mood disorders may include 
manic depression, in which the person swings between extreme euphoric to extreme depressed 
moods, or depression, where the person experiences severe and persistent depressed mood. 

Symptoms of Manic Depression may include: 
- boundless energy and hyperactivity 
- grandiose ideas and poor judgement 
- rapid, loud, and disorganized speech 
- argumentativeness and impulsive behavior 
- decreased need for sleep 
- rapid switch to severe depression 

Symptoms of Depression may include: 
- loss of interest in daily activities 
- loss of appetite and difficulty in sleeping 
- feelings of worthlessness, hopelessness., and guilt 
- inability to concentrate 
- suicidal thoughts and even actions 

Anxiety Disorders 
Anxiety disorders are quite common and affect almost 10% of the adult population. 

Normal anxiety is adaptive: it helps people to survive and be productive. Too much anxiety, 
however, can become disabling. In an effort to control the anxiety, people with anxiety disorders 
will try to avoid the situations that cause them to be anxious. Examples of anxiety disorders 
include pa,uc disorders and phobias. 

Symptoms of Panic Disorders may include: 
- panic attacb of a few minutes or a few hours duration 
- shortness of breath, faster heart beat, and/or dizziness 
- trembling, shaking, and/or sweating 
- feeling flushed or chilled 
- avoidance of speciUc or all situations that the individual associates with anxiety 

Symptoms of Phobias may include: 
- Simple Phobias involve fear of a specific situation or thing: Usually people 

with simple phobias know that their fears are excessive but are 
unable to overcome them. 

- Social Phobias involve fear of being closely observed or of acting in a way that 
will be humiliating. Usually people deal with the phobic situation by 
avoiding it or enduring it, but with much anxiety. 

- Agoraphobia is a severely disabling condition that may prevent people from 
leaving their homes. It may begin with a panic attack following a 
seriously stressful situation anct develop into a continual state of 
anxiety where the individual avoids all situations. 

adapted from informaJion prepared by the Anoka County Mental Health Consortium, the National Alliance of the 
Mentally Ill, and tM Dakota County Mental Health Resources manual 



Understanding Child and Adolescent Emotional Disturbances: 
Signs and Symptoms 

Risk Faktors Em.otional Disturbance in Children and Adolescents 

Emotional, behavioral, and mental disorders cut across all income, educational, 
ethnic, and religious groups, and across all types of family structures. 

The causes of these problems not entirely understood. Current resear.ch suggests 
that biological, social, psychological, and environmental factors all play a part. (3) 

There are a number of organic and environmental factors which research suggests 
have a strong relationship to the development of serious emotional and behavioral 
disturbance in children. These are NOT causal factors. (1) 

Risk factors associated with the child include major physical illness, low 
birth weight, premature birth, difficult temperament, and children 
who have experienced physical or sexual abuse or neglect. 

Risk factors associated with the family include insecure attachment, teenage 
parenthood, and parental mental illness. 

Risk factors associated with the environment include homelessness, lack of 
social support and isolation, poverty and foster care placement 

Types of Emotional Disturbance in Children and Adolescents 

Some of the most common childhood psychiatric disorders are: (2) 
Depression, which affects between 5-10% of youth 
Disruptive behavior disorders, which occur in 2% of girls and 9% of boys 
Autism, which occurs in 4-5 of every 10,000 children, mostly in boys 
Attention-deficit/Hyperactivity, which affects 3-5% of school age children 

and occurs more frequently in boys · 
Eating Disorders, including anorexia which affects 1 % of high school girls 

and bulemia which affects 5-10% of that age group 

These problems may take on many forms. Some children may be self-abusive or 
aggressive toward others. Others may be withdrawn, fearful, or depressed. Those 
with the most serious disorders may be out of touch with reality. (3) 

Seeking Mental Health Care for Children and Adolescents 

If a child exhibits any of the following problems, it is likely that that child should be 
ref erred for mental health treatment: ( 1) 

- Problem limits child from doing things like other children of the same age 
- Problem occurs more frequently and seriously than in others of same age 
- Problem is ongoing 
- Problem occurs in multiple settings . 
- Problem has not improved, despite efforts by parents or teachers 
- Problem causes child high degree of perc;onal suffering 
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The following list provides more specific descriptions of behavior, by age level, 
that may indicate need for professional evaluation or treatment: ( 1) 

Inf ants: Does not respond to external sensory stimuli 
Over-responds to external sensory stimuli 
Does not show pleasure when approached or cuddled 
Does not begin using simple sounds to get needs met . 
Failure to thrive, shown by weight loss or inadequate gain 
Failure to acquire other normal developmental milestones 

Toddlers: Dev~lopmental delays in language,.motor, or cognitive areas 
Self-stimulating or self-hanning behaviors 
Does not show appropriate pleasure, sadness, fear, anger 
Indifferent to caregivers 
Frequently hit, kick, or bite others with intent to harm 
Overly active without restraint, and very short attention span 

Preschoolers: Poor attention span for age level · 
Self-stimulation 
Depression, sadness, boredom, or lack of interest 
Low self-esteem and low confidence 
Unusually anxious or fearful 
Frequently plays out negative experiences 
Excessive dependency on parents 
No interest in parents or other children 
Does not get involved in group activities 
Extreme aggressiveness 
Removed from child care setting because of their behavior 

Primary School Children: 
Disinterested in activities 
Bizarre behavior, such as hearing voices or other delusions 
School refusal or frequent physical complaints 
Have experienced trauma and either repeat the event in play 

or are detached, avoiding talking about the trauma 
Delays or changes in s~bool performance · 
Difficulty completing tasks in school 
Dominate, manipulate, or control others 
Unusually fearful of new situations 
Excessively immature behavior 
Unpredictable, unaware of consequences of their actions 
Poor peer relationships , 

Junior High and High School Adolescents: 
· · · Loss of interest in activities 

Bizarre behavior, such as hearing voices or other delusions 
Diffic1dty c~.)Ilcentrating 
Talk of suicide 
Unusually fearful 
Obsessive concern with body shape or weight 
Extreme elation, with excessive talking, laughing, spending 
Have experienced trauma and either repeat the event in play 

or are detached, avoidant of talking about-the trauma 
Aggressive, destructive 
Break rules, such as truancy, chemical use, or running away 

I from "Children and Youth al Risk of Emotional Disturbance . .. Minnesota DHS-Mental Health Division 
2 from the Children's Mental Health lnilialive Fact Sh.eels, 1988 

· 3 from The Federalion of Families for Children's Menial Heallh 



Sorting Out the Myths from the Facts about Mental Illness 

Myth: Mental illness doesn't affect the average person. 
Fact: No one is immune from mental illness. According to the National Institute of 

Mental Health, one infive Americans has some form of mental illness in any given 
six months. One in/our families is affected. 

Myth: 
Fact: 

People with mental illness will never recover. 
Mental illness is treatable and some people can recover. Like with other physical 
illnesses, with proper treatment can lead to improvement and/or recovery, allowing 
individuals to lead normal lives. Unfortunately, too often stigma prevents some 
people with mental illness from re-entering the vocational and social mainstream 
and blocks their effo,:ts to lead normal lives. 

Myth: People with mental illness are unpredictable. 
Fact: While some people with acute symptoms may be impulsive, once they have 

been treated, most people are consistent in their behavior and a.ff ect. 

Myth: People with mental illness are violent and dangerous to society. 
Fact: People with mental illness pose no more of a crime-threat than the general 

population. In fact, given that individuals recovering from a mental illness are apt 
to be anxious and passive, they are more likely to be victims of violent crimes. (In 
a study o/20,000 people treated/or mental illness, only thirty-three were arrested 
for violent crimes. All of those had a criminal record prior to their hospitalization, 
suggesting that a person with mental illness but without a criminal record, is 
considered even less likely to be a perpetrator of a violent crime.) 

Myth: Children don't get mental illness. 
Fact: More than seven million of the nation's 63 million children have emotional or 

behavioral problems that warrant mental health treatment. 

_Myth: There isn't much that can be done for people with mental illness. 
Fact: A combination of prescription medication, psychotherapy, behavior therapy, 

education, and skill training help people with mental illness lead normal lives. 

Myth: 
Fact: 

There isn't much that I can do to help people with mental illness. 
You can make a difference in the lives of people with mental illness. You can learn 
more about people with mental illness and support their ejf orts to obtain housing 
and jobs in your community. You can avoid using stigmatizing statements about 
people with mental illness, and speak out when you hear others making such 
statements. You can personally reach out to an individual with mental illness 
through support, encouragement, advocacy, or friendship. 

/nformaJion obtained from National Menial Health Association, National lnsti.lUle of Menial Health, U.S. DepartmenJ of 
Health and Human Services.and tN! Anoka Co .. Menial H eailh Consortium. 
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How to Avoid the Use of Stigmatizing Language: 
Tips for writers and spe·akers · 

Serious mental illnesses are often in the news and are subjects of films and television 
programs. The following information, by the National Alliance of the Mentally Ill, will be 
helpful to writers in the film, television, radio, and print media industry. It may also be 
useful to public speakers, and nearly everyone who speaks about mental illness. 

Mental illnesses are not the same as mental retardation. Mental retardation 
involves deficits in learning ability and intellectual processes, while mental illness 
involves interference with people's thought processes and ability to live and work. 

Mental illnesses are not the result of weak character. The serious mental illnesses, 
like depression, manic-depression, and schizophrenia, are brain diseases that are 
genetically-based, and are no one's fault. 

Schizophrenia is not multiple or "split personality." It is a brain disease that often 
strikes young people between the ages of 16 and 25, and interferes with their 
thought processes, focus of attention, and grasp of reality. Over 2 million 
Americans over 18 will have schizophrenia during their adult lifetime. 

Depressive Illness is not just a case of the blues.. It is a severe and persistent 
biological disease. The two most common types of depressive illness are uni-polar 
depression, ·characterizCQ by cycles of deep, prolonged depression, and bi-polar 
manic-depression, characterized by cycles of deep depression and inappropriate 
highs. Nearly 10 million Americans over 18 suffer from depression during their 
adult lifetime, though sadly only one-third will receive treatment. 

Ho"or moviesfeaturing stereotypical ''psychotic killers" are not a realistic depiction 
of persons with mental illness. Actually, violence among people with mentally 
illness is less common than the incidence of violent behavior in the general public. • 
People with mental illness are more frequently victims of crimes, than perpetrators. 

People with mental illness and their families are understandably sensitive about the 
misuse of certain words to label mental illnesses, because use of these words poses 
a stigma about mental illness and creates barriers for people with this disability. 

Words like "psychotic" or "insane" are inappropriate, except when used in a 
medical and legal context 

Words like "crazy", "nuts", "wacko", "sicko", "psycho", "lunatic", 
"demented", and "loony" are offensive. 

Phrases like "the mentally ill" or "he's a schizophrenic" de-personalize 
people and focus on their illness. Therefore, ref erring to someon,e as a 
person with mental illness is preferable. 

Terms like "schizophrenic" and "manic-depressive illness" have very 
specific meanings and apply only to people with diagnosed symptoms. 
TheY. should not be used in war not related to the illnesses themselves. 
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How to Do a Media Watch and 
How to Respond to a Offensive News Story, Ad, or Program 

The following information on media watch was developed by the National Alliance/or the 
Mentally Ill. 

Organizing a Media Watch 

Elect or appoint a "media watch" committee in your organization or community. 
Assign different people to monitor different media, including radio, TV, 
newspaper, magazines, etc. The committee should also develop procedures for 
reporting on both positive and negative coverage. 

Involve the entire group or organization in the media watch process. Inform them 
how to document the story and the media watch representative to call. 

Constructive Responses to an Offensive News Stozy, Ad, or Program 

Responding by letter 

Send a letter on the group's letterhead, signed by the group leader, whether 
; the Advisory Council Chair or the advocacy group president or other 
representative. , 

Also send individual letters to illustrate that a number of people are 
concern~d. If handwritten, make sure they are legible. 

Make reference to the story or item about which you are writing. Give 
author, date, etc. · 

Be concise. Stay focused and current Check your accuracy. Include 
supplemental brochures, fact sheets, etc. if it will help make your point 

Be positive and constructive. A void being rude, threatening, or self­
righteous. Remember, if your letter should be published or read, you are 
really representing your organization and cause to the whole community. 
Thus, it is important to make a positive impression. 

Use your own words and personalize your letter. Don't apologize for 
writing, which. tends to undermine your argument. .Instead, focus , · 

· specifically on the issue. · 

Time your letter so that it arrives promptly while the issue is still current 

Responding with a meeting -

Schedule a meeting between you and other members of your group, and the 
reporter or manager. Meetings can be either informal lunches or formal 
meetings at the reporter's office. 
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Prepare for the meeting by determining the desired outcomes, the key 
people to influence, the strengths and weaknesses of the situation, the 
anticipated responses by the media, and some strategies for dealing with 
some of those likely responses. Rehearse key points and practice ways to 
effectively respond when they avoid or are defensive of your feedback. 

Attend meeting, keeping your desired outcomes focuses and your key 
points prepared. 

Remember to keep things in perspective. Approach the media with a level 
of action consistent with the significance of the issue. In other words, don't 
overreact. 

Respect lines of authority. Contact the reporter directly and use this 
opportunity to build a relationship with the reporter. Then if the reporter is 
not responsive, contact his/her supervisor or editor. 

Responding with increased public awareness 

Distribute literature in public places, like church bulletins, shopping malls, 
local newsletters, etc. · 

Host a seminar with a reputable speaker. Develop publicity materials and 
encourage media coverage, via press releases and follow-up calls to editors 
and reporters. 

Develop press releases or feature stories that take a more positive or accurate 
view of the issue. · 

Building Media Relationships 

Gather information about all media in your area and the specific reporters that cover 
issues specific to your cause. Update the information annually. 

Maintain information about reporters in a card file. Collect any vital information, as 
well as specifics of their type of coverage. 

Send out press releases regarding your events and follow-up with reporters and 
editors to encourage coverage. 

Remember to reward reporters or media that tell a positive story. Cultivate 
relationships by inviting them to speak at a meeting of your organization and 
pr.eseni them with an award or certificate of appreciation. Or ask media 
repr~sentatives to serve on your advisory board. 



Makin_g Your Pitch To The News Media 

iSelling a local reporter on a story is easier than you might think. Newspapers gobble up 
material at an amazing rate. Editors and reporters who often lack time to beat the bushes 
for ideas nearly always welcome timely, meaty stories - especially if they have a strong 
"people" angle. 

Mental health advocates can get their message out by tuning into the needs of the news 
media, critically analyzing their areas of expertise for story ideas, and pitching those ideas 
to the right reporter or editor. Here are some tips for working with the news media: 

Working with newspaper reponers and editors: 

Identify an individual in your community who is knowledgeable about mental health issues, such 
as the county social services' mental health contact person or other mental health professional. 
Call upon that resource person for media and public information activities in your area. 

Call the newspaper and introduce yourself and organization- to the reporter who covers mental 
health issues or the city editor who controls what stories are written. 

When you meet, identify the individual who can be considered as a resource person on mental 
health issues. Ask what kind of stories their newspaper is interested in covering. Provide a brief 
overview of current local and national issues, and perhaps whet their appetites with story ideas. 

Before suggesting an idea, ask yoW"Self: Is it newsworthy? Does it provide timely infonnation 
that a broad cross-section of readers will find useful and interesting? ff something happened today, 
it's timely. If it's expected to happen tomorrow, it's even more timely. If it happened last week, 
it's probably not timely. Judgments about whether something is newsworthy can also vary with 
people, so if one reporter bypasses an idea, you might try another reporter or an editor. 

If there's an issue you'd like to see written about, it has a better chance of making the paper if 
there's a "news hook." A news hook helps make the case for an otherwise timeless story to go in 
the paper now. For example, Mental Health Month could provide a news hook for many issues. 

Don't give up if you get a cool response to one idea. News value is relative• it changes every day 
depending on what's going on in the world. What makes the front page one day might not get in 
the paper, yet the next day, might be news. 

Watch for national and state-wide stories that have local angles. It's probably one of your best bets 
for getting coverage. If there's a national story on community services for people with mental 
illness for example, you could suggest a follow-up story on what is being done locally. 

Reporters often try to quickly "localize" stories from news wire services such as the 
Associated Press by asking hometown experts for their opinions. Provide reporters with a list of 
names and numbers of mental health professionals and reliable, clear-thinking advocates who are 
willing to be quoted on particular topics. 

Look for success stories among the programs you're involved with the people they serve. Stories 
probably will focus on an individual's personal accomplishments, but they'll likely al.so include 
information on the program itself, the broader issues involved, and what is needed in the future. 

Keep an eye out for background stories. If the county board is considering a particular issue, 
suggest a preview story to the media. Provide background information and identify resources. 
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Watch the bylines - the names of reporters that appear at the top of stories. If no one regularly 
handles mental health issues as part of their bea4 watch for reporters who do a particularly good 
job presenting complicated subjects. When you have a good story idea, pitch it to them. 

Be reliable. Think through what you're trying to accomplish and why. Promote a half-baked idea 
once and you may find it difficult to sell a good idea the next time. You'll be valued, if reporters 
can depend on you to provide useful information. 

Mental health issues are important, but be sure you have reliable data when dealing with the news 
media. Strong, unsupported opinions can ruin your reputation in the newsroom. 

If there's a speech or other event you want covered, let the editor know one to two weeks in 
advance. Any longer warning, and it could get lost in the shuffle. Any less lead time and there 
may be no one available to cover the event. 

If you convey information through a phone call, follow it up by sending the information in 
writing to the person you spoke with. 

The more legwork you're willing to do, the better your chances of getting a story in the paper. 
Make it easy on the reporter or editor. Supply names of people and numbers of people they can 
contact. Provide background information on the subject. Offer to track down other information. 

Don't forget the editorial writers. Often these people need ideas for opinions and you can be 
among their best sources of information. Find out who writes their newspaper's editorials, meet 
with that person, and be prepared with well-rounded arguments to suppon your case. 

Most editorial pages provide space for reader commentaries~ usually lengthier, more fonnal version 
of a letter to the editor. Ask the editorial writer for guidelines on what kind of material is accepted 
and how you go about getting something in. 

If you want to p~s on a story idea or some information to the newspaper but don't want to be 
quoted, be sure the reporter knows that at the start of the conversation. 

Working with Radio and Television Reporters 

The same b~ic rules for working with newspapers apply to radio and television journalists. There 
are additional opportunities, though, for getting coverage. 

Local radio stations usually have talk shows that deal with current issues in the news or of general 
interest. Meet with the program director to find out how a spokesperso~ for your group can be 
included. Choose a mental health resource person who states your group's position articulately, 
who can answer questions on other related areas, and who has a good radio voice. 

Radio stations that take editorial positions must provide time for opposing viewpoints. Call the 
news director to respond to an editorial, and watch for opportunities for guest commentaries. 

Many local television stations also have public affairs programs, most often in a talk show 
format. Call the program director to find out more about how to get an issue on the air. 

For news coverage of an event, call the stations' assignment desk the morning the event takes 
place. Recap the information they'll need; time, place, etc. When reporters aren't available, 
often on weekends, cameras may be sent to get pictures that are described from the press release. 

Local public access stations provide a better chance fer getting air time, although your audience 
will be smaller than with commercial stations. Contact the cable access station in your city for 
specific information on what they offer. Ask about electronic bulletin boards for announcements. 

Information prepared by the Department of Hu.man Services Communica1ions Office 



Story Ideas about Mental Health Issues to Pi~ch to the Media 

"Day in the life" stories. 
This is a good way to chronicle what it's like to be a person with mental illness who 
in a community-based program, as one example. It provides an excellent 
opportunity for good photographs. The concept can also be adapted to other 
individuals, including mental health professionals who have particularly interesting 
or challenging careers. 

Parents of children with mental illness 
What are the special challenges? What support services are available in our 
community and what is needed? 

Mental illness and the homeless 
· This is a timely topic that has received a lot of national attention. Are there any 

efforts being made to reach out? How serious is the situation here? 

Community-based treatment 
This is one of the major trends in the treatment of mental illness. Expl~n what this 
community is doing, putting it in the broader context of what is being done 
nationwide. 

The stigma of mental illness 
This story could explain what it's like to live with stigma by talking to people 
who are mentally ill, as well as their family members and the professionals who 
treat them. A good candidate for an in-depth Sunday story. 

Going back to the community after hospitalization 
Finding a job, a place to live and adequate support services are all major challenges. 
Each is a key issue that could be a separate story but would also work well linked to 
one person's experience. 

Finding treatment close to home 
Are there people in your community having difficulty because they cannot find 
treatment nearby? What are the options? 

Depression 
Depression among the elderly is beginning to get more recognition from 

· researchers. Suicide rates in that age group are also being noted. Also of interest 
may be depression among teens and children, or what people do to cope when 
faced with chronic depression .... 

Care-giver burnout 
What are the challenges of caring for someone who is mentally ill? Are there 
support groups available that can help? 

Minnesota's Adults and Children's Comprehensive Mental Health Act 
Explain the acts and the services mandated by them 
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Housing 
Identify the need for safe and affordable housing for persons with mental illness, 
and the financial and support services needed to ensure a successful living situation 

Holiday depression, or the holiday "blues." 
This is a sure-fire story at Christmas. It's a good way to get information out from 
local professionals on how to deal with the holidays and other every day stresses 
of life. 

Treating people with more than one problem 
If someone is mentally ill and is chemically dependent, for example, what are the 
challenges of treating that person? Are new approaches needed? 

Crime and mental illness 
Next time there's a crime committed by someone who is mentally ill, consider 
doing sidebars of follow-up stories on 1) how the mental health system responded, 
or 2) Data on how people with mental illness are no more dangerous than the 
general population. 

Mental illness and child neglect 
What role does mental illness play when a child is neglected, particularly in cases 
involving single, teen-age mothers and the death of their infants. 

Features on mental health advocates 
How did they become involved? Most have personal stories about mental illness to 
share. Features can also focus ·on the problems that support and advocacy groups 
are geared to and how they help members cope. 

Families and mental illness 
How does mental illness affect families? How do they handle feelings of guilt and 
shame? How does society in general treat them? 

A newspaper column on mental health issues 
A mental health advocacy group or professional may be willing to supply regular 
columns about current issues. 

/nforma.Jion prepared by Minnesota Department of Human Services Public I nformaJion Office 



How to Write a Press Release 

Press releases are one of the main ways to get information to reporters, editors and news 
directors. When you're writing your release, remember that newsrooms get flooded with 
paper every day. Here are some ways to help make sure your news doesn't get 
overlooked. 

Follow an easy-to-use format. Leave about one third of the first page blank for 
editing marks. Allow generous margins. 

Double space and use standard punctuation. DON'T USE ALL CAPS. It irritates 
typists and can lead to misspellings. 

Provide a contact person. Put the name of that person on the top of the page, 
indicate what organization that person is with, and list a daytime phone number 
where they can be reached. 

Keep it clean. The less editing that needs to be done, the more likely the 
information is to get in the paper or on the air. ' 

Be conscious of style. Make it sound like other news stories you've read. 
Summarize the most important information in the first paragraph and list the details 
in the body of the story. 

Don't write chronologically. Instead start with the most current information and list 
the background. 

Be precise. Include times, dates and addresses of upcoming events and names and 
phone numbers of key people involved. 

Stick to the facts. Avoid information or quotes that don't tell readers anything 
useful. Don't use quotes from your organization's president saying: "I'd like to 
thank everyone who worked to make this program a success." It's guaranteed to be 
cut, and if there are too many to clean up, the whole release may be tossed out. 

Think like a reporter. Be sure to answer all of the basic reporting questions: who, 
what, when, where, why and how. 

Do their homework. Include separate background information that may be helpful. 

More information about writing press releases is featured on the back-side of this page, 
including tips on structuring the release. Note that it is written in standard press r~lease 
format. 

/nformaJion prepared by the DeparlmenJ of Human Services C~alions Office 
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Press Release Format 

Contact: Jane Smith, Director 
Any County Mental Health Advisory Board 
(000) 123-4567 

Terri Gunderson, Public Information Officer 
Minnesota Department of Human Seivices 
(612) 296-0000 

HEADLINES SHOULD BE COMPLETE SENTENCES 

The first paragraph should contain the most important, timely inforination: What is going 

to happen, when, where and what for or why. 

"The second paragraph often includes a quote from the leader of the organization, an 

expert, or a well-known person," said John Doe, President of the AnyCounty Mental 

Health Association. 

The third paragraph gives more detail on the issue discussed or on the event being 

publicized. 

Also remember to include phone or address for more information about the issue or your 

organization. 

Keep in mind that when editors are short of space or time, they use only the information 

that fits .:._ starting from the top of your press release. So leave least important information 

for last. 

Double check spelling of all names and places. Be accurate. Use only one side of the 

paper. It is also helpful to double space the press release for easy reading. 

End the press release with ·a little "30" with a dash on either side. That's an old-Jashioned 

code still taught in journalism school signalling that what follows is not part of the press 

release. 

- 30 -



Sample Scripts And Key Areas To Discuss 
in Interviews or Presentations on Mental Illness 

The following are many of the basic questions that you may get when you are on an 
interview. These answers are to be used as guidelines and can help you in preparing for 
interviews or presentations. 

General Infonnatioru10 Mental Health and_Mental Illness 

What is Mental Illness? What Is Mental Health? 

This may be a time when you will be most challenged by your audience. Many 
people may have in their mind stereotypes about mental illness, perpetuated by the 
news media and the entertainment world. Tread carefully when trying to describe 
either of these definitions. The following comments may be used or may just be 
something to ponder! 

Mental illness is a term that we are not really able to describe. Almost daily new 
discoveries are being made about mental illness and treatments. In diagnosing a 
mental illness, professionals often refer to the Diagnostic and Statistical Manual of 
Mental Disorders Third Edition (DSM-III). Many mental illnesses are caused by a 
chemical imbalance in the brain. There are medications that alleviate some of the 
symptoms of mental illness. Some people use talk therapy to deal with their mental 
illness; and some use a combination of both. 

Mental illness is not a result of personal failure or moral weakness. People with a 
mental illness often suffer because they are made to feel they are somehow to blame 
for their illness. However, we do not blame a person who has diabetes, heart 
disease or the flu. It is important to emphasize that the person is µot to blame. 

Mental health often refers to adherence to acceptable norms of a society. This may 
challenge some people's beliefs in the accepted American culture. In our multi­
cultural society we must learn to be tolerant of those who are different from 
ourselves or our neighbors. However, if an individual displays behavior that is 
dangerous to self or others or is disruptive to family relations, job performance, 
physical well-being or everyday functioning such as sleep patterns or eating 
patterns, it is time to seek help from a mental health professional. 

Mental health is something all of us want for ourselves, whether we know it by 
name or not. When we speak ofhappiness, peace of mind, enjoyment or 
satisfaction we are usually talking about mental health. Mental health has to do with 
everybody's everyday life. It means the overall way that people get along - in their 
families, at school, on the job, at play, with their associates and in their community. 
There is no line that neatly divides the mentally healthy from the unhealthy. There 
are many different degrees of mental health. No one characteristic by its.elf can be 
ta.ken as evidence of good mental health nor can the lack of any one as evidence of 
mental illness. And nobody has all of the traits of good mental health all of the 
time. 
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Who Is Affected By Mental Illness? 

All Americans are affected in some way. Mental illness knows no boundaries. 
Mental illness does not discriminate on basis of age, race; gender, or socio­
economic conditions. Children as young as four years old have been diagnosed as 
having depression. Individuals with mental illness and families and friends of 
someone with a mental illness suffer greatly because of lack of understanding or 
because of the stigma of mental illness. Job discrimination, insurance 
discrimination, housing discrimination, or lost educational opportunities impact on 
the daily lives of those in our society who suffer the most are understood the least. 

According to the National Institute of Mental Health, twenty percent of Americans 
will have a mental illness at some point in their lives. 

Today, 10 million Americans have some form of depression. 
12 million have a phobia. 
1.5 million have schizophrenia. 
Nearly 2.5 million have an obsessive compulsive disorder. 
1.5 million have a panic disorder. 

General Information on Treatment of Mental Illness 

There are "traditional" types of mental health services: 

One treatment is medication therapy. Specific drugs are prescribed to 
alleviate symptoms of the mental illness. , 

The second treatment is talk therapy. This relies upon a mental health 
professional working with the client to understand the reasons for the 
feelings or actions of the mental illness and how to control these. 

Mental health professionals often depend upon a combination of both types 
of therapies to address a person's mental illness. 

There are also many alternative mental health treatments. These include mega­
vitamin therapy, dietary restrictions, bio-energetics and several others. 

It is important to not say one type is the only way to treat a mental illness. One 
specific type of treatment may have worked in your personal experience, but it may 
not work for another person. 

/nfcrmalion prepared by the Mental HeallhAssocialion of Minnesota. 



Sample Scripts And Key Areas (continued) 

£tigma and Misunderstanding 

What Is A Stigma? 

Stigma is the unfair generalization of a group of people based upon false or 
exaggerated circumstances. 

Stigma does not allow people to see others as individuals. People with a mental 
illness often become identified only by their mental illness, and it is often assumed 
that their every action is dictated by their mental illness. The majority of people 
with a mental illness are living and working and struggling to carry on normal lives. 
Their mental illness interferes with everyday life, but it does not run their lives. 

Stigma closes doors on opportunities for people with a mental illness in the work 
place, on where to live, with educational opportunities, on having a "normal" life. 

Why Are These People Let Out On The Sireets? 

People with a mental illness have a right to the least restrictive and most appropriate 
treatment available. Individuals have a right to choose to live where they want. 
State law mandates that each county provide a full range of community based 
services for people with a mental illness. This law should provide for increased 
community based treannent In mental health treatment it is important to allow 
people to live in the most normalized setting as possible. This encourages learning 
social skills and independent living skills. It is in the best interest of the person 
with mental illness, his/her families and the community as a whole to live in the 
community. · 

However, there are some people with a mental illness who either do not have access 
to the appropriate services, or cannot pay for the services, or refuse the services that 
are offered These issues demonstrate a lack of adequate and/or appropriate 
funding for appropriate services. 

Are People With A Mental Illness Dangerous? 

Research has shown that people with a mental illness are no more likely to commit 
crimes than the general population. People with a mental illness are very often 
victims of crimes. The entertainment media and the news media often distort 
perceptions of people with a mental illness. 

A person with a mental illness may, at times, portray unusual behavior. This may 
make people around him/her uncomfortable. It is human nature to not trust a 
situation that you are not familiar with. Do not misjudge action for mor~ than it is. 
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What About Homeless People? 

There seems to be no agreement on the number of people who are homeless and 
who have a mental illness. Estimated vary from as few as one third to over two 
thirds of the homeless people have a mental illness. 

Getting and Giving Help 

Where Can A Person Go For Help? 

There are many alternatives that a person can turn to for referrals. 
Your county's Social Services Department or Community Mental Health Center 
Each county in Minnesota has an identified number for mental health crisis. 
Your own physician or health clinic 
Check the yellow pages under: 

Mental Health Services 
Psychiatrists 
Psychologists 
Social Service Agencies 

For general inf onnation on mental health 
Mental Health Association of Minnesota 612-331-6840 

Toll Free 1-800-862-1799 
IDD 612-331-1630 
Greater Duluth area ( 218 726-0793 

Alliance for the Mentally ill 612-645-2498 
Schizophrenia Association of Minnesota 612-922-6916 
MN Depressive & Manic Depressive Association 612-333-0219 

What Can/ Do To Help? 

Gain a better understanding of mental illnesses and people with mental illnes~. 

Volunteer at a local mental health program. 

A void terms which are derogatory to people with a mental illness. 

Speak out when you hear others use negative, inaccurate comments about mental 
illness. 

Challenge the media when they report one-sided stories. 

Complail) to advertisers.who sponsor gimmicks that laugh at a person's illness. 

Encourage your service, civic, social, educational, or church group to become 
better educated. 

Be open; be available. If someone you know has a mental illness, acknowledge it. 
Send flowers or a card or visit. Remember a mental illness is an illness: You 
would not think twice about sending something to someone you know who has 
pneumonia. Treat a person with mental illness with the same respect 

Inf ormaJion prepared by the Mental H eallh Association of Minnesota. 



Tips for Interviews or Presentations on Mental Illness 

Tips for interviews or presentations 

Look upon all interviews with the media or presentations to community groups as 
excellent opportunities to reach large groups of people that we may not be able to 
otherwise reach. 

Be prepared to tell your own story. As a mental health consumer, family member 
or professional, tell what you know about mental illness. 

Do your research. Know the me~sage you want to leave with your audience. 

If you have resources to ref er to, have the correct address ·and phone numbers. 
Write them down! 

If you have read a particularly helpful book, tell your· audience. People want to 
learn; they just don't know where to start. 

If you don't know an answer, say so. Offer suggestions of where to find answers. 

Speak slowly and clearly. 

Be prepared for some leading questions. Many people have strong misconceptions 
about people with a mental illness. Do not respond with anger. Rehearse your 
responses. 

Avoid using stereotyping terms - refer to "people with a mental illness" not "the 
mentally ill!" · 

Don't let one person dominate the conversation. Validate concerns, then move on .. 

Wear appropriate clothing. Checks and stripes or flashy jewelry will detract from 
your message. Dress simply, attractively, and comfortably. 

Use your most positive self-talk before the event or interviews. The right frame of 
mind will enable you to respond effectively to the questions. 

lnformmion prepared by the Menial Heallh AssociaJion of Minnesota 
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Attitude Exploration Exercise: 
Examining your Attitudes about Mental Illness 

The following questions were designed to provoke thought and to raise awareness about 
the stigma surrounding mental illness and the people who have a mental illness. 

Understanding mental illness 

Do people with a mental illness have a right to refuse mental health treatment? 

Do you know the difference between mental illness and mental retardation? 

Do most people who are homeless also have a mental illness? 

Understanding the rights of persons with mental illness 

Do you believe that a person who has had a mental health problem should avoid 
overly stressful situations? 

Do you believe that people with a mental illness should be allowed to raise children? 

Do you believe the statement "Once a person has a mental illness, he or she will 
always have a mental illness?" · 

Should people who have a mental illness be given responsibility? 

Are people with a mental illness accountable for their actions? 

If an acquaintance had been hospitalized for depression, would you send a card or 
call? How about if that person had a heart attack? · 

Understanding mental illness in the community 

Should our government increase spending for mental health research? 

Should our government increase spending for mental health programs? 

Would you object to a person with mental illness living next door to you? 

Would you object to a community-based treatment program moving into your 
neighborhood? 

Do you think a Regional Treatment Center is an appropriate option for most people 
with a mental illness? 

Does mental illness strike people with lower socio-economic status more often? 

Would you hire someone who has a mental illness? 

Understand Inental illness 
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Would you work with someone who has a mental illness? Or do you know that 
you may in fact already work with someone with a mental illness, but because of 
the stigma, he or she does not talk about it? 

If the news media reported that an elected official suffers from a mental illness, do 
you think it is correct for the media to question that official about his/her illness? 

Have you ever written a letter of complaint to a store that advertises "Crazy Days" 
or "Moonlight Madness" or to a television network t:pat incorrectly portrays a 
person with a mental illness? 

Are you comfortable when a newscaster explains that the person who went on a 
shooting spree had a history of mental health problems, or does it anger you? 

U ndersranding the stigma of mental illness 

Did you know that approximately 20% of Americans have mental health problems? 

When you hear a friend make a comment about a "crazy person," do you speak up? 

Do you correct misinf onnation about assumptions of people with a mental illness or 
mental illnesses in general? 

If you have a mental illness would (are) you able to tell others? 

Do you recognize the fact that many people who h~ve had (or currently have) a 
mental illness are productive citizens working as doctors, lawyers, teachers, truck 
drivers, and every other walk of life? 

Did you know that Patty Duke, Winston Churchill, Virginia Woolf and Abraham 
Lincoln have (had) lived with mental illness? 

Do you ever comment "he is driving me crazy" or "that is nuts?" 

Do you see people with a mental illness as having a personal weakness? 

Would you conceal the fact that you or a friend had experienced a mental illness at 
some point in your or his/her life? 

~arning to respond to someone with a mental illness 

Do you have a clear understanding about what mental illness is? 

Do you know some of the warning signs or symptoms of mental illness? 

Would you know what to do if a friend came to you needing help because he or she 
had a mental illness? 

Do you know what to do in a mental health emergency (suicide attempt, psychotic 
behavior, danger to self or others)? 

Information prepared by the Mental HealthAssocialion of Minnesota. 



Thoughts on the Stigma of Mental Illness 

Stigma-A Journey 
By Susan Talbott Carey 

I always thought of life as a journey with some moments of light and some of darkness. 
Some persons who have mental illness have substantially more times of darlmess. 

Stigma is a source of that darkness and contributes to the perpetuating of ideas in the 
community which contribute to discrimination and feelings of shame. Can anyone ever 
escape it? 

For me, the patterns that stigma made in my life changed and lessened when I became 
involved in an advocacy organization about eight years ago, after I had struggled with 
mental illness for 17 years. I learned that some very sensitive people, both consumers and 
non-consumers, were working to reform the mental health system, a system that I thought 
would destroy my life. I was elected president of that organization's chapter in my county. 
The years have passed and I have become more and more involved as the opportunitie~ 
have come to speak out. · 

I consider that involvement to have been crucial to my recovery and to being free of 
institutionalization for seven years. · 

The work to be done creates its own light and erases-darkness. We have made a beginning 
in creating a new system. Some important remnants of the old system are still with us. 
Parts of the cruelty that stigma breeds is still here. But services are being created and are 
innovative. More people are speaking out 

There is much to be done. Speeches to be given, lobbying to do, people to talk to, and 
organizations to form. Fear will bind stigma to us if we let it thrive. The stigma must be 
fought as fiercely as the mental illness. They can hold power over us and our loved ones. 
To paraphrase the poet Tennyson, it is not too late to seek "a newer world." 

Understand Inental illness 
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Thoughts on the Stigma of Mental Illness 

On My Own 
by Nadine Phillips 

Finding a place in the world where you feel accepted and you fit in, can be difficult for 
anyone. Finding that place in the world when you have a mental illness often feels 
impossible. 

I'm learning to cope with my mental illness, however I run into a lot of obstacles. People 
in the community believe in myths and fears about persons with mental illnesses. They 
fear for safety of themselves and their children. They fear if a treatment center is located 
near them, property values will decrease and that residents there will be dangerous. Even 
some of my friends are not accepting me anymore. It is as though they think I am a 
different person than I once was. A few friends cross the street to avoid talking with me, 
pretending they don't see me. 

To me, my mental illness is just like any other kind of illness. I didn't choose to have it. I 
struggle with it sometimes having bad days and a lot of good days. I'm recovering and I 
need all the support I can get, but I often feel branded as "crazy." It feels like I've become 
a "label" that doesn't feel, think and care. I know I'm still the same person I was. My 
mental illness has affected me, by slowing me down in the things I want to accomplish, but 
I'm still doing them. I have many talents and abilities. They haven't disappeared because 
of my illness. I get frustrated that I can't always accomplish what I want to, at a faster 
pace, but I have to accept that, being a part of my illness and then go on. That's just what I 
am doing and with success. After getting my G.E.D, I continued on in college and 
maintained a 3.8 grade point average, while becoming well known as a public speaker on 
mental health issues and finding success in fashion design. I'm in therapy and working 
hard in my recovery. 

I guess when it comes right down to the bottom line, people are afraid because they don't 
understand and haven't had the education available to help them know what a mental illness 
means. It's easy to believe in the myths and fears when even the media portrays persons 
with mental illnesses in a negative light. There are a lot of people like me, who have a 
mental illness and are living and working the community. Maybe it's time we all learn to 
cope, recover and grow together. The stigmas of mental illness exist because of the lack of 
knowledge and understanding--not because they are true. 

llndersta;J:ld .. men: ..................... ·................ ess 
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ANNOUNCER: 

(60 Second Copy) 

Radio Public Service Announcement 
for Mental Illness Awareness 

Quick! Name any five friends. Now, try to guess which one of 
them will be affected in some way by mental illness. 

That's exactly how wide-spread mental illness is. In fact, one in 
four families and one in five individuals will be affected by mental 
illness each year. 

But mental illness isn't hopeless. With help and understanding, 
people lead productive lives. 

Now when you think about mental illness, remember, it isn't 
nameless or faceless. Mental illness touches people close to you, 
people close to all of us. 

So be a friend. And learn more about mental illness through your 
local and state mental health organizations. 

Understand mental illness. Because every mind matters. 

Understand InentaJ. illness 
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Television Public Service Announcement 
for Mental Illness Awareness 

To obtain a copy of this ten second PSA to share with television stations in your area, 
please contact the Department of Human Services, Mental Health Division at 612-296-
7908, or the Communications Office at 612-296-4416. 
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Audio: Tick, tick of backaround clock. 
(VO)•Mental illnes~ affect=··· 
Video: Slow ~ove-in and pan on roll-top 
desk showina personal items and photos. 

(2) 

Audio: ... one in five, in~ludint people ... 

V1ceo: Ca~era continues c!o~e-up pan. 
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Audio: <Ticking of clock 
... close to you ••. 
Video: Pan continues • 
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Audio: ... about ~ental illn~~s. 
Video: Stop on 3dcire$~/phone ~ook, ~one in. 

Audio: ..• So learn nore ••. 
Video: Pan across phone to addres~/~hone 
~ook. 

(6) 

Audio: Because eve~y 

video: Fade to blac~. ar1ns ~~ loeo. 



Resources 
This section provides resources for mental health education and mental health 
services. The target audiences for the materials in this section include all audiences 
discussed in this kit, the general public, and all mental health consumer and 
provider organizations. Materials in this section include: 

Mental Health Education Materials for Community Education 
General mental health materials, including pamphlets, videos, and 
curricula 

Seeking Help: Where to Go and What to Do 
General guidelines and first steps to take in seeking mental health 
assistance 

Seeking Help in the Metropolitan Area 
General mental health services in the Twin Cities 

Seeking Help in Greater Minnesota, 
General mental health services around the state 

Seeking Help: Support Groups and Advocacy Organizations 
General state-wide resources for support, education, and advocacy 

Understand m.ental illness 
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Mental Health Education Materials 
for Community Education Activities 

Understanding Mental Illness 

Depression ... What you should know about it 
A pamphlet explaining depression, its causes, treatments, sources of help, 
and suggestions for dealing with a depressed person ( 1) 

Schizophrenia 
A pamphlet with information on definitions, symptoms, and treatment ( 1) 

Your Child and Adolescent's Mental Health 
A booklet for parents, with information on child and adolescent mental 
health needs resources 

Roads to Recovery / With Open Arms 
Videos about persons with mental illnoss (2) 

Lionel Aldridge 
Former football star talks about coping with schizophrenia (2) 

Mental Health Advocate 
A newsletter published six times per year, providing resources and 
information on mental illness and mental health issues (2) 

Mental Health Materials for use in Schools 

Why Talk to your Students about Depression 
A guide for junior and senior high teachers, including symptoms, 
intervention, and treatments, as well as awareness building activities (1) 

What to do When a Friend is Depressed 
Answers teens questions about depression, including what signs to look for 
and how to help a friend in need ( 1) 

Very Important Kid 
A curriculum ~or promoting mental health and self-esteem for children (1) 

The ME in Mental Health 
A self-esteem program for junior high students (1) 

Defeat of the Dragon 
A puppet show that helps preschool and young children understand 

depression (1) 

After the Tears: Teens Talk about Mental Illness in their Families 
Video by United Mental Health focusing on mental illness and families (1) 
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Mental Health Materials for use in Churches, Hospitals, and Community Education 

What's With You, My Friend? 
A multi-media presentation on depression (1) 

How to Deal with Mental Problems 
A pamphlet discussing the differences between normal difficulties and . 
emotional illnesses, with suggestions on how to off er understanding ( 1) 

Give Mental Health a Chance 
A brochure, produced by the Hennepin County Mental Health Association, 
describing mental illness and its incidence, and the problems of stigma (1) 

Parents Voices: A Few Speak for Many 
Parents describe problems they have encountered in seeking mental health 
services for their children (3) 

When Things Go Wrong 
Anyone can have emotional problems and what to do about them ( 1) 

Mental H ea/th Mate rials for use by F am~lies 

Your Child and Adolescent's Mental Health 
A resource guide for parents and families 

My Child's Mental Health: When Do I Get Concerned 
Audiotape helping parents discriminate between normal child development 
and the symptoms of emotional and behavioral disturbance 

Developing Self-Esteem in your child / in yourself 
Tips on improving your self-esteem and the self-esteem of your child (1) 

Children in. Distress 
Brochure discussing mental illness in children 

Families in Stress 
Brochure discussing hints for seeking help as a parent 

Coping: Getting Help When You Need it 
A series of nine brochures detailing common problems people face ( 1) 

Why Won't my Child Pay Attention? _ 
Videotape about children who have difficulties with hyperactivity (3) 

Silent No More: Families· Speak Out on Mental Illness 
A new video in which family members discuss their experiences, feelings, 
and ways of coping (2) (included in kit) 

A variety of additional materials about mental illness and community-based 
residential treatment are available from the Minnesota Department of Hwnan 
Services-Mental Health Division. For more information, call 612-296-2307. 

1 .... .Availablefrom the Menlal Heallh Associalion of Minnesota (612-331-6840) 
2 .... .Availablefrom the Alliance/or the Mentally lllJMinnesota (612-645-2948) 
3 .... .Availablefrom the PACER Cenler (612-827-2966 I J-800-53-PACER) 



Seeking Help in the Metropolitan Area: 
Information, Ref err al and Treatment Sources 

(Note: Emergency services numbers are italicized.) 

Anoka County 

Carver County 

Dakota County 

Hennepin County 

Ramsey County 

Scott County 

Washington County 

Mercy Medical Center Crisis Center 
County Social Services 

YES Emergency Service 
County Mental Health Program 
County Social Services Department 

Crisis Intervention 
County Human Services Department 
Dakota County Mental Health Center 

· Crisis Center 
County Social Services: Adult Services 
County Social Services: Family Services 
Hennepin County Mental Heal~ Center 
Family and Children's Service 

St. Paul Ramsey Medical Center 
County Human Services Department 
Family Services of St. Paul 
Ramsey County Mental_ Health Center 

County Human Service DepartmenJ 

Mental Health Center 
County Social Services 
Human Services, Inc. 

612-422-2200 
612-427-2200 

612-379-6363 
612-442-4437 
612-448-1215 
800-535-7530 

612-437-5111 
612-450-2660 
612-455-9651 

612-347-3161 
612-348-8587 
612-348-2324 
612-347-5773 
612-340-7444 

612-221-2121 
612-298-4016 
612-222-0311 
612-297-4737 

612-445-7751 

612-777-5222 
612-779-5404 
612430-2720 

lnformaJion obtained from the MenJal Health Associalion of Minnesota and the Minnesota DepartmenJ of H Ul1UUJ 

Services-MenJal Health D · · · "' 
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Seeking Help in Greater Minnesota: 
Information, Referral and Treatment Sources 

(Note: Emergency Services Numbers are italicized) 

Aitkin County 

Becker County 

Beltrami County 

Benton County 

Big Stone County 

Blue Earth County 

Brown County 

Carlton County 

Cass County 

Chippewa County 

Chisago County 

Clay County 

Clearwater County 

Cook County 

Northland Mental Health Center 
County Family Services 

Lakeland Mental Health Center 
County Welfare Department 

Evergreen House 
County Service Center 
Upper Mississippi Mental Health Center 

Central Minnesota Mental Health Center 
Central Minnesota Mental Health Center 
County Social Service Agency 

Life Center 
Family Service Center 

County Human Services 

Sioux Trails Mental Health Center 
Family Service Center 

Human Development Center, Duluth 
County Human Services Center 

218-927-3718 
218-927-3744 

800-223-4512 
218-847-5684 

218-751-4333 
218-751-4310 
218-751-3280 

612-252-5210 
612-252-5010 
612-968-6254 

800-642-2737 
612-839-2555 

507-625-9034 

507-354-3181 
507-354-8246 

800-634-8775 
218-879-4583 

Sheriffs Office I switched to mental health center · 911 
County Social Services Department 218-547-1340 
Northern Pines Mental Health Center 218-587-2927/218-568-5342 
Upper Mississippi Mental Health Center 218-751-3280 

West Central Community Services 
County Family Service and Welfare Department 

Sheriffs Office I switched to social worker 
County Family Service & Welfare Department 
Fiye Cou~tr Human Development 

Lakeland Mental Health Center 
County Social Service Center 

Sheriffs Office I switched to medical center 
County Social Services Department 
Upper Mississippi Mental Health Center 

Crisis Center 
County Social and Health Services Department 

Understand m.entaJ. illness 
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800-992-1716 
612-269-6401 

911 
612-257-1300 
612-396-3333 

800-223-4512 
218-299-5200 

911 
218-694-6164 
218-: 751-3280 

800-634-4775 
218-387-2282 



Cottonwood County 

Crow Wing County 

Dodge County 

Douglas County 

Faribault County 

Fillmore County 

Freeborn County 

Goodhue County 

Grant County 

Houston County 

Hubbard County 

Isanti County 

Itasca County 

Jackson County 

Kanabec County 

Kandiyohi County 

Unity House 
County Family Service Center 
Southwestern Mental Health Center 

800-642-1525 
507-831-1891 
507-283-9511 

Mental Health Center in Emergency 218-828-4357l800-462-5525 
Northern Pines Mental Health Center 218-829-3235 
County Social Service Center 218-828-3966 

South Central Human Relations Center 507-451-1951 
County Social Services 507-635-2361 

Douglas County Hospital 612-763-6638 
Lakeland Mental Health Center 800-223-4512 
County Social Welfare Center 612-762-2302 

Sheriffs Office·/ switched to social worker 507-526-5148 
County Human Service Center 507-238-4757 

Sheriffs Office I switched to crisis center 911 
County Welfare Department 507-765-3304 
Zumbro Valley Mental Health Center 507-288-1873 

Crisis Center 507-373-2223 
County Human Services Department 507-377-5230 
Upper Mississippi Mental Health Center 218-751-3280 

Cou.nJy Welfare Department 612-388-8261 
Zumbro Valley Mental Health Center 612-288-1873 

Lakeland Mental Health Center 800-223-4512 
County Social Service Department 218-685-4417 

Broadway Center 507-454-1046 
County Social Service Department 507-724-5211 

Mental Health Center, Bemidji 800-422-7843 
County Social Service Center 218-732-3339 

Mental Health Center.Braham 612-887-0464 
County Family Service Department 612-689-1711 

Northland Mental Health Center 218-326-1274 
County Social Service Department 218-327-2941 

Sheriffs Office 911 
Southwestern Mental Health Center 507-283-9511 
County Welfare Department 507-847-4000 

Sheriffs Office 911 
County Family Service Department 612-679-4740 
Mental Health Center. Braham 612-887-0464 

West Central Community Services 612-235-4613 
County Family Service Department 612-235-8317 

Kittson County Northwest Hospital 800-422-0863 
County Welfare Department 218-483-2689 

/nf ormalion obtained from the Menlal H eo.llh Association of Minnesota and the Minnesota Departmenl of Human 
Services-M enlal H eo.llh Di vision 



Seeking Help in Greater Minnesota: 
Information, Referral and Treatment Sources 

(continued) 

(Note: Emergency Services Numbers are italicized) 

Koochiching County Northland Mental Health Center 
County Family Service Department 

Lac Qui Parle County Crisi,s Receiving Center 

Lake County 

County Family Service Center 
West Central Community Services 

County I St. Lukes Hospital 
Human Development Center, Duluth .. 
County Social Service Depanrnent 

Lake or the Woods County . Sheriffs Office 

Lesueur County 

Lincoln County 

Lyon County 

McLeod County 

Mahnomen County 

Marshall County 

Martin County 

Meeker County 

Mille Lacs County 

Morrison County 

County Social Service Depanrnent 

She.riffs Office I switched to mental health center 
County Welfare Department 

Western Human Development Center 
County Welfare Depanrnent 

Western Human Development Center 
County Welfare Department 

Hutchinson Hospital 
County Social Service Center 
West Central Community Services 

Northwest Medical Center 
Northwest Mental Health Center 
County Welfare Department 

Northwest Medical Center 
Northwest Mental Health Center 
County Welfare Department 

Crisis Center 
County Human Services Center 

West Central Community Services 
County Social Services Department 

Sheriffs Office 
County Family Services 

Sheriffs Office 
County Human Services 
Northern Pines Mental Health Center 
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218-283-3406 
218-283-8405 

800-992-1716 
612-598-7594 
612-235-4613 

800-642-1300 
800-634-8775 
218-834-5681 

911 
218-634-2642 

911 
612-357-2251 

507-532-3236 
507-694-1452 

507-532-3236 
507-537-6747 

612-587-5502 
612-864-3144 
612-235-4613 

800-422-0863 
800-282-5005 
218-935-2568 

800-422-0863 
800-282-5005 
218-745-5124 

507-235-3456 
507-238-4757 

800-992-1717 
612-693-2418 

911· 
612-983-6161 

.911 
612-632-2941 
612-632-664 7 



Mower County Distress Center at St. Olaf Hospital 507-433-8826 
County Social Service Department 507-437-9483 

Murray County Western Human Development Center 507-532-3236 
County Welfare Department 507-836-6144 

Nicollet County County Social Services 800-247-5044 
Sioux Trails Mental Health Center 800-247-2890 

Nobles County Unity House 507-372-7671 
County Social Services 507-372-2157 

Norman County Northwest Mental Health Center 800-282-5005 
County Social Services 218-784-7136 

Olmsted County Crisis Receiving Center 507-288-8750 
County Social Services 507-285-8891 
Zumbro Valley Mental Health Center 507-288-1873 

Otter Tail County Lakeland Mental Health Center 218-736-6987 
~ounty Social Services 218-739-4491 

Pennington County Northwest Medical Center 218-681-4240 
County Social Services 218-681-2880 

Pine County Sheriffs Office 911 
Five County Mental Health Center 612-396-3333 
County Social Services 800-629-3930 

Pipestone County Unity House 800-642-1525 
Southwest Mental Health Center 507-825-5888 
County Social Services 507-825-3357 

Polk County Riverview Hospital 800-282-5005 
Northwest Mental Health Center 218-281-3940 
County Social Services 218-281-3127 

Pope County Lakeland Mental Health Center 800-223-4512 
Family Services 612-634-5301 

Red Lake County · Northwest Medical Center 800-422-0863 
County Social Services 218-253-4131 

Redwood County Mental Health Center 800-622-5226 
County Social Services 507-637-5741 

Renville County West Central Community Services 800-992-1716 
County Social Services 612-523-2202 

Rice County In Hospital -District #1 800-422-1286 
County Social Services 507-334-0031 

Rock County Southwestern Mental Health Center 800-642-1525 
County Social Services 507-283-9507 

lnformalion obtained from the Mental Hea/JhAssocialion of Minnesota and the Minnesota Department of Human 
Services-Mental Hea/Jh Division 



Seeking Help in Greater Minnesota: 
Information, Referral and Treatment Sources 

(continued) 

(Note: Emergency Services Numbers are italicized) 

Roseau County 

Sherburne County 

Sibley County 

St. Louis County 

Stearns County 

Steele County 

Stevens County 

Swift County 

Todd County 

Traverse County 

Wabasha County 

Wadena County 

Waseca County 

Watonwan County 

Northwest Hospital 
County Social Services 

Sheriffs Office I switched to social services 
Central MN Mental Health Center 
County Social Services 

Sioux Trails Mental Health Center 
County Social Services 

Crisis Line - St. Lukes Hospital 
Range Mental Health Center, Virginia 

Central MN Mental Health Center crisis number 
Central MN Mental Health Center 
County Social Services 

South Central Human Relations 
County Social Services 

Rule 36 House, Hancock 
County Social Services 

West Central Community Services 
County Social Services 

800-422-0863 
218-463-2411 

612-441-2522 
800-635-8008 
612-441-1711 

800-247-2890 
612-237-2978 

800-634-8775 
800-972-4567 

800-635-8008 
612-253-5555 
612-255-6000 

507-451-1951 
507-451-0414 

612-392-5111 
612-589-1481 

800-992-i716 
612-843-3160 

Sheriffs Office 911 
Northern Pines Mental Health Center 612-732-6602/218-894-1002 
County Social Services 612-732-6181 

Stevens Community Memorial Hospital 
County Social Services 

Hiawatha Valley Mental Health Center 
Broadway Center · 
County Social Services 

Sheriffs Office 
Northern Pines Mental Health Center 
County Social Services 

South Central Human Relations 
County Social Services 

Sheriffs Office I switched to social worker 
County Social Services 
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800-642-2737 
612-563-8255 

507-454-4341 
507-454-1046 
612;.565-3351 

911 
218-631-2426 
218-631-4225 

507451-1951 
507-835-0560 

507-375-3341 
. 507-238-4757 



Wilkin County St. Francis Medical Center 218-643-3000 
County Social Services 218-643-8561 

Winona County Winona Police 507-454-6100 
Broadway Center 507-454-1046 
County Social Services 507-457-6200 

Wright County Central MN Mental Health Center 612-252-5010 
in Buffalo 612-682-4400 

Wright County Human Services 612-682-3900 

Yellow Medicine County Western Human Development 800-622-5226 
County Social Services 612-564-2211 

Information obtained from the Mental Health Association of Minnesota and the Minnesota Department of Human 
Services-Mental Health Division 



Seeking Help: 
Support Groups and Advocacy/Education Organizations 

Mental Health Association 
of Minnesota 

Alliance for the Mentally Ill 
of Minnesota 

REACH 

Schizophrenia Association 
of Minnesota 

Minnesota Depressive 
and Manic Depressive 
Association 

PACER Center 

Mental Health Law Project 

Non-profit, voluntary 612-331-6840/ 
organization with goal of 800-862-1799 
improving care for persons. 
with mental illness, promoting 
mental health, and providing 
advocacy,familysupport,and 
educational programs and resources. 

Local chapter activities state-wide. 

Non-profit organization, 
serving persons with mental 
illness and their families. 

Local affiliate activities state wide. 

Mutual support groups for 
families and friends of 
individuals with mental illness 
and neurological disabilities. 

Groups held in communities 
across Minnesota. 

Non-profit organization 
providing informal support and 
informational meetings. 

Groups meet every Monday, 
at 7 :00 pm, in Minneapolis. 

Non-profit organization, of 
individuals with affective 
disorders and their families. 

Support groups held at sites 
in the metropolitan area. 

612-645-2948 

612-331-6840 
800-862-1799 

612-922-6916 

612-333-0219 

Information and training center 612-827-2966 
for parents of children with 800-53P ACER 
disabilities, with special 
programs for parents of children 
with emotional and behavioral disabilities 

Organization serving persons who 612-332-1441 
have legal issues arising from 800-252-4150 
mental illness or emotional disturbance 

Understand InentaJ. illness 
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Seeking Help: 
What to Do and Where to Turn 

When You or A Family Member Need l\1entai Health Services 

How do you know if you or a member of your family need mental health care? In the case 
of a serious crisis, the need may be clearly apparent, but in many instances, it may not. 

Despite the need for professional help, many individuals and families resist help, fearing 
that seeking help is a sign of weakness, or that it will create a stigma, or that family 
problems must stay a secret and remain known only to the family. In actuality, asking for 
help is a sign of strength, resourcefulness, and determination. 

The following information provides very general guidelines and first steps to take when 
seeking mental health services. (NOTE: It is not meant to take the place of the sound 
advice you get from your mental health professional. Only qualified, trained people slwuld 
ever make a diagnosis or prescribe treatment for you.) . 

When to ask for help for yourself or your family member 

- Dramatic and persistent change in mood 
- Constant fatigue or persistent insomnia 
- Drastic and persistent change in eating habits, or extreme weight gain or loss 
- Persistent feelings of guilt, depression, hopelessness, worthlessness, desp~ 
- Irrational feelings of panic, worry, confusion, or forgetfulness 
- Lack of interest in family, friends, school, work, or previously enjoyed activities 
- Constant physical ailments, such ·as headaches or backaches 
- Problems in family relationships 
- Alcohol or drug abuse 
- Behavior that is a danger to self or others 

Where to tum 

Your county is legally responsible to provide, or to designate who will ptovide, 
mental health services in.each community. Contact your local county social service 
agency, the local mental health center, or the emergency services number for mental 
health crises in your county. 

Other information resources include the Mental Health Association of Minnesota 
(612-331-6840) or Alliance/or the Mentally Ill-Minnesota (612-645-2948)/or 
information . . For information concerning ~ mental health, you can also call the 
PACER Center (612-827-2966 or 1-800-53~PACER). In addition, local hospitals, 
clergymen, or your employer's employee assistance program·may be able to 
provide you with general information. 

What ~ of help is available 

Once you have taken the first step to ask for help, you will be ref erred to the most 
appropriate type of services available. There are a variety of types of mental health_ 
professionals and mental health services: 

Understand Inental illness 

,~mR.M~ll.11§1 



Mental H ea/th Professionals 
Psychiatrists typically are involved if medication is needed, or if the 
individual requires hospitalization. Psychologist, social worker, therapist, 
or nurse may work alone or in conjunction with a psychiatrist, to provide 
services. Psychologists may also provide psychological testing and other 
assessment services, helpful in diagnosis and determination of treatment. 
Social workers may also assist with referral to other related services to meet 
family needs. Psychiatric nurses also assist with medication manage~ent. 

According to the Minnesota Adult and Children's Comprehensive Mental 
Health Acts, each of these mental health professionals must have specific 
education and experiences beyond their basic education in their fields. 

Mental Health Services (mandated by the Adult Comprehensive Mental Health Act) 
Education and Prevention 
Emergency Services 
Outpatient medical, diagnostic, and assessment services 
Case Management Services 
Day Treatment Services 
Community Support Programs 
Residential Treatment Facilities 
Acute inpatient .facilities 
Regional Treatment Facilities 

Sources of Mental Health Services 
Social Service Agencies may provide shon-term crisis intervention services, 
and information and referral for needed mental health care. Social workers 
may ·also help family members with coping and identification of services. 

Mental Health Centers offer a variety of mental health services, employing 
many of the mental health professionals listed above. Services may range 
from individual and group counseling services, to comprehensive programs 
and medication management, to community mental health education. · 

Some hospitals have crisis centers and outpatient clinics providing mental 
health services. Some also provide short-term inpatient treatment programs 
for children, adolescents, and adults, if acute care services are warranted. 

Many churches and synagogues provide pastoral counseling, offered by a 
priest, minister, pastor, or rabbi trained in counseling people experiencing 
personal, marital, or family problems. 

Some employers offer er_nployee assistance programs for their employees. 
These programs typically provide free, confidential, short-term counseling, 
and information and referral for emploY.ees and their families. 

Many community agencies and organizations off er support and self-help 
groups for individuals and famili~s with a specific need. Some are run by a 
trained group leader or professional experienced in a particular area. Others 
are open, welcoming people who share common concerns. Typically, 
information, support, and experiences are shared. 

from "YdUr Child and Adolescent's Menial Health", Mental HeallhAssocialion 
and from informationfrom the Anoka Cou.nty Mental Heallh Consortium 



This kit was assembled by members of the Creative Living Center (CLC), 
a day treatment and vocational program of MRC Mental Health Services. 

CLC encourages people with psychiatric disabilities 
to develop skills for living in the community. 

Understand niental illness 
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APPENDIX G 

MH CASE MNWifflEtU SERVICES RE qm lFf?J AS RmR.t'W BY CQJNITFS 

EXPElIDITURES** I I g;; 1IENI'$ SERVED 
Est. Actual Planned Planned 11 Est. Actual Planned Planned 

CXXJNIY 1988 1990 1991 11 1988*** 1990 1991 
11 
11 

* AITKIN $1,322 $12,000 $20,000 11 2 9 10 
ANOKA $0 $70,000 $300,000 11 0 40 160 
BEX::KER $4,000 $5,000 $10,000 11 8 30 50 
BEI.1rnAMI $6,607 $9,642 $11,202 11 15 30 40 
BENIOO $0 $8,000 $12,800 11 0 20 32 
BIG S'IONE $1,159 $4,000 $4,000 11 1 5 5 
BllJE FARIH $732 $37,140 $39,529 11 1 60 62 
BROlN $15,000 $15,500 $28,000 II 15 18 27 
C-ARL'IOO $18,407 $15,000 $20,000 11 9 20 32 
CARVER $59,826 $74,783 $83,757 11 ·20 25 28 

11 * C.ASS $756 $6,900 $10,400 
11 

4 16 26 
a-IIPPEWA $4,974 $10,978 $20,907 

11 
3 8 10 

Q{IS],.G:J $30,000 $40,000 $50,000 
11 

10 30 34 
CIAY $0 $8,108 $8,513 

11 
0 15 17 

CLFAmiATER $4,726 $4,888 $5,323 
11 

5 7 9 
CXX>K $10,784 $7,200 $28,275 

11 
16 12 15 

<X1I'lnMXO $4,586 $8;905 $11,132 II 7 10 12 
* CRCW wm:; $0 $4,320 $200,000 

11 
0 2 105 

DAKOI'A $55,994 $60,560 $63,588 
II 52 58 61 

ootXiE $7,859 $13,441 $28,420 
11 

4 19 24 
rx:x.x;u..s $2,000 $12,000 $15,000 

11 
6 23 36 

FILI.M)RE $6,475 $13,626 $15,526 
11 

7 25 27 
Fl-fi $0 $0 $12,500 

11 
0 0 27 

FREEOORN $12,250 $16,000 $19,600 
11 

12 16 25 
* GCOCHUE $11,352 $13,743 $13,743 

11 
50 50 50 

* GRAN!' $6,689 $10,700 $15,500 5 8 10 
* HENNEPIN $0 $2,172,805 $2,172,805 11 0 4,493 4,493 

11 HCUS'Irn $345 $345 $10,000 
11 

2 2 20 
HUBBARD $14,435 $15,000 $16,000 

11 
12 12 12 

*ISANI'I $62,440 $57,130 $58,844 
11 

40 50 50 
* ITASCA $0 $25,000 $25,000 

11 
0 10 10 

~ $0 $4,027 $5,248 
11 

0 10 13 
KANABEx:: $2,456 $6,000 $8,240 

II 8 15 20 
KANDIYCHr $17,000 $18,000 $18,720 

11 
120 150 150 

KrI'ISOO' $7,352 $4,550 $5,550 
11 

2 5 6 
KCXXliiaiING $9,837 $9,985 $40,000 

11 
5 11 15 

IX CITT PARLE $700 $2,800 $5,400 
11 

2 7 11 
I.AKE $1,460 $11,200 $17,600 

11 
2 28 44 

I.AKE OF VO:OS $2,185 $1,698 $4,320 
11 

1 4 6 
LE SUEUR $10,000 $25,000 $27,000 

11 
35 46 50 

~ $0 $5,000 $6,500 
11 

0 10 15 
MAHNCMEN $2,800 $3,500 $4,000 

11 
3 5 7 

MARSliAll, $2,100 $3,500 $4,500 
II 

3 9 10 
MEEKER $8,000 $7,200 $15,000 

11 
3 5 10 

MILLE I.N:S $10,000 $15,000 $20,000 
11 

5 30 20 
MJRIUSON $1,750 $14,400 $21,600 

11 
4 20 30 

rn-lER $26,276 $30,000 $35,400 
11 

38 40 40 
* NIOOLLEr $60,000 $65,000 $70,000 

11 
15 30 40 

NOBLES $0 $11,240 $17,430 
11 

0 15 25 
NORMAN $5,000 $8,000 $10,000 I I 7 12 12 



MH CASE 19,NNifMfW SERVICES FPR ammm AS W:;fQRl'W BY WJNI'IES 

EXPENDI'IURES** 
Est. Actual Planned Planned 

1991 

I I Gt ,JENI'S SERVED 
I I Est. Actual Planned Planned 
11 1988*** 1990 1991 CXXJNI'Y 

OLMSTED 
OITER TAIL 
PENNINGIOO 
PINE 
PIPESIOOE 
FOLK 
roPE 

* RAMSEY 
RED I.AKE 
RErWX)[) 

REnION VIII 
RFNVIILE 
RICE 
RCCK 
ROSFAU 

* SAINI' r..arrs 
SCDIT 
SHERBURNE 

* SIBLEY 
STFARNS 

* STEELE 
STEVENS 
5ffi:FT 

* TODD 
'IP.AV&IBE 
WABASHA 

* WADENA 
* WASErA 

WASHllClW 
Will<IN 
WIIDNA 
WRIGHI' 
YELLCM MEDICINE 

16 IDrAL 

1988 1990 

$0 
$6,000 
$5,500 
$7,000 
$3,095 
$5,000 
$7,500 

$0 
$1,062 
$2,700 

$35,000 
$0 

$5,039 
$0 

$1,160 
$0 

$15,366 
$45,643 

$5,950 
$35,480 

$0 
$15,000 

$0 
$156 

$7,000 
$0 

$1,000 
$2,000 

$40,917 
$2,350 

$35,000 
$53,130 

$7,000 

$100,000 
$10,000 

$5,500 
$12,500 
$3,100 
$5,500 
$7,500 

$100,000 
$2,000 

$10,000 
$45,000 
$15,700 
$20,000 

$750 
$2,000 

$209,000 
$24,766 
$57,054 

$5,000 
$37,609 

$0 
$12,000 

$3,000 
$7,600 
$7,000 
$9,500 
$3,600 

$22,000 
$45,000 
$3,800 

$37,693 
$62,000 

$9,000 

$85,631 
$16,000 

$5,500 
$13,050 

$3,200 
$6,000 
$8,500 

$390,000 
$2,575 

$15,000 
$55,000 
$22,300 
$45,000 

$750 
$3,000 

$229,000 
$44,333 
$79,767 

$5,000 
$38,737 

$0 
$12,000 

$3,000 
$12,960 

$7,000 
$7,000 
$6,300 

$22,000 
$71,660 
$4,500 

$54,201 
$128,000 

$9,500 

$854,682 $3,893,986 $5,073,336 

11 
II 
II 
11 
II 
11 

11 
11 
11 
11 

11 

11 

II 
11 

11 

11 

II 
II 
II 
11 

II 
11 

II 
11 
11 
11 

11 
II 
II 
11 
11 
II 
II 
II 
II 
11 
I I 

0 
15 

5 
6 
3 

20 
10 

0 
3 
7 

21 
0 
9 
0 
2 
0 

15 
24 

6 
44 

0 
15 

0 
1 
5 
0 
1 
4 

54 
6 
8 

45 
8 

896 

35 
25 
10 
16 

9 
21 
10 

120 
4 

20 
25 
18 
20 

1 
10 

220 
30 
40 

6 
47 

0 
15 

2 
19 

5 
8 
8 

24 
85 
10 
10 

100 
10 

6,558 

45 
40 
15 
25 

9 
22 
16 

225 
6 

25 
35 
23 
40 

5 
15 

220 
45 
45 

5 
48 

l, 
2 

30 
8 

10 
16 
24 

130 
12 
11 

200 
10 

7,420 

NOrE: 'THESE FIGURES ARE TAKEN FR:M 'IHE IATEST INFORMATION FR:M a:xJNI'Y MENI'AL HEAL'lli 
PI.ANS KR 'IHE PERIOO OF 1990 AND 1991. 'IHE 1988 FIGURE IS '!HE ESTIMATE OF HCW 
MUCH WAS SPENI' AND I-DJ MANY CLIENIS WERE SERVED FtR '!HAT YFAR. 'IHE 1990 AND 1991 
FIGURES ARE Em MUCH IS PLANNED TO BE SPENI' AND fDtl MANY CLllNI'S ARE PLANNED 'IO BE 
SERVED OORING 'IBM' TIME. 

* AN ASTERISK NE}cr' 'IO A CXXJNI'Y INDICATES '!HAT 'IHE CXXJNI'Y'S CHII.mEN'S 
MH PI.AN HAS NOI' BEDl APPROVED AS OF 9/20/90. 

** 'IHE EXPENDI'IURES INCLUDE ALL CXXJNI'Y EXPENDITURES, INCLUDING MEDIC.AID & 
GENERAL ASSisrANCE MEDICAL c.ARE REVENUE. 

*** 'IHE 1988 CLIENr FIGURE~ CHE CXXJNrY WAS MJDIFIED 'IO BE <:nlSISI'ENI' 
wrIH 'IHE 1988 EXPENDI'IURES WHEN IT APPEARED '!HAT REVISIONS WERE SUBMITrID 
FOR 'IHE 1990 AND 1991 CLIENr FIGURES, BUr NO!' FDR 'IHE 1988 CLI:ENI' FIGURES. 



MH CASE HNWifMFW SERVICES RR AOOLTS AS REFCruw BY cx:wr:rns 
EXPENDI'IURES** I I g; 1IENrS SERVED 

Est. Actual Planned Planned II Est. Actual Planned Planned 
CXXJNIY 1988 1990 1991 11 1988*** 1990 1991 

11 
11 

AITKIN $18,413 $20,254 $21,267 11 24 26 27 
* ANOKA $331,385 $489,400 $523,700 11 257 260 275 

BEX:!KER $11,000 $30,000 $30,000 11 70 70 90 
BELTRAMI $37,442 $54,863 $54,965 II 36 50 55 
B~ $0 $67,222 $70,583 11 0 60 63 
BIG SinIB $28,891 $13,000 $13,000 11 24 12 12 
BI1JE EARIH $55,220 $76,808 $81,110 II 106 124 133 
BRaiN $70,000 $72,000 $74,000 11 95 95 95 

* CARL'It:N $42,995 $45,000 $50,000 11 55 60 60 
CARVER $70,231 $68,456 $71,194 II 57 46 53 
CASS $10,393 $18,389 $18,941 11 55 58 58 
OIIPPEWA $58,026 $61,388 $56,975 II 14 14 15 

11 OIISNIJ $21,385 $30,000 $32,000 
11 

26 45 47 
CI.AY $16,767 $24,323 $25,540 35 51 54 
~ $13,129 $13,119 $14,287 11 50 51 51 
cmK $43,614 $24,126 $24,850 II 43 12 12 
CXJI'IaMX)[) $12,889 $25,026 $25,777 11 15 28 30 

11 CR(l-1~ $100,000 $175,000 $190,000 
11 

43 72 75 
DAKO:rA $308,513 $395,258 $415,020 

11 
546 575 590 

IX)OOE $28,000 $33,271 $42,221 
11 

9 11 12 
r:x:xx;IAS $30,000 $30,000 $31,000 

t I 76 76 76 
FILI.M:lRE $5,815 $16,364 $17,426 21 45 28 
Ft+l $46,658 $51,852 $51,852 II 70 95 105 II FREEEORN $40,600 $60,000 $65,000 

11 
67 84 88 

* GCOCHUE $52,764 $52,329 $52,329 II 112 110 110 
GRANT $17,084 $10,207 $12,250 23 10 10 

* HENNEPIN $1,902,351 $2,656,833 $2,656,833 11 1,991 2,157 2,205 
11 * HCXJS'IOO $31,345 $31,000 $40,000 
11 

35 35 40 
HUBBARD $37,600 $37,600 $37,600 

11 
60 60 60 

ISANI'I $65,041 $57,130 $58,844 
11 

50 50 50 
ITASCA $50,000 $50,000 $50,000 

II 50 50 50 
JM:l<SOO $7,200 $13,680 $14,400 

11 
18 19 20 

KANABEX: $5,840 $14,400 $17,304 
II 19 36 42 

KANDIYCHI $44,000 $78,300 $81,432 
11 

100 110 115 
KITI'SON $8,071 $9,200 $9,200 

11 
15 15 15 

KCXXHICHING $88,531 $89,866 $92,560 
11 

43 43 43 
IN::.~ PARLE $12,654 $17,593 $15,496 

11 
22 22 22 

I.AKE $5,200 $5,720 $6,300 
11 

12 13 14 
I.AKE OF W:X:OS $3,894 $2,123 $7,200 II 5 10 10 
LE SUEIJR $15,500 $25,000 $28,000 

11 
35 45 48 

lCI.iEXD $30,000 $35,000 $37,500 
II 63 70 73 

MAHt01EN $6,500 $8,000 $8,500 
11 

13 25 30 
MARSHALL $29,400 $31,800 $32,100 II 13 13 15 
MEEKER $42,000 $36,720 $49,680 II 50 34 46 
MILLE LACS $40,000 $60,000 $65,000 

11 
20 30 35 

K:>RRISOO $33,146 $16,080 $16,804 
11 

83 55 65 
?<MER $34,000 $42,300 $43,600 

11 
66 70 75 

NIOOLLEr $30,000 $33,000 $36,000 
11 

60 65 69 
OOBLES $39,023 $40,000 $40,000 

11 
30 34 37 

OORMAN $10,000 $13,000 $15,000 I_ I 25 35 35 



MH CASE MNYfilHfm SERVICES FCR Ar.ULT$ AS RERm'fP BY <n.JNTIE.S 

EXPENDI'IURES** I I q :IENI'S SERVED 
Est. Actual Planned Planned II Est. Actual Planned Planned 

CXXJNIY 1988 1990 1991 11 1988*** 1990 1991 
11 
11 

* OLMSTED $93,600 $96,408 $99,300 11 263 289 317 
OTTER TAIL $71,339 $80,000 $90,000 11 38 40 50 
PENNINGION $30,000 $30,000 $30,000 11 30 30 30 
PINE $22,329 $91,397 $93,967 11 28 55 55 
PIPE.S'KNE $18,837 $15,000 $15,500 11 20 15 15 
roI.K $30,000 $32,000 $33,000 11 60 70 80 
roPE $9,480 $17,500 $18,000 11 25 27 28 
RAMSEY $1,318,095 $2,337,576 $2,431,079 11 1,125 1,550 1,550 
RED LAKE $4,550 $4,900 $5,425 11 26 28 31 
REIKX)[) $5,000 $20,000 $25,000 II 13 40 50 
REriICN VIII $127,000 $145,000 $140,000 11 200 200 200 
RENVILLE $53,000 $70,000 $70,000 II 50 50 50 
RICE $25,052 $25,000 $28,800 11 46 45 48 
RCCK $0 $14,250 $14,250 II 0 19 19 
ROSFAU $29,120 $18,055 $18,055 11 30 30 30 
SAINr UXJIS $670,000 $725,000 $761,000 II 190 350 350 
SOJIT $56,562 $75,000 $78,750 11 95 95 95 
SHmBURNE $120,000 $122,000 $133,600 11 70 100 110 
SIBLEY $15,376 $17,000 $20,000 11 26 30 32 
STEARNS $139,929 $148,325 $152,774 11 272 288 297 

* SI'EELE $102,086 $79,962 $82,362 11 25 28 
STEVENS $25,000 $25,000 $25,000 II 25 25 
sw.rFT $28,000 $35,000 $37,000 11 35 35 35 
'IO[)[) $11,786 $29,160 $40,582 11 25 32 32 
'ffiAvmBE $13,000 $13,000 $13,000 11 8 10 10 
WABASHA $26,395 $36,144 $44,000 II 24 30 35 
WADENA $8,000 $8,000 $8,500 11 8 8 9 
WASEX::A $18,879 $21,214 $21,850 II 15 20 23 
WASHINGIOl $107,734 $263,736 $309,590 11 300 325 350 
WILKIN $3,101 $13,121 $14,500 11 8 25 30 
WlNJNA $113,983 $126,189 $137,337 11 70 90 112 
WRIGHI' $53,130 $59,892 $61,824 II 145 145 195 
YELI.CW MEDICINE $15,000 $13,888 $14,433 11 26 30 30 

II 
7 TOrAL $7,407,873 $10,170,717 $10,593,118 11 8,127 9,390 9,796 I I 

NOrE: '!HE.SE FIGURES ARE TAKEN FIO-f '!HE LATEST INFORMATICN FR01 alJNIY MENrAL HEAL'IH 
PIJ\NS RR 'lHE PERIOO OF 1990 AND 1991. '!HE 1988 FIGURE IS '!HE ESTIMATE OF B:W 
MlJOi ~ SPEN1' AND Im MANY CLIENI'S WERE SERVED RR '!HAT YFAR. 'IHE 1990 AND 1991 
FIGURES ARE Em MUCH IS PLANNED ID BE SPENr AND fDl MANY CLIENrS ARE PLANNED 'IO BE 
SERVED rx.JRilC 'IHAT Tn-1E. 

* AN ASTERISK~ 'IO A alJNIY INDICATES 1:HAT '!HE CXXJNIY'S AIJJLT 
MH PI.AN~ NO!' BEEN APPROVED AS OF 9/20/90. 

** 'IHE EXPEND:rruRES INCilJDE ALL CXXJNIY EXPEND:rruRES, INCUJDING MEDICAID & 
GENERAL ~!STANCE MEDICAL CARE REVENUE. 

*** '!HE 1988 CLIENI' FIGURE FOR SIX CXXJN.rIE.5 WERE MJDIFIED TO BE <DNSISTENI' 
WI'IH '!HE 1988 EXPEND:rruRES WHEN IT APPEARED '!HAT RE'VISIOOS WERE SUEMITI'ED 
FOR 'IHE 1990 AND 1991 CLIENI' FIGURES, BUT NOr roR 'IHE 1988 CLimI' FIGURES. 



CSP AND DAY lEF,A'IMENI' FOR gm IBfll AS REEY<I'W BY a:t.JNI'IES 

EXPENDI'IURES** I I 
~ 1IENI'S SERVED*** 

Est. Actual Planned Planned 11 Est. Actual Planned Planned 
CXXJNIY 1988 1990 1991 11 1988 1990 1991 

11 
11 

* AITKIN $2,000 $1,000 $1,000 11 1 1 1 
ANOKA $2,666 $20,000 $150,000 11 3 30 100 
BEX::KER $0 $2,000 $8,500 11 0 10 10 
BELTRAMI $25,000 $27,000 $38,012 II 30 30 30 
BENI'ON $13,306 $21,306 $22,724 11 6 4 4 
BIG S'IOIE $0 $0 $0 11 0 0 4 
BilJE FARIH $0 $0 $39,829 11 0 0 15 
BRa-lN $6,930 $7,000 $7,000 II 9 9 9 
CARL'Im $14,805 $15,000 $35,000 11 5 5 10 II CARVER $0 $75,108 $77,848 

11 
0 20 20 

* CASS $378 $1,726 $1,800 II 2 2 5 
. aiIPPEWA $0 $2,500 $10,000 

11 
0 2 4 

QiISHXJ $0 $0 $38,000 
11 

0 0 6 
CLAY $0 $0 $50,000 0 0 24 
CLFAIMATER $0 $0 $0 11 0 1 3 
CCOK $0 $0 $10,000 II 0 0 15 
COI'IOMXD $0 $400 $1,200 11 0 2 6 

* CRCM WING $1,000 $0 $76,000 11 0 0 48 
DAI<OrA $216,115 $216,837 $227,679 11 49 52 55 
IXXx;E $0 $1,500 $5,500 II 0 4 6 
I:X:UliAS $0 $3,000 $21,000 11 0 2 6 

11 FILlM)RE $0 $14,250 $25,400 
11 

0 10 13 
Ff,fi $0 $19,375 $29,375 II 0 15 50 
FREERlRN $0 $0 $0 0 0 0 

* GCXDruE $0 $10,000 $20,000 11 0 50 50 
* GRAN!' $0 $0 $15,000 11 0 0 3 
* HENNEPm $2,730,313 $3,547,313 $3,545,028 11 830 2,125 2,125 II fDJS'IOO $1,360 $11,494 $26,759 

11 
3 5 10 

HUBBARD $0 $0 $15,000 
11 

0 0 6 
* ISANI'I $0 $89,000 $92,500 

. 11 
6 16 20 

* ITASCA $19,248 $28,138 $16,461 
11 

30 30 30 
JAa<.SCN $0 $4,985 $15,000 

11 
0 1 4 

KANAB&: $0 $0 $0 II 0 0 12 
KANDIYCHI $8,000 $13,100 $15,823 

11 
20 25 35 

KITI'SOO $0 $0 $970 
11 

0 0 2 
KCXXXI<RING $0 $0 $0 0 0 0 
I.AC QJI PARLE $0 $200 $4,000 11 0 1 4 
LAKE $0 $2,650 $13,000 11 0 2 10 
LAKE OF vODS $0 $213 $198 11 0 1 1 
LE SUEUR $0 $5,800 $11,800 II 0 8 15 
~ $0 $5,000 $7,500 11 0 10 15 

11 MAHNCMEN $0 $0 $8,000 
11 

0 0 3 
MARSHALL $0 $1,000 $2,200 

11 
0 2 2 

MEEKER $4,160 $8,000 $15,000 
11 

1 2 5 
MILLE I.ACS $0 $0 $20,000 II 0 0 5 
MJRRISCN $10,881 $20,088 $20,992 

11 
2 25 130 

r-mER $6,415 $89,200 $100,825 
11 

5 100 100 
* NI<X>LLEI' $10,000 $12,000 $30,000 

11 
6 12 13 

OOBLE.S $0 $0 $15,000 0 0 ;; 

II -
NORMAN $0 $0 $11,000 0 0 ;; 

I I 



caJNIY 

OI.MSTED 
OITER TAIL 
PENNJNG'ION 
PINE 
PIPES'IOOE 
FOU< 
FOPE 

* RAMSEY 
RID I.AKE 
REIKX)[) 

REGION VIII 
RENVILLE 
RICE 
RCx:K 
ROSFAIJ 

* SAINI' r.arrs 
SCXJIT 
SHERBURNE 

·* SIBLEY 
STEARNS 

* STEELE 
STEVENS 
SWIFT 

* 'IO[)[) 

TRAVERSE 
WABASHA 

* WADENA 
* WASB:A 

WASHINGTON 
Wil1<IN 
WINONA 
WRIGHI' 
YELI..01 MEDICINE 

16 TOI'AL 

CSP AND DAY 'IRFA'IMENI' FOR Q::IIJDBEN AS RER.JffitP BY a::oNTIFS 

EXPENDrIURES** 
F.st. Actual Planned 

1988 1990 

$0 
$0 
$0 
$0 

$2,661 
$0 

$4,000 
$379,200 

$933 
$0 

$2,000 
$0 
$0 
$0 
$0 

$15,000 
$0 

$36,486 
$0 

$82,373 
$0 
$0 
$0 
$0 
$0 
$0 
$0 
$0 

$50,718 
$0 

$13,400 
$0 
$0 

$160,000 
$4,000 
$1,000 

$0 
$6,593 
$1,000 
$9,750 

$405,744 
$0 

$4,000 
$2,000 
$2,300 

$15,000 
$0 

$500 
$17,000 
$21;525 
$68,500 

$1,000 
$87,315 

$0 
$1,000 

$425 
$20,802 

$0 
$1,500 

$0 
$0 

$98,191 
$0 

$14,910 
$28,600 

$200 

Planned 
1991 

$170,000 
$15,600 

$1,000 
$4,000 
$6,593 
$7,000 

$11,000 
$456,974 

$6,060 
$8,500 
$6,000 
$3,000 

$29,300 
$10,000 

$4,600 
$18,000 
$31,525 
$76,500 

$2,000 
$89,935 
$3,750 
$1,000 
$4,500 

$28,000 
$1,390 
$4,500 

$0 
$17,000 

$290,931 
$13,952 
$19,506 
$71,870 

$200 

$3,659,348 $5,249,038 $6,312,109 

I I g :JENI'S SERVED*** 
11 Est. Actual Planned Planne:i 
I I 1988 1990 1991 

11 
11 
11 
II 
11 
11 
11 
11 
11 
11 
II 
11 
11 
11 
11 
11 
II 
11 
II 
11 
II 
11 
11 
11 
11 
11 
11 
11 
11 
11 
II 
11 
II 
II 
II 
11 
I I 

0 
0 
0 
0 
1 
0 
3 

205 
3 
0 
2 
0 
0 
0 
0 

12 
0 

22 
0 

107 
0 
0 
0 
0 
0 
0 
0 
0 

57 
0 
5 
0 
0 

1,425 

15 
15 

2 
0 
5 
1 
6 

217 
0 
2 
2 
4 
8 
0 
2 

12 
48 
35 

2 
113 

0 
1 
1 
3 
0 
1 
0 
0 

65 
0 
6 
8 
1 

3,189 

45 
73 

2 
9 
5 

15 
9 

223 
3 
5 
5 
6 

20 
5 
5 

12 
48 
50 

2 
117 

16 
2 
6 
2 
6 
0 

10 
150 

6 
20 
41 

1 

3,982 

NOrE: 'IHESE FIGURES ARE TAKEN FRCM 'IHE I.ATE.ST INFORMATIOO FRCM CXXJNI"i MENI'AL PI.ANS FOR 
'IHE PERIOO OF 1990 AND 1991. 'lHE 1988 FIGURE IS 'lHE ESl'Il-1ATE OF 1-D-l MUCH WAS 
SPENr AND Em MANY CLIENI'S WERE SERVED FtR '!HAT YEAR. 'lHE 1990 AND 1991 FIGURES 
ARE 1-D-l MUCH IS PIANNED 'IO BE SPENI' AND 1-D-l MMri CLIENI'S ARE PIANNED 'IO BE SERVED 
OORING 'IHAT TIME. 

* AN ASTERISK NEXF 'IO A CXXJNI'Y IlIDICATFS '!HAT 'lHE caJNIY'S <lfiI.L'm}l'S 
MH PU\N HAS 001' BEEN APPROVED AS OF 9/20/90. 

** '!HE EXPENDI'IURES INCUJDE AIL CXXJNI'Y EXPENDI'IURES, EXCUJD~ MEDICAID & 
G~ ASSisrANCE MEDICAL c.ARE REVENUE. 

**'lr!HE CLIENI' 'IOrAI..S ARE 'lHE HIGHER OF 'IHE CSP CLIENI' 'IOI'AL AND DAY~ CLIENT 
TOI'AL. 



CSP AND DAl': 'IRFA'IMENr FOR AOOLTS ~ RERRr.w ex a:x.JNI'IES -
EXPENDI'IURE.S** I I g;,IENI'S ~** 

11 Est. Actual Planned Plarmed 
11 

Est. Actual Planned Plarmed 
CXXJNIY 1988 1990 1991 

11 
1988 1990 1991 

11 

AITKIN $31,979 $48,132 $49,708 11 17 19 20 
* ANOKA $550,497 $639,300 $683,400 II 297 300 300 

BED<ER $51,100 $51,100 $53,655 11 40 120 120 II BEL'IRAMI $163,348 $181,497 $192,387 
11 

135 143 152 
BENICN $24,648 $66,497 $75,876 

11 
12 70 74 

BIG~ $25,508 $32,939 $40,000 
11 

2 11 15 
BliJE FARIH $138,873 $325,329 $335,089 

II 230 423 450 
BRa-1N $40,380 $50,095 $51,134 

11 
25 28 28 

* c.ARL'IOO $55,002 $63,408 $64,333 II 33 40 40 
CARVER $85,345 $98,597 $102,941 

11 
43 50 50 

CASS $5,946 $10,128 $92,315 
11 

24 25 25 
arIPPEWA $10,989 $46,500 $46,500 

11 
16 26 30 

aiIS>ro $39,825 $69,943 $73,123 
11 

6 15 20 
CLAY $32,851 $104,312 $107,071 I 21 120 120 
CLEARWATER $23,821 $46,556 $50,000 I 12 14 14 
CXX)K $2,317 · $20,591 $21,210 I 10 32 32 
ClJI'ICtM:XX) $35,058 $37,460 $38,584 I 26 36 36 
CRCM WING $144,070 $137,238 $138,933 66 80 100 
DAKOl'A $527,505 $475,169 $498,928 I 822 859 898 I [X)[X;E $22,800 $43,596 $39,600 I 45 53 54 
rx:o::;rA<3 $42,000 $55,000 $69,000 I 35 35 38 
FILI.M::m: $27,892 $39,178 $40,000 I 15 35 35 
Fffi $56,918 $412,365 $402,375 I 70 70 70 
FREERlRN $56,139 $65,800 $66,550 I 45 85 85 

* GCOCHUE $142,949 $168,010 $168,010 I 69 70 70 
GRAN!' $564 $40,600 $43,000 I 4 10 14 

* HENNEPIN $2,700,593 $4,082,936 $4,082,936 I 1,006 1,374 1,374 
* lllJSKN $66,260 $36,706 $40,000 I 37 50 60 

HUBBARD $52,150 $66,500 $69,000 I 15 20 23 
ISANrI $46,010 $38,013 $50,000 I 45 20 30 
ITACSCA $124,889 $139,852 $143,352 I 300 381 400 
~ $5,036 $33,249 $50,000 I 4 18 18 
KANABEC $28,714 $55,747 $60,500 I 2 15 20 
KANDIYCHI $323,501 $275,815 $280,334 I 270 280 285 
KI'ITSON $17,246 $46,288 $46,288 I 6 12 12 
KCXXHICHilli $65,044 $66,586 $73,100 I 47 47 47 
U,.,C ~ PARLE $16,000 $38,993 $40,000 

11 
2 14 14 

I.AKE $29,800 $32,295 $76,065 
11 

12 13 14 
I.AKE OF W::X:OS $0 $1,175 $1,168 

11 
0 1 4 

LE SUEXJR $10,000 $33,000 $33,500 
11 

10 40 40 
?C:HX) $28,000 $70,000 $95,000 II 15 40 45 
MAHNCMEN $16,748 $36,663 $33,663 

11 
5 10 13 

MARSHALL $31,600 $37,000 $43,500 
11 

17 27 28 
MEEKER $76,948 $79,716 $80,365 II 58 60 60 
MILLE LM:S $39,928 $63,200 $66,000 

11 
15 30 30 

KlRRISOO $103,334 $102,903 $132,632 
11 

135 125 135 
KliER $132,000 $185,500 $220,000 

11 
100 125 150 

NIOOLLEI' $32,000 $71,000 $82,000 
11 

30 35 40 
NOBLES $41,224 $45,531 $47,678 II 

21 22 26 
NORMAN $28,069 $36,711 $33,711 I I 6 10 15 



roJNI"l 

* OI..MSI'ED 
OITER TAIL 
PENNING'ION 
PINE 
PIPES'!CtIB 
roll< 
roPE 
RAMSEY 
RED I.AKE 
RIDCD 
REnIOO VIII 
RllN.ILLE 
RICE 
RCXl( 

RCSFMJ 
SAINI' r.arrs 
SCDlT 
SHERBURNE 
SIBLEY 
SI'FARNS 

* STEELE 
STEVENS 
SWIFT 
'IO[X) 

'TRAVERSE 
WABASHA 
WADENA 
WASJrA 
WASHING.Im 
WII1<IN 
~ 

WRIGHI' 
YEU.J:Ji MEDICINE 

7'IOI'AL 

CSP AND DAY 'IRE'A'IMENr FW AJ:lJLTS AS REKRW BY c:aJNITES 

EXPENDI'IlJRES** 
Fst. Actual Planned Planned 

1988 1990 1991 

$259,010 
$118,859 

$40,022 
$18,437 
$15,964 
$89,752 
$11,200 

$2,855,533 
$17,946 
$27,000 
$56,839 
$69,451 
$75,861 
$17,529 
$14,105 

$604,000 
$15,000 
$36,700 
$59,025 

$270,038 
$33,030 
$28,000 
$51,244 
$38,747 
$25,000 
$45,835 
$32,000 
$13,000 

$545,334 
$15,505 

$239,141 
$82,827 
$31,000 

$266,779 
$134,300 

$46,122 
$39,095 
$36,614 

$130,153 
$16,000 

$2,931,623 
$38,946 
$58,773 

$240,572 
$85,000 
$93,500 
$22,107 
$52,590 

$667,000 
$72,352 
$62,400 
$59,000 

$286,240 
$57,086 
$33,023 
$68,000 
$59,000 
$32,644 
$61,081 
$53,102 
$36,122 

$723,898 
$46,318 

$256,006 
$96,253 
$59,049 

$174,781 
$148,000 

$38,822 
$41,050 
$37,436 

$146,487 
$20,500 

$3,133,066 
$38,440 
$66,000 

$270,340 
$85,000 
$91,300 
$26,244 
$56,550 

$700,000 
$73,221 
$66,625 
$60,000 

$294,818 
$58,799 
$40,000 
$71,000 
$73,000 
$40,000 
$69,960 
$56,561 
$37,206 

$767,332 
$34,548 

$266,247 
$115,134 

$64,000 

$12,206,352 $15,925,467 $16,691,981 

11 GI,IENI'S SERVID'r** 
Est. Actual Planned Planned 

I I 1988 1990 1991 

11 
11 
11 
11 
II 
11 
II 
11 
II 
11 
11 
11 

11 
11 
11 
11 
II 
11 
II 
11 
II 
11 
II 
11 
II 
11 
II 
II 
II 
11 
II 
11 
II 
II 
II 
11 
I I 

290 
40 
20 
15 

6 
70 

6 
4,245 

8 
5 

60 
30 
39 
15 

6 
585 

81 
50 
15 

208 
20 

5 
35 
11 

7 
24 
50 

5 
162 

13 
80 
40 

4 

10,528 

319 
50 
20 
35 
14 
70 

8 
4,561 

10 
15 
60 
35 
40 
15 
20 

626 
90 
90 
21 

220 
42 
15 
35 
15 

7 
30 
60 
22 

170 
16 
96 
77 

8 

12,450 

350 
60 
20 
40 
14 
70 
12 

4,600 
11 
25 
90 
35 
40 
15 
25 

626 
95 

100 
23 

227 
l 

lj 
35 
19 

7 
35 
60 
27 

180 
18 

100 
90 

9 

12,891 

OOrE: 'IHESE FIGURES ARE TAKEN FRCM '!HE LATEST INR:RtfATIOO FRCM a:xJNI'Y MENrAL HEAL'IH 
PI.ANS RR '!HE PERIOD OF 1990 AND 1991. '!HE 1988 FIGURE IS 'IliE ESTIMATE OF HCM 
MUCH WAS SPENI' AND Em MANY CLIENI'S WERE SERVED FCR '!HAT YFJ\R. 'IliE 1990 AND 1991 
FIGURES ARE tm Kx:H IS PI.MmED 'IO BE SPENI' AND Im MANY CLIENI'S ARE PI.MrnED ro BE 
SERVED~ '!HAT TIME. 

* AN ASI'ERISK NEXl' 'IO A cn:JNIY INDICATES 'IHAT '!HE a:x.JNI'Y'S AIXJLT 
MH PIAN HAS OOI' BEEN APPROVED AS OF 9/20/90. 

** 'IHE EXPmDI'ItJRES INCUJDE AIL CXXJNI'Y EXPENDI'IURE.S, EXCI.lIDIOO MEDICAID & 
GENERAL ASSISTANCE MEDICAL CARE REVENUE. 

**-lr'!HE CLIENI' 'IUrAlS ARE 'IHE HIGHER OF '!HE CSP CLIENI' 'IOI'AL AND DAY 'IRFA'IMENI' CLIENT 
'IOI'AL. 



RIC < STATE W3PITAL) SERVIC'fS Fm gm OREN AS RERRt·w BY CQJNI'IES 

EXPENDI'IURES** I I 
CTJENrS ~** Est. Actual Planned Planned 11 Est. Actual Planned Planned 

CllJNI'Y 1988 1990 1991 II 1988 1990 1991 II 
11 

* AITKIN $0 $0 $0 11 0 1 2 
ANOKA $1,516 $0 $0 11 8 12 14 BEXXER $5,500 $3,192 $3,496 II 7 7 7 
BEL'mAMI $1,160 $1,260 $4,101 II 1 2 3 
8ENl(fi $24,890 $27,682 $24,868 11 1 1 1 
BIG S'IOOE $0 $0 $0 II 0 0 0 
BllJE FARIH $1,390 $1,470 $1,638 11 6 5 5 
~ $0 $0 $0 II 0 0 0 
CARL'lm $0 $0 $0 11 1 0 0 
CARVER $0 $0 $0 II 0 0 0 

* CASS $4,234 $6,064 $6,064 11 3 3 3 
CHIPPEl'lA $0 $0 $0 11 2 2 2 
QilSN:r.J $0 $0 $0 11 0 0 0 
CI.A.Y $3,179 $6,222 $6,222 11 4 5 5 

11 ~ $660 $521 $564 II 1 1 2 
CXX)K $0 $0 $0 0 1 1 
CUI'IaHXD $1,080 $1,077 $1,123 11 1 3 3 

11 * CRCMWIN:i $0 $0 $0 
11 

39 39 39 
DAKOI'A $4,350 $4,271 $4,508 

11 
3 3 3 

txXXiE $0 $1,066 $1,172 
11 

0 6 2 
cx:x:GI.AS $0 $0 $0 II 0 1 0 
FILI.H::m: $0 $1,600 $2,000 

11 
0 2 1 

FT+l $1,145 $1,297 $1,426 
II 2 2 2 

~ $0 $0 $0 
11 

0 0 0 
* GCCaiUE $0 $0 $0 II 0 0 0 
*GRAN!' $0 $0 $0 0 0 0 
* HENNEPm $6,423 $6,534 $6,897 I 4 4 4 I lil.JS'IW $10,712 $1,000 $1,000 I 2 1 1 

HUBBARD $2,557 $4,909 $5,143 I 1 2 2 
* ISANr.I $1,459 $2 $3 I 2 0 0 
* ITM:ie.A $0 $0 $0 I 0 0 0 

J1£!KSCN $0 $0 $0 0 0 0 
KANABEX: $0 $0 $0 I 0 1 1 
KANDIYCHI $1,350 $1,000 $1,000 I 4 6 6 I KITis::N· $0 $0 $0 I 0 0 0 
KCXXRI<liING $0 $0 $0 0 0 0 
~ Q'.JI PARLE $3,772 $0 $0 I 4 0 0 
I.AKE $0 $0 $0 I 0 0 0 
I.AKE OF vlXDS $0 $0 $0 I 0 0 0 
LE SUEI.1R $4,000 $4,000 $5,000 11 2 2 3 

11 rcLEXD $18,000 $19,000 $20,700 II 5 5 4 
MAHtDfEN $0, $0 $0 

11 
0 0 0 

MARSHALL $0 $4,134 $9,096 
11 

0 1 2 
MEEKER $350 $380 $420 

11 
3 3 3 

MILLE !ACS $0 $0 $0 II 0 0 0 
MERI!:Dl $0 $3,724 $3,892 II 0 4 4 
M:MER $3,871 $0 $1,900 II 

4 0 1 
* NICDLLEI' $0 $0 $0 0 0 0 

OOBLES $0 $0 $0 11 0 0 0 
~ $0 $0 $0 11 0 0 0 I I 



Rit; ( STATE lDSPITAL) SERVICES FCR <liIIfFF?J AS REK-RIW BY a:uN:rIES 

EXPENDI.'IURES** I I GI:IENI'S SERVEDJr** 
Est. Actual Planned Planned II Est. Actual Planned Planned 

CXXJNl'Y 1988 1990 1991 11 1988 1990 1991 II 
11 

OUfSTED $250 $0 $0 11 1 0 0 
OITER TAIL $0 $0 $0 II 0 0 0 
PENNINGIOO $0 $0 $0 II 0 0 0 
PINE $0 $0 $0 II 1 2 3 
PIPES'IOOE $0 $0 $0 II 0 0 0 
roll< $3,084 $0 $0 11 1 0 0 
roPE $1,364 $1,400 $400 II 1 1 1 

* RAMSEY $0 $5,931 $6,000 II 12 12 12 
RED !AKE $0 $0 $0 II 0 0 0 
REIHXD $0 $0 $0 II 0 0 0 
REGICN VIII $0 $0 $0 11 0 0 0 
RElNILLE $3,000 $2,000 $3,000 11 3 2 3 
RICE $1,400 $0 $0 11 1 0 0 
RCXl( $0 $1,828 $2,011 11 0 1 1 
REFMJ $0 $1,000 $0 11 0 2 0 

* SAINI' I.OOIS $9,000 $10,400 $11,000 II 8 8 8 
SOJIT $0 $8,000 $8,000 11 0 3 3 
SHERBURNE $17,140 $36,900 $40,500 II 7 8 9 

* SIBLEY $50 $0 $0 11 1 0 0 
STFARNS $22,586 $23,940 $24,656 11 13 20 20 

* STEELE $0 $0 $0 11 0 0 
STEVENS $0 $1,000 $1,000 11 0 1 1 
SWIFT $4,285 $3,285 $3,500 II 4 1 1 

*'n:a:> $463 $588 $644 II 2 2 2 
'mA~E $0 $0 $0 11 0 0 0 
~ $904 $1,600 $2,000 II 1 2 1 

* WADENA $3,000 $4,000 $4,000 II 2 3 3 
* WA.SErA $0 $0 $0 11 0 0 0 

WASHING.Ia{ $2,803 $0 $0 11 2 0 0 
WII.KIN $0 $0 $0 11 0 0 0 
Wm:NA $164 $0 $0 11 1 1 1 
WRIGHI' $2,727 $3,636 $3,731 ·11 3 4 4 
YELLCM MEDICINE $0 $0 $0 11 0 0 0 

II 
16 TOI'AL $173,818 $205,913 $222,675 II 174 198 199 I I 

001'.E: 'IHESE FIGURES ARE TAKEN FR:M 'IHE I.ATEST INRH-1ATICN FIOI CXXJNl'Y MENI'AL HFAL'IH 
PLANS FtR 'IHE PERICD OF 1990 AND 1991. 'IHE 1988 FIGURE IS 'IHE ESTIMATE OF HCM 
MlXli WAS SPENr AND Im MANY CLIEN.I'S WERE SmvED RR 'IHAT YFAR. 'IHE 1990 AND 1991 
FIGURES ARE R:W Knl IS PLANNED 'IO BE SPENr AND Im MANY CLIEN.I'S ARE PLANNED ID 
BE SmvED OORilC '!HAT TD!E. 

* AN A.STElUSK NE>CI' 'IO A CXlJNIY INDICATES '!HAT 'IHE CXXJNI'Y'S ~'S 
MH Pl.AN H1\S tor BEEN APPRJVED AS OF 9/20/90. 

** 'lHE EXPENDI'IURES INCllJDE CMLY CXXJNl'Y EXPENDI'IURES, WHICli ARE USUALLY 10% OF RTC 
PER DIEM. A FEW AJ:MIS.SICNS ARE BJID ORDERS WHICli ARE 100% CXXJNl'Y CI:Sr. 

**""!HE NUMBER OF CLIENI'S INCllJDES AIL CHI1DREN REr.ARDLESS OF TYPE OF REIMBURS™ENT. 



RIC C STATE tmPITAL} SERVICES FW ArlJLTS AS RERRJ.·w BY <XXJNI'IES 

EXPENDrrtlRES** I I 
~ ,IENI'S SERVED 

Est. Actual Planned Planned II Est. Actual Planned Planned 
a:xJNI'Y 1988 1990 1991 11 1988 1990 1991 II 

11 

AITKIN $12,980 $27,159 $29,874 11 11 15 15 * AOOKA $197,365 $356,400 $381,300 II 68 70 70 
BEX::KER $40,100 $61,492 $65,434 11 45 45 46 
BEL'IRAMI $56,838 $63,216 $64,244 11 41 44 47 
BENltN $51,783 $56,566 $63,894 11 39 25 26 
BIG S'ItHE $28,406 $20,713 $22,780 II 5 6 6 
BLUE EARIH $181,597 $181,565 $190,853 11 72 65 59 
ERliN $42,000 $51,955 $51,247 II 26 28 27 

11 * CARL'l'OO $39,039 $43,491 $48,070 II 41 42 43 
CARVER $15,389 $20,000 $20,800 

11 
11 9 11 

CASS $74,790 $82,882 $85,368 II 65 70 75 
CHIPPEWA $31,144 $24,771 $26,220 

11 
18 11 11 

OIISIGJ $6,900 $36,499 $36,499 
11 

16 16 16 
CI.AY $60,403 $118,222 $132,958 

11 
71 89 49 

CLF.AI&lATER $2,595 $3,125 $3,382 II 5 6 6 
<XX)!( $4,085 $9,810 $10,355 

11 
3 3 3 

<DriaHXD $28,334 $30,·039 $31,749 
II 20 19 22 

m:M WIK; $160,923 $246,750 $272,550 
11 

160 160 160 
DARDrA $79,754 $119,240 $125,864 II 55 55 55 
OO[x;E $7,089 $3,552 $3,906 

11 
4 4 4 

~ $59,000 $60,000 $61,000 II 29 30 30 
F'ILI.M::m: $14,108 $14,307 $14,884 

11 
8 10 10 

F?-fi $77,093 $87,622 $96,362 II 63 63 63 
FREEOORN $44,900 $45,960 $54,600 

11 
24 26 26 

* GCXDruE $16,170 $40,500 $42,750 
II 17 17 17 

GRANr $4,335 $5,200 $5,491 
11 

5 5 5 
* HE?m.EPIN $1,813,146 $2,030,332 $2,143,200 

II 781 781 781 
* 1-DJS'IOO $14,182 $16,220 $16,220 

11 
10 10 10 

HUBBARD $20,709 $26,910 $28,500 II 16 16 16 
ISANl'I $55,388 $27,306 $35,340 

11 
46 30 34 

ITA<SCA $51,000 $69,552 $66,500 
11 

24 24 20 
~ $11,130 $9,425 $10,365 

11 
10 3 5 

KAN.ABEX:= $34,075 $26,550 $18,442 
11 

14 17 15 
KANDIYCHI $188,677 $201,406 $221,521 

11 
73 80 84 

KITI'SOO $410 $4,860 $5,030 II 1 6 6 
KCXX'HiailNG $18,875 $25,100 $25,850 

11 
17 17 17 

I.K; <l]I PARLE $30,096 $24,466 $24,910 II 15 10 10 
LAKE $600 $660 $730 

11 
1 1 1 

LAKE OF vOllS $1,764 $3,602 $3,816 II 2 5 4 
LE SUE1JR $43,000 $47,865 $51,950 

11 
25 25 25 

lCLEXD $50,700 $59,578 $62,100 II 21 21 22 
M1vKMEN $10,212 $16,802 $17,889 

11 
4 4 4 

MARSHAIL $9,900 $16,398 $18,040 
11 

7 8 8 
MEEKER $73,140 $73,849 $64,369 

11 
35 35 31 

MilLE LACS $23,000 $28,000 $30,000 II 
27 25 25 

K:lRRISCfi $58,891 $116,615 $113,050 
11 

48 60 60 
l-DlER $30,000 $61,851 $64,000 II 34 51 35 
NIOOLLEr $32,736 $39,568 $43,000 

11 
12 14 18 

OOBLES $30,000 $30,000 $30,000 II 
20 20 20 

~ $25,398 $31,537 $33,921 I I 13 11 11 



CXXJNIY 

* OI..MSTED 
OITER TAIL 
PENNIOOirn 
PINE 
:PIPESIOIB 
roll< 
roPE 
RAMSEY 
RED !AKE 
REIKXX) 

REX;Ictl VIII 
RENVllLE 
RICE 
RCX:!K 
R:6FMJ 
SAINr I.aJIS 
SCXJIT 
SHERBURNE 
SIBLEY 
STEARNS 

* STEELE 
STEVENS 
SWIFT 
'ItD) 

':mA~ 
WABASHA 
WADENA 
~ 

WASHnmCN 
WILKIN 
WINOlA 
WRIGffr 
YELU:M MEDICINE 

7'IUrAL 

RIC CSTATE I-mPITAL) SERVIGES R:R IDJLlS AS f<f2.JRX·w BY CDJNI'IES 

EXPElIDI'IlJRES** 
Est. Actual Planned 

1988 1990 

$159,933 
$204,867 

$26,623 
$14,238 
$12,358 
$90,626 

$2,520 
$535,136 

$876 
$48,192 
$95,976 
$45,000 
$99,260 
$11,593 

$5,740 
$302,000 

$34,506 
$61,400 
$13,060 

$331,079 
$25,918 
$10,350 
$18,800 
$23,111 

$5,000 
$14,535 

$9,000 
$10,436 
$71,232 
$26,516 
$44,029 
$48,971 
$27,000 

$194,996 
$268,719 

$26,623 
$33,022 
$11,000 

$128,155 
$2,520 

$899,217 
$4,961 

$45,994 
$116,115 

$36,000 
$97,200 

$9,142 
$4,000 

$369,600 
$40,000 
$49,501 
$21,300 

$350,928 
$12,464 
$10,350 
$28,080 
$29,600 

$5,000 
$15,000 
$10,000 
$11,500 

$100,530 
$49,336 

$115,200 
$94,464 
$31,112 

Planned 
1991 

$169,671 
$309,261 

$26,623 
$36,136 
$12,000 

$125,828 
$3,990 

$988,989 
$5,457 

$46,435 
$129,357 
$36,000 

$103,740 
$10,054 

$4,000 
$388,000 

$42,000 
$49,501 
$23,425 

$361,456 
$12,838 

$6,373 
$29,640 
$32,559 
$5,000 

$17,000 
$11,000 
$12,120 

$108,680 
$51,754 

$121,600 
$116,088 

$32,567 

$6,394,030 $8,021,917 $8,500,319 

l I GI ,IfNJ'S SERVED 
I I Est. Actual Planned Planned 
11 1988 1990 1991 

11 
II 
11 
11 
11 
11 
II 
11 
11 
11 
II 
11 
II 
11 
II 
11 
II 
11 
II 
II 
II 
II 
11 
II 
II 
11 
11 
11 
II 
11 
II 
II 
II 
11 
II 
11 
I I 

105 
95 
11 
33 

8 
45 
15 

287 
2 

18 
49 
26 
35 

7 
8 

200 
20 
14 
12 

163 
13 
15 
11 
23 

7 
15 
12 
11 
26 

7 
23 
54 
16 

3,564 

96 
80 
11 
35 

5 
38 
20 

287 
3 

22 
63 
26 
32 

5 
8 

112 
21 
14 
12 

173 
10 
15 

8 
23 

7 
16 
12 
10 
24 
10 
38 
64 
19 

3,526 

110 
85 
11 
35 

6 
34 
20 

287 
3 

19 
63 
26 
30 

5 
8 

112 
21 
14 
13 

l7P 
1 
15 

8 
23 

7 
16 
12 
10 
25 

9 
30 
70 
19 

3,499 

00:rE: 'IHESE FIGURES ARE TAKEN FI04 'IHE LATEST INRH-fATICN FR:M CXlJNlY MENI'AL HFAL'IH 
PI.MS Fm 'IHE PERIOO OF 1990 AND 1991. 'IHE 1988 FIGURE IS 'IHE ESI'1MATE OF HCM 
MUCli WAS SPENl' AND I'm MANY CLIENl'S WERE SERVED Fm 'IHAT YEAR. 'IHE 1990 AND 1991 
FIGURES ARE R>l Kx:H IS PIANNED TO BE SPENI' AND lD-1 MANY CLIENl'S ARE PLANNED 'IO BE 
SERVED OORn«; '!HAT TlME. 

* AN ASTERISK NE}a' TO A CXlJNlY IlIDICATES 'IliAT '!HE <XXJNI"l'S AOOLT 
MH PIAN HAS tor BEEN APPROVED AS OF 9/20/90. 

** 'IHE EXPENDI'IURES INCllJDE ~y CXlJNlY EXPENDI'IURES, WHICH ARE USUALLY 10% OF RIC 
Pm DIEM. A FEW AI:MISSICNS ARE HOLD ORDERS WHICli ARE 100% CDJNI"{ CDS!'. 



Goal fl 

MENTAL HEALTH DIVISION WORKPLAN 

July 1, 1990 - June 30, 1991 

APPENDIX H 

To plan for and promote development of high quality mental health 
services for children and adults. (E.g., planning, new 
initiatives, State Mental Health Advisory council administrative 
functions.) 

Objectives: 

A. To redesign and implement the mental health planning 
process. 

B. To promote new models of service delivery which enhance 
consumer involvement and independence. 

c. To collaborate with other DHS divisions in the 
development of MI socs as required by law. 

D. To expand housing options for persons with serious and 
persistent mental illness through development of a 
housing initiative. 

E. To enhance leadership capacity of state and local 
advisory councils. 

F. To develop state level inter- and intra- agency 
coordination for the development, implementation, and 
funding of mental health services. 

G. To assure that services for populations or groups of 
persons with diverse mental health needs are 
appropriately addressed by the system. 

H. To participate in opportunities to promote mental 
health research. 

I. To enhance opportunities for positive consumer outcomes 
through employment opportunities. 

Goal #2: 

To assure that publicly funded mental health service quality 
meets the standards of the Comprehensive Mental Health Acts and 
best contemporary practice. 

Objectives: 



A. To initiate development of appropriate standards for 
new children's mental health services. 

B. To complete rule revision of Rule 14/15, Rule 29 and 
Rule 36. 

C. To determine the best methods for assuring that 
out-of-home treatment settings of adults and children 
are appropriate and necessary. 

Goal #3: 

To assist counties in the provision of high quality services. 
(Consultation, technical assistance, training.) 

Objectives: 

A. To facilitate provision of information about best 
contemporary knowledge regarding service models to 
counties. 

B. To assist counti~s in identifying persons in need of 
services, including those identified in the nursing 
home screening process. 

c. To supervise local mental health authorities in 
arranging for the safe and orderly discharge of persons 
with mental illness who are found to be inappropriately 
residing in nursing facilities. 

D. To assure that mental health service development and 
implementation is coordinated at the local level. 

E. To assure individual case level coordination among 
service providers and clients. 

F. To promote community based services in the least 
restrictive environment when clinically appropriate to 
the client's needs. 

G. To implement a process for the discharge of Anoka­
Metro Regional Treatment Center patients who no longer 
require RTC levels of care. 

H. To reorganize division so that opportunities for 
professional consultation with counties are optimized. 

Goal #4: 

To develop and manage resources for the provision of mental 
health services for children and adults. (E.g., budget requests, 
grants, consolidated funding planning, HRD, leadership training.) 

Objectives: 



A. To prepare a long term plan for mental health funding 
consolidation. 

B. To develop and support budget requests for the funding 
and/or expansion of existing services. 

c. To develop a separate and distinct State Human Resource 
Development Plan to include into the agency's State 
Mental Health Services Plan. 

D. To provide effective management of mental health 
service grants. 

Goal ts: 

To monitor and evaluate the state's mental health service system 
for compliance with standards in law and rule. 

Objectives: 

A. To improve operation of the Comprehensive Mental Health 
Reporting System. 

B. To maintain and manage the computer resources of the 
Division to maximize staff efficiency and 
effectiveness. 

C. To continue operation and improvement methods of 
extracting mental health data from other DHS data 
systems. 

D. To implement statutory requirements for reporting 
children's residential treatment data and recommend 
statutory amendments. 

E. To implement a minimum HRD data set which interfaces 
systematically with the organizational and client data 
sets. 

F. To improve Division's capacity to evaluate service 
provision. 

G. To implement state and federal statutory requirements 
as they relate to planning and reporting. 

H. To implement Mental Health statistics Improvement 
Project prototype in 2-3 community mental health 
centers and 3-5 community support programs. 

I. To identify Mental Health Statistics Improvement 
Project elements which can be incorporated with MMIS, 
RTC and Licensing data systems. 



J. To review and analyze of Community Survey Data. 

K. Housing and Homeless Reporting/Analysis/Evaluation 

L. To analyze case management survey results. 

M. To revise Rule 14/Rule 12 supplemental reporting. 




