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NAMI Minnesota 

2023 Legislative Goals 
 

NAMI Minnesota champions justice, dignity, and respect for all people affected by mental illnesses. 

Through education, support, and advocacy we strive to effect positive changes in the mental health 

system and increase the public and professional understanding of mental illnesses. 

To this end, NAMI advocates for policies that increase access to appropriate treatment and supports that 

enable children and adults to achieve their hopes and dreams. 

The lingering COVID-19 epidemic has taken a toll on the mental health of Minnesotans across the state. 

While everyone has faced challenges, the impact has been heaviest on children and youth, people with 

low incomes, and people from BIPOC communities.  

In a survey of NAMI Members this summer, we learned that not one mental health service was 

comprehensively available for the respondents. Unfortunately, many crucial services were very 

challenging to access. For those who needed residential mental health treatment, 47.8% found it 

difficult to obtain this level of care and 30.4% could not access residential treatment at all. Over 50% of 

NAMI respondents reported seeking inpatient psychiatric treatment, with 44% saying it was difficult to 

find a psychiatric bed and 17% were unable to secure an inpatient admission. One person reported: 

“Inpatient hospitalization was difficult. All beds were full in Thief River Falls. Closest inpatient option was 
Fargo, ND. 2.5 hours away made it difficult for our family to visit.” For any other health condition these 

shortages would be unacceptable. 

Our mental health system is not broken, it hasn’t been built. However, now more than ever we know 
what works. Early Intervention, evidence-based practices, and a wide array of mental health services 

have created the foundation for a good mental health system. Unfortunately, workforce shortages, low 

reimbursement rates, lack of coverage by private health plans, and increasing demand for mental health 

services has resulted in a fragile and overburdened system that is unable to meet the needs of 

Minnesotans. The following legislative goals represent long standing priorities of the mental health 

community and reflect input from an annual survey of NAMI members and supporters. 

 

Adult Community Mental Health Treatment 

Most adults access their mental health treatment in the community. People should receive help in the 

community where they live instead of a more restrictive institutional setting. There is a continuum of 

care for community-based treatment ranging from outpatient treatment from a therapist to mobile 

crisis teams, intensive treatment in the person’s home, residential treatment, and hospitalization. NAMI 
Minnesota is committed to driving investments in our community mental health system. NAMI will work 

on the following issues: NAMI Minnesota will work on the following issues: 

• HSASMI Grants: Housing with Supports for Adults with Serious Mental Illness (HSASMI) grants 

provide housing for adults experiencing serious mental illnesses coupled with supportive 

services including counseling, medication management, and transportation to appointments. 

These grants funded 14 counties and community agencies in 2020 like the Community Housing 

Development Corporation and Lakes & Prairies Community Action Partnership to offer care 

management services right where people live. NAMI Minnesota supports increasing funding for 

these crucial grants.   
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• Protected Transport: Protected transport is a mode of nonemergency medical transportation 

(NEMT) allowing a person experiencing a mental health crisis to ride in a car that is not a police 

car or ambulance. The unmarked vehicle is equipped with safety locks, a video recorder, and 

specially trained drivers. Providers who supply protected transport services get people to the 

appropriate care setting safely in a dignified manner without needing to be handcuffed or 

strapped down. NAMI Minnesota supports increasing rates for these essential providers. 

• Engagement in Services: In the 2020  session, the legislature passed a comprehensive update of 

the civil commitment statute. One key change was replacing court-ordered early intervention 

with new language to promote early intervention by working to engage a person in treatment 

voluntarily. The goal is to engage someone to accept treatment, services and supports early on, 

when symptoms are appearing and to prevent someone from being hospitalized, committed, or 

going to jail. Under current law, counties can opt-in to providing engagement services, but there 

is no financial support to do so. While we believe many counties have the existing capacity to 

offer this level of support now, using case managers, peer specialists or mobile crisis teams, 

providing funding to start and sustain the program is the best route long-term. NAMI Minnesota 

supports using state funding dollars to pilot engagement in services programs and track 

outcomes. 

• First Episode Mood Disorder Programs: The FEP program is a successful and evidence-based 

intervention that could also be effective for young people with other serious mental illnesses 

like bipolar disorder or major depression. Like FEP programs, a first episode mood disorder 

program provides early and intensive treatment as soon as a young person experiences the 

symptoms of a mood disorder. NAMI Minnesota supports funding for this program to pay for 

the important services – such as a person to help with employment and education – that are not 

paid for by insurance. 

• First Episode Psychosis (FEP): The word psychosis refers to conditions that affect the mind 

where the individual has lost some contact with reality, including hallucinations, paranoia, or 

delusions, as well as disordered thoughts or speech. Psychosis often begins when a person is in 

their late teens to mid-twenties and can be a symptom of a mental illness. FEP programs provide 

an early and intensive intervention when someone experiences their first psychotic episode and 

helps them get back to work or school. Early treatment for psychosis is crucial, but studies show 

that many will wait over a year after their first psychotic episode before accessing treatment. 

FEP programs make an immediate intervention before the person’s psychosis becomes 
debilitating. There are currently four FEP programs in Minnesota and we need at least eight. 

• Local Advisory Councils: Minnesota requires counties to establish Local Mental Health Advisory 

Councils (LACs) where people with mental illnesses, family members, and local providers can 

share their experience and offer input to policy makers at the county level. Minnesota counties 

have an important role in our mental health system, and it is important for them to hear from 

those with lived experience. NAMI Minnesota supports DHS dedicating resources to coordinate, 

train, and support LACs across the state. It is also crucial for leaders at the county level to ensure 

that LACs are heard during opportunities for public input on the development of the local 

mental health system. 

• Mother Baby Programs:  There are excellent programs that treat the mother of a baby or young 

child together, so that they are not separated. Programs such as these have higher costs and 

should be reimbursed at a higher level. 
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Cannabis 

As more states move to legalization, Minnesota must make careful considerations of the risks associated 

with recreational cannabis use and take the proper steps to protect people who are at a higher risk for 

negative impacts such as children and youth, people with mental illnesses, and people in the criminal 

justice system. Research has tied cannabis use to negative outcomes for people with mental illnesses 

including increased risk of experiencing psychosis in some people. NAMI Minnesota will advocate for 

strong measures to reduce harm and continue to build our mental health system if Minnesota considers 

legalization: 

• Youth: If legalization is considered, then proper protections must be implemented to educate 

youth and families on the possible adverse effects of marijuana use, especially for families with 

histories of serious mental illnesses. NAMI also contends that the legal age for cannabis use 

should be 25 because this is the age when the adolescent brain stops growing and developing. 

• Decriminalize: While NAMI cautions Minnesotans to move slowly on full legalization of 

recreational cannabis, decriminalization can be done immediately. Minnesota law charges 

possession of more than 42.5 grams (about 1.5 ounces) of marijuana as a felony. The burden of 

a felony conviction affects people long after their involvement in the criminal justice system 

through discrimination in employment, housing, and civic involvement. Incarceration for such 

low-level drug offenses comes at great cost to individuals, families, and taxpayers. Furthermore, 

the racial disparities associated with the criminal justice system are well documented, and 

criminalizing drug use is a primary source of racial trauma in the BIPOC communities by 

separating families through incarceration and undermining social supports necessary for 

recovery. Considering the prevalence of co-occurring substance use disorders with mental 

illnesses, and the discrimination that people with criminal histories and mental illnesses already 

experience, decriminalization is the best way forward for promoting recovery in our 

communities. NAMI will advocate for decriminalization and avenues to expunge past convictions 

and restore rights to those who have been harmed by these laws. 

• Increase investments: Because recreational cannabis use is associated with negative outcomes 

for people with mental illnesses and substance use disorders, legalization should not be 

considered without adequate funding into prevention and treatment, to meet new and 

increased needs. This should especially include investments into first episode psychosis 

programs along with parent and community education. 

• Labeling: It’s important that labeling in terms of strength and amount be clear.  

• Research: Any legalization of recreational cannabis must be rolled out slowly and with extensive 

research and data collection to and monitor the effects of legalization on education, car 

accidents, homelessness, and other psychosocial factors. 

Children’s Mental Health System  

Half of all mental illnesses emerge by the age of fourteen. If these children wait until they are adults to 

begin receiving treatment, they will have waited too long. Untreated or undertreated mental illnesses 

have numerous negative impacts and increase the likelihood that the child or youth will be suspended, 

drop out of school, or end up in the juvenile justice system. One of the most important community-

based programs for children is school-linked mental health. Under this model, community-based mental 

health providers co-locate in the school-building to provide on-site mental health treatment. These 

providers can bill Medical Assistance and private insurance, while also having the expertise to abide with 

HIPAA and maintain a firewall between a student’s private health information and their educational 
records. Half of all students who receive school-linked mental health treatment received care for the 

first time, with half of these students having a serious mental illness. 
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Early intervention and access to comprehensive mental health treatment at school and in the 

community is hugely important, but some children and youth are going to require more intensive 

support than they can get through visits with a therapist. Unfortunately, there are very few options for 

children to receive intensive mental health supports in the community. Minnesota has multiple 

community-based programs with very successful outcomes for children with complex mental health 

needs like Youth Assertive Community Treatment (ACT) Teams or Intensive Treatment in Foster Care 

(ITFC). 

NAMI Minnesota is committed to building our mental health system for children and youth. NAMI will 

work on the following issues: 

• Allow Teens to Consent to Outpatient Treatment: Minors aged 16 and older can currently 

consent to inpatient treatment without the required consent of any other party, but the same is 

not true for outpatient treatment. NAMI Minnesota supports giving these teenagers the 

authority to consent to nonresidential mental health services. 

• Children’s Crisis Teams: Children and youth can also access mobile crisis services. However, 

mobile crisis teams still need more training to effectively engage young people experiencing a 

mental health crisis and their families.  

• CTSS: Children’s Therapeutic Services and Supports or CTSS is a flexible package of mental 

health services for children and youth under the age of 21. Counties, community mental health 

programs, hospitals, tribal entities, and special education programs can all offer CTSS services. 

Core CTSS services include therapy, skills training for the child and family, crisis assistance, 

treatment plan development, and other supports that meet the need of the child or youth. 

NAMI Minnesota supports efforts to improve funding for CTSS to better serve children with 

mental illnesses.  

• Conversion Therapy: Conversion therapy is the fraudulent practice where someone claims to 

“cure” someone of being LGBTQ. Children and youth subjected to conversion therapy 
experience significant trauma and are at much greater risk of dying by suicide. NAMI Minnesota 

supports a ban on the use of conversion therapy for LBGTQ youth and vulnerable adults. This 

would not have any effect on consulting a trusted advisor or faith leader with questions about 

sexual identify. 

• Early Childhood Mental Health Consultation: The suspension rates for very young children in 

early learning programs or pre-kindergarten are unacceptably high, particularly for young 

students of color. Early childhood mental health consultation provides support for school staff 

to recognize the impact of trauma and emotional dysregulation in young children to avoid 

suspension. NAMI Minnesota supports increasing funding for this vital program. 

• Emergency Rooms: There is a serious lack of inpatient hospital beds for children with a mental 

illness and there are no psychiatric emergency rooms for them. NAMI will support the 

development of psych ERs, emPATH units and encourage the development of more beds. 

• Emotional Disturbance: Currently, Minnesota law classifies young children as having an 

“emotional disturbance” rather than a mental illness. This language is needlessly abrasive and 
creates confusion with the eligibility standards for special education and the category of a child 

with an emotional or behavioral disorder. While there will have to be nuance around the use of 

this term for very young children, NAMI Minnesota supports replacing references to an 

emotional disorder with a mental illness. 

• NEMT: Nonemergency medical transportation has been a popular service for adults. It allows 

people experiencing a mental health crisis to be transported to the care they need by trained 

staff without riding in an emergency vehicle. NAMI Minnesota supports creating a child mode 

for NEMT so that children can better access services such as day treatment .  
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• PRTFs: Psychiatric Residential Treatment Facilities are a relatively new level of care in 

Minnesota. They provide an inpatient level of care to youth under 21 as an alternative to a 

hospital. Minnesota children require many more PRTFs than currently exist. NAMI Minnesota 

supports providing start-up funding to new PRTFs and allowing such facilities to specialize or 

target the children they serve. Additionally, more must be done to require private plans to pay 

for this level of care and for DHS to increase the rates. 

• Respite Care: It can be exhausting to be the primary caregiver for a child or youth with a serious 

mental illness. Respite care is an important service that allows for parents and caregivers to 

recharge, while someone provides appropriate care and supervision of the child. Respite care 

reduces out-of-home placements and hospitalizations and is an important part of the continuum 

of care for children with mental illnesses. Expanding access and funding for respite care, 

including crisis respite care, is crucial. 

• School-Linked Mental Health: These services allow community-based mental health providers 

to offer on-site mental health treatment in schools. Providers can bill Medical Assistance and 

private insurance, while also having the expertise to abide with HIPAA and maintain a firewall 

between a student’s private health information and their educational records. Half of all 
students who receive school-linked mental health treatment received care for the first time, 

with half of these students having a serious mental illness. The legislature made significant 

progress in funding school-linked mental health programs in the previous biennium. In addition 

to new funding, policy changes were made that clarified the eligible uses for grant dollars. 

Although school-linked programs can bill public and private insurance, grant dollars can cover 

burdensome co-payments, build the capacity of schools, purchase telemedicine equipment, and 

other important roles. Despite new funding, school-linked mental health services are still not 

available in every school building in the state nor are they able to meet the needs within current 

schools. Additionally, DHS needs to support these not being competitive grants and to make 

exceptions for culturally specific providers to support youth from their community who attend 

more than one school. 

• Shelter-Linked Mental Health: Like school-linked mental health, shelter-linked mental health 

services allow trained staff to provide mental health care treatment in youth shelters. These 

services are extremely effective at reaching youth who are experiencing homelessness or sexual 

exploitation. NAMI Minnesota supports increasing funding for shelter-linked mental health 

services to support our youth. 

• Youth ACT: Youth ACT provides 24/7 support from a multi-disciplinary team of mental health 

providers for youth with serious mental health needs. In 2021, we helped to pass legislation 

expanding the age eligibility criteria for Youth ACT services. Whereas before, these services 

were restricted to youth between the age of 16 and 20, they are now available for youth 

between the ages of 8 and 26. However, CMS is not allowing us to expand to that age due to 

EPSDT requirement. We need to develop a work around so that these youth do not lose their 

ACT provider when they turn 21.  

 

Commerce/Insurance 

Too many children and adults living with a mental illness do not receive adequate coverage for their 

health and mental health care needs. We need to ensure that Minnesotans on both public and private 

insurance plans have more options, lower premiums and deductibles, adequate coverage, and access to 

basic mental health treatment - especially community supports. NAMI will work on the following issues: 

• Life Insurance: Minnesota’s life insurance clauses have antiquated language that marginalize 
people with mental illnesses. The suicide clause also says that when someone completes suicide 
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less than two years after starting a life insurance policy, their beneficiaries can only receive a 

refund of the premiums they paid. We know that people who complete suicide don’t do so for 
an insurance payout, and their families deserve the financial support that other beneficiaries 

receive. NAMI Minnesota supports amending these clauses to remove discriminatory language. 

• Mental Health Parity:  Parity is still not realized. We need to strengthen Minnesota law to 

ensure the law is carried out. 

• Network Adequacy: Private health plans develop networks of providers to guarantee quality 

and manage costs. However, mental health parity regulations prohibit health plans from 

creating narrower networks for mental health or substance use disorder treatment. Despite 

progress in the enforcement of mental health parity, people with mental illnesses still face 

narrower networks and fewer provider choices. A recent report from the Milliman Corporation 

found that someone seeking inpatient mental health treatment in Minnesota was 6.19 times 

more likely to receive treatment out-of-network. They were also far more likely to receive out-

of-network treatment for outpatient facility treatment and outpatient office visits than people 

with other medical or surgical needs. When it comes to reimbursement rates, Minnesota 

psychiatrists were paid 40% less than primary care physicians for the same diagnostic code. For 

higher complexity cases, psychiatrists were paid 60% less using the same diagnostic code. 

Because of the current unprecedented demand for mental health services, we need to create 

open networks so that people can receive services from any willing provider. We also need to 

define network adequacy standards according to other criteria  and ensure private health 

insurance plans are paying for treatment in Intensive Residential Treatment Services (IRTS) and 

Psychiatric Residential Treatment Facilities (PRTFs). 

 

Criminal and Juvenile Justice 

Whether it’s a nuisance crime like spitting or something more serious, people with a mental illness are 

much more likely to have encounters with the criminal justice system that can result in a dangerous 

encounter with the police, time in jail, or incarceration. We need to prevent these encounters but also 

ensure that everyone receives the mental health treatment they need in jail, prison, and as they 

transition back to the community. NAMI will work on the following issues: 

• Education and Training for Judges: A disproportionate number of people in the court system 

live with a mental illness. Yet judges and court officials in Minnesota are not required to have 

any continuing education understanding mental illnesses, substance use disorders, or the local 

resources available in their jurisdictions. NAMI has introduced a bill to require minimum training 

on mental illnesses for court officials so that judges can better recognize symptoms in the court 

room, reduce harmful jail time, and promote diversion to community treatment when possible. 

• Families and Incarceration: Research from the University of Minnesota has shown that the 

children of incarcerated parents have increased adverse childhood experiences (ACEs) and poor 

health and social outcomes throughout their development, including increased mental illnesses 

and substance use disorders. Children of incarcerated parents are also more likely to encounter 

the juvenile justice system themselves. The same research reported 56% of incarcerated men 

and 66% of incarcerated women in Minnesota had minor children living with them at the time of 

their arrest, higher than the national average. Additionally, the Children of Incarcerated Parents 

Work Group now under the Juvenile Justice Advisory Committee, as well as the Ombuds for 

Corrections have published reports detailing racial disparities and “confusing and stressful” 
visiting processes at jails and prisons. NAMI will be working to simplify and increase access to 

visitation and supports for children and families of prisoners. 

• First Responder Wellness: First responders of every kind experience more traumatic events and 

higher rates of suicide than the general public. However, systems of support are not broadly 
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available. NAMI’s national office worked with the U.S. Department of Justice’s Office of 
Community Oriented Policing Services (COPS) in 2018 to release a report with recommendations 

for maintaining police mental health. The report recommended preservice education and 

training about mental health and trauma, as well as embedding supports into departments such 

as EAP programs, peer-to peer support programs, dedicated staff for resources and referrals, 

and off-site mental health professionals hired by the department to provide privacy and safety 

for responders who seek help. Leadership must also model wellness, ensure debriefing policies 

are trauma-informed, and work to change a culture that views asking for help as being weak. 

NAMI Minnesota will advocate to maintain and expand current wellness programs, and for new 

innovations and programs to support first responder wellness. 

• Increase Investment in Diversion Programs: Many people with mental illnesses can be diverted 

away from punishment and into treatment. Diversion can happen at every point in the process: 

before an arrest, after booking, during court appearances, and even after conviction by 

sentencing to treatment or by using a mental health court. Successful diversion programs 

require partnerships between the mental health system, social supports, and justice 

professionals like law enforcement, prosecutors, public defenders, and judges. NAMI will work 

to increase incentives and resources to expand programs and mental health courts. 

• Phone Calls in Jail: Being arrested and booked into jail is a frightening and isolating experience. 

On top of the emotional impact, people in jail can lose access to important medications, 

assistance programs, employment, and supportive connections. Promoting recovery over 

punishment means reducing barriers to people getting the help they need, even in correctional 

settings. One simple way to increase access to help is making phone calls to case managers and 

mental health professionals from jail be free. NAMI will be working with partners to find ways to 

cover the costs of essential phone calls in jails to social services and providers. 

• Prison and Probation Issues: Minnesota prisons do not have enough resources to meet the 

mental health treatment needs of prisoners. On top of this shortage of resources, many people 

are returned to prison for less than 90 days for technical probation violations, where they will 

not be engaged in programming for such a short sentence. Thus, many people are removed 

from their community where they may be working, engaging treatment, and supporting families 

and are returned to prison on small violations with no support, risking loss of treatment, 

employment, and housing. Moreover, the Minnesota Sentencing Guidelines has reported 

significant racial and geographic disparities in probation revocations. NAMI is working on a 

statewide working group to find a sustainable delivery model for community supervision so that 

resources can be used to support people and not reincarcerate them. We also support the 

Minnesota Reinvestment and Rehabilitation Act to create incentives for prisoners to gain early 

release and reinvest those funds into community support. We will also be working to require 

alternatives to prison for technical violations and prioritizing treatment for people with mental 

illnesses. 

 

Crisis Response System 

When a person is experiencing a mental health crisis, they should be able to dial 911 and receive a safe, 

professional, and appropriate response. While Minnesota has mobile mental health crisis teams 

covering every county in the state, they are not sustainably funded or staffed and there are still barriers 

to accessing them easily. Recently different jurisdictions have experimented with mental health 

professionals co-responding with police. While police are necessary in situations involving weapons or 

safety risks, it is important that we build a strong mental health system independent from the criminal 

justice system. This means maintaining partnerships with law enforcement, but primarily funding crisis 
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teams to sustainably integrate into our larger emergency response system, and providing consistent, 

quality, and culturally responsive services statewide. 

• 911: The legislature passed measures to require 911 to work with crisis teams (Travis’ Law) and 
for a working group to recommend minimum training standards for 911 dispatchers. NAMI will 

be following any legislation about training for dispatchers to ensure that recognizing mental 

health crises and connecting people to local resources are included. We are also working with 

911 partners and law enforcement to make sure that all Public Safety Answering Points (PSAPs) 

have the resources they need to implement Travis’ Law and monitoring any legislation to support 
these efforts. 

• 988: In 2020, federal legislation passed to enact one nationwide 988 number for suicide 

prevention and mental health crises. The law requires all states to have their National Suicide 

Prevention Lifeline (NSPL) linked to 988 by July of 2022. NAMI is working with the Minnesota 

Department of Health and stakeholders, and we will be following the legislation to enact this 

change. We know in this first phase of implementation, services available through 988 will largely 

be limited to accessing the NSPL, but we will be following legislation to ensure that we can build 

on 988 and best integrate it into our mental health system. 

• Mobile Crisis Teams: Mobile crisis teams can engage individuals in person or over the phone, 

assess their mental state, react to immediate stressors, refer the person in crisis to the 

appropriate level of care, and help individuals and families plan to better respond to future 

challenges. NAMI Minnesota supports increasing funding to sustain and expand crisis teams and 

efforts to restructure billing and payment models. Unlike other emergency responses, crisis 

teams must check certain boxes to ensure they can bill their services to Medicaid. We support 

changing crisis team funding to a “firehouse” model where crisis responders are focused on the 
immediate needs of individuals in the moment and not billing and payment, just like firefighters 

and EMS. This also allows crisis responders to be paid for all the hours they work, and not only 

the time spent responding to crises and billing for services. Then the role of crisis workers can be 

sustainably expanded to include voluntary engagement and follow up in the community. 

 

Education 

Schools are often the place where the signs of a mental illness are first recognized. Whether it’s support 
from a school counselor or treatment from a school-linked mental health provider, many students rely 

on schools to access mental health services. Children with mental illnesses have high suspension and 

dropout rates, poor transition planning, and are more likely to experience the use of seclusion and 

restraints. Unfortunately, poor student mental health is a growing problem. CDC data from 2019 show 

18.8% of high school students reported having seriously considered suicide in the past year. With 

COVID-19 we know the need is increasing and it is crucial for the legislature to support the full 

continuum of mental health supports in schools. NAMI will work on the following issues: 

• Exclusionary Discipline: Too many students are unnecessarily suspended and expelled, with 

children of color much more likely to experience exclusionary discipline. All disciplinary 

interventions must be trauma-informed, culturally appropriate, and prevent students from 

entering the school-to-prison pipeline. We must build on work in the last session and prevent 

the suspension and expulsion of students up to grade three. 

• Intermediate Districts and Special Ed Coops: Intermediate school districts and special ed 

cooperatives work with students who have the highest needs, including many students with 

mental illnesses. In 2017 the legislature provided $4.9 million for a more intensive program in 

the Intermediate Districts and Special Education Coops so that they could develop more 
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therapeutic teaching models to support children who have intense and high complex needs. 

NAMI supports continuing and increasing this funding. 

• Lead: There needs to be a designated lead in MDE on mental health to provide guidance and 

support to districts. 

• Multi-Tiered Systems of Support: Multi-tiered systems of supports are evidence-based 

programs that develop disciplinary frameworks to ensure that students get the right level of 

support and to reduce exclusionary discipline like suspensions. Expand and continue Positive 

Behavioral Interventions and Supports (PBIS). More schools need to have access to the funding 

necessary to offer multi-tiered systems of supports. 

• Restorative Practices: Restorative practices help students learn to resolve disagreements, take 

ownership of their behavior, and engage in acts of empathy and forgiveness. Districts should be 

encouraged to engage in these practices and the Department of Education should provide 

guidance and funding. 

• Seclusion and Restraint: NAMI supports providing additional funding and support to districts to 

reduce the use of seclusion and restraints. Efforts to reduce the use of seclusion and restraints 

should also include data tracking on the number of calls to the police and the number of 

students who are homebound, as these are often the only alternatives to the use of emergency 

procedures. 

• School Support Personnel: School support personnel such as school social workers, academic 

counselors, nurses, and school psychologists all have an important role to play in meeting the 

needs of Minnesota students. While not all school support personnel are mental health 

professionals, many have the skills and training to help students with mental illnesses manage 

their emotions and successfully engage in their education. The ratio of students to school 

support personnel is too high and more funding should be made available to increase these 

resources. 

• Social Emotional Learning: Social and emotional learning (SEL) helps children understand and 

manage emotions, set, and achieve positive goals, feel, and show empathy for others, establish, 

and maintain positive relationships, and make responsible decisions. More districts should be 

providing evidence-based SEL. 

• Trauma Informed Schools: In trauma informed schools, teachers and school staff are prepared 

to recognize and respond to students who have been impacted by traumatic stress. Decades of 

research has demonstrated that children who experience adverse child experiences or ACES are 

more likely to exhibit negative behaviors at school, with children of color much likely to have at 

least one adverse childhood experience. Trauma-informed schools allows for teachers and 

school staff to collaborate in a way that supports a student’s mental and physical health so that 

learning can occur. NAMI Minnesota supports funding to increase the number of trauma-

informed schools in Minnesota. 

 

Equity, Disparities, and Culturally Specific Care 

People of Color reported having a hard time finding culturally specific providers, as almost 90% of 

mental health professionals in our state are white. People from the LGBTQ+ community also reported 

difficulty finding representation in the mental health workforce. We need to have a mental health 

workforce that is truly representative of our state. NAMI Minnesota will work on this issue through the 

following objectives: 

• CEMIG: Cultural and Ethnic Minority Infrastructure Grant: NAMI supports placing this 

important program into statute and increasing funding.  
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• Culturally Appropriate Healers: NAMI wants providers and cultural communities to be able to 

include elders and cultural healers as part of a comprehensive program.  

• Culturally Competent Provider Consultation: Due to the lack of culturally diverse providers, 

NAMI would like there to be a way for a mental health professional to obtain advice from a 

culturally specific provider in order to better serve their clients. 

• Community Health Care Workers: Create a certificate program in mental health to expand the 

work of community health care workers.  

• Center on Mental Health Workforce: The purpose of the center is to increase the number of 

professionals, practitioners, and peers working in the field, increase the diversity of people 

working in the field, and target training in order to have a workforce that is culturally informed 

and responsive. 

 

Employment 

People with a mental illness are far more likely to be unemployed, and often face additional hurdles to 

successfully holding a job. A Rutgers study published in 2020 found that up to 90% of people with 

serious mental illnesses are unemployed, even though the majority want to work. However, there are 

very few programs specifically designed to help people with mental illnesses find and maintain 

employment. We need to ensure that every person with a mental illness who is ready to work can 

obtain the support they need. NAMI will work on the following issues: 

• Individual Placements and Supports: Individual Placements and Supports (IPS) is an evidence-

based program that supports people with serious mental illnesses find and keep a job. Unlike 

other job programs, IPS provides ongoing support to the person with a mental illness to ensure 

that they can succeed in their employment goals. NAMI Minnesota supports increasing grant 

funding for this program so that more people with mental illnesses can accomplish their 

employment goals, as well as exploring alternate funding strategies for IPS such as making it a 

service that can bill Medical Assistance. 

• Workforce Centers: DEED operates workforce centers through the state to help unemployed 

people find a good job. People with mental illnesses walk often turn to workforce centers for 

help, but these programs do not have any training or support to effectively meet the needs of 

people with mental illnesses. NAMI is working to make sure DEED equips Workforce centers do 

better and support employers and job seekers with a mental illness.  

 

Health Care 

Too many children and adults living with a mental illness do not receive adequate coverage for their 

health and mental health care needs. We need to ensure that Minnesotans on both public and private 

insurance plans have more options, lower premiums and deductibles, adequate coverage, and access to 

basic mental health treatment - especially community supports. NAMI will work on the following issues: 

• Collaborative Care: Collaborative care helps primary care deliver mental health care (not just 

screening) and involves the primary care provider, care management staff, and psychiatric 

consultation. Collaborative care requires measurement of outcomes. There’s been quite a bit of 
research showing its effectiveness but more recently there have been articles about its 

effectiveness reaching communities of color. With the disparities we are facing in the mental 

health system, NAMI Minnesota supports requiring Medical Assistance to pay for collaborative 

care. 
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Housing 

Access to stable and affordable housing is consistently a number one issue for NAMI members. 

Unfortunately, lack of affordable housing is getting worse in Minnesota, and people with mental 

illnesses are much more likely to experience housing instability or homelessness. According to a 2018 

Wilder Foundation survey of people experiencing homelessness, 64% of respondents confirmed having a 

serious mental illness. 

 

Adding to the strain, the COVID-19 eviction moratorium was fully phased out on June 1. This allowed 

landlords to immediately proceed with pre-pandemic eviction practices, meaning tenants lost the 

protection that kept them out of homelessness. According to data from HOME Line’s Eviction Prevention 
Project, evictions in June 2022 increased 40% compared to May, representing an eviction filing rate 

nearly double that of 2019’s monthly average. Now more than ever, we need to ensure people with 

mental illnesses have access to stables homes to prevent repeat hospitalizations, homelessness, and 

entering the criminal justice system. People with mental illnesses are also much more likely to 

experience housing instability or homelessness. Without access to safe and affordable housing, people 

with mental illnesses are unable to focus on their recovery. For those with serious mental illnesses, 

stable housing prevents repeated hospitalizations, homelessness, and even entering the criminal justice 

system. Section 8 Housing Vouchers and other programs like Bridges provide a lifeline for many people 

with a serious mental illness, but in some cases even access to subsidized or even free housing is not 

enough and they require additional support, skills training, and connections to mental health resources. 

Permanent supportive housing meets this need on an ongoing basis and allows for people with a serious 

mental illness to take steps towards recovery.  

NAMI will work on the following issues: 

• Bridges: The Bridges grant program provides a housing voucher for anyone on a Section 8 wait 

list where the individual or adult family member has a serious mental illness. People with very 

low incomes can be on a section 8 wait list for years before getting this support, making the 

Bridges program a crucial lifeline. 

• Landlord Risk Mitigation Fund: Unfortunately, many property owners believe that some people 

are higher risk tenants. This includes people with housing vouchers, a mental illness, or 

experience with the criminal justice system. Property owner risk mitigation funds decrease the 

perception of risk about renting to these tenants. Should a tenant damage property in excess of 

the security deposit or have some unpaid rent, the landlord would be able to tap into the risk 

mitigation fund to cover these expenses. 

• Permanent Supportive Housing: Permanent supportive housing provides ongoing support at 

someone’s apartment or residence to help them succeed in their housing situation. NAMI 
supports increasing funding for the Housing with Supports for Adults with Serious Mental Illness 

(HSASMI) grant, as well as other important funding streams that sustains these programs like the 

Housing Supports funding formerly known as GRH. Grant programs like HSASMI provide an 

important supplement for the expenses that cannot be covered by the new Medical Assistance 

housing benefit Housing Stabilization services. 

 

Juvenile Justice 

The Bureau of Justice Statistics reports that over 70% of children in the U.S. juvenile justice system have 

a mental illness. NAMI Minnesota is committed to closing the school-to-prison pipeline and diverting 

youth before they are trapped in the juvenile justice system and face long-term hardships throughout 

their development. NAMI will advocate and support the following issues: 

• Data Collection: Without proper data collection and analysis across jurisdictions we cannot 

understand the scope of disparities in the juvenile justice system or find adequate solutions. 
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NAMI supports the creation of a statewide data hub that requires stakeholders to report 

regularly and for accurate real time tracking of the number and demographics of kids in the 

system, so that meaningful changes and improvements can be made. 

• Keep MN Youth in MN: In 2019 American Public Media reported on a practice of sending 

Minnesota children who are most at-risk with complex needs out of state for placement. NAMI 

will work with partners to develop and provide resources for interagency solutions for children 

with the most complex needs to stay as close to home as possible. 

• Alternatives to Detention: Minnesota’s juvenile justice system needs increased collaboration and 

use of best practices throughout the state, particularly for children under 13 who get caught in 

the system. We will support legislation that offers clear diversion and appropriate response to 

young children and ban detention for children under 13, except in the most extreme of 

circumstances. Along with these initiatives we will promote better education for judges, lawyers, 

and law enforcement, early record expungement for youth with mental illnesses, and use of 

mental health court principles and trauma-informed practices in juvenile courts. We will also 

work to increase alternatives to detention for all youth and use of best practices like the 

crossover youth model for youth moving between the juvenile justice system child welfare 

systems. 

• Resources and Reform: While the number of youth who are detained in Minnesota has gone 

down in recent years, the juvenile justice system still needs many resources and reforms to 

improve outcomes and provide the best and most restorative options for kids in need. A uniform 

Risk or Needs Assessment Instrument for all facilities across Minnesota would provide 

consistency and better standards to ensure kids are getting what they need to succeed 

immediately and in the future. We will also work to reform any policies that do not promote 

dignity and recovery for all youth such as strip searches, solitary confinement, mandatory 

juvenile life without parole sentences, strict criteria for youth to qualify for services, and 

sentencing and record keeping practices that create harsh collateral consequences long after 

adolescence. 

 

Infrastructure/Rates 

You cannot build the mental health system without paying for it. Low reimbursement rates from both 

private and public payers are a well-known problem, with Medical Assistance often failing to even cover 

the cost of providing care. Our mental health system has also changed due to the COVID-19 Pandemic. 

While there have been numerous challenges, there have also been some positive developments that we 

should continue once the public health emergency is over. Expanding access and limiting the 

requirements around the use of telemedicine has been very successful. Telemedicine does not work for 

everyone – particularly children – but additional flexibility around using a telephone and being able to 

have more than three visits a week have been very helpful. These are NAMI Minnesota’s priorities to 
improve our mental health system: 

• Adult and Children’s Day Treatment, ARMHS and CTSS, Behavioral Health Home: Increase rates 

for community-based services.  

• Room and Board for IRTS: Ensure that room and board for IRTS can be billed under 

MinnesotaCare. 

• FastTracker: Appropriate funding to expand FastTracker. 

• IRTS/RCS Facility Infrastructure Upgrades: Providers may include a line reflecting new capital 

costs. 
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• MCO Timely Filing and Prior Authorization: Commissioner shall require that managed care plans 

use timely filing timelines and prior authorizations consistent with medical assistance fee for 

service for all Medical Assistance services covered under Chapter 256B.   

• Reimbursement Rates: Medical Assistance rates under Managed Care are unacceptably low and 

typically does not cover the actual costs of providing care. This places significant financial strain 

on community-based mental health providers and impacts their ability to adequately pay (and 

thus recruit and retain) their staff. The floor for mental health rates under Medical Assistance 

managed care must not be lower than fee for service Medical Assistance. 

Mental Health Workforce 

We cannot build our mental health system without also building our mental health workforce. Of 

Minnesota’s 11 geographic regions, 9 have been designated by the Health Resources and Services 
Administration (HRSA) as mental health shortage areas. While the workforce shortage is felt across 

Minnesota, the scarcity of mental health professionals is most acute in rural communities and in 

communities of color. 

In order to meet this need, Minnesota will have to address low reimbursement rates, challenges 

meeting licensure requirements, and the unique challenges developing a diverse workforce in rural and 

urban areas. NAMI will work on the following issues: 

• Improve collection and dissemination of mental health workforce data at all levels. If licensees 

of mental health boards do not reflect the population of Minnesota, require all mental health 

licensing boards to address alternative licensure procedures for individuals of diverse groups 

who are having trouble passing licensure. Work with the licensing boards to encourage people 

to provide demographic/ethnic information in order to measure progress.  

• Increase number of MH professionals. Convene a discussion with representatives from 

Minnesota’s higher education institutions to assess the availability of higher-level mental health 

degree programs in rural areas of the state. Specific areas to be addressed include Expansion of 

psychiatric nurse practitioner programs, expansion of social work and mental health programs 

to tribal colleges, expansion and/or better promotion of existing weekend cohort or online 

master’s programs. Increase the loan forgiveness program and dedicate a percentage not just to 

geographic area but to those professionals serving BIPOC and other underserved communities. 

Examine the undergraduate requirements with the graduate school requirements to better 

steer people into these fields. 

• Increase number of licensed MH professionals from diverse communities. Replicate and 

expand the Diversity Social Work Advancement Program to include additional mental health 

disciplines (e.g., marriage and family therapists, psychologists, etc.) and practice locations. 

Create training programs with stipends/scholarships and pathways to licensure targeted at 

students from diverse communities. Create alternative pathways for licensure for MH 

professionals – including not requiring the national exam or creating a state exam. 

• Interstate Compact: Support interstate compacts for social workers, LMFTs, and LPCCs. 

• Loan Forgiveness: Increase funds for the loan forgiveness program. 

• Peer Specialist Training: The insight and experience of peer specialists has a crucial role to play 

in our mental health workforce. Unfortunately, the state funding for mental health peer 

specialists is lagging behind peer specialists for substance use disorders and needs to be 

increased. 
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State-Operated Services 

State-Operated Services play an important, but limited role, in Minnesota’s mental health system. With 
the closure of most mental health institutions, Direct Care and Treatment (DCT) at DHS is no longer the 

largest provider in Minnesota’s mental health system. In fact, most people who receive court-ordered 

mental health treatment are now served in the community through what is called a dual-commitment. 

Currently, state-operated services mostly provide intensive support in locked facilities. NAMI will work 

on the following issues: 

• Carve out DCT: It is a conflict of interest for DHS to license, fund, and operate the DCT program. 

From time to time, State-Operated programs at St. Peter and the AMRTC have faced scrutiny 

from Federal and state regulators about patient safety and quality of care. It is time to create a 

separate agency to operate state-operated services. 

 

Suicide Prevention 

Suicide is one of the leading causes of death for Minnesotans and has become a public health crisis, with 

close to 800 people a year dying by suicide. With the COVID-19 pandemic, even more people are 

seriously considering suicide. We need to tackle this public health problem like the opioid crisis with 

improved coordination and additional resources. In the last biennium, the legislature made a significant 

investment in suicide prevention efforts including the implementation of the zero-suicide model, 

increasing grant funding for suicide prevention efforts at the local level, and funding access to suicide 

prevention training for school staff. With increasing needs, Minnesota cannot afford to go backwards 

and undo these crucial investments. NAMI will work on the following issues: 

• 988: In 2020, federal legislation passed to enact one nationwide 988 number for suicide 

prevention and mental health crises. NAMI will support a telecommunication fee to fully fund 

988. 

• Means Restriction Education: Amend the training requirements for owning guns to include 

means restriction education. 
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