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MENTAL HEALTH DIVISION GOALS

The 1987 and 1989 Comprehensive Mental Health Acts were based on
the mission statements established by the 1986 and 1988 Minnesota
Legislatures. The following goals are the focus for efforts by
the Mental Health Division to achieve those missions, as well as
for emerging issues and initiatives undertaken by the Division.

Goal #1:

To plan for and promote development of high quality mental health
services for children and adults.

Goal #2:

To assure that the quality of publicly funded mental health
services meets the standards of the Comprehensive Mental Health
Acts and best contemporary practices.

Goal #3:

To assist counties in the provision of high quality mental health
services.

Goal #4:

~

To develop and manage resources for the provision of mental
health services for children and adults.

Goal #5:

To monitor and evaluate the state's mental health service system
for compliance with standards in law and rule.
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PART A: IMPLEMENTATION REPORT

1. oOverall Profile of Mental Health Services Prior to 1987
{prior to the initiation of P.L. 99-660 planning)

a. Overview of Policy, Mission and Rights Issues: On June 14,
1985, Minnesota's 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 action
in addressing the mental health needs of the state. The
formation and subsequent activities of this commission were a
highly significant step in the development of a comprehensive,
community-based mental health system in Minnesota.

The Commission concluded that the State's 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 was no mission statement in State
statutes for 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 these were not sufficient to guide and
stimulate the development and operation of a mental health
service system which was responsive to the needs of Minnesota's
citizens with mental illness 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 DHS had 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 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 followup and aftercare, crisis care/emergency services,
transportation, day treatment programs, social and recreational
activities, prevention and education services, and services for
special populations.

In 1984, The Mental Health Advocates Coalition of Minnesota,

Inc., surveyed consumers and their families across the State
about three issues - availability, accessibility, and quality of
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services. Among people who had been involved in services or the
Coalition, only 48% reported having adequate access to mental
health services, 42% reported having no access and 10% were
unaware of services accessible to them. Approximately one in
five individuals felt restricted in their access to
hospitalization, and 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. 1In 1986, DHS 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 adequately available to meet the
projected need.

b. Geographic Distribution of Services: Major changes have
occurred in the statewide distribution of service availability

since 1987, as seen in Table 1, below:

TABLE 1

GEOGRAPHIC AVAILABILITY
Percent of Counties Offering Key Mental Health Services

I 1987I 1991

Emergency 24-Hour "“Hot-line%" for

Adults and Children 66% 100%
Case Management for Adults and 0% 100%
Children

Community Support Programs for
Adults with Serious and Persistent 52% 100%
Mental Illness

Family Community Support Services 0% 61%
for Children with Severe Emotional
Disturbance

Although all 87 counties provided some form of case management in
1987, availability was very limited within each county and the
services provided did not meet mental health quality standards
promulgated in 1989.



A few counties provided limited family community support
services, but no organized state program and no dedicated funding
for these services existed in 1987.

Funding for community support programs (Rule 14) was provided to
36 of 87 counties, serving 2,750 clients in FY 84. However, lack
of long-term funding and fiscal disincentives to counties
resulted in less than statewide distribution of community support
programs. By 1987, 52% of counties offered community support
programs for adults with serious and persistent mental illness.
Table 1, in Appendix I, illustrates county by county estimates of
the number of persons served and expenditures for CSP/day
treatment services in 1987 and 1990. A total of 4,475 persons
were served in 1990, for total expenditures of approximately
$8,470,000. Table 2, in Appendix I, provides information on the
number of persons receiving case management services in 1987 and
1990.

Emergency 24-hour "Hot-line" services for adults and children

were available in 66% of Minnesota counties in 1987, versus 100%
in 1991.

c. Distribution of Funding Resources: In 1987, there were no
statewide mandates for Rule 14 community support services.
Outpatient services and some Rule 36 community residential
facilities were operating, with limited availability.

In 1987, funding for adult mental health services supervised or
administered by the Department of Human Services totaled
approximately $150,277,000. Community non-residential services
comprised 27%, community residential expenditures 18%, and
community inpatient services 18% of total adult mental health
expenditures. All community-operated services comprised 62% of
total expenditures for adult services, with State-operated
inpatient expenditures comprising 37% of total adult service
expenditures (see Table 2). Figures 1 and 2 illustrate changes
in funding patterns for regional treatment centers (RTCs),
community residential facilities (Rule 12/36) and community
services (Rule 14) from FY 87 to the present.




DISTRIBUTION OF FUNDING

Table 2

Mental Health Services Supervised or Administered by the MN Dept. of Human Services

| ADULTS

FY 1987 FY 1991 Change from FY87 to FY91 "
Percent Percent Percent
Dollars of Total Dollars of Total Dollars Increase

W'
Community Non-Residential $41,054,811 27.3% $72,066,268 31.7% $31,011,457 75.5%
Community Residential $26,271,599 17.5% $30,002,102 13.2% $3,730,503 14.2%
Community Inpatient $26,640,736 17.7% $36,450,503 16.0% $9,809,767 36.8%
Sub-total Community-Operated $93,967,146 62.5% $138,518,873 60.9% $44,551,727 47.4%
State-Operated Inpatient $55,669,854 37.0% $87,651,564 38.5% $31,981,710 57.4%
State Prev.,Tmg. & Admin. $639,769 0.4% $1,353,620 0.6% $713,851 111.6%
Total MH Services for Adults $150,276,769 100.0% $227,524,057 100.0% $77,247,288 51.4%

CHILDREN
| '
Community Non-Residential $12,214,362 30.5% $25,743,834 40.8% $13,529,472 110.8%

Community Residential $17,000,000 42.5% $22,135,827 351% $5,135,827 30.2%
Community Inpatient $8,388,510 21.0% $10,117,434 16.0% $1,728,923 20.6%
Sub-total Community-Operated $37,602,873 94.0% $57,997,095 91.9% $20,394,223 54.2%
State-Operated Inpatient * $2,319,577 5.8% $4,945,264 7.8% $2,625,687 113.2%
State Prev.,Trng. & Admin. $71,085 0.2% $144,291 0.2% $73,206 103.0%
Total MH Services for Children $39,993,535 100.0% $63,086,650 100.0% $23,093,115 57.7%




Table 2
DISTRIBUTION OF FUNDING

Mental Health Services Supervised or Administered by the MN Dept. of Human Services

“ FY 1987 FY 1991 Change from FY87 to FYS1 I

Percent Percent Percent
Dollars of Total Dollars of Total Dollars Increase
* FY 1987 data are based on a different rate-setting system which did not reflect the full costs of state-operated children’s inpatient.
CHILDREN AND ADULTS
|
Community Non-Residential $53,269,173 28.0% $97,810,102 33.7% $44,540,929 83.6%
Community Residential $43,271,599 22.7% $52,137,929 17.9% $8,866,330 20.5%
Community Inpatient $35,029,247 18.4% $46,567,937 16.0% $11,538,691 32.9%
Sub-total Community-Operated $131,570,019 69.1% $196,515,969 67.6% $64,945,950 49.4%
State-Operated Inpatient $57,989,431 30.5% $92,596,827 31.9% $34,607,396 59.7%
State Prev.,Trng. & Admin. $710,854 0.4% $1,497,911 0.5% $787,057 110.7%
Total MH Services $190,270,304 100.0% $290,610,707 100.0% $100,340,403 52.7%




Adult Mental Health Expenditures
Administered or Supervised by MN Dept. of Human Services

Figure 1

Percent Increase from FY87 to FY91
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Funding for children's mental health services was considerably
more limited than for adult services in 1987. Total funding for
mental health services for children was approximately
$39,994,000, with 30% assigned to community non-residential, 42%
to community residential, and 21% to community inpatient
services. Community-operated children's mental health services
comprised 94% of mental health expenditures for children, with
State-operated inpatient services comprising 6% (expenditures are
estimated to be higher than this for State-operated inpatient
services at this time, since the rate system in existence in 1987
did not reflect the true cost of these services.) (See Table 2,
above, for a comparison of expenditures by service by year.
Figures 3 and 4 illustrate changes in funding patterns from 1987
to 1990.)
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Children’s Mental Health Expenditures
Administered or Supervised by MN Dept. of Human Services

Figure 3

Percent Increase from FY87 to FY91
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d. Consumer 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
service planning. Rule 36, the licensing rule for community
residential treatment programs for adults with mental illness,
also required the establishment of Resident Councils, through
which residents have opportunities to express feelings about the
program and to affect policies and procedures of the program.
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2. Plan Objectives Achievement

REQUIREMENT I. Establishing and implementing an organized

community-based system of care for individuals with serious
emotional and mental disorders

The Mental Health Division (MHD) is responsible for statewide
implementation of the Comprehensive Adult and Children's Mental
Health Acts, assuring high quality, cost-effective, and
appropriate services to persons with mental illness in Minnesota,
with particular concern for the approximately 32,000 adults with
serious and persistent mental illness and 58,000 children with
severe emotional disturbance. The Division's responsibilities
include five primary functions: standard setting, resource
allocation and development, monitoring for compliance and
evaluation, technical assistance/consultation, and statewide
planning. The Acts lay out both definitions of required services
and scope of service development to be achieved. Material
describing these Acts can be found in the 1990 State plan.

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

a. The original milestone:

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:

Production of State reports: Legislation passed in 1990 required
the Mental Health Division (MHD) to prepare reports for the
Minnesota Legislature regarding various mental health issues as
part of the "February 1991 Mental Health Report to the
Legislature". These included: annual reports on the
implementation of the Comprehensive Adult and Children's Mental
Health Acts; adult and children's screening for residential and
inpatient treatment; funding and statistical review of adult and
children's mental health services; state-level coordination of
children's mental health services; mental health planning
simplification and special initiatives. Copies of these reports
are made available on request to consumers, county staff,
providers, and advocates, as well as to members of the State
Mental Health Advisory Council.

The Division produces several types of periodic reports from its
databases, including: (a) a set of thirteen service utilization
tables that is sent to counties to assist them in preparing their
biennial mental health plans, and (b) semi-annual reports
summarizing the types of services, number of clients, and units
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of service provided by each county and its contracted provider
organizations. MHD staff now also have available to them extract
databases containing records specific to their areas of
responsibility, along with menu-driven PC programs that enable
them to quickly and easily produce reports for specific counties,
providers, and client groups. The Division's databases are also
used to supply management with statistics, tables, and graphs for
inclusion in annual and ad hoc reports to the Legislature and to
other external organizations, and in the State mental health
plan.

State Networking: The Division has networked with other states
to expand the knowledge base and share information about programs
and policies. Information was shared with professionals,
providers, consumers, families, and others through numerous
public speaking forums, through consultation with other states,
and through participation in national surveys, meetings,
conferences and other information gathering efforts around mental
health issues. Bulletins, presentations, training sessions, as
well as meetings on specific topics have been utilized as methods
by which this networking has occurred with counties, providers,
and service consumers.

Work Groups and Task Forces: The Department utilized work
groups, task forces and other advisory groups in reviewing rules,
in studying specific needs for services, in the grant review
process, and in other capacities to assist the Division in
building an appropriate and responsive mental health system for
both adults and children. See Appendix II for a listing of these
groups.

Technical Assistance to Countjes: 1In 1990-91, the MHD's program
consultants provided technical assistance to counties to develop
or enhance 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.

The Mental Health Division co-sponsors semi-annual one-day Area
Informational Meetings in four regions of Greater Minnesota
(outside the St. Paul/Minneapolis metropolitan area); they are
typically attended by 40 to 65 county and provider
representatives and five representatives of the Division. These
meetings have the following objectives: to promote cooperation,
coordination and communication between the counties, mental
health service providers and the Division; to provide mental
health updates on national information, statewide issues and
trends, legislation, funding, services rules, and other
announcements; to provide consultation and opportunity for
discussion on service delivery topics; to provide training on
areas of general interest; and to share county and provider
updates. The metropolitan counties have established monthly
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meetings of counties and providers to which the Mental Health
Division is regularly asked to present information.

The Division sponsors an annual statewide Community Support
Program (CSP) Conference, contracting with a county to plan and
organize the event. This three-day conference involves the
primary stakeholders in CSPs: consumers, families, county mental
health advisory councils, advocacy groups, and representatives of
minority groups, county staff, providers, regional treatment
centers (state hospitals), and the MHD. The 1991 conference was
attended by more than 550 people and included over 50
presentations on topics related to CSP services.

In August, 1990, the Division reorganized to focus more on
development of specialist expertise and less on site visits to
individual counties and providers in order to improve the
effectiveness of the Division's technical assistance efforts. The
Division developed model contracts to provide a format for
counties that include all applicable requirements of rule and
statute for community services to persons with mental illness, in
response to county questions and results from the Policy
Coordination and County Monitoring Division's review of county
contracts. The models provide a suggested format that ensures
minimum quality service standards and fulfills the State's
mandates for contracting.

The Model Grant Contract and the Model Purchase of Service
Contract include statutory and rule requirements from Rule 160
(governing administration of community social services) and the
Comprehensive Mental Health Acts that are applicable when
purchasing services. The intent was that the model contracts
would be revised locally to reflect the specific contractual
requirements of the two negotiating parties.

The Division also collaborated with the Division for Persons with
Developmental Disabilities in holding half-day workshops at seven
locations throughout the State on developing contracts for
community services to persons with disabilities during 1990. The
workshops were designed to assist county agencies to develop
contracts that will assure service delivery and comply with State
and Federal requirements. Topics included legal perspectives,
Rule 160 (the rule governing administration of state Community
Social Service Act funds) requirements, and review of the Model
Grant Contract and the Purchase of Service Contract for mental
health services. An average of 40 county agency staff and
providers attended each of the workshops. An Informational
Bulletin, providing additional information on questions raised at
the training sessions, was distributed to county commissioners
and agency directors.

The 1987 Comprehensive Mental Health Act and 1989 Comprehensive
Children's Mental Health Act mandated local mental health
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advisory councils (LACs) for each county (counties may combine
councils). Representation on the councils is to include
consumers, family members of consumers, parents of children with
emotional disturbance and persons who received mental health
services as a child or adolescent, in addition to mental health
professionals. A major goal of the councils is to increase
consumer/family and provider collaboration. The Division
provides one full time staff person for the support and training
of LACs. The staff person works with the State Mental Health
Advisory Council to provide additional State/local coordination.
Training of LACs focuses primarily on: (1) information and
training regarding the mental health system to empower LACs; and
(2) training in group dynamics and effective meeting management
techniques.

In Minnesota, administration of the mental health portion of the
Preadmission Screening/Annual Resident Review (PASARR) process
required by P.L. 100-203 (OBRA-87) is the responsibility of
designated mental health authorities in each county. The
Division provides ongoing technical assistance, oversight and
monitoring of compliance with the law. Seventy regional and
statewide training sessions have been provided from January 1,
1990 through May, 1991 to a total of 1875 county staff, mental
health, long term care and acute care providers and other
interested parties. During FY 91-92, another series of regional
meetings for county staff who are charged with the PASARR
implementation are planned. Formal and informal technical
assistance is provided on an ongoing basis at the request of
counties and other interested parties.

As one means of assisting communities to meet their
responsibilities to provide appropriate mental health treatment
services for compulsive gamblers, the MHD offers 60 hours of
special skills training for provider agency personnel.

Children: The MHD has provided ongoing technical assistance and
support to eight demonstration counties as they develop and
implement services to children and their families. Through their
experiences, these counties share information and provide
assistance to other communities throughout the State in designing
and implementing services which meet the mandates of the
Comprehensive Children's Mental Health Act.

Technical assistance efforts of the children's demonstration
project efforts have included:

- Responding to numerous requests for technical assistance
and consultation;

- The development of a quarterly newsletter regarding the
projects' efforts in implementing the Comprehensive
Children's Mental Health Act.;
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- A series of trainings developed and presented by project
staff in four regions of the State on local level
coordination issues;

- Participation in an evaluation to collect data on service
development, barriers to collaboration and service
coordination across systems, strategies for overcoming
service and system barriers, and information regarding child
and family satisfaction with mental health services to be
incorporated into a training curriculum for use across the
State; and

- Participation in a wide variety of conferences and
trainings throughout the State and nationally which focus on
children's mental health issues and service development for
children with emotional disturbance and their families.

As of June 1991, 77 of Minnesota's 87 counties received direct
technical assistance or consultation from the demonstration
projects.

Preservice and inservice training activities are among the
collaborative activities planned between the Department of
Education and the Division.

1991 Activity Statistics on Adult and Children's Mental Health:

Number of technical assistance workshops 95

Number of site visits to individual counties
and providers 200

Responses to letters from legislators and public 130

Number of persons provided technical assistance
and training 3,200

Number of bulletins produced for counties and
providers (Jan.-July, 1991) 17

State Level Coordination of Children's Mental Health Services:
Minnesota Statutes direct the coordination of the development and
delivery of children's mental health services on the State and
local levels. The Departments of Human Services, Health,
Education, State Planning, Corrections and Commerce, along with a
representative of the Minnesota District Judges' Association
Juvenile Committee, are directed to meet at least quarterly to:
educate each agency about the policies, procedures, funding, and
services in agencies serving children with emotional disturbance;
develop mechanisms for interagency coordination on behalf of
children with emotional disturbance; identify programmatic,
policy or procedural barriers that interfere with delivery of
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mental health services for children across 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;
identify mechanisms for better use of federal and State funding
in the delivery of mental health services for children; and
report on policy and procedural changes needed to implement a
coordinated, effective, and cost-efficient children's mental
health delivery system.

The Committee has been meeting approximately monthly since 1989.
undertaking a project to obtain data on the provision of services
to children with emotional disturbance. Phase I involved
identification of the various funding sources currently available
for mental health services, funding amounts, and the number of
children being served. Committee recommendations contained in
the 1990 Report to the Legislature, and actions taken to meet
these recommendations, are summarized under Requirement X.

Multistate Collaborative Technical Assistance/Training:

Minnesota is a member of the Midwest Consortium for Leadership
Development (MCLD), a multistate Human Resource Development
effort coordinated by the Ohio Department of Mental Health funded
by the National Institute for Mental Health. Its stated mission
is to develop and enhance the leadership capacity of public

sector mental health administrators to engage in dynamic systems
change.

Leadership Corps classes, comprised of approximately 20 members
representing a variety of administrators from the mental health
service field, are a project of the MCLD. Members benefit from
training events, technical assistance and on-site visits over an
eighteen-month period. The MCLD combines lessons from the latest
leadership training materials and the experiences of individual
administrators. Eight of Minnesota's local level mental health
service administrators have had the benefit of this training
opportunity.

Following the 1989 inclusion of Minnesota as an affiliate state
in the Western Interstate Commission for Higher Education
(WICHE), the Department has participated in the activities of the
WICHE Mental Health Program. Staff from the Department and the
University of Minnesota-Duluth attended and made a presentation
at a WICHE sponsored conference on the use of telecommunications
in mental health services. 1In addition, the Department was able
to exercise its links with the State's Technical Colleges to make
a WICHE sponsored teleconference, "Forensic Evaluation",
available at several sites in Minnesota.

Diffusion Network Project. Minnesota is participating in the
Diffusion Network Project of the Research and Training
Center at the Stout Vocational Rehabilitation Institute at
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the University of Wisconsin-Stout in Menomonie, Wisconsin.
This project, funded by the Rehabilitation Services
Administration, is intended to help rehabilitation
facilities and consumers to establish new programs or expand
existing programs to serve persons with serious and
persistent mental illness and/or traumatic brain injury.

The goal is to help establish community-based programs that
lead to community employment and living and social
integration. The project provides three years of technical
assistance and consultation to help facility staff and
consumers to develop and evaluate the new programs funded by
this project.

c. Description of problems encountered:

Minnesota's mental health service system is changing so rapidly
that it is sometimes difficult to convey information and
technical assistance to providers and counties as quickly as
would be desired. With the exception of LAC publications, the
MHD does not communicate directly with consumers, relying instead
on counties and providers to communicate information.

State level coordination efforts on behalf of children have not
yet resulted in accomplishments of major policy recommendations
due to lack of comparable data between systems and the
difficulties inherent in developing true collaboration between
major departments.

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

Reports to the Legislature assisted in the passage of amended
legislation in 1990-91 and laid the groundwork for subsequent
adult and children's mental health service funding and
development.

Model contracts were developed and training was provided to
county staff to assist counties in complying with mandates for
community services.

Training in both adult and children's mental health services was
provided during the year to 3,200 persons in 95 sessions.

Counties are developing increased expertise in provision of
services to children and their families, as well as in certain
specialized services (e.g., compulsive gambling).

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

a. The original milestone:
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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:

Departmental Restructuring: The Department of Human Services was
restructured during FY 91 so that residential management and
community based services are under the same Department of Human
Services Assistant Commissioner, a critical step to planning for
a comprehensive system of mental health care. This action is
viewed by the Advisory Task Force on PL 99-660 as a "major step
in fulfilling the first requirement of establishing and
implementing an organized system of care". This should permit
more informed and coordinated consideration of such issues as the
relative impact of the costs associated with
institutionally-based care upon the development of
community-based services and service coordination between the two
systems.

By the end of 1991, the following will be in place:

¢ uniform planning, budgeting and implementation of
legislation; and

e a mental health team composed of the Assistant
Commissioner for Mental Health, DHS Medical Director, Mental
Health Division Director, and Residential Division Director.

The stated goal of the Department is to more completely implement
federal and state legislation. This reorganization is designed
to facilitate the achievement of that goal.

Mental Health Acts: Legislation to revise substantially the
nature and extent of adult services to persons with mental
illness was introduced in the 1987 Legislature. The
Comprehensive Adult Mental Health Act mandated a set of services
based on best practice indicators so that service delivery to
this population would be considerably more comprehensive,
flexible and community-and consumer-based than in the past. 1In
1989, the Comprehensive Children's Mental Health Act was enacted
by the Legislature, but only minimal funding was provided. The
Act mandated a comprehensive set of state-wide services to
children and their families, established mechanisms for
coordination among agencies, and development of state and local
advisory councils to provide input from consumers and providers.

The 1987 and 1989 Mental Health Acts required counties to produce
two separate biennial plans for mental health services, one for
adults and one for children. Statutory and regulatory guidelines
were highly detailed and prescriptive. Prior to 1987, each
county had been asked to provide one biennial social service
plan, covering all social services, including mental health.
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In 1990, at the invitation of three Assistant Commissioners from
the Department of Human Services, a group of county directors
from the Minnesota Association of Social Service Administrators
began to discuss with State staff how planning efforts could be
simplified and streamlined. The problem was framed as one for
joint deliberation and decision between State and local staff.
Minnesota is a county-administered State-supervised system. The
State agency cannot effectively mandate planning processes if
counties view such processes as excessively burdensome and
unnecessary. The group defined three goals:

1. To reduce unnecessary paperwork from county plan
requirements; -

2. To move fromra focus on compliance through county plans
to a focus on the planning process;

3. To enlist the county social service directors themselves
in the effort to make planning effective for clients and to
achieve county support for solutions.

After a series of meetings, the State agency and county directors
agreed that:

1. Previously separate biennial plans for Community Social
Services, federal Title XX funds, Child Care, Adult Mental
Health, Children's Mental Health, and Mental Illness
Community Support Programs would be merged into a single
biennial plan for services.

2. Timetables for submission and approval would be the same
for all sections of the plan.

3. The State agency would continue to evaluate the plan for
approval-disapproval decisions using as criteria:

the adequacy of local planning processes, including the
involvement of stakeholders;

the appropriateness of local objectives, based on State
goals;

the appropriate allocation of funds within program areas
and for specific identified services;

county certification that identified legal mandates had
been and would be met.

4. Information requested of counties would be only that
which could not be obtained through other means, such as the
Community Mental Health Reporting System or the licensing or
county monitoring divisions.
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5. Accomplishment of objectives and compliance with rules
would be determined through the department's reporting and
monitoring systems.

6. The taxonomy of program areas and individual services
would be identical with the Budgeting Reporting and
Accounting for Social Services [BRASS] system currently used
for fiscal reports.

7. The State agency would supply counties with current
information on incidence and prevalence rates where
obtainable.

8. The State agency's authority to approve or disapprove

plans or to apply sanctions for non-compliance would not be
changed.

Guidelines for an integrated social services plan were
distributed to counties in January, 1991. Training for counties
about changes in planning requirements was handled jointly by
State staff and county directors in the first months of 1991.
Statutory changes to implement these changes were approved by the
State Legislature in May 1991, removing some of the detailed
prescriptive language from statute while retaining for future
planning cycles the following basic requirements:

® A description of the planning process, including methods
used to assess needs and obtain citizen input;

e County outcome goals and specific objectives for each
program area;

e A description of resources allocated within the county to
support each program and service;

e A description of the services to be provided;

e An analysis of the adequacy of resources available to
support the plan including estimates of unmet need; and

e A description of methods of service system coordination
within each program area.

In addition, the role of local mental health advisory councils in
the planning process was strengthened by new statutory language.
Previous legislation had required "sign-off" by the chair of the
LAC on the county plan, a process which, in many instances, was
considered pro forma. The amendments provide for formalized
input into both needs assessment and plan development. Counties
continue to struggle with the relatively new process of inclusion
of LAC advice into their biennial planning.

The annual report mandated by the 1991 Legislature from the Local
Coordinating Councils is to be used to assist counties in
identifying areas of strength and needs for community-based
services, using a standard protocol and procedures for reporting
community needs. Identified needs are to be developed and
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incorporated into county mental health planning requirements,
including the planning of local budgets for service delivery. By
focusing on the individual needs of consumers, rather than the
number of services and programs available within the community,
planning is expected to better reflect attention to current
service needs instead of maintenance of present service
arrangements.

Case Management: Statewide implementation of case management
services began January 1, 1989. The Division established a Case
Management Implementation Group in 1990, comprised of
practitioners and administrators, to examine and resolve issues
encountered in the statewide implementation process. Early in
its development, the group met quarterly but more recently has
met about every six months, last meeting on April 1, 1991. The
group has accomplished the following to date:

e Recommendation of a case management survey. This survey
was designed by the MHD and administered to counties and
their contracted providers in September, 1990 in an effort
to obtain information about administration of the case
management program as well as information about the time
spent by case managers in various activities. The Division
presented a brief summary of initial conclusions at the
April meeting, with supporting statistical data.

e Review of a draft of the Individual Community Support
Plan. The plan was developed by a subcommittee, comprised
of six case managers, for statewide use.

e Collaborative work with the MHD on methods of monitoring
case management providers. Upon completion of data
collection and analysis, the MHD is sharing that information
with the implementation group in order to assess local
compliance with statute and rule, and to establish technical
assistance and training materials and methods for local
providers.

e Involvement with the revision of the case management rule
(Rule 74). Revision is required by statute by July 1, 1992,
and must include consideration of the following:

- The clinical basis for the proposed changes;

- Local responsiveness to revised case management rule
provisions; and

- The fiscal impact of revisions on county budgets.

A more complete discussion of the case management system and

proposed Rule 74 revisions is presented under Requirements VII
and VIII.
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Community Support Services: Since 1987, the Legislature has
provided increased State funding in excess of $19 million for
expanded community support services for adults with serious and
persistent mental illness. In addition, the 1991 Legislature
approved community support funding for FY 92-93 which is $28
million more than the FY 87 level. In order to utilize these
funds as effectively as possible, the Division's consultants
provided technical assistance to counties to develop or enhance
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. Few states do this statewide without federal
dollars, underscoring Minnesota's commitment to the CSP program.
CSP services are available to clients residing in all counties.
About 8,000 persons were served during 1990, an increase of
approximately 75% over 1987 (see Requirement II for a discussion
of increases in service use).

Adult Screening for Inpatient and Residential Treatment:
Minnesota Statutes had required that, beginning January 1, 1992,
county boards "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". Adults were to be screened within ten days before or
within five days after admission to ensure that admission was
necessary, the length of stay was as short as possible, and that

the case manager was developing an individual community support
plan.

The same statute required the establishment of a task force, set
up in August, 1989, on residential and inpatient treatment
services for adults. During the current fiscal year, task force
members modified their previous recommendations, concluding that
screening as a distinct service should not be mandated by the
State due to the costs of service implementation, duplication
with other processes, such as hospital admission
precertification, and the clinical complexity of the process.
Instead, the task force recommended that the functions of
screening be included in several ongoing activities, and that
screening functions should be responsive to both emergency and
non-emergency situations (see Requirement VI for a discussion of
task force recommendations).

The Department subsequently obtained statutory changes to
eliminate screening as a separate service within the adult mental
health system and to add requirements for contractual agreements
to assure compliance with admission, continued stay, and
discharge criteria for publicly funded services. (Inpatient
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services funded under General Assistance Medical Care and Medical
Assistance are not subject to these contractual requirements
because these services are not directly funded through the
county.)

The Division worked with the Residential Program Management
Division in studying the feasibility of a new process for
independent screening of voluntary admissions to RTCs. 1In
addition, recent changes in RTC policies, developed with the
assistance of the Mental Health Division, more strictly control
such informal admission to these facilities (See Requirement VI
for a more complete discussion of these policies).

Housing Initiative: The Division's development of a housing
initiative to meet the needs of persons with mental illness
consists of:

e an expansion of housing support pilot projects to include
additional counties;

e the development and implementation of a pilot housing
subsidy program; and

¢ the downsizing of Institutions for Mental Diseases (IMDs)
to permit receipt of federal funding along with the
development of alternative services for persons moving
because of downsizing.

The 1991 Legislature approved and funded the Governor's Mental
Health Housing Initiative, which encompasses the services
indicated above. 1In addition, the Minnesota Housing Finance
Agency received one-time funds of $250,000 from the 1989
Legislature to develop housing for persons with serious and
persistent mental illness. The agency is utilizing these dollars
for a two-year housing subsidy program, which was announced in
early December, 1990. Division staff worked very closely with
this agency's staff to develop the guidelines for the housing
subsidy program. Division staff will continue to collaborate and
to provide technical assistance during the implementation and
evaluation stages of this project.

Compulsive Gambling Initiative: The MHD 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.
DHS also works closely with a number of other State agencies to
plan and coordinate development of the statewide programs for
compulsive gamblers and family members. State law also requires
a rule governing the screening for compulsive gambling of persons
convicted of specified felonies.
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Underserved populations: Indian mental health projects, designed
to provide mental health services in coordination with county
community support services, utilize the services of traditional
healers as well as services available through county community
mental health centers. 1Indian mental health project staff are
involved in county mental health advisory committees for adults
and children and work with counties to offer the array of
mandated mental health services in a culturally competent manner.
Each of the ten existing Indian mental health projects received
continuation funding in 1991.

Although the refugee mental health project was completed in 1989,
the Division continues to provide technical assistance and
consultation to members of the refugee consumer and provider
communities sharing information on State and federal
opportunities for funding, service development and service
expansion.

Anoka Alternatives Project: To address overcrowding at the
Anoka-Metro Regional Treatment Center (AMRTC), the 1990
Legislature authorized that $500,000 be used for alternative
services for difficult-to-serve persons being discharged from the
facility. This FY 1991 funding was awarded to the six metro
counties served by the AMRTC.

Uses of these funds included: housing subsidies and support
services to enable these individuals to live in their own homes;
expanded staffing at existing programs to enhance service to more
difficult clients; and other services needed by these individuals
to remain and function in their home communities. Counties had
projected that they would be able to assist between 35 and 50
persons to move out of the RTC with services created by these
dollars. In the first year, 85 persons were discharged and
discharge planning was occurring with an additional 63 persons.
Sixty additional persons had received project services such as
transitional services or relocation from a Rule 36 facility to an
apartment.

Homelessness: 1In FY 1990, Stewart B. McKinney federal ($485,000)
and state ($237,000) funds served 2,351 homeless individuals with
mental health problems in seven counties. In 1991, Minnesota
contributed $346,000, a match of $2.87 for every $3.00 of federal
funding for the homeless program, and served 3,152 persons. In
addition to assessment, meeting basic needs and attempting to
connect the person with needed mental health services, the MHD
asked counties to focus on persons with mental illness at risk of
homelessness as well as on homeless migrant workers with mental
illness, and on encouraging have more of their clients accept
county mental health case management on an on-going basis. Each
county's program is unique to that county.
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Children's Services

Significant new legislation to meet the needs of children with
emotional disturbance was passed by in the 1989 Legislature.
This legislation was designed to accomplish three primary goals:

e 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;

e establish mechanisms at the State, local and individual
case levels for coordination among agencies serving children
with mental health needs and their families; and

e establish advisory councils at the State and county
levels, assuring input from parents, providers, advocates,
and others in planning and developing a system of care.

Although the 1991 Legislature approved most elements of the
Governor's proposed Children's Mental Health Initiative
(including $4.8 million in new funding to expand grants to
counties for non-MA eligible family community support services
and case management), the amount of funding necessary to meet the
estimated need has not yet been made available. (For example,
for case management, total estimated costs are approximately $2.4
million, instead of the $1.5 million available from State and
federal funds). The $4.8 million appropriation will allow
continuation of the previous allocation for family community
support, plus an increase based on the number of children in the
county's population. The Department will issue an RFP this fall
for these grants, with increased funding available April 1, 1992.
The legislation requires that family community support services
be the first priority for these funds; case management is the
second priority. In addition, new Medicaid (State and federal)
funding totaling over $2,000,000 for FY 92-93 was approved for
children's case management and children's home-based mental
health services.

Children's Mental Health Demonstration projects: The Children's
Mental Health Demonstration projects were created in 1988 to

support local communities in implementing the Comprehensive
Children's Mental Health Act. Recognizing the uniqueness of
communities throughout Minnesota, the Division, through a Request
for Proposal process, funded eight demonstration projects in both
urban and rural areas to pioneer Minnesota's efforts in
developing comprehensive, coordinated mental health services for
children and families. These counties share information and
provide assistance to other communities throughout the State in
designing and implementing services which meet the mandates of
the Comprehensive Children's Mental Health Act.
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In the second year, the demonstration projects expanded from
serving 59 children in pilot counties, averaging 3 child-serving
agencies each (March, 1989), to 176 children and an average of
12.6 agencies (September, 1990). The services most frequently
provided in the pilot project counties over the period of the
grants were case management, day treatment, prevention and
education, professional family based treatment and outpatient
services. (For a further description of these demonstration
projects, refer to Requirement X.)

Task Force on Children's Specialized Residential Treatment
Services. The 1991 Minnesota Legislature established a joint

legislative committee to study the need for specialized
residential treatment programs for children with emotional
disturbance who exhibit violent or destructive behavior and for
whom local treatment programs are not feasible due to the small
number of children who need the services and the specialized
nature of the services required. The joint committee must report
its findings to the Legislature by December 1, 1991. The report
must include an estimate of the number of children who need
specialized services, the extent to which these children are now
being served in other states, recommendations for actions needed
to develop resources within Minnesota and mechanisms by which the
commissioner shall approve out-of-state placements of children
for whom the commissioner is responsible for partial payment of
specialized treatment costs. This report should assist in
targeting planning efforts to reduce unnecessary out-of-State
placements.

Children's Screening for Inpatient and Residential Treatment:
State Statutes require county boards to screen all children
admitted for treatment of severe 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. The same statute
required the establishment of a task force to examine and
evaluate existing and available mechanisms that have as their
purpose determination and review of appropriate admission and
need for continued care for all children with emotional
disturbance who are admitted to residential treatment facilities
or acute care hospital inpatient treatment.

The task force submitted its initial conclusions and
recommendations as part of the Division's 1990 Report to the
Legislature, but continued meeting to examine further mechanisms
to address inconsistencies and to identify successful models from
which to build an effective and coordinated screening system for
children. (See Requirement VI for a more extensive discussion of
final screening recommendations.)

The Department obtained statutory amendments to address the
issues raised by the task force. Counties are required to
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assure, in contracts for residential and acute inpatient care,
that providers adhere to admission, discharge, and continued stay
criteria. Coordination in planning and continuity of care
between service providers, and appeal mechanisms are also
required in contracts under this legislative amendment.

Screening is now required before children are admitted, except
for emergency admissions to acute care inpatient hospitals, when
a three working day delay is permitted. For care provided under
General Assistance Medical Care and Medical Assistance in an
acute care inpatient hospital, no additional screening beyond
that already required under DHS Rule 48 is necessary.

Screening of children requires both diagnostic and functional
assessments by mental health professionals and must address needs
for community services. Counties are required to collect summary
data on screening recommendations and the degree to which these
are followed in placement decisions, as well as reasons for not
following the screening recommendations.

A subgroup of the task force worked with staff from the Mental
Health and Audits Divisions to revise DHS Rule 48, which governs
admission of children to acute care hospital services under
Medical Assistance. Staff from the Hospital Reimbursements Unit
of the Audits Division will utilize this material in revisions of
Rule 48, undertaken in the summer of 1991. Finally, a process
has been established to assure independent evaluation of all
children admitted to RTCs for whom Medical Assistance is expected
to provide reimbursement.

c. description of problems encountered:

By mid-1989, the biennial plarning burdens on both county and
State staff had become enormous. The size and detail required in
the two mental health plans were a major source of conflict
between the State agency and the counties,with the guidelines
alone totaling almost two hundred pages. At least half of the
time of virtually all Division staff was required for plan
review, technical assistance, and approvals. County staff felt
their time was being spent in paperwork and not with clients. 1In
the meantime, the demands of the more generic Community Social
Service Plan had also become far more demanding in time and
paperwork.

Although Minnesota's Medicaid program received over $3 million in
new funding for case management since 1987, local providers of
Rule 74 case management services have expressed concern that the
amount of federal and State financial participation that local
agencies are realizing from this program is still inadequate.

Lack of staff precluded the MHD from fully addressing issues
related to employability and consumer-run business development
for adults with mental illness.
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Children's service development was impeded by lack of staff and
service funding.

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

Adults: Planning requirements for counties were revised jointly
with county staff. The process was more collaborative than
previously, and local mental health advisory councils played a
greater role in plan development for the 1992-93 biennium;
requirements were streamlined to reduce unnecessary duplication
and burdensome efforts on the part of both State and county
staff, and information was more focused on assessment of needs
and resources available to meet the needs.

Statutory changes have eliminated screening for adults as a
separate service and added requirements for contractual
agreements to assure compliance with admission, continued stay,
and discharge criteria for publicly funded services.

Indian mental health project staff worked with counties to offer
the array of mandated mental health services in a culturally
competent manner. The ten existing Indian mental health
projects received continuation funding in 1991.

Anoka Alternatives and homelessness projects were continued and
extended to address new concerns. Anoka Alternatives assisted in
the discharge of more than the anticipated 35 to 50
difficult-to-serve persons from AMRTC.

The compulsive gambling program was implemented, with new State
requirements to strengthen the program.

A new housing initiative was approved and funded by the
Legislature. It includes expanded housing support pilot
projects, development and implementation of a pilot housing
subsidy program, and downsizing of IMD's. The MHD worked with
the Minnesota Housing Finance Agency to assist in the development
of a two-year housing subsidy program for persons with serious
and persistent mental illness.

Children: The Department obtained statutory amendments to
address issues raised by the task force on Children's Screening.
Screening is now required before children are admitted to
out-of-home placements, with the exception of emergency
admissions, and must include both diagnostic and functional
assessments and identification of needed community services.

Eight Children's Mental Health Service Demonstration Projects
were continued, and a second year evaluation was completed.
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Funding was expanded for children's mental health services by the
Legislature to include development of expanded family community
services and case management services for non-Medical Assistance
eligible children.

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

a. The original milestone:

To reassess rule development and revision plans and develop or
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 completion of rule revisions of
Rule 14/15, Rule 29 and Rule 36, described below, as well as
promulgation of emergency and permanent rules governing adult and
children's case management, children's professional home-based
treatment services, children's community-based services grants,
and standards for licensure of children's community residential
treatment programs.

Adult Services

Rule 14/15. Rule 14 is the fiscal management procedure rule for
State community support program funding for persons with serious
and persistent mental illness- Rule 15 will contain the program
standards rule for community support services. Rules 14/15 have
been in the process of rule revision for the past three years.

It is expected that these rules will be promulgated by January 1,
1992.

The new Rule 15 will provide consistent definitions of mandated
CSP services to be provided in each county. Additionally it
requires orientation and annual training of CSP staff and
individual service plans for CSP clients. The proposed Rule 14
revision simplifies the financial information required in the
grant application, in line with both increased data collection
capabilities of the Department and agreements reached in the
mandates reduction bill passed by the 1991 Legislature.

Rule 29 (approval for third party reimbursement of services
provided by community mental health centers and clinics).
Standards for approval are being revised to reflect contemporary
standards. Promulgation is anticipated in early spring, 1992.
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Rule 36. Minnesota funds 76 adult residential treatment programs
located throughout the State through Rule 12 grant awards. The
Department of Human Services is currently revising the
administrative rule (Rule 36) which governs the operation of
residential treatment programs. The central purpose of this
revision is to achieve a greater degree of consistency between
the rule and the Minnesota Comprehensive Mental Health Act, as
well as other statutes and rules which have become effective
since the promulgation of the current residential treatment rule.
The revision will update the rule to reflect contemporary
practice philosophy regarding community-based mental health
services. 1In addition, the proposed rule enhances staffing
requirements in residential programs in order to prepare
facilities to accept more challenging clients.

Revision of Rule 36 has involved a broad range of interested
parties, including consumers, family members, providers of
residential and other mental health services, mental health
advocates, county social service agencies, and other State
agencies. Over the past three years, numerous meetings have
taken place and a considerable amount of information gathered in
an effort to establish a collaborative interchange between the
Department of Human Services and the various stakeholders. Some
of the issues which emerged in the rule revision process
included: the general applicability or scope of the rule; staff
qualifications; staff training; client empowerment and rights;
the use of restrictive practices; facility size; admission and
discharge criteria; and utilization review. The rule is
scheduled for final promulgation in late 1991.

Rule 74 (Case Management Program and Medicaid Reimbursement
Standards). The Department is revising the case management rule
(commonly called Rule 74) to respond to feedback from consumers
and providers as well as to meet the requirements of a new
mandate. New State legislation calls for the revision to:

- Make improvements in rule flexibility;

- Establish a comprehensive coordination of services;

- Require county case managers to arrange for standardized
assessments of side effects of psychotropic medications;

- Establish a reasonable caseload limit for case managers;
- Provide reimbursement for transportation costs for case
managers; and

- Review the eligibility criteria for case management
services covered by Medical Assistance.

The required revision of Rule 74 must be completed by July 1,
1992. The Health Care Management Division continues to work with
the MHD on a set of specific rule proposals that would allow for
greater Title XIX reimbursement by local agencies while
increasing flexibility in service provision (see Requirements VII
and VIII for a more complete discussion of case management).
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Compulsive Gambling Initiative. Minnesota statutes require that
DHS develop a rule by 1993 to provide the guidelines needed to
implement the provision that probation officers include a
compulsive gambling screen as part of the pre-sentence
investigation for specified felon convictions. By February 1992,
the Division must also submit a report to the Legislature on
progress toward meeting the rule requirement. The Mental Health
Division will involve the Minnesota Department of Corrections in
development of this new rule.

Children

Rule 78. Work on an emergency rule to govern grant applications,
approvals, and allocations for community-based services to
children with severe emotional disturbance and their families is
underway, with promulgation by January 1, 1992. The rule will be
used in awarding Children's Community-Based Mental Health grants
in April, 1992. (The 1991 Legislature mandated the commissioner
to award grants to counties to establish, operate, or contract
with private providers for services, utilizing State funds, in
order to assist counties in providing such services.)

Rule 77. The 1991 Legislature mandated the promulgation of
emergency rules for case management services for children with
severe emotional disturbance and their families by January 1,
1992. Staff time has been reallocated to meet this statutory
mandate. In addition, Emergency Rule 77 is being drafted to
cover case management service standards for children with severe
emotional disturbance. These standards are based on the CASSP
model and will facilitate a team approach to case management,
using representatives of the system of care. Implementation of
the statewide service mandate is required by statute by April 1,
1992. The emergency Rule 74 amendment cited above also includes
provision for reimbursement of these services for children with
severe emotional disturbance under Medical Assistance.

Rule 5. Rule 5 is the licensing rule governing mandated
residential facilities providing services to more than 10
children and adolescents with "emotional handicaps". Originally
written in 1971, MHD staff began rule revision in January, 1991.
The 1991 Legislature mandated that a revised rule be in effect by
July 1, 1992.

The Rule 5 Advisory Committee has met monthly during the summer
of 1991 to seek public input and recommendations. Public
hearings will begin in January, 1992 in order to meet the July 1,
1992 deadline. Although the public comment period is somewhat
limited due to the expedited timeline for rule revision, Division
staff have been meeting informally with providers, family
members, county staff, and other State agencies since January for
the purpose of soliciting input for the revision.
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The revised Rule 5 will reflect the statutory requirements of the
Children's Comprehensive Mental Health Act. By July 1, 1991, all
children referred for residential treatment must be screened
prior to admission by a mental health professional who is not
financially affiliated with any residential treatment facility,
inpatient hospital, or regional treatment center. The screening
must establish that the child has severe emotional disturbance
and is in need of residential treatment services. The Act also
requires admission, continued stay, and discharge criteria;
clinical supervision of program services and individual treatment
plans must be provided by a qualified mental health professional.
Special mental health consultants must be used as necessary in
assessing and providing appropriate treatment to children of
cultural or racial minority heritage. The revised rule will also
have clear treatment standards which meet the intent of the
Comprehensive Children's Mental Health Act and will include
significant involvement of the family as partners in the child's
treatment.

Rule 5 revision will also include standards for restrictive
procedures, cultural competence, physical plant requirements,
health care procedures, staff qualifications, and staff training
to assure the protection and safety of the children served and

compliance with the intent of the Comprehensive Children's Mental
Health Act.

Rule 47. Rule 47 (Medical Assistance Reimbursement Rule) is
being revised to provide standards for reimbursement of
professional home-based family treatment for MA-eligible
children. The State will utilize the Medicaid Rehabilitation
Option, using the EPSDT program as the gatekeeping mechanism.
Emergency rule promulgation is mandated by January, 1992, with a
permanent rule required to be in place by January, 1993.

c. description of problems encountered:

Under the Minnesota Administrative Procedures Act, permanent rule
revision normally takes a minimum of 18 months. If the rule is
complex or if the Division is overloaded with other
responsibilities, this period is longer. Faced with such a heavy
load of rules to be written or revised in a very brief time
period, both the MHD and the Rules Division anticipate delays in
other planned activities. Administrative and staff changes have
delayed revision of Rules 14 and 15 for four years.

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

Four major rules have undergone revision and will be promulgated
in 1991 or early 1992 (Rules 14, 15, 29 and 36). Input has been
extensive and the revised rules reflect current standards. Work
on other rules, including emergency and permanent service
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standards and reimbursement standards for adult and children's
case management, professional home-based family treatment,
children's community based treatment funding and children's
residential treatment standards (Rules 74, 77, 78, 47 and 5), is
continuing.

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

a. The original milestone:

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, included in the 1990 Plan
submitted to NIMH.

Oversight of the Funding Process: Each year, the MHD awards
approximately $25,000,000 in state and federal funding to

counties and providers for development and delivery of specific
mental health services. To assure that this funding meets the
direction set in the Comprehensive Mental Health Acts, the Mental
Health Division routinely establishes short-term grant review
committees to provide advice in the award process. (Such
committees are also used in the review and approval process for
biennial county mental health plans.) Composition of the
committees includes advocates and consumers, representatives of
the State Mental Health Advisory Committee (and/or, the
Children's Subcommittee) and county or provider representatives
as appropriate. When appropriate to the specific grant, staff
from other DHS divisions, representatives of professional groups,
and representatives of target populations are included in the
grant review process. This review process has been found
exceedingly helpful in assuring that the goals of the grant
process are met.

Adult Services: With the passage of the Comprehensive Adult
Mental Health Act in 1987, Minnesota laid out an array of mental
health services to be provided in all areas of the State.
Counties, responsible for direct or contracted provision of nine
mandated mental health services, submit biennial plans to the
Department for review and approval prior to allocation of funds.
Services must be provided according to priorities stated in law.

The Division, which administers State and federal funding for
community services as well as four federal grants supporting a
variety of service-related activities, provides administrative
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services related to statewide mental health planning, resource
development, standard setting, consultation and quality
assurance.

Case Management: Case management services, by which individuals
with serious and persistent mental illness are assisted toward
community living, are currently provided to approximately 10,700
adults per year statewide. Services to about 3,800 of these
individuals are reimbursed by Medical Assistance or General
Assistance Medical Care. Division staff have worked with a range
of groups involved in the provision of case management to
maximize funding for the services, and to determine the
modifications necessary to the rule governing their reimbursement
under Medical Assistance (Rule 74).

Community Support Services: The use of community support
services (CSP) and/or day treatment has increased to 8,500
persons during FY 1990. Services are available to clients
residing in each county as originally targeted. With new
programs and service enhancements occurring around the State,
some counties are experiencing such rapid growth in demand for
these services that they are unable to meet the identified need.
One CSP component, Housing Support Services, has benefitted from
a State allocation permitting development of 11 pilot projects.
The projects have assisted persons with mental illness to obtain
safe, affordable housing of their choice and to maintain these
living arrangements through receipt of a variety of supportive
services. Unfortunately, these projects have also shown that
basic housing for persons with mental illness is not available
statewide. Joint efforts between the Division and the Department
of Jobs and Training's Division of Rehabilitation Services have
also shown the need for expanded employability services for
persons with mental illness.

OBRA-87: The Division developed the OBRA-87 project in response
to federal P.L. 100-203, which requires that nursing facilities
serve only those individuals whose needs require the level of
care provided by the facilities. The State's Alternative
Disposition Plan, approved by the Health Care Financing Agency
(HCFA), projected that a total of 143 persons with mental illness
who do not require nursing facility care would be relocated with
appropriate mental health services by June, 1992. In addition to
a very complex federal statute, draft HCFA requirements for
screening these persons have changed repeatedly, making the State
task of assuring compliance with the OBRA process very difficult.
State funds have been awarded to 11 counties with financial
responsibility for the first groups of persons requiring
relocation. Despite the difficulty in setting up processes for
compliance with federal law, it is anticipated that most of these
individuals will make a transition to the community with
intensive services provided through State funds.
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Anoka Alternatives: The Anoka Alternatives Project has
demonstrated the effectiveness of a coordinated discharge
planning process with funding for intensive services. This
project, designed help eliminate overcrowding of the Anoka Metro
Regional Treatment Center, made $500,000 available to counties
responsible for persons whose mental illness made them difficult
to serve in the community. By the end of SFY 1991, 85 persons
had been discharged and were utilizing funding for intensive
services, 63 were in the discharge planning process, and another
60 were discharged as a result of the process, without need for
additional funding. (See Requirement VI for a fuller discussion
of this project.)

Housing: The MHD works very closely with the Minnesota Housing
Finance Agency (MHFA) to implement state and federal housing and
homeless legislation for persons with mental illness. This work
includes joint membership on the CHAS (Comprehensive Housing
Affordability Strategies) task force, collaborative work on
MHFA's rental assistance demonstration projects, interagency task
force on homelessness and the new housing initiative legislation.
(A formal interagency agreement has not been reached at this
time).

In May, 1990 a fulltime mental health program consultant position
was established in the MHD to oversee the housing support pilot
projects and Stewart B. McKinney Mental Health Services for
Homeless Persons (MHSHP) program. Additionally, this staff
person is responsible for providing technical assistance
regarding implementation of the housing mission statement and
coordination with housing and housing support agencies. With
input from the MHD, the Minnesota Housing Agency developed a
$250,000 pilot rental assistance project for persons with serious
and persistent mental illness in three counties.

The 1991 Legislature approved the Governor's Mental Health
Housing Initiative, which includes $1 million for a new housing
subsidy program to serve 400 people, $500,000 in new funds for
additional housing support services pilot projects, increased
flexibility to use existing Rule 12 funds for housing support
services, $750,000 for alternative services to downsize 18 IMDs,
and $882,000 to develop alternative services for 100 people in
seven other IMDs certified as nursing facilities. Additional
funding was made available to convert larger IMD nursing
facilities to non-IMDs.

Adult Screening for Inpatient and Residential Treatment: A task
force representing a wide array of adult interest groups has

completed recommendations about provision of currently mandated
screening services by counties. The group recommended
eliminating screening as a distinct service, substituting
statutory requirements that counties assure placement decisions
based on the clinical needs of the adult. 1In addition, the group

38



recommended that contracts for the provision of services be
required to have admission, continued stay and discharge
criteria, as well as linkages between counties and other
providers of services. These amendments were adopted by the 1991
Legislature.

Children's Services

Significant new legislation to meet the needs of children with
emotional disturbance was introduced in the 1989 Legislature.

The passage of that legislation substantially increased the MHD's
responsibilities. Since January, 1988, 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. 1In
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 for services to
be provided in FY 90-91. It mandated a comprehensive set of
services throughout the State, to be phased in by January, 1993,
so that all children and their families would receive services
based upon their individual need. The DHS also funded eight
demonstration projects which are modeled after the CASSP (Child
and Adolescent Service System Program) principles of interagency
coordination and service delivery with ADM Block Grant set-aside
funds. The first new funding for children's mental health
services was awarded to counties in March, 1991 for establishing
Family Community Support Services.

Efforts to develop coordinated early identification and
intervention services are underway following multi-agency
planning. These included regional meetings during 1991 on Child
Mental Health Awareness for professionals serving children and
families. Promulgation of rules governing children's case
management professional home-based family treatment, and
children's community-based mental health grants is also underway
(see the discussion of rulemaking, above).

Case Management: Children's case management is viewed as the
primary mechanism for coordination between service providers from
multiple systems and children and their families. An informal
children's case management advisory group examined local and
national models of case management for children, and developed
potential funding strategies for this service. Rules governing
service standards will be developed by January, 1992 (see
Requirement I for a discussion of the rulemaking process for
children's case management).
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Rule 5: In order to bring the licensing rule governing
children's residential treatment facilities (Rule 5) into
compliance with contemporary standards of practice, revisions of
this rule are underway. In addition, the Division is attempting
to address both the high cost to counties of Rule 5 services and
to assure that funding options do not establish incentives for
out of home placement. The revised Rule 5 will reflect the
statutory requirements of the Children's Comprehensive Mental
Health Act, including: requirements for independent screening;
determination that the child has severe emotional disturbance and
is in need of residential treatment services; admission,
continued stay, and discharge criteria; clinical supervision by a
qualified mental health professional; culturally sensitive
assessments for minorities; and clear treatment standards which
meet the intent of the Comprehensive Children's Mental Health Act
and which include significant involvement of the family as
partners in the child's treatment (see Requirement I).

c. description of problems encountered:

The OBRA-87 project has been very slow in starting because of
confusion over federal requirements, the attendant difficulty in
conveying these requirements to counties and providers, and the
service development necessary for full implementation.

Lack of staff resources and very stringent timelines for
emergency children's and adult rule promulgation will continue to
create problems over the next several months.

Full implementation of the Children's Comprehensive Mental Health
Act has been delayed due to the lack of funding to counties for
service provision and to the Division for developing service
standards, consultation, and technical assistance. However,
significant new funding was appropriated in 1991, with the
establishment of the first step toward an integrated Children's
Mental Health Services Fund.

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

Adults: Case management services were expanded to over 9,000
persons with serious and persistent mental illness. Service

standards are being revised. CSP services standards are also
being revised and 8,500 persons are being served statewide.

Services were developed to permit 85 difficult-to-serve persons
to be discharged from Anoka Metro RTC, with continuation funding
received from the Legislature based on initial success of the
project..
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State funding is available to develop new services for persons
required to be relocated under OBRA-87, resulting in service
system expansion.

Children: Priorities for children's services were developed and
approved; services were more clearly defined; and most of the
funding requested by the Governor was approved by the 1991
Legislature to implement the Comprehensive Children's Mental
Health Act.

Children's demonstration projects were continued, with these
eight counties developing locally appropriate service delivery
systems and provision of technical assistance on collaborative
development of children's mental health services.

The first new funding for children's mental health services was
awarded to counties wishing to establish Family Community Support
Services. Grants were awarded to 39 counties to provide services
to families and children in 53 of Minnesota's 87 counties.

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

a. The original milestone:

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:

Adult Services

The MHD has participated in numerous efforts to ensure
State-level coordination in service development. As part of this
coordination, a large variety of task forces, advisory groups
and/or committees provide input to the MHD. These involve
multiple State level inter- and intra-departmental coordination
for the development, implementation and funding of mental health
services. In most cases, other agencies and organizations,
consumers, providers and advocates are also involved. A complete
listing is found in Appendix II.

Specific examples of State level coordination for the

development, implementation and funding of mental health services
are described below.

Employment: The employability component of community support
services is closely coordinated with services available through
the Department of Jobs and Training's Division of Rehabilitation
Services (DRS). The MHD continues to work cooperatively with DRS
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to implement the joint Interagency Cooperative Agreement to
discuss program and budget issues and legislative concerns.

In December 1990, the Agreement for Supported Employment between
DRS, DHS and the Department of Education was negotiated and
signed. A policy committee and advisory committee have been
established to plan, fund and regulate programs that deliver
supported employment services in Minnesota. The MHD continues to
be involved with DRS in the Supported Employment Policy and
Advisory committee meetings and work groups on Quality Assurance,
Training and Technical Assistance, and Local Resource Development
for Supported Employment. The three agencies agreed to seek
additional appropriations to convert a portion of existing
resources to supported employment, to apply for federal funding
for joint projects as those opportunities become available, and
to create systems change to achieve the goals of the agreement.

As agreed in the Interagency Agreement, the Division and DRS are
collaborating on the funding for and development of a request for
proposals for demonstration projects to provide supported
employment services for persons with mental illness. Both
agencies have committed funding for the development of these
projects, which are expected to be implemented in the fall of
1991.

Housing: The MHD works very closely with the Minnesota Housing
Finance Agency (MHFA) to implement State and federal housing and
homeless legislation for persons with mental illness. This work
includes joint membership on the CHAS (Comprehensive Housing
Affordability Strategies) task force, collaborative work on
MHFA's rental assistance demonstration projects, interagency task
force on homelessness and the new housing initiative legislation.
(A formal interagency agreement has not been reached at this
time). In May, 1990 a fulltime mental health program consultant
position was established in the MHD to oversee the housing
support pilot projects and Stewart B. McKinney Mental Health
Services for Homeless Persons (MHSHP) program. Additionally,
this staff person is responsible for providing technical
assistance regarding implementation of the housing mission
statement and coordination with housing and housing support
agencies.

Public/Academic Liaison: The MHD used he technical assistance
provided by the Pew/APA State/University Collaboration Project to
build substantial linkages between the Department of Psychiatry
at the University of Minnesota Medical School and the Department
of Human Services. Representatives from relevant groups
participated in both the State/University Collaboration Project's
(S/UCP) Midwest Workshop and in an in-depth consultation held
this past January. During the consultation process, the
following agreements were reached:
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e to endeavor to negotiate a contract using existing State
funds to hire a new University faculty person to serve on
the staff of a State regional treatment center;

e to review and streamline existing procedures for the
review/approval of research projects in State institutions;

eto work with University faculty and community mental health
service representatives to provide outreach/continuing
medical education for community-based providers; and

® to review loan forgiveness as an incentive for practice in
rural areas to discuss the feasibility of legislation
supporting such a program with key legislators.

Several follow-up meetings have been held, as well as a workshop
to involve the State's larger psychiatric community in planning
and supporting these efforts. The Department of Psychiatry at
the Mayo Medical School has also become involved and is
interested in pursuing collaborative activities with both State
facilities and community programs.

Human Resource Development: An NIMH funded Human Resource
Development Capacity Building Project engages in a variety of
inter- and intra-agency activities in order to improve the
Department's ability to deal with mental health human resource
issues. The project has taken the lead in facilitating the
collaboration with academic Departments of Psychiatry. It has
initiated collaboration with other relevant academic disciplines
through a survey of academic faculty and programs and inclusion
of faculty persons on the Project's advisory group. The HRD
Project has also developed intra-agency linkages with the
Personnel, Residential Programs Management and Licensing
Divisions as well as interagency relationships with the
Departments of Health and Jobs and Training as part of its
objective to create an administrative focal point for mental
health human resource development.

Midwest Consortium for Leadership Development (MCLD): The MCLD,
an NIMH-funded multi-state human resource development effort

coordinated by the Ohio Department of Mental Health, is charged
with developing and enhancing the leadership capacity of public
sector mental health administrators to engage in dynamic systems
change. MCLD Leadership Corps classes, which are held for
administrators from the mental health service field, provide
training events, technical assistance and on-site visits over an
eighteen-month period for participants. The MCLD combines
lessons from the latest leadership training materials and the
experiences of individual administrators. Eight of Minnesota's
local level mental health service administrators have had the
benefit of this training opportunity, including administrators
from the Washburn Child Guidance Center, YES/NEON, Inc., Adult
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Services, Olmsted County Community Services, Crisis ‘Intervention
Center, Hennepin County Medical Center, Community Support
Program, Human Development Center, MH/Ed. Programs, Amherst
Wilder Foundation, Residential Services, HECLA, Inc., Northern
Pines Mental Health Center. These represent a variety of mental
health service administrators in both urban and rural areas,
working with residential programs, crisis services, aging
populations, community mental health centers, and others.

Mental Illness/Chemical Dependency (MI/CD): The Mental Health
and Chemical Dependency Divisions are currently working to
identify MI/CD training needs throughout the State of Minnesota.
Statewide MI/CD cross-training of health professionals has been
identified as a need. A training plan is being formulated.
Although funding for development of such training is currently
unavailable, the Mental Health Division is encouraging
community-based providers to cross-train their staff. 1In
addition, the Mental Health and Chemical Dependency Divisions are
assessing the possibility of applying for training money from
NIMH. These monies would be utilized to develop and implement a
statewide MI/CD training program. The two Divisions collaborated
on providing technical assistance to a pilot program for persons
with MI/CD at the Willmar RTC. Technical assistance to this
program is ongoing as the program evolves into an integrated
model for MI/CD services.

Compulsive Gambling: The MHD works closely with a number of
other State agencies to plan and coordinate development of the
State-wide program for compulsive gamblers and family members.
The basis for collaboration is stipulated by Minnesota Law, which
requires all gaming and gambling establishments under the
supervision of the Department of Gaming to post the Minnesota
Compulsive Gambling toll-free Hotline number and that DHS approve
the posted signs. It also requires DHS to develop a rule
governing the screening for compulsive gambling of persons
convicted of specified felonies. This provision will require
close collaboration with the Department of Corrections because
screening is the responsibility of the probation officer who does
the pre-sentence investigation. This effort will be coordinated
through the representative of the Department of Corrections who
is already a member of the DHS State Advisory Group for the
compulsive gambling treatment program.

Children's Services

The 1989 Comprehensive Children's Mental Health Act 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 councils at the
State and county levels, assuring input from parents, providers,
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advocates, and others. State level coordination is provided by
the interagency coordinating group required by statute.

Training: As communities attempt to implement the Comprehensive
Children's Mental Health Act, the complexities of interagency
coordination and collaboration have become clear. There has been
a tremendous need throughout the State for additional information
and training to assist counties in designing and implementing
coordinated mental health services, in collaboration with parents
and service providers from multiple systems serving children and
families. Consequently, the MHD has provided assistance at the
local level in the form of consultation, technical assistance,
and training. This activitiy is the major focus of the CASSP
grant.

State-level Coordination: 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 at least quarterly since the end of the 1989 legislative
session in order to design a system which would identify children
at risk or in need of 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; examination of pooled funding to enhance
access to resources and eliminate duplicative service and
eligibility requirements; and State development of model
interagency agreements to promote the provision of early
identification and intervention services at the local level.

The Committee met approximately monthly, and undertook a project
to obtain data on the provision of services to children with
emotional disturbance. Phase I of the project involved
identification of the various funding sources currently available
for mental health services, funding amounts, and the number of
children being served. Phase I data is provided in Tables 3 and
4 under Requirement V. In general, this analysis provided the
first evidence that most children's funding for mental health
services is not duplicative across State agencies, but rather is
used for different types of services. For example, the
Department of Human Services tends to fund clinical services,
whereas the Department of Education funds instructional and
related services.

Family Community Support Services Grants: In November, 1990, the
Division solicited proposals from county agencies for pilot
projects to demonstrate innovative ways to provide family
community support services to children with severe emotional
disturbance and their families. Counties were encouraged to make
use of community resources as much as possible to meet the
individualized mental health needs of children and their
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families. Proposed providers of these services included, but
were not limited to, schools, community mental health centers,
county welfare agencies, and public health agencies.
Applicants were required to demonstrate the methods used to
secure the involvement of local agencies and community service
providers such as: mental health; social services; education;
health; vocational services; corrections; and recreational
services. Counties described how each of these agencies
(particularly schools) would ensure ongoing contact and
coordination in the implementation of family community support
plans.

Counties were required to provide evidence that the specified
agencies were interested in collaborative efforts to develop
individual family community support plans, to utilize existing
funding resources, and to make changes in agency policies and
procedures as necessary to facilitate needed systems change.
Specific examples of these local collaborative efforts are
provided below under Requirement I.

Early Identification and Intervention: Early Identification and
Intervention (EI/I), one of the 12 required services of the

Comprehensive Children's Mental Health Act, is intended to
provide a framework in every community across multiple service
systems to identify children in need of, or at risk of needing,
mental health services and to intervene as early as possible to
prevent or reduce the severity of emotional disturbance.

An EI/I task force, chaired by the MHD, was established to assist
in designing and implementing these services statewide. Division
staff worked collaboratively with staff from the Departments of
Education and Health in designing and delivering a series of five
regional trainings for 175 people throughout the State focused on
the identification of mental health issues in children.
Participants included representatives from education, health,
public health, mental health, and social services agencies.

Staff also developed a brochure on mental health issues of
children and youth at various developmental stages which provided
information on significant signs and symptoms that may indicate
emotional disturbance. Brochures are being widely disseminated
through the Departments of Human Services, Education, Health, and
Corrections to counties, service providers, advocacy groups and
families (250,000 brochures have been prepared for distribution).
The Division also assisted in the development of a screening tool
for use by early childhood screeners.

Children with Emotional/Behavioral Disorders (E/BD): A number
of items relating to children with emotional/behavioral disorders
appear on the Special Education State Plan 1991-93 Discretionary
Priorities. Services to children and youth with E/BD are one of
seven project areas funded with P.L. 94-142 discretionary monies.
The identification, assessment and service needs of all children
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and youth with E/BD are provided under this priority area.
Estimated funds for 1991, 1992 and 1993 are $100,000 per year.
An intergovernmental agreement will be used during the 1990-91
year to provide for a fulltime person to more specifically
identify statewide needs of these children and youth. Task
forces will be utilized to identify these needs and make
recommendations to the Department. Examples of activities
include: studies, development and provision of preservice,
inservice and interagency collaboration with the Mental Health
Division.

The Department of Education, in cooperation with the Department
of Human Services is nearing completion of a resource manual
entitled "Developing Quality Services for Children and Youth
Experiencing an Emotional/Behavioral Disorder". Representatives
from the Departments of Education, Health, Human Services and
Corrections participated in a planning and networking committee
convened by the Department of Education to identify the needs of
children and youth experiencing emotional/behavioral disorders.
The manual will provide a basis for future curriculum development
and collaborative training between the Departments of Education,
Health, Human Services, and Corrections.

Sharing of human and fiscal resources between the Departments of
Human Services and Education has occurred as a result of the
development of the resource manual. Personnel time from each
department has been allocated for collaborative work in
developing the manual to be used in training activities with
representatives from multiple service systems. Each has agreed
to share publication, printing, and dissemination costs. The
Department of Education has received $150,000 in carry-over
funding which will be pooled with the Division's CASSP grant to
conduct joint regional trainings on interagency coordination and
strategies for collaborative service development and funding
during 1992.

The collaborative interagency relationship that exists between
the Departments of Human Services and Education is expected to
enhance training activities and ultimately local service delivery
through the modeling of partnerships and shared human and fiscal
resources that can be replicated at the local level. For
example, the manual mentioned above will be used in training
local coordinating councils as well as educators.

State Transition Interagency Committee: For the last year, the
MHD has participated in the State Transition Interagency
Committee (STIC). This group, hosted by the Minnesota Department
of Education, is comprised of representatives of State and local
agencies, institutions of post-secondary education, and family
members in order to assure development of appropriate services
for students with disabilities to help them make the transition
to community life after secondary education. Although the STIC
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has been in existence since 1984, and the DHS has participated
for a number of years, this marks the first regqgular participation
by MHD staff. As a result, the transition process is more
available to those working on behalf of children with emotional
disturbance than would otherwise be the case.

State Early Childhood/Early Intervention Council: Division staff
meet periodically with members of the P.L. 97-142, Part H,

Advisory Council to encourage interagency efforts on behalf of
children, age 0 to 3, with emotional disturbance.

c. Description of problems encountered:

Administrative changes forced postponement of an interagency
agreement with the State Housing Finance Agency. Linkages with
some groups (Health and Corrections, for example) have not yet
been developed to the desired extent.

Implementing the coordination required by the Comprehensive
Children's Mental Health Act has required considerably more time
investment from the small children's staff than anticipated in
order to assure commitment by other State and local agency
representatives.

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

Service development, including legislation, rule revision,
specification of lines of responsibility, areas of service,
target populations, and service delivery methodologies 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 are
developing across systems for the provision of children's mental
health services. On the State level, several jointly funded and
staffed efforts for both children and adults are underway between
the MHD and the Department of Education and the MHD and DRS.

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

a. The original milestone:

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:

County Planning Process: The 1987 and 1989 Mental Health Acts
required counties to produce two separate biennial plans for
mental health services, one for adults and one for children.
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Statutory and regulatory guidelines were highly detailed and
prescriptive. Prior to 1987, each county had been asked to
provide one biennial social service plan covering all social
services, including mental health.

Efforts initiated by the Department in 1990 have resulted in a
more focused, less time-consuming process for local planning.
That process is currently underway, with Division review of
county adult and children's mental health plans. It is
anticipated that the streamlined process will permit state and
local staff time to be utilized more effectively on appropriate
service planning and implementation than had previously been
possible.

State Mental Health Advisory Council: In addition to consumers,
providers, and advocates, membership on the State Advisory
Council includes two county commissioners and two county social
service directors, from a wide geographic distribution. It is
the intent of the Council to be aware of the differences and
similarities between urban and rural communities relative to
mental health needs.

Council and Subcommittee members are particularly aware of the
opportunities for collaboration between the private and public
service sectors due to the varied composition in their
membership. Because the counties are primarily responsible for
the implementation of the Comprehensive Mental Health Acts for
Adults and Children, the Council is sensitive to the unique
characteristics of the regions of the State. Some counties are
proceeding with children and adult service development at a
faster pace than others. The Council attempts to be aware and
advise the State on the progress of implementation.

Local Mental Health Advisory Councils (LACs): The 1987
Comprehensive Adult Mental Health Act and 1989 Comprehensive
Children's Mental Health Act mandated local mental health
advisory councils (LACs) for each county (counties may combine
councils). Representation on the councils is to include
consumers, family members of consumers, parents of children with
emotional disturbance and persons who received mental health
services as a child or adolescent, as well as mental health
professionals. A major goal of the councils is to increase
consumer/family and provider collaboration. LACs are often
involved in the decision-making process of local resource
allocation. LACs have provided valuable input on the
prioritizing of mental health services, which is crucial to the
allocation of resources, in the selection of service provider
contracts, and to some extent in determining the terms of
contracts.

County Commissioners' Advisory Committee: The Department of
Human Services' County Commissioners' Advisory Committee (CCAC)
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was formed in 1989. The goal of the CCAC is to establish a
dialogue between State and local government officials for the
purpose of broadening the participant's understanding of human
services issues and fostering a partnership between the two
levels of government. The CCAC meets quarterly to discuss
issues, including the development of the Department's budget and
legislative package. The committee is also responsible for
planning the annual Human Services Institute, a conference on
human services issues which is open to all county commissioners.
Workshops on mental health issues have been included in each of
the conferences held since the formation of the committee.

Four subcommittees of the CCAC have been established: the
Interagency Community Health and Social Services Subcommittee;
the Budget and Legislation Subcommittee, the Children's Services
Subcommittee; and the Community Social Services Act Subcommittee.
Mental health issues have been discussed at various times in each
of the subcommittees, as well as in the committee as a whole.

- Committee members have given input on the mental health planning
process and have commented on legislation on both children's
mental health services and services for adults. The committee
members have also met with one of the State's leading mental
health advocates to discuss expectations.

The CCAC is strongly supported by the current administration and
the Association of Minnesota Counties. It is anticipated that
the committee will continue to provide valuable input to the
Department and the MHD throughout the 1990s. In addition,
committee participants become knowledgeable in strategies to be
used at the local level.

Homeless Persons and Law Enforcement: In Hennepin County, the
Mental Health Unit project serving homeless persons with mental
illness began a monthly roundtable discussion with law
enforcement officials to make sure that persons with mental
illness are served properly. The ACCESS project in Ramsey
County, with McKinney Act funds, works with all the homeless
services providers and also with the McKinney Service Task Force,
a forum for sharing work experiences and needs as well as
planning. They also learned from the Hennepin County experience
and have begun a roundtable with law enforcement officials. On
the Iron Range in northeastern Minnesota, the homeless project is
responsible for working closely with 14 different law enforcement
agencies. A law enforcement group has requested development of a
training package for new law officers who may come in contact
with homeless persons with mental illness.

Children's Services

Children's Services Demonstration Projects: Eight counties were
funded through a Request for Proposal process with ADM Block

Grant Funds in late 1988 to demonstrate the implementation of the
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Comprehensive Children's Mental Health Act. The eight sites are
located throughout the State, in both urban and rural areas.
These projects have accumulated vast amounts of knowledge as they
have developed services which are community-based and
collaboratively-developed across multiple service systems.

These projects have now assumed an expanded role in assisting the
Division in disseminating information to other counties for their
use in designing and implementing high quality, collaborative
mental health services. With second year CASSP grant funding,
the Division has utilized the expertise of staff from the
demonstration projects to serve as mentors to other
representatives of the systems of care as they attempt to
implement the Comprehensive Children's Mental Health Act in their
local communities throughout the State.

Training on Coordination: Due to the need for training and
assistance in implementing the Comprehensive Children's Mental
Health Act at the local level and the limited number of Division
staff to serve the entire State, the MHD has been involved in
three primary efforts during the past year designed to assist
counties and providers in meeting the needs of children with
severe emotional disturbance and their families. Two of these
have involved regional or local efforts.

The Division designed and conducted a series of regionally-based
trainings on interagency coordination targeting members of county
Local Coordinating Councils throughout the State. The purpose of
these trainings was to assist Local Coordinating Councils in
developing strategies for identifying barriers to collaborative
service development and mechanisms to promote coordinated
services across service systems. One hundred-fifty persons
attended the four training sessions.

The Mental Health Division received a National Institute of
Mental Health Child and Adolescent Service System (CASSP) grant
to design and implement a series of trainings throughout the
State during 1992 and 1993. A training curriculum is being
designed utilizing evaluation information from the eight child
mental health demonstration projects that are currently providing
coordinated, collaborative services to children with severe
emotional disturbance and their families. It is hoped that these
trainings will create "experts" at the local level to serve as
ongoing resources in the development and implementation of
collaborative services within their communities.

Children's Local Coordination. Family Community Support Services
grants are funding many excellent examples of collaborative
efforts with local agencies, including: school-based family
community support services; family community support service
cooperatively provided by the county agency and community
corrections; school and community-based, collaboratively funded
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and staffed day treatment programs; school-based crisis
intervention services; school-based recreational and leisure time
activities; recreational and leisure time activities designed and
provided by community education; and the certification of day
care providers as "special needs" day care providers by
contracting with a vocational school to include specialized
training designed to meet the needs of children with severe
emotional disturbance in their curriculum, and the use of mentors
and volunteers through contracts with local colleges.

Outreach and Information Dissemination. A collaborative
effort with the Departments of Education and Health resulted
in a series of five trainings for 175 people throughout the
State which focused on the identification of mental health
issues in children; 250,000 copies of a brochure regarding
mental health issues in children at various developmental
stages is being disseminated through the Departments of
Human Services, Education, Health, and Corrections to
counties, service providers, advocacy groups, and families.

Children's Demonstration Projects Newsletter. The Division
assists with the publication of a quarterly newsletter by

the eight child mental health demonstration projects. This
newsletter provides information regarding the service
efforts of these projects. It has been an excellent vehicle
for distributing this information to a wide audience of over
400 individuals and agencies across the State.

E/BD Handbook. Thirty-two focus group interviews were held
around the State with people from multiple systems concerned
about children and youth with emotional or behavioral
disorders (E/BD). The results of the focus group interviews
were used as a guideline for the development of a resource
manual based on a shared mission and vision of children's
mental health services in Minnesota. The collaborative
interagency relationship that exists between the Departments
of Human Services and Education is expected to enhance
training activities and ultimately local service delivery
through the modeling of partnerships and shared human and
fiscal resources that can be replicated at the local level.
The handbook will be used in the training of local
coordinating councils as well as educators. The handbook
will include: the legislative impetus, a State study, data
from the MN Department of Education and the Department of
Human Services, the mission for CASSP and the Planning and
Networking Committee, a model for improving and evaluating
collaboration, evaluation of quality services, case studies
exemplifying prevention, early intervention, services and
treatment options, maintenance of wellness-transitioning,
and a collection of resources by topic.
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Collaborative Training. The Department of Education has
agreed to provide $150,000 in carry-over funding for use
with the Division's CASSP grant dollars to develop regional
trainings on interagency collaboration and funding
strategies. '

State Transition Interagency Committee (STIC): 1In addition to
obtaining data on the needs of students with disabilities,
training educators and community agency staff, assisting with
local issue resolution, and providing information to students and
parents, members of STIC work with local groups (Community
Transition Interagency Committees) to bring about more effective
transition services throughout the State.

c. Description of problems encountered:

By mid-1989, it had become evident that the planning burdens on
both county and State staff had become enormous. The size and
detail required in the two mental health plans were a major
source of conflict between the State agency and the counties.
The guidelines alone for the two mental health plans totaled
almost two hundred pages. At least half of the time of Division
staff was required for plan review, technical assistance, and
approvals. County staff felt their time was being spent in
paperwork and not with clients. In the meantime, the demands of
the more generic Community Social Service Plan had also become
far more demanding in time and paperwork.

Counties complain that multiple laws, each with slightly
different emphasis, require local coordination mechanisms (e.qg.,
Early Childhood, Mental Health, Transition, Abuse and Neglect
Prevention). In some small counties, the requirements have
reduced available time for work with families and children or
have forced delegation of coordination to staff with little
decision-making authority.

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

Planning requirements for counties were revised jointly with
county staff for the State 1992-93 planning period. The process
is expected to be more collaborative than previously, with local
mental health advisory councils playing a greater role in plan
development. Requirements were streamlined to reduce unnecessary
duplication and burdensome efforts on the part of both State and
county staff, and information requested is more focused on
assessment of needs and resources available to meet the needs.
Legislation passed in 1991 will continue this process.

A collaboratively-developed handbook about children with
emotional/behavioral disorders is nearly complete. Brochures are
being distributed. Department of Education funding is being used
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jointly with MHD dollars to publish the handbook and provide
regional trainings. Training has also been provided to 150 Local
Coordinating Council members.

The role of the LACs has been strengthened. Collaboration in all
phases of the planning and implementation process, as well as
within various projects, is the rule rather than the exception,
with all stakeholders involved. Although this is more
time-consuming, it assures a more rational process with all
perspectives represented.

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

a. The original milestone:

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.

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:

Adult Services

OBRA-87: In Minnesota, administration of the mental health
portion of the Preadmission Screening/Annual Resident Review
(PASARR) process required by OBRA is the responsibility of
designated mental health authorities in each county. The
Division provides ongoing technical assistance, oversight and
monitoring of compliance with the law. Since the passage of PL
100-203 (OBRA-87), five drafts of complex regulations have been
issued by the Health Care Financing Administration to govern
implementation of nursing home reform. Compliance with these
regulations is required in order to assure appropriate care for
persons with mental illness and to maintain Medicaid financing of
services.

Seventy regional and statewide training sessions have been
provided from January 1, 1990 through May, 1991 to county staff
and mental health, long term care and acute care providers and
other interested parties, for a total of 1,875 persons. Formal
and informal technical assistance is provided on an ongoing basis
at the request of counties and other interested parties. During
FY 1992-93, another series of regional meetings for county staff
who are charged with the PASARR implementation are planned after
the final PASARR regulations have been promulgated.
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PASARR requires states to relocate residents of MA-certified
nursing facilities who have a mental illness and who have been
determined to be inappropriately residing in the facility.
States were permitted to submit Alternative Disposition Plans
(ADPs) that identified the numbers of persons and the timelines
states would follow to relocate these persons. Minnesota
submitted a plan in 1989. An estimated 143 residents will
require relocation, which is to be completed by June, 1992.

A total of $1,495,399 in State funds to support activities of the
ADP were awarded to counties to assist with relocation efforts
during the FY 90-91 biennium. Eleven counties with financial
responsibility for residents currently found to need relocation
applied for these State dollars. For the FY 91-92 biennium, $2.8
million dollars has been allocated to continue this effort.
Thirteen counties have applied for these funds to continue the
relocation effort and/or maintain persons already relocated to
the community. It is projected that the cost of individual ADPs
will average about $1,200 per person per month, including room
and board.

These funds are to be used to develop new community-based
services and/or to enhance and expand existing services to meet
the specific needs of this population. Funding is flexible and
is geared to meet the specific needs of each individual. For
example, dollars can be used for rental subsidies and the
enhancement of an array of wrap-around mental health and social
services to assist the individual in transition to the community.
This funding is expected to provide not only services for
affected individuals, but also expansion of the capacity of the
States' mental health system in general.

Homeless Persons: McKinney Act funding for Mental Health
Services for Homeless People and the State match associated with
this program have been successful in meeting the following stated
objectives:

e To provide services to homeless persons with mental
illness so that they can receive basic supports;

e To support the efforts by homeless service providers to
assist homeless persons with mental illness; and

e To engage the entire mental health provider system in
providing services to the persons who are the most difficult
to find and maintain contact.

In FY 1991, 3,152 homeless individuals with mental health
problems received services from mental health providers in eight
Minnesota areas where homeless people congregate. 1In 1987, prior
to the availability of McKinney funding, the Minnesota State
Legislature appropriated $350,000 for Minnesota's three largest
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cities to provide mental health services for homeless persons
with serious and persistent mental illness. With FY 1987 and FY
1988 McKinney funds, the ability to assist homeless persons with
mental illness was expanded to five more communities, resulting
in a small mental health service network which is accessed by
both homeless service providers and homeless persons.

The essential services provided by the projects include:
outreach (41%), mental health services (25%), medical services
(5%), training (4%), case management (13%), and housing support
(12%) . Minnesota contributed $346,000 in 1991, a match of $2.87
for every $3.00 of federal funding for the homeless program.
Each grantee is encouraged to develop a project which is
responsive to local community needs and conditions. Hence, the
homeless projects vary considerably. For example, northern St.
Louis county, a sparsely populated and geographically large
northern area of Minnesota, is comprised of several small towns
of over 10,000 people surrounded by heavily wooded areas.
Housing is readily available, but unemployment is very high due
to the demise of the taconite industry, so that many have lost
their houses. The Moorhead area is a rich farming area (the Red
River Valley, noted for potatoes and sugar beets) just across the
border from North Dakota. From spring to fall, it has many
migrant workers, defined as homeless in Minnesota's 1988 CHAP.
Some North Dakotans cross the border to receive services, since,
unlike Minnesota, North Dakota does not have a General Assistance
program. Many of the rural sites are relatively isolated from
other services specifically for homeless persons, and hence are
making a major contribution toward developing a network of
service providers and services for homeless people in these
areas. In contrast, Hennepin County, which contains Minneapolis,
the State's largest city, shelters an estimated 46% of the
State's homeless population, and has done so since 1987. Ramsey
County, which contains St. Paul, the capital and second largest
city, has done an excellent job of training homeless service
providers to do an initial assessment for mental illness. Staff
in the urban area of Minneapolis-St. Paul function as trainers,
coordinators and support staff for shelter staff.

The variety of activities conducted by the homeless projects
includes on-call support and assistance 24 hours a day to
shelter workers, leasing a transitional house where homeless
individuals with mental illness can live until more permanent
arrangements can be made, searching local and State parks and
abandoned and wooded areas to find homeless people, traveling
16,000 miles in one year to provide outreach and face-to-face
training to 14 local law enforcement agencies, maintaining rental
contracts with local landlords and screening and matching
individuals' needs with available openings, purchasing a $1.00
HUD house for a transitional home, and developing program
contracts with the client and their representative, identifying
and then providing individual services necessary to maintain
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independent living, among many others (see Appendix II for more
detailed descriptions of each homeless project). The Polk County
Homeless Project in the Red River valley has been a catalyst for
bringing stability to a community with cultural diversity issues.
A project staff person became the community coordinator for a
celebration that was designed to diffuse the racial tensions
between the predominantly Hispanic migrant worker homeless
population and the white home/farm owners in the community.

Indian Mental Health: Indian mental health project staff work
with counties to offer the array of mandated mental health
services in a culturally-competent manner. Indian
representatives participate in local advisory councils, assisting
counties in developing culturally relevant services for Indian
children and adults. Indian mental health projects utilize the
services of traditional healers as well as services available
through county community mental health centers.

During 1990, the Division continued its support of ten Indian
Mental Health projects, utilizing 25 percent of the Federal
Alcohol, Drug Abuse, and Mental Health Block Grant funds. From
January through September of 1990, the projects served a total of
2,721 Indian men, women and children. A total of $379,689 was
awarded in 1990 to these projects. (See Appendix II for a
description of the individual projects.)

The Indian Mental Health Advisory Council, comprised of
representatives from the reservations and urban communities of
Minneapolis and Duluth, advises the Department regarding needed
Indian mental health policy and service development. This
Council meets quarterly.

The Advisory Council identified a high level of unmet mental
health service need in Indian communities and an absence of State
funding for Indian mental health service development and
implementation. A majority of the Minnesota Chippewa Tribes,
Sioux Communities, Minnesota Indian Affairs Council and urban
Indian Organizations passed resolutions supporting the Indian
Mental Health Advisory Council's efforts to seek additional
mental health funding. However, no State funding was
appropriated to meet these needs during the 1991 legislative
session.

Refugee Mental Health: Following the completion of the Refugee
Assistance project in July of 1989, the Refugee Mental Health
Advisory Council continued to meet during 1990. After a year of
struggling with the increasingly complex and challenging mental
health issues facing the refugee communities in Minnesota, the
Council decided to disband officially as of January, 1991.
Despite this decision, the Division continues to provide
technical assistance and consultation to members of the refugee
consumer and provider communities to share information on State
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and federal opportunities for funding, service development, and
service expansion. The MHD is currently evaluating the potential
use of ADM Block Grant or special project funds to assist this
population, and will make a decision about how to best fund
mental health services to the refugee population within the next
six months.

Children's Services

The 1989 Comprehensive Children's Mental Health Act requires that
mental health services for children with severe emotional
disturbance be based on individual clinical, cultural, and ethnic
needs. Services must be designed and delivered in a
culturally-sensitive and age-appropriate manner. In order to
assure appropriate services to children with severe emotional
disturbance from cultural or racial minority groups, the
Comprehensive Children's Mental Health Act was amended to assure
that special mental health consultants are used as necessary to
assist counties in assessing and providing appropriate treatment
for children of cultural or racial minority heritage. Special
mental health consultants are mental health practitioners or
professionals with special expertise in treating children from a
particular cultural or racial minority group.

Applicants for State positions in the children's mental health
unit must demonstrate an understanding and ability to work with
children and families of differing cultural and ethnic
backgrounds. All Division children's services staff have
participated in training on cultural competencies and communicate
information learned through technical assistance to counties and
providers.

Family Community Support Service (FCSS) projects funded by the
State were required to demonstrate the provider's understanding
of, and ability to plan, develop and implement services that meet
the needs of minority children with severe emotional disturbance
and their families. These services must be sensitive to cultural
and age differences. FCSS outreach services to minority families
and communities must take into account local minority cultural
norms and values to assure that these services are culturally
relevant and accepted by community members.

Case management training includes information about the
characteristics of racial and ethnic minority groups and
appropriate and culturally-relevant models of services for
children and families from minority populations.

c. Description of problems encountered:
The amount of the federal Mental Health Block Grant for FY 1989
was $200,000 less than for FY 1988. The two-year spending
provision delayed the immediate impact of the federal reduction,

58



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.

It is anticipated that some counties will have difficulty in
obtaining required special mental health consultants with
expertise in treating children from a particular cultural or
racial minority group.

The reduction in federal McKinney Act funds will result in
curtailment of the number of grants and persons served soon if
funding is not restored to the initial 1level.

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

A total of $1,495,399 in State funds to support activities of the
OBRA-87 ADP were awarded to counties to assist with relocation
efforts during the FY 90-91 biennium. Eleven counties applied
for these State dollars. For the FY 91-92 biennium, $2.8 million
dollars has been allocated to continue their efforts. Thirteen
counties have applied for these funds to continue the relocation
effort and/or maintain persons already relocated to the
community.

In FY 1991, 3,152 homeless individuals with mental health
problems received services from mental health providers in eight
Minnesota areas with concentrations of homeless people.
Minnesota contributed $346,000, a match of $2.87 for every $3.00
of federal funding for the homeless progran.

The Department receive legislative approval to expand the housing
support pilot projects. The projects served 448 persons in FY 90
utilizing $535,000 for housing support services, with 490 persons
served in FY 91 with $549,445 in allocations.

During 1990, the Division continued its support of ten Indian
Mental Health projects, utilizing 25 percent of the Federal
Alcohol, Drug Abuse, and Mental Health Block Grant funds. From
January through September of 1990, the projects served a total of
2,721 Indian men, women and chlldren, with $379,689 awarded to
these projects in 1990.

The 1989 Comprehensive Children's Mental Health Act requires that
mental health services must be designed and delivered in a
culturally-sensitive manner. MHD children's staff have been
trained provide technical assistance to counties on cultural
competencies. FCSS projects were required to demonstrate the
provider's cultural sensitivity to minority children; FCSS
outreach services to minority families must take into account
local minority cultural norms and values. Case management
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training includes information about racial and ethnic minority
groups and culturally-relevant models of services for children
and their families.

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

a. The original milestone:

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

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

Most of the activities described below relate to systens
development rather than directly to the treatment process.
However, the former type of involvement on the part of families
and consumers is a necessary structure to assure that consumers
will have the opportunity to participate in the treatment
process, including the larger decisions about the types of
programs and services that are to be funded, the ways in which
they are designed and delivered, their geographic distribution,
and other system issues, as well as the individual's decisions
about their own treatment.

State Mental Health Advisory Council: In an effort to assure
opportunities for consumer input into all facets of mental health

services planning, the State Mental Health Advisory Council and
the Subcommittee on Children's Mental Health have a designated
task force to participate in the planning process and the
development of the State plan. The Advisory Council and its
Children's Subcommittee are composed of family members,
consumers, providers, elected officials, county commissioners and
others. The task force is fairly representative of the larger
body.

The Council and Subcommittee have been involved with the Mental
Health Division in the implementation of the Comprehensive Mental
Health Act in an on-going advisory capacity. The members have
monitored the planning process through monthly meetings and as
participants of groups to review rule modifications and grant
eligibility criteria. About one-half of the Advisory Council is
comprised of newly appointed members who assumed responsibilities
in August, 1991.

Adult and children's Mental Health Acts: The Adult and
Children's Mental Health Acts require input from consumers and
their families, if appropriate, in the provision of mental health
treatment services. For example, consumers and families are to
be involved in service development. The housing mission
statement in the Adult Mental Health Act, the appropriation for
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community-based children's mental health services, and task force
recommendations on treatment services are consistent with the
emphasis throughout the system on consumer involvement and
self-determination.

Service Development/Rule Revision: Consumers and families are
involved in State planning for service development. This
includes involvement in rule revisions advisory committees, using
their experiences with this system to guide the revisions.
Consumers are also involved with a variety of other activities
which can influence service system development. For example,
consumers are on each county mental health advisory council and
are involved in determining the mental health needs of each
county as they prepare their county plans. They are also
expected to participate in the development of individual
community support, individual service, and individual treatment
plans.

Local Advisory Councils (LACs): LACs are often involved in
decision-making about local resource allocation. LACs have
provided valuable input, usually focusing on prioritizing mental
health services, which is crucial to the allocation of resources.
LACs also have been decisive in the selection of service provider
contracts, and have sometimes played a role in determining the
terms of contracts. Counties in which LACs have taken a lead
role in this area include Ramsey, Hennepin, Wabasha and Hubbard.

Minnesota statutes require that the State Mental Health Advisory
Council and each local advisory council have the representation
of consumers, family members, parents of children with emotional
disturbance and persons who received child or adolescent mental
health services. Methods to facilitate and maintain consumer
involvement include the distribution of materials to familiarize
LAC members with mental health system issues, frequent updates
about information obtained from national conferences regarding
trends in the nationwide consumer movement, and others described
under "problems" in this section. Staff also encourage LACs to
obtain additional input from consumers and family members (only
one consumer or family member is mandated) and to avoid an
imbalance of provider or county agency representatives, so that
true collaboration may be achieved.

Federal Grant to Train Consumers: 1In 1991, Minnesota was awarded
systems improvement grant by NIMH which will be used to train
consumer and family members of LACs. Training will be conducted
by the Minnesota League of Women Voters, which has been involved
in mental health advocacy in Minnesota for several years. The
training will provide a more concentrated approach to consumer
and family members on LACs than currently provided by MHD staff,
with emphasis on recruitment of new members, systems knowledge,
advocacy and leadership skills. It is anticipated that one of
the staff members hired by the League will be a consumer.
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Grants: Since 1989, all State mental health funding Requests for
Proposals have encouraged grantees to hire consumers to fill
positions under the grant. As a result, the numbers of consumers
working in CSP programs in Minnesota has been on the increase,
particularly in the metropolitan area, according to anecdotal
evidence (privacy requirements preclude systematic collection of
data to verify this information).

Fiscal support and program content for consumers to attend the
CSP conference: The Division sponsors an annual statewide

Community Support Program (CSP) Conference. This three-day
conference involves the primary stakeholders in CSP, including
consumers, families, county mental health advisory councils,
advocacy groups, representatives of minority groups, county
staff, providers, regional treatment centers (State hospitals),
and the Division. The Division gives a grant to a county to plan
and organize the conference. The grant also funds stipends which
enable consumers and members of county mental health advisory
boards to attend the conference. These stipends enable at least
one consumer from each of 87 counties and minority group
consumers to attend. The conference contract mandates that
consumers be involved in all steps of the planning process.

For the 1991 conference, consumers were involved in the grant
award process and the planning committee. Over 25% of all
conference presentations were by consumers or family members.
The conference program content included presentations on: a new
three year training project to empower consumers and family
members on participation on county mental health advisory
councils; advocates' perspectives on the mental health system;
the experience of consumers with case management services;
cultural issues of consumers with hearing impairment; issues
facing consumers who work in the mental health field; strategies
for development of consumer leadership; combating stigma; decent
and affordable housing issues; professional/consumer
codependency; consumers as parents; the importance of humor in
recovery by a consumer theater group; and recovery and rights
protection, in a keynote speech by a consumer.

Compulsive Gambling: The MHD makes extensive on-going use of
consumers and community-based providers in its management of the
Compulsive Gambling Treatment program. This includes a broadly
representative 19 member State Advisory Group that advises
Division staff on development of the overall compulsive gambling
program as well as small task groups to work on specific
projects. Advisory Group members are typically involved in more
than 20 compulsive gambling program-related meetings a year.
Consumers involved with Gamblers Anonymous Groups (G.A.) or
Gam-Anon are intentionally represented on the State Advisory
Groups for the compulsive gambling treatment program. The DHS
contract for a statewide toll-free hotline also stipulates a
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responsibility to meet with the G.A. Inter-Group to assist with
statewide development of new G.A. and Gam-Anon groups.

Self-Help Projects: In the 1991 legislative session, money was
appropriated from the mental health special projects fund for
grants to two nonprofit mental health self-help groups. One
grant will be used to provide support services to people with
major depression. The other grant will provide employability
support services to people with mental illness, delivered by
people who have or have had a mental illness.

Anoka Alternative Treatment Plans: The Anoka Alternatives
Project, initially a one-year pilot project aimed at developing
alternatives for clients who would otherwise continue to reside
in the Anoka Metro Regional Treatment Center (RTC), used $500,000
for service development and implementation for SFY 1991. 1In this
project, consumers must be involved with developing, and agree
to, their alternative treatment plans. 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 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 (see Requirement IV for more detailed information
on this project.).

OBRA-87: Persons with mental illness determined to be
inappropriately residing in MA-certified nursing facilities are
required to be relocated. State funds for relocation are
intended to be used to develop new community-based services
and/or to enhance and expand upon preexisting services to meet
the specific needs of people qualifying for relocation. Funding
is flexible and is geared to meet the specific needs of each
individual. The individual must be involved in the choice
process, including decisions about the residence and about
supportive services. Dollars can be used for rental subsidies
and the enhancement of an array of wrap-around mental health and
social services to assist persons in making the transition into
the community.

Housing Support: Ten counties are in their third year of
State-funded housing support pilot projects. The purpose of these
projects is to assist individuals with mental illness in 1living
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.
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Anti-Stigma Campaign: Consumers and their families were involved
in the development of anti-stigma materials which were used as
the cornerstone of Anti-Stigma Week activities in 1991.

Children's Inpatient and Residential Treatment Services:
Consumers participated in task force activities resulting in

recommendations for changes in children's screening requirements.
Among the changes now required by statute were that the child and
the child's family (when appropriate) are to be involved in

screening decisions, and appeal mechanisms must be clear to them.

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. (These
services are now part of the State's new Children's
Community-Based Services grants program.)

c. Description of problems encountered:

Counties express frustration with their efforts to recruit and
maintain members on LACs. Several steps have been, or are being,
taken by the MHD to ensure consumer/family involvement. These
include the development of the systems improvement grant for
concentrated training and recruitment of consumer and family LAC
members. The MHD staff member assigned to LACs is a consumer,
and he emphasizes the importance of consumer input on LACs and
occasionally shares personal experiences in an effort to increase
the comfort level of consumers present at LAC meetings.

Although there are several local and regional consumer
organizations, Minnesota does not yet have a statewide consumer
organization to advocate and lobby for consumer concerns.

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

At least one consumer for each of 87 counties attended the CSP
conference funded by MHD stipends; consumers were involved in the
grant award process, the planning committee, and consumers or
their families gave over 25% of all presentations.
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LACs have been involved in local resource allocation through
participation in prioritizing mental health services, selecting
service provider contracts, and sometimes determining the terms
of contracts. A systems improvement grant has been obtained
which funds training and recruitment of consumer and family LAC
members.

The Anoka Alternatives Project required consumer input to develop
individually tailored, flexible alternative treatment plans for
persons who would otherwise have resided in the Anoka Metro RTC.
Relocations from nursing facilities under OBRA-87 are also based
on consumer choice with respect to services provided and housing
options.

The third year of housing support pilot projects is in process;
the project assists people with mental illness to live in housing
of their choice, with self-determined support services.

Initial funding for Children's Family Community Support Services
encouraged family involvement in service planning, an emphasis
which will be continued in the new Children's Community-Based
Services grant program.

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

a. The original milestone:
To promote the employment of consumers.

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

Employability services are increasingly viewed as a top priority
in the development of a community based system for persons with
mental illness. Employability and housing were considered the
most important priorities in a 1989 survey of consumer members of
local mental health advisory councils. The 1989 Plan submission
includes the objective of promoting the employment of consumers.

Historically, the mission of the Division of Rehabilitation
Services (DRS), Minnesota Department of Jobs and Training, has
been to serve persons with physical and developmental
disabilities; only recently was there a recognition of the
job-related needs of persons with mental illness. Many counties
created their own programs by using money allocated for community
support services and other funds. With the passage of the
Comprehensive Adult Mental Health Act, all counties were required
to provide employability services as part of a full array of CSP
services.
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While DRS provides services such as job training, job placement
and work evaluation, CSPs assist persons with mental illness to
improve their employability through activities such as medication
management and assistance in developing social interaction skills
in the context of employment or volunteer work. 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.

DRS/MHD Interagency Agreement:

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

- on-going 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;

- 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 MHD will continue to be involved with DRS in the Supported
Employment Policy and Advisory Committee meetings and work groups
on Quality Assurance, Training and Technical Assistance, and
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Local Resource Development for Supported Employment.: Both
agencies have committed to applying for federal funding for joint
projects as those opportunities become available.

In accordance with their Interagency agreement, the Division and
DRS are currently collaborating on funding and planning for
supported employment demonstration projects for persons with
mental illness. (These are the result of a legislative
appropriation to DRS and a reallocation of unexpended CSP funds
by MDH). These projects are expected to expand the availability
of employability services, enhance coordination of services on
the local level, and demonstrate the effectiveness of new models
of service provision.

Self-Help Project: In 1991, money was appropriated from the
mental health special projects fund for grants to two nonprofit
charitable mental health self-help groups. One of these grants
will be used to provide employability support services to people
with mental illness delivered by people who have or have had a
mental illness.

Diffusion Network Project: Minnesota is participating in the
Diffusion Network Project of the Research and Training Center at
the Stout Vocational Rehabilitation Institute at the University
of Wisconsin-Stout in Menomonie, Wisconsin. This project, funded
by the Rehabilitation Services Administration, is intended to
help rehabilitation facilities and consumers establish new
programs or expand existing programs to serve persons with
serious and persistent mental illness and/or traumatic brain
injury. The goal is to help establish community-based programs
that lead to community living, employment and social integration.
The project's goals are to:

- develop replicable community-based program models, and
- diffuse these program models to other facilities and
consumer groups.

The project provides an initial one-time grant to two new
programs each year for three years, as well as three years of
technical assistance and consultation to help facility staff and
consumers to develop and evaluate new programs.

Following an application and selection process, two programs have
started. The Duluth-based program will serve adults with serious
and persistent mental illness. Eventually, there will be six of
these demonstration projects in operation, and they will provide
important information on the establishment of quality supported
employment program models.

Mental Health Division Grant Announcements: Since 1989,
consumers are included in solicitations for hiring, and all
Division grant announcements now indicate that applicants are
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encouraged to hire consumers. Grant announcements include 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, and used as a cornerstone of the January, 1991
Anti-Stigma Week activities, includes a number of employment
themes, including: information about the effects of mental
illness on business and the available programs for workers with
mental illness; 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; tips 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 (see
Minnesota's 1990 submission for the complete text of the
Anti-Stigma campaign package.)

Other employment efforts: The MHD is exploring coordination with
academic institutions and technical institutes to train
additional vocational rehabilitation specialists, in coordination
with the human resource development effort. Employment themes
were also part of the annual statewide CSP conference.

c. Description of problems encountered:
While promoting employment of consumers has been a voiced
priority of the MHD for several years, little money or staff time
has been available to devote to this issue.

d. Outcomes from the accomplishment, and whether these were
what the State expected:
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An employability support services self-help project has been
funded.

The MHD and the Division of Rehabilitation Services (DRS) are
jointly developing and funding a pilot employability project.
The RFP is being distributed in September of 1991. The
interagency agreement between MHD and DRS has resulted in better
coordination of services to consumers and training for staff in
both systems.
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REQUIREMENT II. Specifying quantitative targets to be achieved

in the implementation of such system, including numbers of
individuals with serious mental illness residing in the areas to

be served under such system.

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

a. The original milestone:

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

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

This objective was part of the broader State Plan (updated in
September, 1989) goal of ensuring the statewide availability,
accessibility and provision of services for children and adults
as required by the Comprehensive Mental Health Act. The Plan
update included two aspects which can be viewed as quantitative
targets:

Projected 1990 client counts were provided for each service
category, by county, for adults in the 1990 Plan submission.
These projections were based on county plans submitted by
counties August 1, 1989. Children's plans were not available at
that date because of the later due date for county submission of
biennial children's mental health plans. (In addition, given the
developmental stage of the children's mental health system in
Minnesota, projections by counties on numbers of children to be
served varied considerably in their accuracy at that time.)

The larger goal referred to above refers to the Comprehensive
Mental Health Act. This 1987 State legislation, with subsequent
updates, incorporated federal P.L. 99-660 mandates, but the
service objectives went far beyond P.L. 99-660. For example, the
following is the key paragraph from the State legislation
relating to case management:

Subdivision 1. Availability of case management services.

(a) By January 1, 1989, the county board shall provide case
management services for all adults with serious and
persistent mental illness who are residents of the county
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.

State law includes similar mandates for community support
programs for adults with serious and persistent mental illness,
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case management for children with severe emotional disturbance
and family community support services for children with severe
emotional disturbance (with later implementation dates for
children's services.)

Under Minnesota law, a county's responsibilities are not
necessarily fulfilled by meeting the projection in its approved
county plan. Case management for persons with serious and
persistent mental illness is viewed as such a high priority that
counties are expected to reallocate existing resources to serve
everyone who needs and accepts the service. (State Medicaid
funds are available on an open-ended entitlement basis to fund
case management costs of all MA-eligible clients.)

Minnesota recognizes, however, that the definition of "everyone
who needs and accepts the service" is influenced by many factors:
extent of outreach efforts, location and times of service
availability, manner in which service is offered and quality of
service provided. One can expect an increase in requests for

services as the quality and accessibility of services is
improved.

Prevalence Estimates for Adults with Mental Illness: Minnesota
has utilized federally funded studies in concluding that 1% of
its adult population has serious and persistent mental illness.
The National Institute of Mental Health (NIMH) conducted a series
of 5 studies across the country in the early 1980s to estimate
the prevalence of mental illness in the general population of
persons 18 and older. From these studies, prevalence rates
nationwide were estimated for the different types of mental
illness.

Regier and other researchers estimated that during any one month
period, 12.6% of the adult population has a mental illness
disorder. Among the more severe disorders, they estimate that
.7% of adults have a schizophrenic disorder and 5.1% have an
affective disorder such as major depression or manic-depression.
The estimated number of adults in Minnesota with these diagnoses
is obtained by applying these percentages to the total adult
population in 1988. Rates for these disorders appear to vary in
prevalence depending on sex and age. Schizophrenia appears to
occur equally among men and women, while women have a higher
occurrence of affective disorders. Regier et al found that
higher rates for most disorders were found among younger
respondents, especially for those under 45. Affective disorders
tended to have a higher rate up to age 65 before decreasing.

In examining the extent of serious mental disorders in the NIMH
report Mental Health, United States, 1987, Goldman and
Manderscheid discuss three components: diagnosis, disability and
duration. Their review of studies indicates that, even among the
more severe mental disorders such as schizophrenia, not all cases
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will be chronic or long-term. They cite several national studies
which estimate that approximately 800,000 individuals in the
community have a severe mental disability and 700,000 more are
moderately or partially disabled. This means that approximately
.5-1.0 % of the adult population living in the community have a
disabling mental illness. This estimate excludes adults who are
in institutions such as nursing homes or State hospitals/regional
treatment centers.

Applying the .5% estimate to Minnesota's adult population means
that approximately 15,826 adults have a severe mental illness and
31,652 adults have at least a partially disabling mental illness.
The 1% estimate (31,652 persons) would probably be most
appropriate for estimating the number of adults with a serious
and persistent mental illness living in the community.

However, there have been no reliable data which would indicate
the portion of that 1% that "needs and would accept" publicly
funded services. 1In working with individual counties in regard
to the major State-funded expansion of community support services
during 1988-1990, the Mental Health Division required counties to
plan services for at least one-fourth of 1% of the adult
population. Tables 1 and 2, found in Appendix I, indicate that,
on the average, Minnesota counties provided case management and
community support services to about one-fourth of 1% of the adult
population in 1990. All indications are that increasing numbers
are being served in 1991.

A county-by-county review indicates that, although one-fourth of
1% may have been a realistic objective for many counties, a
higher level should and can be expected of other counties, and
possibly a lower level may be appropriate for a few counties. It
is still not clear, though, to what extent the current difference
in numbers served per county is affected by a higher incidence of
serious and persistent mental illness, and to what extent it may
be affected by local attitudes, outreach efforts, and quality of
services offered.

Prevalence Estimates for Children with Emotional Disturbance:
Friedman (1987) presents one of the few existing models of
targets for service capacity in what he considers to be a
balanced system of services for seriously emotionally disturbed
children. He notes that the empirical basis for these estimates
is weak (nationally), and is likely to remain weak for some time.
Given the absence of adequate State and national data bases, his
estimates are one of the better sources upon which to initially
base planning for services for children and adolescents.

Friedman assumes that the prevalence of serious and persistent
emotional problems in children and adolescents in between 2 and
5%. Among this group, some receive private mental health
services, others receive non-mental health services, and still
others receive services through the public sector. He estimates
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that the public mental health sector should anticipate a need to
provide services for 1% to 2% of children and adolescents, and
that only .1% will need residential services because of emotional
problems.

Minnesota has a population of approximately four million people,
approximately 30% of whom are children and adolescents, for a
total of 1,200,000 children and adolescents. Using Friedman's
model, the State should anticipate a range of between 1,200 and
2,400 children and adolescents needing services. Minnesota's
plan for children's services approximates his recommended
capacity levels. For example, the fiscal note for Rule 74
assumed that counties would provide case management to about
1,000 children with serious and persistent mental illness, the
category which is equivalent to Minnesota's definition of "severe
mental illness" for adults. It assumed that approximately 500 of
these children would be covered by Medical Assistance.

The 1989 Comprehensive Children's Mental Health Act legislation,
effective July, 1991, included a statewide mandate for case
management for children with severe emotional disturbance, which
is estimated to include twice as many children as the earlier
serious and persistent criteria. Unfortunately, little funding
was appropriated for expansion of services until the 1991
legislative session (effective April 1, 1992), nor was MA
coverage expanded to include the new population until that date.
The low end of Friedman's range approximates the more severely
disturbed population of children and adolescents with serious and
persistent mental illness, and the high end the less severely
disturbed population with severe emotional disturbance. Thus,
current funding levels allow for services to the more severely
disturbed population, or about 1% of the population of children
and adolescents in Minnesota.

A major aspect of Minnesota's efforts has been to ensure that key
services are available in each of the State's 87 counties. Since
the inception of P.L. 99-660 planning, Minnesota has made major
strides in increasing the geographic availability of key mental
health services. 1In 1987, all counties provided some form of
case management, but availability was very limited, and no
counties had case management services which met State mental
health quality standards promulgated in 1989. By 1991, all
counties offered case management services meeting these
standards. In 1987, a few counties provided limited family
community support services, but there was no organized State
program, and no dedicated funding for these services. By 1991,
61% of counties provided family community support services. 1In
1987, 52% of counties offered community support programs for
adults with serious and persistent mental illness, compared with
100% of counties in 1991. Emergency 24-hour "hot-line" services
were available for adults and children in 61% of counties in
1987; by 1991, all counties offered these services. Table 1 in
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Part A, Section 1, of this report illustrates Minnesota's
progress in geographic availability.

Figures 1 through 4, in Part A, Section 1, illustrate the changes
in distribution of Minnesota's mental health funding resources
and their overall growth between 1987 and 1991. Three themes are
apparent: 1) The total amount of funding for both adult and
children's mental health services has increased substantially; 2)
the relative increase in funding for community-based
non-residential services has increased dramatically relative to
the increase for residential services; and 3) the amount of
funding for children's services has increased even more
dramatically than for adult services. Overall, they present a
picture of a State which is increasingly devoting its resources
to community support services and which making substantial
headway in the development of a service system for children and
adolescents capable of responding to the mental health needs of
that population.

Minnesota has provided large increases for both State-operated
and community-operated programs (see Figure 1 in Section 1). To
a large degree, the increases for State-operated programs are due
to substantially improved staffing ratios in Minnesota's State
facilities. However, the State-operated increases are not due to
increases in the number of persons served in State institutions.
For both adults and children, most of the increase in
community-operated funding has been directed toward
non-residential programs, and has resulted in substantial
increases in numbers served in the community.

Table 1 in Appendix I presents a county by county comparison of
changes in numbers served and expenditures for CSP adult day
treatment services from 1987 to 1990. The total number served
increased from 4,475 to 8,014, an 80% increase, and total
expenditures increased from about $8,469,516 to $15,985,284, an
increase of 89% over the three year period. Table 3 in Appendix
I presents county data for adults receiving case management and
CSP services by a number of client characteristics (e.g., percent
with serious and persistent mental illness), and by the hours
spent and hours billed to Medical Assistance.

c. Description of problems encountered:

Minnesota does not have reliable incidence and prevalence data
for children. It is hoped that national studies now underway
will provide an improved methodology which could be applied to
county-specific demographic, social and economic data from the
1990 Census.

The 1991 Legislature did not appropriate any funding related to
the new mandate to expand case management services to include
children and adolescents with severe emotional disturbance until
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1991, nor did it amend MA coverage to include the expanded target
population until that date (effective April 1, 1992.)

There is a lack of reliable and consistent data relating to
unduplicated counts of people served, especially for 1988 and
prior years. Staff have utilized a number of different sources
to develop comparable data for 1987 and 1990. In part, this is
due to changes in federal and State reporting categories over the
past few years. There is still no federal definition of "serious
mental illness". The State definition of "serious and persistent
mental illness" was developed in 1987 (and implemented in
reporting systems in 1989 and 1990), while the State definition
of "children with severe emotional disturbance" was developed in
1989 (with reporting initiated in 1990). Therefore, construction
of the tables has required some interpretation of data which may
have been developed using different reporting categories.

The MHD and the counties have relied on projections of needs and
persons served, or mental health plan data rather than individual
client data to determine whether service needs are being met.
Plan projections are not accurate. Changes in data reporting
systems are enhancing the Division's capacity to monitor and
evaluate service provision by client and by provider. Further
changes are needed to eliminate duplicated counts and to provide
accurate assessments of needs; in part, these depend upon
decisions made by the Department of Human Services, which will
affect the MHD and several other divisions within the Department.

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

Minnesota's funding allocations for services to children,
adolescents and their families has improved dramatically since
1987. Currently, the numbers targeted for services approximate
Friedman's estimates for a balanced system of services to this
population.

Since 1987, Minnesota has provided large increases for both
State-operated and community-operated programs. Increases for
State-operated programs are largely due to improved staffing
ratios, rather than increases in the numbers of persons served in
State institutions. For both adults and children, most of the
increase in community-operated funding has been directed toward
non-residential programs and has resulted in substantial
increases in numbers served in the community.

The geographic availability of key mental health services has
improved substantially since 1987, with most key services
available in all of Minnesota's counties.

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

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

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

Overview: The MHD's ability to perform its role and meet its
responsibilities depends to a large extent on the quality of its
information system. The Division has worked with other DHS
divisions in developing a new State mental health information
system (SMHIS), a major component of which is a reporting system
that collects data from community programs operating with public
funds.

The State mental health information system is designed to use
existing information systems, where feasible, to report on
clients served and amount of mental health services received.

The Community Mental Health Reporting System (CMHRS) is a
component of SMHIS and is designed to produce information not
available from other sources. The Division operates an
information system composed of a variety of data collection
methods, each of which supports a database (see Figure 5, below).
The databases are linked to one another through shared data
elements such as county, provider, and client identifiers;
however, these linkages are only partial at this time (e.g., data
about a client in one database cannot always be linked to data
about the same client in another database). In the diagranm,
solid connecting lines indicate dataflows under control of the
Division; hashed lines are dataflows under control of other
divisions of the Department.

The CMHRS began collecting data as of January, 1989 (one year
ahead of the legislative deadline) and produced its first annual
reports by April, 1990. All counties have received copies of the
system's reports in order to allow local utilization of the data
and verification of accuracy. This system will enable more
detailed data to flow more efficiently from provider to State,
will assist counties in planning for service delivery, and will
assist the MHD in evaluating compliance.
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Figure 5
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Legislative Background: Minnesota statutes required the
commissioner to report by February 15, 1990 recommended measures
to improve the efficiency of mental health funding mechanisms,
and to standardize and consolidate fiscal and program reporting.
By January 1, 1990, a mental health management information system
(CMHRS) was to be established. The development of the reporting
system has resulted in significant progress towards the former
objective.

During 1990 and 1991, the various components of the SMHIS,
described below, were and will continue to be modified to allow
greater integration of data from different programs and systems,
and to streamline data collection procedures.

Specific Accomplishments: Clarification of State and local
information requirements. From July, 1990 through November,
1990, the Division engaged in a structured process of clarifying
its information requirements. These requirements were based on
current mental health law and State rules, federal reporting
requirements, the State mental health plan, the Division's
workplan, prior requests for information from the Division, and
assessment by staff. Seventeen categories of information
requirements were identified, each containing a set of specific
requirements. Priority of need was established through a scoring
technique administered to staff, which defined "need" in terms of
importance to the Division in performance of its role. Priority
scores were highest in the following categories.

- program/service effectiveness in meeting the needs of
clients.

- program/service provision that meets quality standards.
- county provision of mandated services to their
residents.

- adequate levels of funding to programs/counties to
support quality services.

- county effectiveness in meeting the level of need for
programs/services

- program/service provision to client groups for whom
they are intended.

Although each of the seventeen categories of information
requirements were addressed by at least one method of data
collection, many specific requirements could not be met by the
existing information system. A particular area of "information
deficit" was that of program effectiveness, which was assessed
highest in importance.

In a series of meetings with county social services and mental
health directors to discuss county planning, some of the
information requirements of counties were clarified. Projections
of the number of clients who would receive specific services were
regarded as useless in the local planning process, while
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projections of expenditures were viewed as important for
budgeting and for establishing levels of county responsibility
and accountability. Better estimates of need for services among
county populations, especially estimates that could adjust for
differences in population structures, was identified as a type of
information needed on the local level.

Related to the effort to clarify information requirements was a
restructuring of the State's mental health services taxonomy.
Service definitions were revised or added, providing the Division
with more extensive and detailed data on service utilization.

Emphasis on performance data. Review of information
requirements (described above) and the experience of State and
county staff in preparing and approving local mental health
plans, raised questions about the usefulness of plan-based data.
Collection and use of data about actual occurrence was viewed as
preferable to the emphasis on projections. This represented a
shift from use of local plans to use of performance-based data
collection methods as the means to determine compliance with
State law and rules. The Community Mental Health Reporting
System (CMHRS), and other systems capable of providing
client-specific data on service utilization, became the primary
means of producing information by which to gauge the development

of county service delivery systems and their level of compliance
with law and rules.

Integration of data collection methods. A variety of
data collection methods have been developed over the years to
carry out particular functions of the Division and the
Department. The emphasis on performance data in assessing mental
health service delivery systems, along with an effort to reduce
duplicative or unnecessary paper reports, coincided with a plan
to integrate existing data collection methods as much as
possible. A considerable amount of integration has been
accomplished. The CMHRS serves as the core of a new State Mental
Health Information System (SMHIS) in which client-specific data
from community programs are reported directly to the Division and
are enhanced by data extracted from the Department's Medical
Assistance Billing System and the Regional Treatment Center
Reimbursements System. To this client-specific database are
added county- and provider-specific cost data, plan data, and
grant performance (program goals) data. However, these linkages
are still only partial. Development of a statewide client
identifier code and other improvements to system integration are
needed. (See Summary of Systems Planning section, below.)

Implementation of national data standards in provider
systems. The Division received a three year NIMH grant, from
October, 1989 through September, 1992, to help organizations that
provide mental health services make improvements in their data
systems (the Mental Health Statistics Improvement Project, or
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MSHIP). Improvements include installation of national data
standards and use of these standards to serve local management
decision-making. County operated and county contracted community
mental health centers and freestanding community support programs
are involved in this project.

Fourteen community mental health centers have participated in the
project. Five of these centers will have implemented the
standards by the end of 1991; at least two more are expected to
implement during 1992. In addition to implementing MHSIP
standards at specific sites, the Division has presented the
rationale for and the benefits of these standards at provider
conferences, has developed management reports for use with the
standards, and has published a document describing the status of
data systems among Minnesota CMHCs and the ways in which these
standards can be used to improve systems performance. Several
CMHCs have implemented the standards independent of the
grant-funded project.

Procedures for data quality control. In order to ensure
that information produced from the SMHIS is reliable, the

Division has implemented several procedures for quality control.
Data reported by service providers are first screened by
automated edit programs. Records not passing these edits are
returned to the provider for correction. The Division provides a
PC-based "pre-editing" computer program to reporting agencies
that allows them to prescreen records prior to submission. The
Division also produces county and provider summary reports after
each reporting cycle, which allow local agencies to review
reported data for errors and omissions. A new quality assurance
database has been developed within the Division to track receipt
and processing of reports from the over 300 programs that submit
data through the CMHRS. Finally, linkages to the Medical
Assistance system allow records from community programs to be
cross-verified with MA claims, where appropriate, uncovering
missing records and cases where data may not agree.

Summary of Data System Planning: State-operated data systems
will be further enhanced, allowing a broader range of information

requirements to be met. Specifically, the CMHRS will be expanded
to allow better client tracking; human resources data collection
will be added to the SMHIS system in coordination with the
Licensing Division; a method for determining client outcomes in
community support programs will be tested and implemented; the
community programs data system will be further integrated with
the Medical Assistance, regional treatment center, licensing, and
financial reporting systems of the Department; national data
standards will be implemented in more provider data systems; and
special efforts will be made to further improve the completeness
and accuracy of data that are collected.

Specific Plans:
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Expansion of CMHRS dataset. The Community Mental Health
Reporting System (CMHRS) is the method by which client-specific
data are collected from community-based provider organizations.
This system must be expanded to allow more accurate client
tracking, removal of duplication from client counts in some
reports, improvement to provider identification, and computation
of length of stay statistics. The following data elements will
be considered for inclusion: statewide client identifier code,
license number for provider organizations, client admission and
discharge dates, client residential and living arrangements, and
Hispanic origin identifiers.

Development of a statewide client identifier code is expected to
require the greatest effort, and will provide the greatest boost
in capability to the CMHRS. Two approaches are under
consideration: a) waiting for revival of the Department's design
for a department-wide client identifier system that would allow
linkage of data across mental health, social services, chemical
dependency, and family support (income maintenance) programs; and
b) use of all or part of the client's social security number.

The latter approach offers an earlier, less costly, and less
technologically burdensome solution; the former offers a greater

range of linkage and may at some time become mandated by the
Department.

Improved Integration of Systems. Integration of various
databases now used by the Division will be improved. The most
significant improvements will derive from development of a
statewide client identifier code. This code will allow linkages
among databases with client-specific records. Such linkages will
prevent duplicative data collection and enable the State Mental
Health Information System to produce a wider range of
information.

Linkage of data at the provider level will be improved through
the addition of a licensing number to the CMHRS and
organizational and human resources data to the mental health
licensing instrument. These linkages will establish the
foundation for future provider-specific analyses.

At the county level, a new set of financial reports, implemented
by the Financial Management Division, will provide the Division
with financial data that can be linked to program data in the
Division's other databases. This will add the critical cost
dimension to the databases.

Finally, the Division will look at ways in which the current
linkages with the Medical Assistance Billing System and the RTC
Reimbursements System can be improved. This might include an
expanded set of data elements transferred into the SMHIS,
addition of the client MA ID number to the CMHRS, etc. The
Division will also look at establishing a data transfer or
linkage mechanism with the Department's SSI/SSDI database.
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Expanded use of national data standards. The Division
will continue to implement MHSIP national data standards in
provider organizations through a NIMH grant. By the end of 1992,
one-third to one-half of the State's community mental health
centers will have implemented the standards. Several of these
centers will participate in the CSP client outcomes pilot study,
adding the dimension of "effects" to the MHSIP model in
Minnesota.

Data Quality Assurance Procedures. The Division will
expand and improve data quality assurance procedures in those
data collection methods which it operates, primarily the CMHRS.
Complete sets of records submitted by community mental health
centers will be reported back to these centers to allow them to
verify complete and accurate receipt of their records by the
Division. (Provider reports are funneled through counties and
occasionally fail to reach the Division.) An expanded set of
provider summary reports will also be produced, allowing the
providers another means of verifying reports.

Division staff will work with the County Monitoring Division to
add data validation techniques to monitoring procedures, and with
the other divisions in the Department that collect county data to
develop more quality assurance procedures. Data quality in the
primary system for reporting county data (CSIS) will be an area
of focus, as will complete reporting of emergency services.

c. Description of problems encountered:

The lack of statewide individual client identifier codes has
resulted in duplicated client counts. Uncertainty about
Department plans for mandating client identifier codes across
human service systems makes it somewhat difficult to plan for
mental health client codes.

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

Since January of 1990, State-operated data systems have been
improved through:

® Clearer identification of State and local information
requirements; :

e Shifting the emphasis of data collection away from
local plans toward performance data;

e Integration of various methods of data collection into
a single State mental health information system;

e Implementation of national data standards in systems of
provider agencies;

e Implementation of procedures for data quality control;
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e Production of State reports that summarize service
utilization and the adequacy of service delivery at the
county and provider levels; and

e Development of methods for the acquisition of
information about program effectiveness.

These improvements have resulted in an increased capacity of the
MHD to meet more of its own information requirements as well as
those of other agencies. Counties and providers have recognized
the importance of producing reliable and accurate information
that can be shared statewide. They have further benefitted
through the reduction of burdensome statistical reporting that
the SMHIS has permitted.

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

a. The original milestone:

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:

Maintenance of effective computer resources is required in order
for the Division to manage information about service provision
and to free staff for consultation with counties and providers.

Computers and Databases Available to Division Staff: A network
of 35 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. Support for
this system is provided by the Information Policy and Service

Division of the Department and by several knowledgeable MHD
staff.

Staff now have available to them extract databases from the
SMHIS containing records specific to their areas of
responsibility. Menu-driven PC programs enable quick and easy
access to these databases, in the form of statistics, tables, and
graphs.

Mental Health Statistics Improvement Project: This project is
funded by a three year NIMH grant to help organizations that
provide mental health services make improvements in their data
systems, and to assist the Division in requiring more data from
providers. The grant has assisted the MHD in defining its
information requirements and data improvements, and in
determining the best methods of collecting data. It has also
aided in development of an integrated SMHIS, including computer
programs for quality control.
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c. Description of problems encountered:

Problems encountered have been typical for development and
maintenance of computerized systems.

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

MHD paperwork has been reduced through use of e-mail and
wordprocessing software, productivity has increased,
communications have improved, and turnaround time on reports has
been reduced.

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

a. The original milestone:

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

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

Progress on the State Mental Health Information System (SMHIS)
has provided additional insights into the array of reporting
requirements to which providers and counties are now subject.
Because programs have been established and funded at different
points in time, the MHD administers Rule 12 (for Rule 36
residential treatment programs), Rule 14 (community support
programs), federal block grant, and special projects grants
separately. Children's Community-Based Mental Health grants will
be an additional program starting in April, 1992.

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 claims 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 the MHD with ongoing data on
services and clients receiving treatment in the RTCs.

Financial Reports: A large number of funding sources can, under
certain circumstances, be used to pay for mental health services.
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Most of these sources are not specific to mental health.
Collecting data from programs funded by these services, such as
Medical Assistance, involves extracting the mental health
datasets from the larger system.

Family support and medical programs within DHS are in the midst
of major systems developments. These new automated systems will
provide the reporting functions needed by the MHD, 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 the direction of the MHD.

RTC mental health units are administered by the Department of
Human Services, 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. However, the recent Departmental reorganization,
which places responsibility for both the RTCs and community
mental health services under the same assistant commissioner,
should facilitate sharing of data.

c. Description of problems encountered:

Possibilities for simplification and consolidation of fiscal
reports are confined by the requirements of the various funding
sources. Lack of statewide identifier codes for clients and
providers have rendered linkages among systems incomplete,
hindering client tracking and program evaluation efforts.

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

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.

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

a. The original milestone:
To begin to develop a separate and distinct State Human Resource

Development Plan to include into the agency's State Mental Health
Services Plan.
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To implement a minimum Human Resource Development data set which
interfaces systematically with the organizational and client data
sets.

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

Human Resource Data Collection: The Division holds two NIMH
funded grants that are active in establishing a human resource
data system. These are the Mental Health Human Resource
Development Capacity Building Project (HRD Project) and the
Mental Health Statistics Improvement Program Project (MHSIP
Project).

Human resource data is viewed as a vital part of a complete
mental health data system. It serves as a link in the evaluation
of service outcomes through client, service event, agency and
human resource data. With these four pieces intact, Division
staff can begin to support answers to basic questions such as,
"Who was served in what way by whom?" "What kind of staff person
produces the best client outcomes in a given service setting?"
"Which services are suffering from high turnover or chronically
vacant positions?"

During the past year, the HRD Project reviewed the current
available sources of human resource data. Upon completing this
review, it was clear that available data sources could not be
combined into any kind of comprehensive data system that complied
with NIMH promulgated standards for mental health service data
systems.

The HRD and MHSIP Projects and the Division's Technical Support
Unit teamed together to develop a mechanism for collecting human
resource data. The projects plan to develop a machine readable
human resource data collection instrument that providers could
complete on an annual basis. The Department of Human Services
has a scanner in its Licensing Division that is available to
enter this data into a database. This human resource data will
be linked to service event data through a staff ID number and to
agency data through the Licensing Division's agency ID codes.

c. Description of problems encountered:

Currently available human resource data cannot be combined into a
comprehensive data system meeting NIMH standards.

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

Plans are now being developed to incorporate some essential human
resource data elements into the Community Mental Health Reporting
System, the State's service event data collection system. This
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means that these human resource data fields will be updated every
six months and tied to service event data in a way that minimizes
error. The machine readable form will be used along with
stratified sampling methods to fill in other human resource data
needs for service planning and other needs.

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

a. The original milestone:
To enhance Division's capacity to evaluate service provision.

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

Through a structured process, the Division clarified its
information requirements and established priority of need, which
was defined in terms of importance to the Division in performance
of its role. The top priority was program effectiveness in
meeting the needs of clients. In order to evaluate whether needs
are being met, however, valid data about the prevalence of mental
illness, as well as good estimates about the need for publicly
funded services among those with mental illness, need to be
available.

The Division estimated the adult prevalence rates of serious and
persistent mental illness to be 1% of the adult population.
Applying these estimates to Minnesota's adult population means
that approximately 15,826 adults have a severe mental illness and
31,652 adults have at least a partially disabling mental illness.
The latter figure would probably be most appropriate for
estimating the number of adults with serious and persistent
mental illness living in the community.

Although the prevalence of mental disorders can be estimated,
public mental health service use does not necessarily follow its
occurrence. For a variety of reasons, persons with the disorder
do not seek mental health care, seek care from someone other than
a mental health professional, or seek privately funded mental
health services. The Division required counties to plan case
management and CSP services for a minimum of .25 percent of the
adult population, or slightly less than 8,000 adults with serious
and persistent mental illness.

Methods for Acquiring Effectiveness Data: Planned changes which
will enhance the Division's capacity to evaluate service
provision include: expansion of the system for collecting client
and services information from service providers to allow better
client tracking; the addition of human resources data collection
to the CMHRS system; further integration of the CMHRS community
programs data system with the Medical Assistance, regional
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treatment center, licensing, and financial reporting systems of
the Department; and further implementation of national data
standards in provider data systems; and testing and
implementation of a method for determining client outcomes in
community support programs.

The Division is working with counties to enhance their capacity
to evaluate their own services. The MHD has required them to
design their own evaluation plans, in addition to required
participation in DHS' evaluations. Adult case management
services and all grants funded through the Department, including
Rule 12/36 and Rule 14 services, as well as all special project
and other grants, are targeted for county-level evaluation.

With the help of a technical assistance grant from NIMH, Division
staff have developed a client satisfaction and a quality of life
questionnaire for measuring client outcomes in community support
programs. Both instruments are to be completed by the consumer.
The instruments will be refined through an initial assessment of
validity and reliability, and then field-tested. The initial
assessment of validity and reliability will be conducted at
selected community mental health centers with their CSP clients.
The instruments will be used among those CSPs that support
clients on an ongoing basis (i.e., that do not have program
"graduates"). Both instruments will be assessed for face
validity by program staff and selected clients "key informants".
The quality of life (QOL) instrument will be assessed for
concurrent validity, using other instruments used at the centers
and program staff evaluations of the client's QOL as criteria
against which to assess the client's responses to this
instrument. In addition, QOLs will be sent to case managers for
confirmation of QOL results. Individual items on the instruments
which do not correlate highly with criterion measures will be
eliminated. Test-retest reliability will be computed on a
reformatted version of both instruments with a time interval of
one week between administrations. These technical studies are
expected to be completed in about January of 1992.

Preliminary field-testing will be conducted this summer with a
modified instrument in the Anoka Alternatives Program to identify
qguestions which may be particularly confusing and to alert staff
to problems in response rate and other issues. Actual field
testing will follow the technical analysis and revision of
questions from the validity and reliability phase, with
approximately 400 clients. Field testing is expected to be
completed by the end of 1992. Data analysis will be statewide,
rather than provider-specific, and will attempt to determine
whether 1) clients of CSPs regard these programs as effective,
and 2) the information obtained can be combined with
rehospitalization data to provide a good, rounded set of
information on program effectiveness which can be used statewide.
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c. Description of problems encountered:

Incomplete client tracking capability and inability to track
organizational data across systems has hindered efforts to
evaluate service provision.

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

Since January of 1990, State-operated data systems have been
improved through clearer identification of State and local
information requirements, shifting the emphasis of data
collection away from local plans toward performance data,
integration of various methods of data collection into a single
State mental health information system, implementation of
national data standards in systems of provider agencies,
implementation of procedures for data quality control, production
of State reports that summarize service utilization and the
adequacy of service delivery at the county and provider levels,
and development of methods for the acquisition of information
about program effectiveness. These improvements have resulted in
an increased capacity of the MHD to meet more of its own
information requirements, including the ability to evaluate
service provision.

An instrument for measuring client outcomes in community support
programs has been developed. This is a basic step in the
development of a statistical information system which will
indicate program effectiveness. Plans are in place to test the
instrument for statewide application.

The Community Mental Health Reporting System (CMHRS), and other
systems capable of providing client-specific data on service
utilization, are now the primary means of producing information
by which to gauge the development of county service delivery
systems and their level of compliance with law and rules, rather
than reviews of county plans.
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REQUIREMENT III. Describing services, available treatment
options, and available resources (including federal, state, and

local public services and resources, and to the extent
practicable, private services and resources) to be provided for

individuals with serious mental illness to enable them to gain

access to services, including treatment, prevention, and
rehabilitation services.

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

a. The original milestone:

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

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

Mandates to Counties to Ensure Access to Services: 1In a
county-administered state-supervised system such as Minnesota,
one of the traditional methods of ensuring that minimum services
are available everywhere in the State is through legislative and
administrative mandates to counties. The mandate to provide
services, however, frequently lacks the funding needed to pay for
that service. This obviously puts counties in a difficult
position: the service is needed and wanted but the only resource
available is county property tax dollars. In an effort to begin
a more rational process of introducing mandates for services, the
1991 Minnesota Legislature enacted a bill that:

requires the Department of Human Services to identify
social service program requirements that are an
administrative burden, social service program requirements
lacking adequate State and local funding, and unmet local
needs;

permits the Department of Human Services to reduce
unnecessary administrative rule costs and complexity;

permits the Department of Human Services to establish
demonstration projects to test alternatives to the current
State administrative requirements; and

provides a method through which counties in fiscal
distress can justify a reduced level of services.

Arriving at a method for reducing services that was acceptable to
both counties and advocates required a great deal of negotiation.
It was acknowledged that many counties were on the brink of
bankruptcy while others still enjoyed surpluses. It was also
understood that counties experiencing fiscal distress needed a
mechanism to reduce their level of effort in an equitable way,
while still maintaining "essential services". Until 1991 State
law had simply stated that counties had no obligation to provide
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mental health services beyond the funds available. To address
this problem, the Legislature established the following criteria:

the county must demonstrate reasonable efforts to comply
with all requirements, including maintenance of spending
effort, applying for available State and federal funding,
and being able to show that projected spending would exceed
the monies available for social services;

the county must agree to provide a minimum array of
services required by federal or State statute, including
child and adult protection, emergency and crisis services,
individual needs assessments, case management services,
family community support services for children with severe
emotional disturbance, and licensure of family foster homes
and family day care homes;

the county must amend its biennial social services plan
(including the mental health segments) to reflect the rule
requirements with which the county will not comply and how
the county intends to provide the minimum array of services;

before denying, reducing or terminating services to any
individual because of fiscal limitations, the county must
both amend the individual's service plan and notify the
individual of the proposed change, giving that individual
the opportunity to meet with the county to discuss the
problem and to appeal the county's decision; and

the Department must consider the county's level of tax
effort and the resources allocated for social services in
determining the amount of any fine levied on a county for
non-compliance with State requirements.

By establishing specific criteria for a county to meet before a
reduction in services could be authorized, the Legislature was
able to build in both minimal service requirements and client
protection. In addition simplification of county planning
requirements should permit counties to spend a greater percentage
of time in service rather than administrative functions when the
legislative changes are implemented in the 1994-95 State planning
cycle.

Planning for Minorities and Persons with Dual Diagnoses. In
developing county plans, the Division instructed counties having
100 or more adults or children in their population base
qualifying as ethnic or racial minorities to indicate the steps
that they would take to assure access to services by persons from
these underserved groups (e.g., a county with 100 or more Native
American adults would need to specify how they would assure
access to traditionally underutilized mental health services by
this population, including such means as special media and/or
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outreach attempts, establishing linkages with tribal
organizations or leaders, using Native American consultants or
translators, etc.) All counties were required to address service
provision to children and adults with dual diagnoses (chemical
dependency, developmental disabilities, or hearing impaired
diagnoses together with mental illness) in their plans. 1In
addition, counties are now required to use special mental health
consultants in addressing the mental health needs of minority
children.

Needs Assessment, Identification and Service Evaluation: Access
to services depends in part upon appropriate 1) local
identification of community needs so as to plan for the array of
services needed within each county, 2) assessment of individual
needs so that services, treatments and placements will be
appropriate, comprehensive and will maximize independence and
local, community-based service options, and 3) evaluation of
service effectiveness so as to determine whether the services
available and/or selected met these criteria. The DHS has made
progress in all of these areas.

LACs are now required to be involved in the identification of
local needs as part of the local planning process. (Previously,
"sign-off" on the entire county plan by the chair of the LAC was
required. However, this process did not uniformly assure that
the LACs were, in fact, actively involved in its development.
Some advocates complain that the statutory change has not
necessarily enhanced LAC participation. Clearly, this is an
issue with which counties and LACs still struggle.) This
additional perspective should assist in the identification of
local needs, although it does not obviate the need for local
prevalence data, which, as noted elsewhere in this document, has
been extrapolated for adults from federal studies, but which is
less known for children and adolescents. However, federal
estimates from NIMH funded studies have been used to determine
service targets (see Requirement II).

Second, it is expected the new screening mechanisms, together
with requirements assuring compliance criteria for admission,
continued stay and discharge will help reduce excessive costs and
time involved due to duplicative processes while at the same time
standardize care requirements.

Third, Division statistical information systems have been
improved considerably, so that individual client by provider by
service information can be collected, and fed back to the
counties. This provides one form of evaluation of service
effectiveness. In addition, a client outcome instrument has
been developed and will soon be evaluated and field tested, which
is expected to be useful in evaluating CSP effectiveness.
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Community Support Services: Rule 15 is the program standards
rule for community support services for persons with serious and
persistent mental illness. Rule 15 will provide consistent
definitions of mandated CSP services to be provided in each
county, orientation and annual training of CSP staff, and
individual service plans for CSP clients. It is expected that
this rule will be promulgated by January 1, 1992.

Case Management: The Case Management Implementation Group has
assisted the Division in efforts to increase the availability and
accessibility of case management services to persons with serious
and persistent mental illness. The group was established by the
MHD in response to the need for a forum made up of practitioners
and county administrators to examine issues related to case
management and to find solutions to them. During this planning
period, the Case Management Implementation Group has worked on
the following:

e Development of a survey of county case management
practices. The survey was administered to local agencies in
September 1990 in an effort to obtain primary information
about administration of the program and specific information
about amounts of time spent by case managers in various
activities. The Division analyzed the data and presented a
brief summary of initial conclusions and supporting data to
the group.

e Review of a draft of the Individual Community Support Plan
developed by a subcommittee of the group made up of six
local agency case managers.

® Monitoring providers of case management services. The
monitoring project has been completed by the Department's
Social Services Monitoring Division. Upon completion of
data analysis, the Division is sharing these data with the
implementation group in order to:

e Assess local compliance with laws and rules,
e Establish technical assistance and training materials
and methods for local providers, and
e Develop appropriate Rule 74 (case management)
revisions, by assessing:
¢ The clinical basis for the proposed changes;
e Local responsiveness to the revised case
management rule provisions; and
e The fiscal impact of revisions on county
budgets.

The group has reviewed preliminary drafts of amendments to the
rule developed by the Health Care Management Division and MHD, to
provide more flexibility and ease of administration by local
agencies.
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Anoka Alternatives: The Anoka Alternatives Project was initially
a one-year pilot project to develop alternatives for clients who
would otherwise continue to reside in a metropolitan area RTC.
Funding of $500,000 for service development and implementation
was appropriated for SFY 1991 for service development and
implementation. Counties developed flexible, individually
tailored treatment plans which provide the services needed for
each person, including mechanisms for support for individual
preferences as to where services should be delivered, assertive
intervention and support plans on behalf of the individual, and
efforts to work with and support community members such as
landlords, employers and family or friends as well as the
individual with mental illness. These methods were designed to
maximize access to mental health services for persons considered
difficult to treat in their home community. The project has been
considerably more successful than envisioned, serving many more
persons than anticipated. Due to this success, the 1991
Legislature appropriated $600,000 in new funding for the
biennium.

OBRA Alternative Disposition Plans: The PASARR portion of PL
100-203 requires states to relocate residents of MA-certified
nursing facilities who have a mental illness and who have been
determined to be inappropriately residing in the facility.

States were permitted to submit Alternative Disposition Plans
(ADPs) that identified the numbers of persons and the timelines
states would follow to relocate these persons. Minnesota
submitted a plan in 1989. A total of 143 residents will require
relocation; all relocations are expected to be completed by June,
1992.

A total of $1,495,399 in State funds to support ADP activities
were awarded to counties to assist with relocation efforts during
the FY 90-91 biennium. Eleven counties with financial
responsibility for residents currently found to need relocation
applied for these State dollars. 1In the FY 91-92 biennium, $2.8
million dollars was allocated to continue this effort. Thirteen
counties have applied for these funds to continue the relocation
effort and/or to maintain persons already relocated to the
community.

These funds, now part of the Division's on-going budget base, are
being used to develop new community-based services and/or to
~enhance and expand existing services to meet the specific needs
of this population. Funding is flexible and is geared to meet
the specific needs of each individual. For example, dollars can
be used for rental subsidies and the enhancement of an array of
mental health and social services to assist the individual with
transition to community settings. It is projected that the cost
of individual ADPs will average about $1,200 per person per
month, including room and board. Development of more services

94



for these individuals is expected to enhance the capacity of the
State's overall mental health system as well.

Older Adults: Beginning in 1988, eight demonstration projects
were established to address the needs of older adults, including
reducing or eliminating barriers to mental health services for
older adults through use of outreach activities, and providing
coordinated, appropriate networks of mental health services for
older adults. Projects varied, but frequent components included
peer counseling programs, in home visits to initiate assistance
with services, news coverage to make the services more
acceptable, and advisory committees with strong senior citizen
representation, which later became strong advocates for
continuation of the projects. These project components were
designed to enhance access to needed mental health services among
a group which traditionally underutilizes such services. Several
projects developed additional funding sources so that the
projects will continue once the demonstration funds are no longer
available for this effort.

Homeless Persons: In 1987, prior to the availability of McKinney
Act funding, the Legislature appropriated $350,000 for
Minnesota's three largest cities (Minneapolis, St. Paul and
Duluth) to provide mental health services for homeless persons
with serious and persistent mental illness. With the FY 1987 and
FY 1988 McKinney Act funds, the ability to assist homeless
persons with mental illness was expanded to five more
communities, resulting in a small mental health service network
which is accessed by both homeless service providers and persons
who are homeless. In 1991, Minnesota contributed $346,000, a
match of $2.87 for every $3.00 of federal funding for the
homeless program.

Many of the essential services provided by the projects improve
access to the mental health service system for persons who are
homeless. Outreach is particularly important in improving access
to this group, which has been difficult to reach, and outreach
activities were also the most common activity engaged in by the
projects, comprising 41% of all project activities. Practical
support where it is most needed can also enhance access; housing
support comprised 12% activities for persons who are homeless.
Finally, case management may be particularly useful for persons
typically disaffiliated with the traditional service systen,
since they may require interventions in multiple service systems.
Case management comprised 13% of project activities. Direct
provision of mental health services comprised 25% of activities
engaged in across the various homeless projects.

Indian Mental Health Projects: Using 25% of its ADM service
funding, the MHD continues to work closely with Indian
communities to expand the array of mental health services for
Indian adults and children. Access to mental health services is
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enhanced through use of culturally appropriate services and
assistance in building county-tribal linkages in the provision of
needed mental health services.

Children's Community-Based Mental Health Services: The
Comprehensive Children's Mental Health Act stresses the need for

pooled funding across service systems. County mental health
agencies are strongly encouraged to collaborate with education,
health, and corrections agencies in funding wrap-around services
for children and their families. The eight children's mental
health demonstration project counties have been successful in
pooling funding with other local agencies for service
development, especially with regard to day treatment services.
Given the budgetary constraints on new funding, such efforts are
particularly promising in enhancing access to services.

By SFY 1993, $3.7 million in State funds will be available for
provision of children's community-based mental health services
through the Department of Human Services. Table 7 in Requirement
V indicates 1990 funding used for children's mental health
service provision across State agencies, including Mental Health,
Medical Assistance, Education, and Corrections.

Children's Health Plan: Minnesota was the first state in the
nation to offer low cost health insurance for children, and it is
still unique in including outpatient mental health coverage. For
$25 per year, children under the age of 18 who are not eligible
for Medical Assistance or otherwise insured for outpatient
services, and who are in families with income at or below 185
percent of the federal poverty level, can receive comprehensive
primary and preventive care services under the Minnesota
Children's Health Plan. In addition to doctor and clinic
services, prescription drugs, vision care and eyeglasses and
outpatient hospital services, the Plan covers up to $1,000 per
child per benefit year for diagnostic mental health testing and
assessment services and outpatient, group, family and individual
psychotherapy. More than 27,000 children have been served by the
Children's Health Plan in approximately two and one-half years;
with the age expansion to age 18 on January 1, 1991, the number
of applications has more than doubled. The Children's Health
Plan also offers wrap-around coverage to the State's Services for
Children with Handicaps Program. Through the Combined Program,
primary and preventive care services, including outpatient mental
health services, are offered to children who meet the Children's
Health Plan eligibility criteria and who would otherwise be
restricted to services specifically related to their physical
handicapping condition.

c. Description of problems encountered:
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Counties have been slow to begin utilizing ADP funding, most
probably because such flexible funding requires adoption of new
service delivery models.

Some advocates continue to fear that changed county planning
requirements will weaken State authority to mandate appropriate
service development and delivery.

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

Legislative changes in county mandates for services resulted in
mechanisms to ensure essential services, to promote reasonable
efforts to acquire funding for services on the part of the
county, and to reduce inequitable burdens upon counties with
widely disparate resources.

The Rule 15 revision process is well underway. It will provide
consistent definitions of mandated CSP services to be provided in
each county, and is expected to be promulgated by January 1,
199%2.

Rule 74 case management revisions are underway for both adult and

children's services, with an emergency rule to be promulgated by
January, 1992.

In the FY 91-92 biennium, $2.8 million dollars was allocated to
continue the OBRA-87 ADPs. Thirteen counties have applied for
these funds to continue the relocation effort and/or maintain
persons already relocated to the community. An appropriation of
$600,000 was received for continuation of the Anoka Alternatives

project to expand services for difficult-to-serve persons in the
community.

Three projects for older adults developed alternative funding
sources in order to continue projects that Advisory Committees
viewed as highly successful in recruiting and serving older
adults.

Children's mental health services received increased funding
during the 1991 legislative session, which will permit expanded
service availability during the current biennium. The increase
occurred despite a "hold-the-line" approach to appropriations in
many departments.

Minnesota's Children's Health Plan is unique in offering low cost
health insurance for children which includes outpatient mental
health coverage. More than 27,000 children have been served by
the Plan, and with the age expansion to age 18 on January 1,
1991, applications have more than doubled.
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REQUIREMENT 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.

a. The original milestone:

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:

Adult Screening for Inpatient and Residential Treatment:
Minnesota Statutes required the establishment 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 adults admitted to residential treatment, acute care
hospital inpatient treatment, and regional treatment center
inpatient treatment. That group, established in August, 1989,
submitted a preliminary recommendation as part of the Division's
1990 Report to the Legislature.

In 1990, members modified their previous recommendation,
concluding that screening as a distinct service should not be
mandated by the State due to the costs of service implementation,
duplication with other processes, such as hospital pre-admission
certification, and the clinical complexity of the process.
Instead, the task force recommended that the functions of
screening be included in several ongoing activities. 1In
addition, members felt that screening functions, while not a
separate service, should be responsive clinically to both
emergency and non-emergency situations. See Requirement VI for a
full listing of task force recommendations.

In 1991, the Department obtained statutory changes to eliminate
screening as a separate service within the adult mental health
system and to add requirements for contractual agreements to
assure compliance with admission, continued stay, and discharge
criteria for publicly funded services. (Inpatient services
funded under General Assistance Medical Care and Medical
Assistance would not be subject to these contractual requirements
because these services are not arranged or directly funded
through the county.)

Compulsive Gambling Assessments: State statutes require that DHS
develop a rule by 1993 to provide the guidelines needed to
implement the provision that probation officers include a
compulsive gambling screen as part of the pre-sentence
investigation for specified felon convictions. By February 1992,
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the DHS Mental Health Division must also submit a report to the
Legislature on progress toward meeting the rule requirement. The
Mental Health Division will involve the Department of Corrections
in the development of this new rule.

Homeless Persons: During 1991, 3,152 homeless individuals with
mental health problems received services from mental health
providers in eight Minnesota areas where homeless people
congregate. Outreach, considered one of the essential services
provided by the homeless projects, comprised 41% of project
activities, and have been successful in engaging the mental
health provider system in providing services to the persons who
are the hardest to find and maintain contact. Many projects have
been successful in providing training for, or directly providing,
mental health assessments for homeless persons.

OBRA-87: 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 physical 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 pre-
admission teams who then refer those applicants in need of
further evaluation to the county local mental health authority.
Approximately 20,000 persons have received Level I assessments.
Prospective residents in need of mental health diagnostic
assessments (Level II assessments) are then referred to an
independent mental health professional. Final determination for

nursing facility 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 indicated,
mental health services for persons with a major mental illness
who require nursing facility care will be recommended to the
nursing facility or attending physician for further action.

These individuals are being reviewed annually, at a minimum, to
assure that their mental health needs are being addressed.
Approximately 2,000 persons have received Level II Screening as a
result of the PASARR process.

Children's Screening for Inpatient and Residential Treatment:
Minnesota Statutes require county boards to screen all children
admitted for treatment of severe emotional disturbance to a
residential treatment facility, an acute care hospital, or
informally admitted to a regional treatment center if public
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funds are used to pay for the services. The screening was
required to also comply with permanency planning statutes.

The same statute required the establishment of a task force to
review existing screening mechanisms for children which address
the issues pertinent to admission criteria and need for continued
care for children admitted to residential treatment facilities or
acute care hospital inpatient treatment.

Initial conclusions and preliminary recommendations were
submitted as part of the Division's 1990 Report to the
Legislature. Additional study of screening issues and mechanisms
was recommended to address inconsistencies and to identify
successful models from which to build an effective and
coordinated screening system for children. The task force
continued to meet during 1990 to examine the needs of children
with respect to screening mechanisms. (See Requirement VI for a
description of final task force recommendations.)

The Department obtained statutory amendments to address the
issues raised by the task force. Counties are required to
assure, in contracts for residential and acute inpatient care,
that providers adhere to admission, discharge, and continued stay
criteria and that placements be made on the basis of clinical
need. Coordination in planning, continuity of care between
service providers, and appeal mechanisms are also required in
contracts with service providers.

Screening is now required before children are admitted, except
for emergency admissions to acute care inpatient hospitals, when
a three working day delay is permitted. For care provided under
General Assistance Medical Care and Medical Assistance in an
acute care inpatient hospital, no additional screening beyond
that already required under DHS Rule 48 is necessary.

Screening requires both diagnostic and functional assessments by
mental health professionals and the identification of community
service needs. Counties are required to collect summary data on
screening recommendations and the degree to which these are
followed in placement decisions, as well as reasons for not
following the screening recommendations.

c. Description of problems encountered:
Not all eligible counties have applied the nursing facility
screening process (PASARR) consistently; as a result, the
criteria used to identify persons in need of services has varied.
For both adults and children, the need for community-based

alternatives to institutional treatment challenges counties to
learn new ways of thinking about services. Such changes in
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approach are often difficult, and result in under-identification
of clients who could be appropriately served in the community.

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

Outreach has comprised 41% of the activities in homeless grant
counties, reaching 3,152 homeless persons.

Approximately 20,000 persons received Level I OBRA Screening and
2,000 have received Level II Screening in 1991.

Screening requirements for out-of-home placements of adults and
children have been changed to reflect contemporary practice
standards and to assure that such placements are based on
clinical need.

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

a. The original milestone:

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.

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

The PASARR portion of P.L. 100-203 requires relocation of
residents of MA-certified nursing facilities who have a mental
illness and who have been determined to be inappropriately
residing in the facility. States were permitted to submit
Alternative Disposition Plans (ADPs) that identified the numbers
of persons and the timelines states would follow to relocate
these persons. Minnesota submitted a plan in 1989. A total of
143 residents will require relocation, with all relocations
expected to be complete by June, 1992.

A total of $1,495,399 in State funds to support activities of the
ADP was awarded to counties to assist with relocation efforts
during the FY 90-91 biennium. Eleven counties with financial
responsibility for residents found to need relocation applied for
these State dollars. For the FY 91-92 biennium, $2.8 million
dollars has been allocated to continue this effort. Thirteen
counties have applied for these funds to continue the relocation
effort and/or to maintain persons already relocated to the
community.

Funds are to be used to develop new community-based services
and/or to enhance or expand existing services to meet the
specific needs of this population. Funding is flexible and is
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geared to meet the specific needs of each individual, based upon
the short and long term needs and choices. For example, grant
funds can be used to assist, through rental subsidies, in
obtaining stable and affordable housing of the client's choice.
Clients can receive assistance with such items as the payment of
damage deposits, initial utility installation, purchase of
security and personal safety devices and miscellaneous household
furnishings. Funds can also be used to enhance wrap-around
mental health and social services to assist the individual with
transition. It is projected that the cost of individual services
will average about $1,200 per person per month, including room
and board.

c. Description of problems encountered:

As of July, 1991, federal regulations to implement the mental
health portion of OBRA-87 were still not final. Start-up of the
State funded ADP project involves complex service coordination
among consumers, private provider county contractors, several
different organizational units with each county, three DHS
Divisions, and two State agencies. The complexity of the process,
coupled with the lack of clarity about final regulations (five
drafts have been proposed) has resulted in a slow start-up.

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

Seventy-three persons have been discharged from nursing homes.
Planning is underway for others expected to be relocated during
the next fiscal year.

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

a. The original milestone:

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.

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

Case Management: Proposed modifications to Rule 74 (the
administrative rule governing program standards and Medicaid
reimbursement) should, by targeting those most in need of this
service (i.e, persons with serious and persistent mental illness)
and emphasizing normal environments, help assure that out-of-home
placements of adults and children are, to the maximum extent
possible, appropriate and necessary. (See Requirements VII and
VIII).
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Adult Screening for Inpatient and Residential Treatment: Final
recommendations of the task force on adult screening included
that counties should be required to assure that placement
decisions are based on the clinical needs of the adult as
identified by the individual, family or significant others (if
appropriate), referral agency and the mental health professional
involved. They also recommended that any screening functions
undertaken by a county must be separate and distinct from ongoing
case management services being provided to a client. These two
recommendations, adopted in stat<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>